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RESIDENT ASSESSMENT: THE SPRINGBOARD TO
QUALITY OF CARE AND QUALITY OF LIFE
FOR NURSING HOME RESIDENTS

MONDAY, OCTOBER 22, 1990

U.S. SENATE,
SpeciAL COMMITTEE ON AGING,
Washington, DC.
The Committee met, pursuant to notice, in the Dirksen Office
Building.
Staff present: Portia Porter Mittelman, staff director, Holly
Bode, professional staff.

STATEMENT OF PORTIA PORTER MITTELMAN, STAFF DIRECTOR,
SENATE SPECIAL COMMITTEE ON AGING

Ms. MiTTeLMAN. Good morning everyone. I think we’re about
ready to get started.

My name is Portia Mittelman. I'm Staff Director for the Senate
Special Committee on Aging, and I'm here to welcome you to
today’s event. This is a wonderful turnout. Something good is truly
happening and we hope that it will continue to happen as we go
forward today.

I also bring greetings today from the Chairman of our Commit-
tee, Senator David Pryor, who, as some of you may know, is busy
in conference right now trying to get our budget situation settled.
Everyone cross your fingers that we can get that done this week.
It’s been a very difficult weekend for Members and staff, so think
good thoughts for all of us.

I want to introduce my very special colleague, Holly Bode, who is
on the Senate Special Committee on Aging with me. Holly is our
expert on nursing home issues and has been very instrumental in
the OBRA legislation and putting together this event that we're
going to share today.

So, at this time, Holly Bode.

STATEMENT OF HOLLY BODE, PROFESSIONAL STAFF, SENATE
SPECIAL COMMITTEE ON AGING

Ms. Bope. Thank you.

Good morning. My name is Holly Bode and I work for Senator
David Pryor, Chairman of the Senate Special Committee on Aging.
On behalf of Senator Pryor and Senator Brock Adams, Chairman
of the Senate Subcommittee on Aging, I'm really pleased to wel-
come everyone here today to this presentation, ‘“Nursing Home
Reform: Something Good is Happening”.
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The Campaign For Quality Care and National Citizen’s Coalition
for Nursing Home Reform have put together a very impressive pro-
gram. They’ve brought people together from all over the Country
to talk about their experience with resident assessment and other
aspects of OBRA 1987 nursing home reform. We're here today
about hands-on practical experience; in other words, translating
legislation into practice.

I think the message today is on positive outcomes, and that the
effort to implement OBRA is worth it. As the Congress struggles to
come to terms with our Nation’s budget deficit, it’s a particularly
valuable and very timely message. As a member of the Senate Fi-
nance Committee, Senator Pryor has been deeply involved in the
budget-making process. As Portia mentioned, he has also been
chosen to serve on the Conference Committee which has the re-
sponsibility to hammer out the differences between the House and
the Senate budgets. To make things even more interesting, Senator
Pryor has also taken a lead in the Senate on technical corrections
to OBRA 1987 nursing home reform provisions.

As most of you probably know, the nursing home technical issues
are a very important—but often contentious—part of the House
and Senate budgets. As the conferees and their staffs—myself
among them—argue and negotiate over the nitty-gritty details of
OBRA, it’s vitally important that we all be reminded why we're
doing it. On a personal note, I can tell you that after having spent
almost every day this month here at my office, I need to hear that
the Congress’ efforts to make OBRA 1987 work are worthwhile.

Working on nursing home issues has been a great experience for
me. It’s not always easy, but it’s never, never dull. I hope that
today’s program will inspire us all, and teach us something in the
bargain.

It’s wonderful to see so many people here today. I want to thank
the National Citizen’'s Coalition for Nursing Home Reform
(NCCNHR) and the Campaign For Quality Care for putting this to-
gether and to everyone for coming. I look forward to a really pro-
ductive and very informative day.

I would like to conclude my remarks by thanking you again and
introducing Susan Rourke, the President of NCCNHR.

STATEMENT OF SUSAN TITUS-ROURKE, PRESIDENT, NCCNHR

Ms. Trrus-Rourke. Thank you very much, Holly.

My name is Susan Titus-Rourke and I’'m the President of the Na-
tional Citizen’s Coalition for Nursing Home Reform and would like
to thank, especially, the Campaign For Quality Care, the national
organizations that have joined us over the past years, the Senate
Special Committee on Aging, and the Subcommittee on Aging of
the Senate Labor and Human Resources Committee for making
today possible for us. If something good is really going to happen,
we're here to see how it’s going to happen today.

This is a very special time for us. The past 15 years—this is our
15th anniversary meeting as a citizen’s coalition—and for the past
15 years, citizen’s groups, residents, families, and committed profes-
sionals have had a dream. We really believed in the fact that a
nursing home could be a home; that, in fact, there could be care
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given with dignity; that being sick or old did not mean that you
lost your capacity to choose or to be a person—you were not to be
just thrown away. During the past years we worked on this dream
and tried to make it real in Michigan, Wyoming, Nebraska, and all
the States that people come from here today.

And as we worked on those changes in the States, it became
clear to us that State laws were not enough, that we could work a
little bit in our corner of the world, but we needed Federal laws
and Federal changes. As we began working together, we joined
with professionals, with worker’s groups, with nurses, with social
workers, and with enlightened facility operators who also shared
the dream of quality care, and we brought all those words and
thoughts to Washington, D.C. where, with the Campaign For Qual-
ity Care, we crafted our dreams into words on paper.

Those words are the Nursing Home Reform Amendments of
1987, popularly known—as OBRA. That’s really the blueprint for
our dream.

That's why we’re here today, really, to look at OBRA 1987 as a
beginning. It’s maybe the ending, in many ways, of our work with
words, but it’s a lot of beginnings for us. It’s a beginning to change
the fabric, the very fabric of how care and life in a nursing home
occurs. It’s, in fact, a beginning of changing what we expect of our-
selves as professionals, as consumers, as family members, and as
residents. It’s beginning, really, to bring the “home” into nursing
home, and to bring the choices back into the life of the people who
live there in nursing homes.

As we have caught brief glimpses of the potential for change, we
know that it can happen. What we’re going to do today is to look at
the future, to catch a glimpse of what the future of nursing home
care can be for those who live in nursing homes, those-of us who
may want to use nursing homes, and those of us who may live and
work in nursing homes in the future.

The way that we’re going to work this today is that we’re going
to be starting where we should be starting, with the people whose
bus isn’t here yet.

The resident’s bus did not arrive, and I want to let people know
that when they come, we'll be stopping so that they can come and
be settled in the front. We hope that this is certainly the last day
that the residents will be last in coming in and not being first.
Today, they’ll be first, though, because our program this morning
will be to begin with the resident, to look at what the resident care
needs are, what the resident’s desires are, and how she or he would
rﬁally want to live in the nursing home. We’ll have a panel on
that.

Then this afternoon, the early afternoon, we’ll be looking at how
the care in a facility can be organized in order to meet those needs
and desires, the hopes, the dreams, and the glimpses of the future.

Then the third part of our program, at the latter part of this
afternoon, we, as consumers as residents, and as professionals, will
talk about how we can make our law happen. We can't just go
away from Washington, D.C., and brush our hands and say, “That’s
it.” It’s our law, our words. We need to make it happen. We’ll be
putting that piece together this afternoon.
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What'’s really exciting to me, and that we’ll need to be working
on together today, is that this isn't just us looking at what could
happen. This is really a report that will go to Congress. Portia and
Holly have framed for us the way this is going to be. There is going
to be a reporter so if there is a chance for you to ask questions,
please state your name. You are a witness in a report that will be
going to Congress. So this isn’t merely our own dream, it’'s an op-
portunity to confirm those glimpses of the future for everyone else.

I'd like to take this opportunity, again, to thank everyone for
coming and introduce the first part——

Ms. MITTELMAN. Susan, before we get started with the program, I
was remiss in not introducing another person who is very instru-
mental in this event today, my colleague, Bill Benson, who is the
Staff Director of the Subcommittee on Aging.

Bill is in the back there. Bill, wave.

Ms. Trrus-Rourke. Bill is one of us.

I think the residents are coming in. The bus actually arrived, so
if we could take just a quick break.

There will be a little bit of uproar as people get seated in the
front, but let me introduce, at this point, Sarah Burger.

We'll take just a moment to get people seated, and then Sarah
Burger will be taking over. I'll introduce her in a moment. Thank
you very much. _

Ms. MrrreLMAN. I'd like to call the meeting back to crder. Would
everyone please be seated?

Ms. Trtus-Rourke. Thank you very much for taking this break.
I'd like to give a special welcome to all the residents of nursing
homes who took the energy and time and commitment to join us
today so that we could all work together to make OBRA happen.

Join me in welcoming tham.

The next part of our program will be moderated by Sarah
Burger. Sarah Burger is a nurse with a masters degree in public
health who is a consultant to the Coalition—the National Citizen’s
Coalition for Nursing Home Reform—and is a long time advocate
forS th:}:'esidents and families of nursing homes.

arah.

STATEMENT OF SARAH BURGER, CONSULTANT, NCCNHR

Ms. BurGeR. Thank you very much, and it’s a pleasure to be
here today.

Rita Mae Brown is a humorist who is actually appearing here in
Washington, D.C., this week, so it’s appropriate that I take one of
her charming quips to start the morning. She’s been heard to say
th(za;f1 lif the world were a rational place, men would be riding side
saddle.

I can't change those kinds of practices, however, I think, togeth-
er, we might say that if the world were a rational place, resident
assessment would be comprehensive, accurate, standardized, and
reproducible, as described in OBRA 1987. Then resident assessment
really is the springboard for good care and quality of life for the
residents.

There has always been a process for providing care to residents
in nursing homes. That process is as follows: The resident comes in
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and there is an assessment; then there is care planning where the
needs are identified and care is planned; then that care plan is im-
plemented by the staff; and finally that care is reevaluated and the
process starts all over again. It goes around and around for the
entire time that the resident is in the nursing home.

It is a process which will continue, except for the fact that that
process had one flaw that was very major. The assessment instru-
ments which have been used heretofore have been flawed. They
were very medically oriented and they did not take into account
the psychosocial aspects in a person’s life, which are so important
in any home environment. They were also cursory—leaving out in-
credible amounts of information which would have been useful to
staff and to the resident in providing appropriate care.

Without assessing the physical, the mental, and the psychosocial
aspects of an individual, there is no way facilities can meet the
challenge of OBRA to provide care and services, as well as to attain
and maintain the highest practicable mental, physical, and psycho-
social well being of each and every resident.

With us this morning, we have two experts on the new assess-
ment instrument. Catherine Hawes is from the Research Triangle
Institute in North Carolina and has been Project Director for the
development of the resident assessment instrument. Catherine is
sitting beside me here.

Down at the far end, on my right, is Kathryn Murphy, nurse
clinical specialist at the Hebrew Rehabilitation Center for the Aged
in Boston, MA.

Ms. Hawes. You may think that in order to work on this instru-
ment you have to be named Catherine. That’s not entirely true.

Ms. BURGER. But it helps.

Catherine Hawes will tell us how the tool was developed by the
Health Care Financing Administration with her help, and the help
of many others as well.

Catherine.

STATEMENT OF CATHERINE HAWES, RESEARCH TRIANGLE, NC

Ms. Hawes. Thank you.

As soon as I get it positioned, I'll cough and test everybody’s
hearing, I'm afraid.

I'd like to thank you very much for inviting us to be here. I'd
also like to say, on the 15th anniversary of NCCNHR, that we
would not be sitting here today to talk about nursing home reform
if it weren’t for NCCNHR and the leadership that they've given
over the last 15 years toward improving quality of care and quality
of life in nursing homes.

In fact, there wouldn’t have been an Institute of Medicine study,
that sort of started this process. So, I'd like to thank all of you,
again, for the incredibly important role that you've played, and
continue to play, in nursing home reform.

I'd like to say something that I think is really important about
the resident assessment instrument that we have proposed to
HCFA and that many of the States are using. While it took a regu-
lation to make it uniform across the Country, the assessment proc-
ess itself—and the one that we’'ve tried to make standardized
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across all nursing homes in the Medicare and Medicaid programs—
is something that grows out of what good clinical practice is. We
didn’t try to create an assessment process that sort of grew out of
whole cloth. People were already doing and know what good geriat-
ric assessment and care planning is. Our process was simply to
bring that to bear on the development of the standardized assess-
ment instrument.

Our goal throughout was to develop an assessment system that
would guide care planning. That’s the only purpose of the items
that are in this assessment instrument. We had the following sort
of overall five goals for an assessment system to be used in nursing
homes to improve the quality of assessment, of care planning, and
of care provision.

The first is that it must be comprehensive. When I say “compre-
hensive”, I mean two things. Clearly, it has to cover the mutliple
domains that affect residents—functional status and sense of well
being—and OBRA specified fairly clearly what those domains had
to be. But the second thing, and I think equally important, is that
the assessment process in nursing homes must capture the
strengths of residents, the preferences, the customary routines, as
well as the needs for assistance and care.

The process that we saw in some facilities was one which gave
you a list of nursing care needs, but somehow ignored the whole
person that existed with those needs. So we've tried to show that
individual person with strengths, with preferences, which will
aftffect what the care planning process ought to be and the outcomes
of it.

The second goal is that in addition to being comprehensive, the
assessment should be clinically relevant, that is, all of the items in
a mandatory assessment system should really be relevant to care
planning. We’ve called this the core assessment items, the mini-
mum data set for care screening and assessment, which led to
snorts of amusement and sometimes derision among the nursing
home industry, some of whose idea of minimum was five items,
whereas ours is five pages of items. But we believe that they are
the minimum number of items that are essential to either screen
or give determinations of information that should guide a care

an.

The third goal that we had for the assessment system was that it
should empower residents and direct care staff in nursing homes. It
should empower residents in the sense that it would require discus-
sion with residents.

One of the things that we were struck by in the testing—and we
went to 60 nursing homes across the country to test various stages
of the assessment instrument—one of the things that we were
struck by is that the nurses told us that for the first time they had
discussions with residents about customary routines, about prefer-
ences, about their lives before they entered the nursing home,
about the things that they wanted to do rather than yes or no ques-
tions about “Do you need assistance with” x, y, or z. We thought
that was an important aspect of assessment that was—it’s time for
that to be standard across the country.

We also believe that the system ought to foster interdisciplinary
cooperation—and we’ve seen that it does—and that it force nursing
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staff to talk—or the nurses, social workers, and other staff in the
facility responsible for the assessment—to talk with the aides who
are the direct caregivers. Nursing assistants provided the most ac-
curate information about the needs of residents, about how they
were doing on a given day or over a particular period of time, and
we felt that that was important to make uniform across the coun-
try.

The fourth goal that we have is that it must be administratively
feasible for the average nursing home. This was a tension that we
felt. We wanted to improve what the minimum standard that was
acceptable would be. We wanted to move that up, but we also felt
that it had to be feasible for most nursing homes in the Country. It
had to be feasible in terms of time; it had to be feasible in terms of
the kinds of staff that would be used for the most common aspects
of the assessment process; and it had to fit a range of effective
models that nursing homes may use for assessment and care plan-
ning.

Let me just add right here that whatever you may have heard,
this assessment process does not dramatically change the amount
of time most nursing homes spend on assessment, although it will
probably change the mix of time. Nursing homes tend to spend
more time talking with residents and more time talking with nurs-
ing assistants in this assessment process, but we're looking at a
process that’s an hour to an hour and a half in length. We don’t
think that’s unreasonable in terms of administrative feasibility for
something that will guide a year’s worth of care planning.

It’s not an administrative add-on. In facilities where the standard
of practice and assessment in care planning has not been up to
snuff, this will replace the cursory process. Where there’s already a
good process in place, what the resident assessment instrument
does is to bring all that information together in one place. It’s ac-
cessible to all disciplines so that if somebody in activities wants to
see how somebody is doing in terms of psychosocial well-being be-
cause they may have something to say about that, or if nursing
staff wants to see how people are doing across a variety of other
dimensions, that document, that summary, that whole picture of a
whole resident will exist there for that.

And then last but not least we wanted an instrument that was
reliable, which had items and definitions that were sufficiently
clear that two social workers looking at the same resident, or two
nurses looking at the same resident, would reach the same conclu-
sions about that resident’s care needs. Otherwise, the system—the
kind of care plan a resident gets would be dependent on who did
the assessment. If you got somebody good, that’s terrific. If you got
somebody on a bad day, that’s not so terrific.

We tested the instrument. We went through—I've lost count ac-
tually. Kathy may have a count. I stopped counting at the 40th ver-
sion. We've gone through 40 revisions of the core instrument; it’s
been tested in six States by us and in five States by another part of
HCFA; we personally have been into 60 nursing homes using facili-
ty staff to do the assessments; and we've had assessments per-
formed on more than 800 residents to find out if the item is clini-
cally relevant. If the definition is clear, it will lead to care plan-
ning.
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Now, just two other things that I want to tell you—I've told you
how we developed it, but what is it? There are two parts to the
resident assessment instrument that will be mandated by HCFA.
The first is called the minimum data set for care screening and as-
sessment. That’s the basic assessment instrument that facilities
will use. States may add items, but they cannot use fewer items or
different definitions. What you’ll hear discussed today is that as-
sessment instrument.

The second part of it are what we call resident assessment proto-
cols. They are in the 18 areas that are the 18 long-term care qual-
ity of care requirements. The purpose of these is to link that assess-
ment information to decisions about care planning. One of the
things that we found in going out into facilities is that a lot of fa-
cilities have great looking care plans, but they are documents that
sit in the records of the surveyors. They are not living documents
that reflect the needs, the preferences, and the strengths of living
residents.

So what we’ve tried to do is to help facilities see how to link the
assessment information about a resident’s status with care plan de-
cisions.

Sarah.

Ms. BurGer. Thank you, Catherine.

One of the exciting things about the development of the instru-
ment is that Catherine, with her cohorts and colleagues, has used a
true interdisciplinary process to form it. I think practically every-
body in this room has had something to do with it. That speaks
well, I think, for the product that we have because we all have part
ownership in it.

Thank you very much.

Kathryn Murphy has taken time out from her about eight lives
that she’s leading at the moment—being a full-time student and a
full-time worker, and heaven only knows what else—and juggling
her time between exams, she has come to tell us how this wonder-
ful instrument works.

STATEMENT OF KATHRYN MURPHY

Ms. MurrHY. Thank you, Sarah, and thank you for giving me the
opportunity to talk about the minimum data set. What I'd like to
talk about this morning is to give you some practical how-to infor-
mation for completing a resident assessment and some pointers to
keep in mind throughout the assessment process.

Number one, the caregiver’s primary objective in using the resi-
dent assessment instrument, which includes the minimum data set
and the resident assessment protocols, is as a vehicle for getting to
know the strengths, needs, perceptions, preferences, goals, and the
unique story of another human being who is dependent on the pro-
vider for planning, delivering, and monitoring his or her care in
the nursing home.

Once the primary objective is met, the secondary objectives of
quality care and quality outcomes naturally evolve. If the assess-
ment process is treated by caregivers as an exercise in paper com-
pliance, the objective will be lost and both residents and staff are
at risk of becoming demoralized.
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Two, the resident assessment, using this system, provides an ex-
cellent opportunity for caregivers to develop trusting working rela-
tionships with the resident and his family or significant others. In-
volving the resident and family as partners in care promotes the
concept of individualized care that is tailored to the strengths,
needs, and preferences of the individual.

This concept is crucial to the clinical decisionmaking process, es-
pecially when it involves choices regarding the use of physical re-
straints, psychotropic drugs, and life-sustaining technology. The
more emphasis is placed on resident family participation in assess-
ment and care planning, the less time and effort must be spent on
defensive work in nursing homes, which has also consumed about
20 percent of health care dollars.

Next, the minimum data set is not a questionnaire that must be
completed from front to back. It is a set of common definitions. I
recommend that each caregiver involved in assessment develop his
or her own unique style of interviewing and chatting with resi-
dents’ families and colleagues. Let the resident guide the assess-
ment process. By that, I mean to let the resident establish how the
caregiver brings up topics that are crucial for assessment.

It is not necessary to complete the evaluation in the order the
sections appear on the form. For example, if during the course of
learning about a resident’s customary routine, he or she becomes
tearful and agitated, it would be in the resident’s best interest to
pursue feelings about psychosocial well-being, or sad or anxious
mood versus jumping into the next section on the form which is
cognitive patterns. You will have lost in the process.

Next, continuity of care is extremely important in the assess-
ment process. Persons with chronic physical, mental, or neurologi-
cal illnesses have changes in function which are variable through-
out the course of the day or week. Be sure to include the insights of
colleagues who work on other shifts and weekends, for example. A
resident who may be alert, oriented, and fairly independent during
the daytime may decompensate as he grows tired and be more con-
fused and dependent later in the day.

Next, interdisciplinary collaboration is the hallmark of compre-
hensive geriatric assessment. The manner with which this is car-
ried out in each nursing home will naturally depend on resources
available. Make good use of clinical consultants in this process.

Involvement of the people who provide the bulk of hands-on care
to elders in nursing homes—namely nurse assistants—is impera-
tive in this process. In our field trials, we commonly heard from
licensed staff, when we asked them questions about resident func-
tioning, “I really don’t know that about Mrs. S.-You'll have to ask
the nurse assistant caring for her.” Not only will you be able to
gain useful insights about the residents, but also insights about the
quality of care being provided at the bedside, the stress level of the
caregiver, and the educational needs and concerns of staff.

Be objective when coding the minimum data set. Code each item
according to the guidelines which will be provided in the training
material, and not according to your judgment of whether the
answer will be perceived as good or bad. If you’re not objective,
you’ll be unable to effectively use the resident assessment protocols
to both the resident’s and staff’s benefit.
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As an example, in some States, where we were training nurses
how to use the minimum data set, there was a fear of coding prob-
lem behavior for fear of labeling a person. Or sometimes staff
would not want to code a behavior because the behavior really
wasn’t perceived as a problem. For example, the staff might have
become used to a resident wandering or scratching, or striking out
during care. The problem is that it is a problem for other residents
and their families and they may not be so understanding.

If you don’t code items objectively and appropriately, caregivers
may be depriving a resident of the opportunity to have someone
evaluate the behavior and begin to understand why he hits,
scratches, or wanders. Once that is understood and addressed, the
resident may not feel the need to strike out.

Next, share ideas among your colleagues, challenge one another
in the assessment process, and challenge conventional wisdom
about the resident. Be supportive of one another in the learning
process, and also be flexible in your implementation process and
change or modify as the need presents itself.

And last, but not least, have fun. One of the things that we’ve
found that the nurses liked the most was having the chance to get
to talk with the residents. The residents love the opportunity to
participate in the assessment process. That was one of the most re-
warding aspects for the nurses and the social workers in the proc-
ess.

Ms. BUurGeRr. Thank you, Kathryn.

The two Catherines have set the stage for us very, very nicely.

What we thought might be of interest to you this morning was to
actually see this process working. So we have gathered together a
panel who will demonstrate the assessment and care planning
process.

The information we're using was actually gathered in one of the
trials that Kathryn spoke of. So we're using actual data, although
names have been changed. You don’t know who this person is, or
where she lives. However, we’re going to call this resident Mrs.
Lula Rogers. Lydia Borkin, who I'll introduce in a minute, is going
to be Mrs. Rogers today and she will tell you a little bit about her-
self when the time comes.

You're going to enter the process when the initial minimum data
set, which we’ve been talking about, has been done, before triggers
and RAPs come in to complicate the issue. So at this point people
know some basic information, but just that. The part that you're
going to sort of eavesdrop on is the part that would be done quite
informally between colleagues, between the resident, between the
advocates, between all the staff. They went around and decided
what to do, what the problems were, and what they needed more
information on. So this would not be as formal a process as you're
seeing. It would be informal.

Then each of the panel members will tell, from their perspective,
how they view the information on the MDS, and also what triggers
and resident assessment protocols they would want to use and how
they would view the information from that.

Then finally they will tell you—or give you a few clues—as to
the kinds of things that they would want to bring to Mrs. Rogers’
care planning conference which will occur later this week.
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Now let me introduce my care planning team, Mrs. Rogers, and
our advocate. We're going to start with Maggie Donius. She is the
registered nurse, and she will be the leader of this conference this
morning. She joins us today from the Benedictine Nursing Center
in Mount Angel, OR, and is also at the Oregon Geriatric Education
Center. She has worked 11 of her 15 years in long-term care be-
cause she’s excited and challenged by it. She’s a clinical nurse spe-
cialist and conference coordinator this morning.

Maggie, will you stand? Then you can get an idea of who each of
these people are.

Sara Hunt, will you stand?

Sara is a social worker and gerontological specialist. She was the
Louisiana State Long-Term Care Ombudsman, so she’s playing
both sides of the aisle. Sara has been the NCCNHR representative
on the Advisory Committee in the development of MDS, and she’s
been a social worker on interdisciplinary functional assessment
teams.

Next, we have Tom Snader, who is a consultant pharmacist. He
currently works for Manorcare Corporation and provides care at 13
of their Allentown, PA facilities. He’s the past president of the
American Society of Consultant Pharmacists, recipient of the
George F. Archambauld Award, and author of the chapter on Long-
Term Care Pharmacy in the Remington Practice of Pharmacy. He
comes well qualified.

Next, we have Caryl Gurski. Stand on that side. She joins us
from the Hillhaven Corporation. She is an occupational therapist
and an area coordinator for rehabilitation in the mid-west region.
She consults directly to 12 skilled nursing facilities in Wisconsin,
and is director of occupational therapy at the Woodstock Health
Care Center. She is the public information chairman for the Wis-
consin Occupational Therapy Association.

Next, we have Robert Joyce, the physical therapist and Director
of Rehabilitation Support Systems, College Park, MD, which pro-
vides physical, occupational, and speech therapy to clients on the
East Coast. He is also the associate editor of Geriatric Rehabilita-
tion and on the Board of Directors of the American Physical Ther-
apy Association, and Secretary for the Geriatric section of that or-
ganization.

Lydia Borkin, on my left, has been a resident of a New York
nursing home for 10 years. She has been President of the Resi-
dent’s Council for 7 years. She is also an active participant with
the Coalition for Institutionalized and Disabled. Finally, she has
been a trainer for surveyors in the New York NYQUAS system.

Next, we have Steven Levenson. He has been the Medical Direc-
tor of the Levindale Hebrew Geriatric Center and Hospital in Balti-
more, MD for 8 years and has been in long-term care for 13 years.
He’s on the Board of Directors of the American Medical Directors
Association and his special interests include implementation of the
new law and regulations, information systems, and ethical issues—
an important point.

Next, we have Ruth Perschbacher, a music and activities thera-
pist from North Carolina. She has served as Vice President and
Government Relations Chair for the National Association of Activi-
ties Professionals. She has conducted numerous workshops on resi-
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dent assessment and has 8 years of full-time experience directing
activity programs in nursing homes.

Ann Gallagher is a registered dietitian who represents the Amer-
ican Dietetics Association. She is President of Gallagher Associates,
Fort Wayne, IN, which serves long-term institutions. The best news
is that she has just been awarded the American Dietetic Associa-
tion’s Medallion Award for her contribution to the profession, and
especially for her work with HCFA and long-term care.

I hope a lot of other professional organizations take note of our
award winners down there who seem to be sitting together. Maybe
we ought to move up closer to you.

Next, we have Julie Oulette, who joins us from South Yarmouth,
MA. Julie is a certified nursing assistant and has worked at the
Windsor Nursing Home for 9 years. She is Chairperson of the Hos-
pital Worker’s Union, and Secretary of the Executive Board of that
organization.

Kathy Gannoe has been a Long-Term Care Ombudsman from
Central Kentucky for 6 years; she’s worked for 12 years with men-
tally retarded; and she is Secretary for the National Citizen’s Coali-
tion for Nursing Home Reform. That sounds like “Old Boys Clubs”
to me.

Let me now turn this over to Maggie Donius, who will handle the
care conference.

Ms. Donius. Good morning. I think, Lydia, in the role of Mrs.
Rogers, was going to tell a little bit about herself. So, Lydia, if you
would take the micropkone and——

STATEMENT OF LYDIA BORKIN, NURSING HOME RESIDENT,
BRONX, NY

Ms. Borxkin. You’ll have to excuse my voice. It’s almost gone.

I'm Mrs. Rogers, and I came to live at the nursing home 7 years
ago from another nursing home. Before that, I lived alone after my
husband died. I spent my time reading papers, favorite books, keep-
ing house, shopping, cooking, cleaning, and visiting with my family
and friends. I went to the local church and I joined in their activi-
ties.

I was able to take care of myself until about 10 years ago. I
shopped, cooked, and cleaned, and always enjoyed a leisurely
shower after the end of a busy day. I'm still lucky to be able to
have my wits about me. Life has not been easy, but I still have all
my marbles.

But physically I've really slowed down, especially recently. I need
help getting dressed, showering, opening cartons, and getting out of
bed. The worst is my bladder, which is completely out of control.
It's very embarrassing. In fact, I'm feeling quite blue and find
myself really short-tempered with the staff. I don’t even know why
I last shouted at them. I’ve even been mean to the residents. I
don’t know why I do that either. Maybe it’s just worrying about
what’s going to happen to me.

I have high blood pressure, arthritis, and then I've had a bout
with cancer. I am taking so much medicine that I don’t even know
what they are. I wonder if I should stop taking some of them. No
one comes to talk to me about it. They told e when they added a
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new one about a week ago that it would make me feel better, but I
don’t think so.

I feel so badly I admit I even don’t want to eat. I've always been
a person who liked to eat, but even now I don’t enjoy food. I've had
some mood ups and downs before, but—I don’t know—maybe it's
Jjust old age.

Thank you.

STATEMENT OF MAGGIE DONIUS, BENEDICTINE NURSING
CENTER, MOUNT ANGEL, OR

Ms. Dontus. The scenario that Lydia has just so nicely gone over
for us summarizes the information that was collected on the mini-
mum data set from the tool. From that information—and those of
you who are here with the NCCNHR group and have that nice
large blue plastic bag full of materials.

The largest packet in that plastic bag is the information that
pertains to the minimum data set tool. The tool is in there along
v&;ifth the RAPs that Catherine talked about and that I will now list
off.

So, the minimum data set identified these following problem
?ﬁ'seas, or potential problem areas, that indeed now the team will

cuss.

Delirium was triggered, meaning that there were specific items
that pertained to mental status on the tool that then triggered a
RAP. The trigger legend is also in that packet. In other words,
automatically, if you use this legend, it signalled that you needed
to look at that particular area. You could read through the RAP, it
would give you some summary information, and indeed give you
some guidelines by way to proceed.

So I'm now going to read down the list of those concepts that
were triggered from that assessment and data tool. So delirium was
the first one, activity of daily living function and rehab potential,
urinary incontinence and indwelling catheter—that’s the same
RAP—mood state, behavior problem, activities, nutritional, dehy-
dration, fluid maintenance—the same RAP—pressure ulcers, and
psychotropic drug use.

One of the items that was not automatically triggered was falls,
but indeed there was concern on the telephone conversation that
we all had with one another that indeed falls is another area that
we may need to address.

Because there is quite a bit of overlap in terms of the disciplines
that are gathered around the table here, there will be some repeti-
tion. In the interest of time, I'll select specifically the area of incon-
tinence for nursing to address, and then we’ll go around the table
and have each of the persons representing their disciplines give
their perceptions and how they might proceed.

In terms of the incontinence which Mrs. Rogers told us about is
totally out of control and very embarrassing for her, there is some
additional information that we would need to seek from her that
was not collected on the tool by virtue of an omission, the timing of
the onset of the problem. Indeed, we do rot know how long this has
been a problem, only that it is a problem. So, in terms of the disci-
pline of nursing, what we would want to do is eliminate any causes
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of the incontinence that we could eliminate, just within our own
realm, before we needed to seek physician’s orders or other infor-
mation.

So the first thing that we would need to do—other than getting
the information from Mrs. Rogers in terms of how long it has been
a problem, when she noticed that it was a problem, and her feel-
ings and symptoms around that—would be to make sure that ev-
erything is okay in the bowel department, to make sure that that’s
not contributing to her problem, because indeed it could be that if
we correct that problem, her incontinence would resolve.

Another thing that comes to mind—and indeed is triggered on
the RAP, and it lists these things—is that we would want to call
the physician to seek an order for a urinalysis to make sure that
she doesn’t have a urin tract infection. Indeed, if that’s the
problem, it could be that if the infection is treated that her prob-
lem would be resolved. At the same time that we collected a speci-
men for urinalysis to make sure that there were no abnormalities,
we could also make sure that she’s not retaining urine, in other
words, that when she urinates, indeed her bladder is empty.

She’s on several medications, one of which is new, and that also
could be causing problems in terms of her incontinence. It could be
that her medication is doing things to the bladder that were unin-
tended causing her problem.

The other thing would be to discuss with Mrs. Rogers some sort
of toileting program so that indeed, until we get this situation
hopefully rectified, that she would be taken to the toilet, or re-
minded to go to the toilet at some prescribed time, so that indeed
we could try to increase her continence while we’re working on the
problem.

Another thing would be to seek information or seek a consult
from the physician in terms of any portion of a physical exam that
would need to be done to rule out medical causes for her inconti-
nence.

"Also, we're told from the MDS that indeed there are some abnor-
mal lab values. Some of those abnormal lab values could indeed be
contributing to her incontinence. So that would be the other area
for investigation.

Incontinence can also be associated with depression, which it
seems certainly may be an issue in Mrs. Rogers’ case. Indeed, she’s
on medication for such. Is she on enough? Is it on the wrong medi-
cation, and could it be contributing to her bladder problem?

So that would be additional information that we would need to
seek and areas that we would want to consider. Indeed, those
things are on the RAP, the resident assessment protocol.

Another role that I would take on in coordinating our care con-
ference is during the time that we would all be meeting that the
resident would be present. I would take it on as my responsibility—
and certainly it doesn’t have to be nursing, but I think it’s helpful
to have someone in the group that indeed is looking after the com-
fort of the person who is sitting in on the meeting and just every
now and then asking, validating, “Are you comfortable with how
things are going? Do you need to say something here? Have we
said something that’s incorrect?”’ to make sure that the person
feels comfortable in being included in the process.

A
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Again, in terms of time limitations and trying to eliminate some
overlap, that’s all that I will say right now from the realm of nurs-
ing, and I'll turn it over to Tom Snader who is representing phar-
macy.

STATEMENT OF TOM SNADER, PHARMACIST, MANORCARE CORP.,
SELLERSVILLE, PA

Mr. SnapeR. Thank you very much.

It’s really a pleasure to be invited, not only to here, but to this
conference for the pharmacist is not routinely considered to be a
member of this assessment process, and that’s an important factor
that I want to address.

Pharmacy in long-term care really has two parts: one as a pro-
vider of the pharmaceutical item, the drug; and it has to be provid-
ed in the way that the resident can take the product. So here is a
minimum data set that I've seen for the first time as a pharmacist.
As a provider of the medication, it tells me things about the client
that are very important. The resident can swallow their medica-
tion; the resident has no catheter in place; and the resident has
multiple drugs that have supportive diagnosis in some cases but po-
tential interactions and complications.

My computer, as a providing pharmacist, can help me maybe
predict some of these issues and intervene before the medication is
set so that the right dosage can be sent over and labeled correctly.

This particular resident can see well. She wears glasses, but she
can read, so she was a candidate for serving herself with the medi-
cations in her room, I don’t see any physical handicap, other than
maybe her arthritis, that might interfere with that.

So, as a pharmacy provider, I have some information from the
minimum data set that I've never had before. I just hope that I'm
able to get that information, because normally I'm not a part of
that process. I'm isolated from the facility in some other location.

But there is another pharmacist, the consultant pharmacist,
who, since the early 1970’s, has been coming to the facility and re-
viewing the charts of the residents and has been making comments
about what has been called apparent irregularities. Actually, it’s a
peer review of the therapeutic modalities that are being employed.
What I'm trying to do as a consultant is to make sure that the
therapy is reaching the goal that the staff has set and is causing no
adverse effects to the resident, that it’s cost effective, that it’s being
monitored right—blood pressures are being taken, laboratory tests
are being done, et cetera.

So, now I have a minimum data set which is also extremely
useful to me. Usually, as a consultant pharmacist, when I come in I
work also in isolation in that I see a chart, I see a record, I talk to
people in one period of time, one moment. I don’t have the overall
picture. Now I do. :

So as I looked at this minimum data set, I came away with as-
pects that I want to bring to this meeting. I'm certainly happy that
I've been asked to participate in the patient conference. Again, I
want to remind you, I'm not necessarily asked to participate.

In this particular resident, I see a change that’s occurred in the
last 90 days, and I also see a new medication. Now before I've come
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to this meeting, I've prepared an analysis of the medications that
have been ordered for Lula, and hopefully I've talked to her about
some of her concerns.

Now I know that there are medications for arthritis that can
cause change in mentation, behavior. That’s something that I have
to rule out. I also know that this particular resident is receiving a
sedative hypnotic, is receiving a minor tranquilizer, is receiving an
ﬁnti.-depressant, is receiving a drug for psychosis, if you will, or be-

avior.

" Now under OBRA I've also worked up a plan for dosage reduc-
tion that I want to present to the physician because I want to get
the dosage down to the lowest possible dose for this particular resi-
dent. So I have that plan to present to this meeting—or I would
have if I had all the information here.

I've also looked at the possibility of dosage reduction of those
other medications. The minimum data set says that Mrs. Rogers
sleeps well all night. That may mean that her medication for sleep
is only PRN and she’s not using it, or that it could be used all the
time. I know that sedative hypnotics can cause confusion and agita-
tion. I know that.

Anti-depressants—I have an abnormal laboratory test reported
in this particular minimum data set. Some of the medications used
for depression—lithium, for example—are critically assayed by lab-
oratory tests. Alterations in their levels can be influenced by
sodium, and I know she’s being treated for hypertension, so possi-
bly she’s on diuretics which affect sodium, which then influences
lithium, which then influences the behavior or the mentation of
the resident.

It sounds rather clinical, but without the minimum data set, 1
would have just seen this particular resident at one moment of
time. I now have a picture of something that’s dynamic, that in 90
days there has been a change. There’s also been a change in ther-
apy. There may be cause and effect. I will have analyzed that and
presented the possibility of the pharmaceutical drugs that are
being used having a role in that particular change in behavior.

I've also now had an opportunity to listen to Mrs. Rogers, and
what did I hear? Nobody talks to her about her medications. I've
been remiss in my job as a pharmacist. Like the medical model, I
oftentimes fall back into the typical medical model process. I talk
to the other professionals—physicians and nurses—and have prob-
ably passed on information, but not to the residents, not to the
guarantors, not to the family members.

If you look at OBRA, you can see that a lot of those regulations
reflect my lack of ability in the past to pass on information to
those residents. I'm going to change that now, so I'm going to be
with Mrs. Rogers to talk about her medications. If she’s thinking
about not taking them and not being compliant, I have a problem
as a pharmacist. If my medications are appropriate for her care, I
have to have her cooperation. If that anxiety is leading to her be-
havior and her aggressiveness, then I have something that I can do
positive at the resident level. She has a right to know. She certain-
ly is with it, so she ought to know about her medications.

So that is something new that I have learned from this meeting
that I'm going to have to follow-up on that I didn’t realize before.
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Her incontinence—maybe everything isn’t caused by drugs, but
certainly incontinence can be the result of certain pharmaceutical
agents that we use to treat depression, or to induce sleep. So this is
an issue that we have to look at. Anti-hypertensive drugs, water
pills, can certainly induce incontinence. And this is something
that’s changing. I'm not a diagnostician, but I can look at the medi-
cations that have been ordered.

So I would have gone down the list of the medications, matched
them up to appropriate diagnosis, made sure that the goals that
were to be achieved are being achieved without any adverse side
effects. If there are any side effects or suggestions, if there is a cor-
relation between the new drug and the symptoms, then I would
present that to this Committee. If the abnormal laboratory tests
are as a result of my medications, or a possible result of the medi-
cations, I'll throw that on the table for the Committee to consider.

So right now, I’'m presenting the reduction of the dosage plan of
the anti-psychotic, which would be considered then, hopefully, by
this Committee, plus any other information that I've gleaned.

Ms. Dontus. Thank you.

We'll now hear from Sara Hunt, representing social work.

STATEMENT OF SARA HUNT, SOCIAL WORKER AND
GERONTOLOGIST, MIDLAND, MI

Ms. HunT. You said that you had been remiss in your duties as a
pharmacist. I feel that in this process we’re part of a new manage-
ment team—the home is under new ownership. Hopefully we
would not have let Mrs. Rogers become so depressed and have some
of these symptoms and problems that showed up for so long with-
out beginning to see what we could do. -

As I looked over the minimum data set and listened to Mrs.
Rogers speak, I started thinking about numerous questions and I
wanted more information.

Like Maggie said, there are a lot of areas of overlap, and that’s
part of the real va.lue in this kind of process. There are pieces of
information that I want to find out from Mrs. Rogers, but I want to
hear it because I'm going to use that information a little different-
ly than would Maggie, or Ruth, or some of my other colleagues.
After we gather it individually and put it together, than we begin
to see what we really can do. Then we can bring Mrs. Rogers in,
find out what she thinks and what she’s willing to try.

So what would I do in terms of beginning to conduct the more in-
depth assessment after the initial screening? I would go to Mrs.
Rogers and say, “There are some items from the assessment that -
don’t seem like they fit together. Tell me a little bit more about
how you were so involved in the community. You've transferred .
into this facility, what precipitated your coming here? What has
been your experience since admission?” I would try to discover
what has been the course of her depression. Is it recent, or has it
been a historical problem? Has she received treatment in the past?
What kinds of things seem to work, and what doesn’t work? Does
anyone ever come to talk to her about her condition or her drugs?
How does she feel about that?
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I'd want more information about Mrs. Rogers’ knowledge of her
current condition and her past patterns. Has she ever had any-
thing that has even come close to continuity of her previous life
style in the facility?

She mentioned that she had a problem with cancer, a diagnosis.
I'd want to know more about when, how she responded, what’s hap-
pening, and if something is really bothering her now about that di-
agnosis. Is it current or something that she had at one point in
time?

She mentioned that she talks to staff and to residents sometimes
a little mean and she doesn’t really know why. I'd want to talk to
her more about her feelings and give her some sort of outlet and
opportunity to express them.

I'd also want to do a little probing about her lack of activities
and what goes on when the staff comes in to provide care routines.
Not only would I want to interview her in these areas, but I would
want to observe. I would want to come back by her room at differ-
ent times of the day to see for myself how she’s interacting with
staff—and maybe just as importantly, how direct care giving staff
are interacting with Mrs. Rogers—and being to find out more
about the specifics of the behavior problem that seems to exist as
recorded on the minimum data set.

I'd also want to talk to her family. There is an indication that
family has some responsibility for Mrs. Rogers in this facility. I'd
want to ask them some questions about her continuity of life, her
patterns, her history, and what kind of treatment has worked or
not worked.

Also, I'd want to talk to other staff. I would particularly go to
nursing assistants and find out what they knew about the behav-
ior, her being sometimes mean. What she says, what she does, how
it occurs. What do they know about what precipitates the
behavior(s) and what works as a successful intervention. Is there
any pattern? How can we get to the bottom of the behavior?

I would certainly want to go to people around this table to find
out about the side effects of medication, what they’ve tried in their
professional disciplines in terms of intervention, and find out more
about the incontinence problem: what might be done, what might
be causing it. As a social worker I'm concerned about these factors
feeding into the depression and Mrs. Rogers’s feelings of self-
esteem, perhaps even her lack of involvement in activities.

So there are a lot of questions that I have about the interactions
of drugs and other things that might happen with this resident, as
well as Mrs. Rogers’s perspective and course over time. I'd want to
bring this kind of information to the care planning conference so
that we could begin to sort through exactly what’s happening and
talk with the resident about what she wants. I do think there’s a
good potentional for positive interventions to help Mrs. Rogers feel
better about being in the facility and to improve her functioning.

Ms. Dontus. Thank you.

GReﬂi'esenting occupational therapy, we’ll now hear from Caryl
urski.
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STATEMENT OF CARYL GORMLY GURSKI, OCCUPATIONAL
THERAPIST, HILLHAVEN CORP., KENOSHA, WI

Ms. Gurskl. Thank you.

It’si a privilege to be here and to be part of this distinguished
panel.

Occupational therapy has historically viewed patients holistical-
ly. For initial assessment of a patient’s needs, we would look at
mental, emotional, physical, and psychological needs, or the whole
personhood involved in our attempt to provide what she may need
to enhance her independence.

It has been my experience in working with gerontic practice that
elderly patients lose ability to adapt to their environment as con-
trol of the environment and of themselves is lost. I lovingly refer to
it as Nursing Home Syndrome, if my employer will indulge me.

In my discussions with Mrs. Rogers—and I would have that dis-
cussion before the care planning conference—she has told me that
she is especially depressed because she has lost the ability to take
of her basic needs. Occupational therapy’s focus for treatment
always is enhancing functional independence and activities of daily
living, or what you do from the time you open your eyes in the
morning until you close your eyes at night. This would include roll-
ing over in bed, getting out of bed, eating, getting dressed, wash-
ing—all of those things that most of us take for granted. Those
things have become more difficult for Mrs. Rogers.

I would be concerned, as an occupational therapist, and ih my
evaluation would assess her need, for addressing the anxiety'that
she’s feeling. I would look at her lack of diversional activity, maybe
an interest inventory, only in terms of what physical limitations
she may have, and certainly would work in concert with the activi-
ties director of the facility to implement activities that would fit
within those limitations and perhaps provide some new challenges.

I would certainly want to consult with Social Services and with
Nursing in terms of their impressions of this individual and in the
past interests that she may have had. I would hope to work in con-
cert with the physical therapist and the activities director in pro-
viding big muscle kinds of activities because I know professionally
that anxiety actually causes tightening of the muscles, and unfor-
tunately, the muscles which make us less receptive to our environ-
ment, the muscles that make our bodies pull into ourselves rather
than relaxing the muscles that open us to activity and life.

I would certainly look upon Mrs. Rogers as a wonderful candi-
date for activities of daily living therapy because I know from the
minimum data set that she has some ability to make some deci-
sions, and she certainly has the potential to return to independ-
ence, my nursing colleagues tell me. So I would be looking at ther-
apy which would help her to find a comfortable routine again.

I might look at giving her some assistance in sequencing that
routine, maybe in a little different way than she has before. I cer-
tainly would want to provide a setting that would give her a suc-
cess experience, an opportunity to reexperience the dignity of self-
care independence.

I might want to design a program for carry-over in nursing that
would provide some input in terms of the verbal cues that she
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needs, or maybe a particular set-up of the activity that would guar-
antee her success experience. I would certainly want to encourage
a%)l lof the staff to provide her positive feedback for her increased
ability.

I might want to provide some adaptive equipment. Perhaps one
piece of equipment might change or enhance her ability to do a
task for herself again. She certainly has the cognitive, or the think-
ing and problem solving skills to be able to handle new training,
doesn’t she? The minimum data set has told us that, as she says,
she’s “able to continue to think.” She hasn’t “lost her marbles” she
told us earlier. Often patients find it actually challenging to use a
new piece of equipment.

I would want to look at her nutritional level with my colleague,
the dietitian, only in terms of why she isn’t eating all of her meal
because the minimum data set told me that she's eating 25 percent
less than the total meal on a regular basis. I guess, as an occupa-
tional therapist, I wonder what is it about Mrs. Rogers that might
be interfering with that? She has arthritis. Maybe she’s having
more chewing difficulty. Maybe she’s having less ability in making
those joints do the things that they used to do. Perhaps, again, I
could provide her with a special piece of equipment that might
help her eat independently again.

And maybe another factor—and we don’t think of this often
enough in the nursing home sitting—that is the environment
where we do this dining or eating. Is she sitting in a dining room
with patients who are disoriented, who are crying out? She’s told
us that she has all of her marbles. Maybe that’s distracting to her
and may be contributing to more depression and reducing the
amount of time that she wants to spend in the dining room eating
that meal. So I would want to look at the environment to see what
adaptations we might want to make in the area.

In terms of the incontinence, I guess I would want to look at how
able she is to transfer to the toilet. I know from the minimum data
set that she’s relatively independent, but, again, she may be having
some joint limitations that are making those transfers more diffi-
cult. Perhaps a built-up toilet seat might make getting on and off
the toilet easier, and make getting to the toilet a little faster proce-
dure while she’s having these difficulties.

I would certainly want to look with my physical therapy col-
league and with my activities therapy colleague in terms of mobili-
ty. I would want to look at, has she lost strength? Has she lost,
again, the ability to move these joints? Maybe she has lost some
coordination. Maybe she is experiencing more pain. I would cer-
tainly need to look at those things if I'm going to facilitate her in-
dependence in activities of daily living.

I would look to working with Mrs. Rogers on a one-on-one kind of
basis with a therapist. I might even consider—with her blessing, of
course—incorporation into a small group type of activity. Some-
times when patients are involved with others like themselves they
are more motivated by one another than they are by the therapist
or the professionals on the team.

Oftentimes the activities that we could be involved in in a small
group situation focus the attention on the object or on the activity
and not on the skill that’s required. With someone who is experi-
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encing some depression, we want to provide them with the best op-
portunity to have success and pleasure and fun while accomplish-
ing the therapeutic goal.

And finally, I would certainly want to be concerned with her
sense of self-esteem, with her sense of self-concept, with the social
worker, the activities director, with nursing, and the whole team.
We all need to be concerned. We want to give her as much success
as possible. We want to encourage family and friends to continue to
participate in the outings, as they have in the past, as she is able
to be more physically independent.

Thank you.

Ms. DonNrus. Thank you.

We'll now hear from Robert Joyce representing physical therapy.

STATEMENT OF ROBERT JOYCE, PHYSICAL THERAPIST AND DI-
RECTOR, REHABILITATION SUPPORT SYSTEMS, COLLEGE
PARK, MD

Mr. Joyce. Good morning.

The thing about the minimum data set and the RAP triggers
that most impressed me, was, as Tom said, that they provide a dy-
namic picture of the patient over time. Traditionally, all of the
tools that we have very often used provide a momentary snapshot
of the resident at that moment. However, as we grow older, change
is inevitable. Change occurs to all of us and very often we don’t
recognize that. The thing about the minimum data set is that it
gives us the information that we need to plan a program of inter-
vention, certainly from the standpoint of physical functioning.

In looking at the minimum data set and the RAPs that are trig-
gered, there are several areas, froin my professional background,
that I see that immediately make a closer look at this resident
more important. First, her direct caregivers feel that there is a
chance for improved function. They have known her for quite a
while. They must know what her capabilities are and that some-
times she can do this and sometimes she can’t. What’s the reason?

Furthermore, an interview with Mrs. Rogers, herself—why have
things changed now? What are her goals? What are the things that
are bothering her? Very often, a decline in physical function can
result in depression. There are a lot of other things that I would
want to know from her.

As far as her physical systems, immediately looking at this, we
had a trigger on ADL function under the area of bed mobility, so
the first thing that I would want to do is to go and look at her to
find out what may be the problem. Could it be a neuromuscular
skeletal problem? Could it be the arthritis that makes it more diffi-
cult? Spinal arthritis makes it very difficult to get in and out of
bed, yet you can walk just fine.

The other thing we would want to look at is the assistance she
needs in bathing. Why does she need that? Is there something that
we can do to intervene to change that? It may be as simple as just
adapting the environment.

The other area that I would want to look at is falls. Now, in this
particular area, she didn’t trigger immediately for falls, however,
there is the danger there, based on this assessment, that she could
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fall. There’s just a little something there that says this resident
might possibly fall.

To me, that’s a wonderful tool because traditionally I don’t very
often find out about the patient until after they’ve fallen, or very
possibly after they have fallen and then fractured a hip. In this
case, I can go and look at the patient and determine, what's their
balance status? What sort of vascular problems might they have
that leads to this? So that gives me a better idea. I can then inter-
vene rather than having to play the one who tries to put them
back together again.

The other thing, in looking at the minimum data set—although
it didn’t immediately trigger as per the triggers on the resident as-
sessment protocols—but just looking at it, she does need some
minor assistance in transfers and locomotion. Again, that gives me
si)lm?;thing further that I can look at. Can we make a change in
that?

So, from that perspective, that gives me a lot of information that
heretofore I would never have had, so now, from a physical therapy
standpoint, and a rehabilitation standpoint, we can begin to
become involved in prevention whereas in previous times what we
would do is restoration. Certainly, economically it’s a lot better for
our health care system. And certainly from the standpoint of the
resident—like most of us would want—we want to solve the prob-
lem before it becomes a problem.

So from that perspective, I think the MDS provides a lot of infor-
mation as to what dynamic changes are occurring with the resident
over time versus where they are right now at this moment.

Ms. Dontus. Thank you.

Now Steven Levenson will address concerns from the physicians’
point of view. I need to point out here that in this particular sce-
nario, Doctor Levenson is the new physician of record—and has
come into this situation sort of after the fact.

Doctor Levenson.

STATEMENT OF STEVEN LEVENSON, M.D., MEDICAL DIRECTOR,
LEVINDALE HEBREW GERIATRIC CENTER AND HOSPITAL,
BALTIMORE, MD

Dr. LEvENsoN. We decided that I would represent the physician
taking over the case because I wouldn’t necessarily want to claim
to have been the one taking care of her before.

The attending physician in the nursing home has really four
major roles. Unfortunately, often, for whatever reasons, he doesn’t
get—is unable or unwilling to play those roles. The nursing home
setting is really a unique practice site for medicine because it’s not
just a matter of dealing with illness, but taking a look at several
other issues and factors that relate to the management of medical
problems.

So the four attending physician responsibilities in the nursing
home would include practicing good geriatric medicine and basic
internal medicine, including the management of actual illness.

Second would be to consider function and quality of life to be end
points of the medical treatment, so therefore deciding not only
which problems or conditions are amendable to medical treatment,
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but also whether they ought to be treated or to what extent de-
pending on such things as the wishes and needs of the resident.

Third would be to facilitate the care plan, in other words, to
enable the rest of the staff to carry out some of the issues and
items that they have concerns or questions even though, as a physi-
cian, I may not be physicially present.

Fourth would be to advise and guide both the other staff and the
resident in terms of offering suggestions, recommendations, and
giving information and advice about what to look for when there is
concern about the complications or side effects of medications.

So I see the minimum data set as an important foundation for
providing the information that can better link the medical and
other professional plans of care.

And as a physician I would typically go through—or hopefully go
through—a six step process. For example, in this case of Mrs.
Rogers, the first thing would be to take a look at the medical diag-
noses and assessments and ensure that they are accurate and com-
plete. For example, she’s listed as having hypertension. The ques-
tion would be, is this hypertension an ongoing problem? When and
how was it diagnosed, or was it just episodic? If episodic, then does
she necessarily need to have medication still for hypertension,
which could be causing more side effects than it is doing good?

Second—a diagnosis of depression. Again, is this a major clinical
syndrome of depression requiring medical intervention and medica-
tions, or is it an episodic problem that might be better managed in
some other nonmedical fashion?

Then there is a diagnosis which merely says cancer. So, of
course, I would want to know, when was this diagnosed? What kind
of cancer? What kinds of treatments were instituted, and what
might have been the residual effects? For example, if there was ra-
diation therapy to the pelvis, then that might have affected the
bladder and thereby contributed to the current problem of inconti-
nence.

Also, concerning the diagnosis of osteoarthritis, I would want to
know how and when this was diagnosed and how severe it is. So in
the physical examination I would see the extent of the deformity
and the dysfunction caused by this problem.

Second, as the physician, I would want to review Mrs. Rogers’
functional status and problems. I see from the minimum data set
that she is cognitively intact; has good memory and recall; has sub-
stantial decisonmaking capacity; that her sensory and communica-
tion functions are adequate; that she needs substantial assistance
in ADL in four areas; and in addition to that that the staff taking
care of her believes that she has some potential for improvement;
that she has frequent bladder incontinence; that she’s been verbal-
ly abusive and has socially inappropriate behavior, and that that
has been worse in the past 90 days; that there’s been a general de-
terioration in her activities of daily living; and that she’s been leav-
ing 25 percent or miore of her food uneaten at most meals.

The third thing that I would want to do is to review, then, medi-
cations, laboratory tests, special treatments, and procedures. I see
that she is on six medications, which is sort of the minimum, fairly
typical amount, that nursing home residents tend to be on. Among
those medications, she is on anti-psychotics, anti-anxiety, and anti-
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depressant medications—a dynamic triad—and has been on them
fairly consistently during the past 7 days.

In addition, there is some indication of abnormal laboratory
values during the past 90 days. I would want to know what those
were because there are lots of abnormal lab values among nursing
home residents and many of them don’t necessarily mean anything
or require treatment, but the trick is to figure out which ones do
mean something and which ones indicate that additional work-up
or treatment is indicated.

The fourth step in this process is to talk to the resident and the
staff who has talked to the resident to find out about any special
desires, wishes, or needs such as advanced directives, living wills,
durable powers of attorney, something that might influence the
extent of treatment, work-up, or evaluation.

The fifth step is then to come up with a medical plan of care.
This centers around the medications. After reviewing the current
regimen, I would want to think about, are these medications help-
ing, or might they be the source of the problem as opposed to the
possible solution? For example, the anti-hypertensive might be af-
fecting behavior or continence. As mentioned before, the medica-
tion that she might be on for osteoarthritis might be affecting be-
havior or mental status.

Then I would want to consider either changing, discontinuing, or
renewing the medications. For example, if osteoarthritis is a prob-
lem contributing to her dysfunction in activities of daily living,
then I would want to see if she’s on the right kind of anti-arthritic,
or if the dosage is adequate. I would want to focus on the anti-psy-
chotics, as I said before, making sure that the diagnosis is correct,
considering whether the medications are necessary, and whether
there are alternatives.

I would want to think about, if she does need the medications,
whether those medications have undesirable side effects and
whether others might be better with fewer side effects. I would also
want to think about the problem of paradoxical side effects, that is,
the higher you raise the dose of some psychotropic medications, the
worse the condition gets as opposed to the better it gets.

I would want to take a look at the abnormal lab values and see
whether they need additional follow-up or additional testing. For
example, as mentioned before, I would want to get a urinalysis and
possibly a urine culture to see whether there was a simple and po-
tentially reversible cause of the incontinence.

I would want to consider—where I could, depending on the com-
munity and the location of the facility—think about consultants,
such as a urologist, who might be able to help by doing a cystosco-
Py, or a psychiatrist, who could help in recommending dosage ad-
justments or changes in medication.

Then, finally, and perhaps most importantly, I would want to
provide information and advice to the resident and to the staff be-
cause even though I, as the physician, am sort of in absentia, I hold
the key to a lot of the successful implementation of the plan of care
in the sense of providing the information that other disciplines
need in order to carry out their parts of the plan of care. So I
would want to offer a realistic prognosis. As I said before, I would
want to make suggestions or write orders to assist in the nonmedi-
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cal management, especially of behavioral dysfunction, in an at-
tempt to move away from the simple application of restraints and
psychotropic medications wherever possible.

And I would want to help the staff coordinate my medical orders
with the care plan so that there is consistency. For example, if they
say that they think the resident has rehabilitation potential, then I
would want to make sure that there were some orders to at least
have a consult from a physiatrist, or from physical and occupation-
al therapy.

So then, my role as the physician is sort of a complex and a
tricky one, in terms of managing medical conditions and assisting
the staff in managing all the other personal and health care issues
that they have to deal with in the facility.

Ms. Dontus. Thank you.

We'll now hear from Ruth Perschbacher, representing activity.

STATEMENT OF RUTH PERSCHBACHER, MUSIC AND ACTIVITIES
THERAPIST, ASHEVILLE, NC

Ms. PERSCHBACHER. Good morning.

Again, as everyone else has said, the minimum data set certainly
raised a lot of questions for me. The beauty of it is that Mrs.
Rogers, in her introduction, answered some of those questions that
I did not have from the paper.

One of the things that I was very concerned about, looking at the
MDS, is that she is awake a lot though she has no involvement in
activities. It’s hard for me to imagine someone who is awake a good
deal of the day who is not involved in some type of activity.

So I would want to look and find out if that’s true, and find out
how people are defining activity pursuits. Activity pursuits really
is a very broad area where people are involved in activity that's
important to us. It might be cooking; it might be activity with an-
other resident; it could be any number of things.

One of the things that she did say was that she liked cooking.
That was not on the minimum data set. I also like to cook, so I
would go to Mrs. Rogers and appeal to her a little bit as one cook
to another and see what kind of cooking she likes to do. I know
that when I'm kind of down and out, one of the things that I love
to do is to get into the kitchen. This might be something that Mrs.
Rogers also might find of interest.

The other thing is that she shows some signs of verbal abuse, so
also on the minimum data set, it does not say that she has any
problems with relationships. I see that—I think if someone were
verbally abusing me, I might not feel as kindly toward them. So,
again, I might wonder if she wasn’t having some problems with re-
lationships—and she really did say that she was.

There is not a better way to resolve any kind of work through
relationships than through food.

So we might talk to Mrs. Rogers about making some food and in-
viting some of her friends, some of the residents, and some of the
staff members and really get involved in a type of food activity.
This would have a lot of other implications if she isn’t eating a lot
and perhaps if she were cooking some of her own food, she might
be eating more, she might enjoy her food better in a social situa-
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tion. Also, if she could be involved in the actual preparation, that
might give her some motivation, even so, if she is having trouble
with her arthritis, she might use some of her fine and gross motor
skills a little bit more because she would be doing something that
she really enjoys.

So I would really try to bring in these other areas. The inconti-
nency—maybe I just need to be sure that she knows there is a
bathroom in the activity room so that she can go to the bathroom
when she wants to, so we can look at what those barriers are that
are keeping her from participating in some of the things that she
really enjoys. Obviously, she has a lot of interests, and I want to
really tap into those things.

Ms. Dontus. Thank you.

Representing nutrition, we’ll now hear from Ann Gallagher.

STATEMENT OF ANN GALLAGHER, REGISTERED DIETICIAN, GAL-
LAGHER ASSOCIATES, FORT WAYNE, IN, REPRESENTING THE
AMERICAN DIETETICS ASSOCIATION

Ms. GALLAGHER. Thank you.

Having served on the Advisory Committee for the MDS, this in-
strument, of course, is very close to my heart and it’s exciting to
see how much more we now know about the resident compared to
what we know before. I've been working in long-term care for 20
years, so it is indeed quite different today.

In looking at the MDS, it triggered three areas that took us into
the nutritional status RAP. Those areas are the weight loss that
Mrs. Rogers has had in the last 30 to 180 days; the fact that she is
leaving 25 percent or more of the food that’s being served to her;
and she’s on a therapeutic diet.

First of all, before going to see Mrs. Rogers, I would want to
know how many calories she’s going to need a day to maintain her
present weight, which ends up being approximately 1,700, and she’s
going to need about 2,000 ccs of fluids to keep her hydrated.

I would want to identify the reasons for the weight loss and for
her decrease in appetite. I would want to look at whether it was
secondary to her depression, or is it food intolerance due to the di-
agnosis of cancer? What kind of cancer does she have? Are her food
choices and her food preferences being honored? Are her meals ap-
propriately spaced, or does she have breakfast and lunch too close
together? Does she need between meal feedings so that she’ll eat
better? What kind of environment is she eating in? Just as Carol,
my OT colleague stated, the environment at meal time is very im-
portant. Is she eating in a dining area that has a nice environment
for her? She is an alert resident.

I would want to look at what kind of a diet she’s on. She’s prob-
ably on a sodium restricted diet since she has hypertension and
since she has some edema. Does she really need to be on that
sodium restricted diet is something else we would look at. Maybe
she’s on a 1 or 2 gram sodium diet and it could possibly be changed
to a 3 or 4 gram sodium diet.

We'd also look at her medications as many anti-psychotic drugs
will decrease appetite. Is this a drug-induced anorexia that we're
looking at? All of these problems, left untreated, can result in re-
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fusal to eat and cause significant weight loss and lead to malnutri-
tion for Mrs. Rogers.

We would also want to look at her arthritis. This does not seem
to be a dietary problem at this time. The reviewer thought that the
resident is capable of increased independence with ADLs, but she
does need some type of supervision or assistance with eating, at
least she did in the last 7 days.

So, in the future, if her arthritis progresses, she may need a self-
help feeding device to enable her to keep feeding herself. This is
where we would work in conjunction with OT.

She has the potential for being dehydrated in that she has the
decrease in her ADLs and she needed some assistance or supervi-
sion. We would want to monitor her fluid intake. Because she is
leaving 24 percent or more of her food, it is possible that she will
not be taking all of her fluids.

We would also want to check to see if she’s on a diuretic. We
would look to see what the abnormal lab values are, as many ab-
normal lab values, especially electrolyte imbalances, can easily be
reversed. We want to take a look at her depression and sadness be-
cause that can be a factor that also leads to dehydration.

And we would want to talk to Mrs. Rogers herself and to the
nursing assistants who take care of her on both the day shift and
the evening shift for all three meals. Many times we find that resi-
dents will eat better for breakfast or at their noon meal and
they’re not eating very well at their evening meal. So we would
want to know which meals she takes better.

We would look at food and fluid intake records that are kept by
the nursing staff. In talking to Mrs. Rogers, we would definitely be
sure that her food preferences were taken back to the dietary de-
partment, that they were listed on her diet card, and also in her
dietary cardex in case the diet card got lost, the food preferences
wouldn’t be totally lost and we would be able to pick them up from
the dietary cardex.

Those are the items that we would take to care planning for this
particular resident.

Ms. Dontus. Thank you.

We'll now hear from Julie Qulette who is a certified nursing as-
sistant.

STATEMENT OF JULIE OULETTE, NURSING ASSISTANT, WINDSOR
NURSING HOME, SOUTH YARMOUTH, MA

Ms. OuLeTTE. Hi.

First of all, I would like to say that as a nursing assistant I
really like the MDS. We're just starting to use it at our nursing
home, but I could see where I could read this MDS and figure out
hovidto take care of this patient in the best possible way that I
could.

Right now, as things stand, nursing assistants aren’t very in-
volved with the care plan of the resident. They never have been.
They’ve only been told what to do. I think that with the MDS in
place, and the nursing assistants helping to fill this out and give
credibility to it, instead of a nurse trying to do it all herself and
getting the whole group all together, I think this is going to be a
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really good thing for our patients, for the nurses, and for everybody
who works in the nursing home.

Thank you.

Ms. Donius. Thank you.

Representing family, we’ll now hear from Kathy Gannoe.

STATEMENT OF KATHY GANNOE, BLUEGRASS LONG-TERM CARE
OMBUDSMAN PROGRAM, LEXINGTON, KY

Ms. GANNOE. I’'m here in the role of the ombudsman. I'll tell you,
if I had teams like this in my nursing homes in Kentucky, I'd quit
and sell real estate.

This is just extraordinary.

Normally I get called in on situations when the resident has all
these presenting situations and I'm hearing from the family and
they're saying, “They’ve given me 2 days to find Mother a new
nursing home. Will you please help?”’ So I'm excited with this new
management team that has taken over at this facility.

The role of the ombudsman, in the assessment process—listening
to this and trying to key into this particular process—there are a
couple of things that I, as the advocate for Mrs. Rogers, would do.
These are some of them.

I would start by just listening. I would go in and listen to this
lady, then I would listen to her some more. Then I would listen to
her again and try to get direction from her as to what her concerns
were.

When I was talking with her earlier about this scenario that
we’re working on, Mrs. Rogers pointed out to me that in reality
some very simple things can trigger depression in a facility. Cer-
tainly, if she has had this major change in the management
team—she has a new doctor, new nurses, all these sorts of things—
these could all lead to her problems. She might be willing to share
that with someone who didn’t represent the facility staff.

I would ask her what would make her stay at the nursing home
facility better, and I would ask her if there was something I could
do for her. In the process of doing that I might locate a volunteer
friendly visitor who might come in and help reconnect her with the
community.

If she’s been 7 years in this facility, and if she were active before,
it might be that over the course of 7 years her friends have
dropped away or become frail themselves, and it might be that I
can go out and reconnect her with more able members. For in-
stance, from her church community I might be able to find folks
who didn’t know her back when she was active, but who might be
willing to get involved with her again.

One of the things I would do is to explain to her what this whole
thing is all about. I would explain about the minimum data set is,
and I would explain why, for the first time, she’s having a number
of people take a look at her, talk about her, and talk to her about
what’s wrong with her.

I would hear her when she voiced her concerns about her medi-
cation. Perhaps, with her permission, I would go to the director of
nursing, or maybe to the pharmacist directly and tell them that
she is concerned and would like to have some more information.
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One of the things about the incontinence problem—and this is
something that I would check just by observing as well as talking
with Mrs. Rogers, but probably by observing—I would check and
see that they are handling this condition and this problem with
dignity so that her dignity is not being violated and that they are
not saying in the halls to her—which I'm certain that this CNA
would never do—saying out loud in front of everybody, “Did you
mess all over yourself again?”’ or something like that. I would be
really alert as an advocate to that kind of atmosphere and attitude
in the facility.

One of the things that I would do is to explain my role to her, as
an advocate, and tell her I'm available to respond to her concerns
and that I'm willing to advocate for her on her behalf at whatever
level, from just sitting beside her supportively, like we were doing
this morning, all the way to representing her in a care conference
or calling in family members who might be able to make her more
comfortable.

The thing that I'm excited about, as an advocate, with the MDS,
is that now there is a tool that I have in my hand and that the
resident has in her hand because we’re making a lot of assessments
of a person, we’re making a lot of plans about really providing
quality care—which is what it’s all about—and there is a blueprint
that we can go back to and look at and measure what’s happening
in her daily life against the proposal. That's what is happening,
and I'm very excited that this is going to be a great tool for advo-
cates. I think that with this kind of team Mrs. Rogers is going to
feel better real fast.

Thank you.

Ms. Donrtus. Thank you.

I'd like to bring this now full circle. We started out with Lydia
Borkin representing Mrs. Rogers, our resident. I'd like to turn it
back over to her. Do you have any comments from yourself, as a
resident, or do you have any comments in the role of Mrs. Rogers?

Ms. BorkiN. Of course, it would be much easier for me just to
speak of myself, since I am a resident and have been a resident for
10 years at a nursing home.

I must tell you that about 2 or 3 weeks before our annual meet-
ing here I received a notice from our office to say that I would be
assessed on October 30. So I'm taking all this in because you must
understand that in the 10 years that I've been in the nursing
home, this is the first time that I have been assessed. I'm sure that
the reason that I am probably one of the first residents to be as-
sessed is because I am a very loud-mouthed person who lives in a
nursing home.

I'm very pleased, as Kathy is, to see all this. Although this is
very clinical, all of you have presented what you find, what you'd
be looking for, and what you'd be doing. There is a person behind
these papers, a real live person who has lived many years before
she came into the nursing home and had a way of life. When she
came into the nursing home she gave up possessions, friends, and
activities to make all kinds of adjustments.

So when you look at someone living in a nursing home it would
be great if you asked her, what happened to you before you came
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here? What were your interests? What did you care about? What's
going on here that we see such changes?

As Kathy said, we were talking about someone who is depressed
and is getting three or four medications. Not only does she not
know what they are, she doesn’t know if they're the right amounts
or if she should be taking them. She should be able to ask anytime
there’s any medicine, what is that for? What is it supposed to do?
Since sometimes you start off with the regular medicine and then
. are given generic medications, which can be an entirely different
shape or color, you don’t recognize it. That has to be made known
to the resident so she’s sure that she’s getting the same medicine
that she started out with. Then they need to find out if, after a
week or two of being on the medicine, do you feel better? Speak to
her. Ask her.

So these papers are wonderful. They are great. But, please, talk
directly to the resident and someone like Kathy, if that resident
cannot speak for herself, or is uncomfortable, someone who will ad-
vocate for her. All of these papers are great, but there is nothing
like speaking directly to the resident who has lived in the nursing
home, and will continue to live there.

Ms. Dontus. Thank you.

It’s now my responsibility to do some kind of a conclusion, sum-
marization, and wrap-up, before Sarah has a question that she
wants to pose, and then some questions and answers from the
group.

In our conversations around this horseshoe, indeed we have
touched upon, either directly or indirectly, all of the RAPs that
were triggered by the minimum data set. In various disciplines, we
talked about each one of those a number of times. We discussed the
fact that indeed her medications may be at the root of her prob-
lems, or at least be contributing to her problems; that there is an
alteration in her mental status abilities; that there is an alteration
in her activity of daily living functioning level, and that there is
the feeling that that level could be improved; that hopefully she
can become continent again, and that in that process we would be
able to preserve her skin; that we would be able to alleviate the
problem behaviors that have been occurring; that she would
become active not only in terms of care for herself, but also in
terms of other activities that go on throughout the day; that she be
free of falls, that she not fall and injure herself; and that she be
adequately nourished and adequately hydrated.

Each one of these things plays on the other and we have a great
big giant circle. It all kind of gets back to the same thing, or gets
back to the root of the problem.

What we may have is a new medication that she’s been pre-
scribed for perhaps one of the problem behaviors, that may have
made her incontinent, that may be decreasing her appetite, that—
again, if she’s not eating, she may not be adequately nourished.
She may have skin problems that are aggravated because of her in-
continence. Her immunity may become somewhat tired and she
may be open to other infections. It would be the ideal situation
that after a meeting or a conversation such as this, that a plan
would be developed, the resident and/or the family would be con-
ferred with, and the plan developed would go forward and would
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alleviate these problems, resolve some of these issues, and indeed,
in our case scenario today, that Mrs. Rogers would live with a
much higher quality of life.

Sarah, I think I'll turn it back over to you.

Ms. BurcGer. Thank you very much, Maggie.

You've seen, from this presentation, how complicated it can be to
make a care plan for one single individual. When you think of this
in relation to a whole facility, you realize how much expertise is
needed and how much thought is needed to go into the care plan-
ning and making the quality of life of this individual better.

What I would like to do now is to turn this over to you and have
you ask questions of anyone here on the panel.

Ms. HoLper. If any one of you from the audience have any ques-
tions, would you please come up to the microphones that are in the
front? If you're a resident sitting in the front, I think we can hand
some of the microphones to you, but you'll have to come up to the
front so that you can be recorded in the record.

Ms. DrorT. I have a comment and a question.

Ms. Trrus-Rourke. Could you identify yourself, please?

STATEMENT OF DEBBIE DLOTT, OMBUDSMAN

Ms. Drotrr. My name is Debbie Dlott and I'm an ombudsman in
Burlington, VT.

The comment is, when Mrs. Rogers first described herself, she
talked about a love of reading and I didn’t hear anyone bring that
up. As an avid reader myself, it kind of bothered me. I wish that
somebody had mentioned that. -

My question is, supposing after reviewing Mrs. Rogers medica-
tions, the doctor decides that in fact there might be some benefit to
an anti-depressant and Mrs. Rogers flatly refuses to take it. Where
would you go from there?

Dr. LEVENSON. That’s a tricky one. Certainly, I think it’s a good
example of the challenge of balancing rights and responsibilities in
terms of helping somebody. What we try to do, for instance, at our
facility is to do everything possible to speak to the resident and ex-
plain the potential for the medication to do good and to help im-
prove the situation. If there is a family, then we would speak with
the family and ask them to talk with the resident and encourage
that individual to take this medication. i

We don’t force people. I wouldn’t force someone to take a medica-
tion or trick them, such as crush it up and put it in their food with-
out letting them know that they were getting it. But I think we
face a lot of those very tricky and fine line type of situations where
you really could help somebody, and yet, because of their very con-
dition, they don’t necessarily want help.

So I would do everything possible to have others encourage and
assist her in accepting the treatment.

Ms. Drorr. And if she still refused?

Dr. LEvensoNn. Well, I think that we would have like a trial
period, a nonmedical therapeutic trial period of other measures
and interventions in an attempt to improve the situation.
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If that was at least partially successful, then we would go back
and try again if it looked like an anti-depressant may be helpful.
Perhaps it wouldn’t even be necessary after that trial period.

Ms. Drorr. Thank you.

Ms. GANNOE. I just wanted to comment about the—I'm glad the
other ombudsman brought that up. I had made a note wondering
about her personal needs allowance. Newspapers and books cost
money, but maybe we could make some arrangements with a li-
brary to get them for her.

STATEMENT OF BENTE COONEY

Ms. CoonEY. My name is Bente Cooney from the Senior Policy
Committee with the National Committee to Preserve Social Securi-
ty and Medicare, and I'm also Co-President of the Washingtonians
for the Improvement of Nursing Homes. I want to congratulate
you. I think it was a beautiful, beautiful session.

But one thing I thought was not metioned that may have some
impact on the way that the resident might feel, that is the finan-
cial aspect. Nobody mentioned that perhaps the resident has a con-
cern about how her stay is being paid for and her spend-down situ-
ation. I think maybe that would be the social worker that might
want to talk to the resident about that. Could that have an impact
on her state of mind and how she feels?

Ms. Hunrt. I agree. That’s a good point. There are a lot of other
questions that I would like to ask her. Many of the purposes of as-
sessment are illustrated by the line of questioning each of you ad-
dressed, but also, we are concerned about finding out what her
sources of pride were. We talked about continuity of life, from com-
munity to nursing home. Assessing this depends on discovering her
strengths. What can we bring into the care planning process—in
addition to this list of deficits? What is there to build on, no matter
how minute those strengths may look at this point in time?

Ms. BURGER. Julie Qulette, this morning, mentioned something
else that happens in her facility that certainly might have affected
a person such as Mrs. Rogers.

Would you like to tell about the movement of rooms. Julie?

Ms. OULETTE. In our nursing home, a patient will be moved and
you come to work the next day and the patient is not in the room
anymore, she’s down the hall somewhere. You ask, where is Mrs.
so-and-so, and they inform you that she’s down the hall. When you
ask why she was moved, they don’t know.

I've seen a lot of patients get very upset over this, and they have
really no control. No matter what they say, they move them
anyway to make room for somebody else, or to make somebody else
more comfortable. I don’t know exactly why they do it.

But right now, in our union, we've filed grievences on this. Hope-
fully, we’ll start making people more aware that this stuff really
does go on. Sometimes if the patient doesn’t have any family mem-
bers or anybody to advocate for them, then we have to do it. So
we've trying to really do something with this room change busi-
ness.
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STATEMENT OF LINDSEY TORRELLI, NATIONAL ASSOCIATION OF
PROTECTION AND ADVOCACY SYSTEMS

Ms. TorreLLL I'm Lindsey Torrelli from the National Association
of Protection and Advocacy Systems.

I did hear mentioned, earlier, with one of the panelists, the in-
volvement of the resident sitting in. My first priority would be that
that would be a requirement. In reviewing the RAP, the resident
assessment protocol, or in any discussion, that should be a require-
ment, as opposed to something that seemed to come across as sec-
ondary that the person is sitting in and if they have a question—
well, I think it should be a priority that they be there and be per-
sonally involved in all of the questioning and not just as a second-
ary piece.

I'd like to know how the residents feel about that. If someone
were discussing me, I would like to be there as opposed to sitting
behind someone, or without an ombudsman.

Dr. LeveNsoN. I think there are times when a staff needs to be
able to have a discussion that is somewhat speculative—for exam-
ple, what could be or might be wrong—that could raise issues that
might cause undue alarm, for example, in discussing a person’s be-
havior or cognitive function. There may be speculation about possi-
ble diagnoses. -

So I think the resident certainly needs to be involved with that.
It’s not necessarily appropriate that they would be present at all
such discussions or that it be required in all situations. I think
there are two aspects of it. First, you would discuss the conclusions
and recommendations with the resident, but there also has to be
preliminary discussions amongst the staff to sort of iron out differ-
ing points of view. If the resident is always in at that point, there
could be more confusion than help in terms of all the speculation
and reviewing possibilities.

Ms. Gurski. I would like to respond to your question also. From
my experience, in our facilities residents are always asked to be in-
volved in staffing or care planning sessions—whatever you happen
to call them—and there are regulations about that and everything
else in the State of Wisconsin.

The interesting thing about that is that in 70 percent of the re-
quests in our Wisconsin facilities, residents refuse. I go back to
what I said initially about Nursing Home Syndrome. I think as we
empower residents and as residents take the power to be involved
in their care—perhaps it will take the next generation, I don’t
know—but I do think there is some reluctance because, after all, “I
am a resident and I don’t know what’s good for me.” Isn’t that sad?

I would hope that all of us would be active in that.

Ms. GANNOE. I think sometimes there’s a tacit agreement that
the resident will be encouraged not to participate because it takes
time to explain to Mrs. Rogers the technical terms and the flow of
the meeting, these sorts of things. I think a role for advocates is to
encourage people like Mrs. Rogers. I hear folks in my area say, “It
doesn’t do any good. If I go, what difference does it make? They
don’t want me there.”

They sense that exclusion that is underlying. I think a role for
advocates, as you say, is it empower residents and say, “It’s your
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life and your decision,” and offer to accompany them or do what-
ever they can to make them comfortable. I was glad that one of
you all said something about making them comfortable throughout.
That means not just physically comfortable, but also emotionally
comfortable as well.

Ms. Murpay. I would also like to add to that that I think that we
have a lot to do in terms of educating families about empowering
their family members to participate in care planning. Oftentimes
what we encounter is family members trying to protect their loved
ones by not wanting them to be burdened with decisions that must
be made regarding their own care.

We find that alot, especially when it comes to being involved in a
research project whereby family members will say, “I really would
rather not have my mother involved because she’s too old. Just let
her be, let her be comfortable.” So I think we have a long way to
go in terms of educating people.

Ms. PErsCHBACHER. I also think that we don’t want to get into a
situation where we're requiring residents to attend care planning
any more than we're requiring them to wear restraints or take
medications or other things. There are lots of ways to participate
in care planning. Maybe some of us would not want to sit in a
meeting with all of these people. I would not come to this care
planning conference myself if all of these experts were sitting
there. I'm sorry.

But maybe if Sarah came to my room and talked to me, or
maybe if two or three people I had a good rapport with came and
discussed this with me—I think we have to be flexible and remem-
ber the individual in this process. Yes, include them, but include
them as they can be included and want to be.

Ms. BUurGEeRr. Freda?

STATEMENT OF FREDA GORRECHT, CBC AND NCCNHR

Ms. GorrecHT. My name is Freda Gorrecht. I'm from CBC and
NCCNHR.

I am not in a nursing home—God forbid—but I have been in in-
tensive care in a few hospitals. I've been thinking a great deal
about what we’re talking about. We’re talking about adults, adults
standing in line to take care of me. 'm an adult. I have been some-
body. I have done something. How much consideration has been
given to know who I am? Who I am will very largely depend on
what I do when I become a resident, a new person.

Adversary and Adversary—oftentimes those are the caregivers
and the care getters lined up. It is normal, in my opinion, for an
adult whose life style has to change, to resent it. The symbols of
that resentment are you, the care givers. This is a very important
psychological change that occurs and I do not know, but I suspect
that this doesn’t take very much consideration in these so-called
conferences in the care giving place.

The people who help a lot in this are the other care getters.
Some ways must be thought through to get them to start from
point one and level with each other and to plan some ways to
handle all of you.
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They are not self-motivated to do this because we, as people, are
not living that way in our individual families and homes. By the
way, that’s what is wrong with the families and homes, in my opin-
ion.

But I think that if all the people who are caregivers could sit
down regularly and not assess the patients but say, “Let’s talk
about who they were and what they have become and what might
be a way that we could help them help each other.”

I know all the fancy titles, by the way, of the Resident Council,
and how a very determined resident gets hold of it and God help
the rest of them because as a caregiver has the charge to see that
the climate is there, that the knowledge is there—this is a very
interpersonal relationship. I think that the presentation that you
have given today has named the team. It’s like I'm waiting for the
Pistons to announce who'’s going to be on their team, because I
want to know how that’s going to affect the rest of my favorite Pis-
tons, because it will affect them. It will affect them because they
are somebody unique and we all are, too.

I hope that we can succeed in getting some of this under the
light of day before I die, which I’'m planning to be quite a while.
It’s been quite a while that we all have worked. But thank you
very much and never forget that we are all a unique person and
have your conference about how unique I am and why I am. If I'm
an old tartar, handle me.

Ms. BURGER. Just a minute.

Do you have a comment?

Ms. Hawes. Yes. I would like to actually respond to that. I'm
glad to hear that and I hope that everyone takes it to heart.

One of the sections that we have in the assessment instrument is
called customary routines in the year prior to admission to the
nursing home. We have lifetime occupation and other issues that
are designed to get at what people—Carter Williams, who was an-
other social worker that was on our panel, kept pointing out that
the day before someone entered a nursing home they had a life in
which they decided when they got up, when they went to bed, what
they had for breakfast, whether they had breakfast, what they
wore—what they did with their entire day—and that somehow,
when people enter a nursing home, the social worker that does
intake has a sense of that person because they usually ask these
questions, but it never gets communicated to the other staff. It's
this gold mine of information that sits in the intake document.

So we put it as part of the normal assessment. At first there
gve}',e people who said, “Oh, this is such a social workey thing to

0.

We thought that there was going to be all this resistance to it. In
the very first field test it was the nurses who used it. We had this
terrific geriatric nurse practitioner from a really good home. She
said that she found out more about the residents that she assessed -
from her own facility, talking to them about their customary rou-
tine, than she had known in the 3 years that they had been in the
facility because she started to see that person who lived a full life,
who didn’t just suddenly emerge as a nursing home patient.

So I hope that advocates and residents and those others who care
about their well-being will continue to focus and to help facilities
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recognize that they can adjust to the customary routines of the
people who live there, rather than having the people who live
there adjust to the customary routines of the nursing home.

So often it’s just like making people think. She prefers baths to
showers, or showers to baths. All her life she has bathed at night
instead of at 7 a.m.—things that are so normal that we all take for
granted and that we would like to continue for the rest of our lives.

So we believe that’s an important part of the assessment that
has to be sort of the first piece. It’s usually the first thing that
people start discussing with residents in the assessment.

STATEMENT OF MOLLY WEINSTEIN

Ms. WEINSTEIN. My name is Molly Weinstein from Oregon.

Doctor, I would like to go back to something that you suggested,
that the staff should resolve their differences before they give their
advice to the nursing home resident.

I'd like to submit to you that perhaps asking the resident what
their preference is, whether they would like to hear all the options
and all the views of the professional people, is verhaps a question
that should go before your decision to make decisions behind the
scenes, if you will. Some people would prefer it, I submit to you,
and some people would not.

As a recipient of medical care in another country, and therefore
another system where the doctors and the nurses did discuss your
medical situation in front of you, I can tell you that at first I found
it daunting, and then in the end it was by far better.

Dr. LevensoN. I don’t disagree with what you’re saying. I think
that the previous question or discussion was posed as, should there
be a requirement that the resident be present at all of these confer-
ences? I was merely saying that there may be some circumstances
when first the staff has to get its act together. You're bringing to-
gether people from many different disciplines, perspectives, and ap-
proaches, to an individual using different terminology and possi-
bly—quite probably actually, at least in my experience—having
reached varying conclusions.

I think it can be very confusing to a resident—or anybody for
that matter, not just a nursing home resident—when all these
terms are thrown at them and there is a lot of speculation as to
what might be or could be. Sometimes it’s certainly in order to
present partial hypothesis or speculations as to what might be
wrong because you have to ask the resident, for example, do you
want to undergo these tests? Do you want to take these medica-
tions as a therapeutic trial?

But I was merely saying that there are times when all of these
people from many different disciplines have to get on the same
wave length and agree about a common or a conjoint message that
they’re going to deliver in order to prevent a possible confusion or
misunderstanding. The resident certainly needs to be involved, but
not necessarily mandatorily present at all such conferences.

Ms. BurGer. Did you want to make another comment?

Ms. WEINSTEIN. My point was that it is the resident’s decision, in
my mind, if they're going to be included in the front end or the
back end of those discussions.
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Dr. LevensoN. Well, I certainly agree with you. They have a say,
but I just don’t think that it should always be required.

Ms. WEINSTEIN. I agree with you.

Dr. Levenson. That was the gist of the previous discussion. I was
merely responding to that.

Ms. WEINSTEIN. Thank you.

STATEMENT OF JUDITH GRIFFIN, OMBUDSMAN

Ms. GriFFIN. I think we can all agree that we have a panel
before us here that is on the leading edge.

Ms. BurGer. Excuse me, could you tell me who you are? I beg
your pardon.

Ms. GriFFIN. 'm Judith Griffin, ombudsman, the State of New
Hampshire.

There was a question asked earlier, the response to which caused
me some concern, even though we do have folks who are on the
leading edge before us. The question had to do with perhaps the
psychotropic drug would appear to be appropriate, yet the resident
would refuse to take it.

Doctor Levenson, one of your approaches in trying to handle this,
if she still refused after trying to explain and win her agreement
for a trial period, was that you might consult with the family and
discuss this with them and see if they would talk with her and
exert some influence on her.

I think perhaps that we have forgotten that your business with
the resident is confidential and of no business to the family unless
she gives you her express permission to discuss her condition with
them. We would need to obtain that first that she would allow you
to do that. '

There is the potential, in that plan of approach, that you're
going to be bringing emotional duress to bear in order to gain her
acceptance of what you feel she needs. Of course, I know that you
know that’s not appropriate.

Dr. LEvENsoN. Even though I know that’s not appropriate, I
might have a slight difference of opinion with you. In this sense, at
least in my experience, we're often caught between a rock and a
hard place. We want to respect individual rights, especially the
right to accept or refuse treatment, yet I think it’s very important
that we take somewhat of a modern approach to individual behav-
ior and thinking.

It is not necessarily possible to separate mind and body in that
there are physical problems or conditions that can cause thinking
or behavior that is not necessarily under a person’s volitional con-
trol and that if one is indeed interested in helping a person to have
the best quality of life, sometimes there has to be a little pressure
put on, or something done that a person might not agree with 100
percent.

That’s not the same thing, I don’t think, as forcing them to un-
dergo treatment, but there is often anxiety, fear, or physical condi-
tions that cause people to respond in ways without necessarily un-
derstanding, realizing, or being able to deal with the potential good
to be gained later on. We've certainly had to deal with this on
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many occasions in our facility. Sometimes we don’t institute a
treatment and watch the person deteriorate and die as a result.

So I think that in each case one has to try to strike this balance
and there is no clear-cut individual rights versus the caregivers pa-
ternalistic approach. Sometimes, the individual’s rights can be en-
hanced, to a certain extent, by being a little bit pushy. For exam-
ple, the residents who will come in having fractured their hip, and
say, “I don’t want to go to therapy; I don’t want to get up; I don’t
want to do this; and I don’t want to do that.”

After a period of a little bit of gentle pressure, they do much
better, their attitude and condition changed, they were not de-
pressed, and they can come off the medications. So the ultimate
good warrants perhaps doing, encouraging, or pushing them to do
something that they may not have wanted to do in the first place.

Ms. GrIFrFIN. Your response is well taken.

I think, though, that we all have seen at one time or another the
incredible therapeutic value that often can be derived from a resi-
dent being respected when they just say no and that that can very
often be very therapeutic as well as chemical and medical interven-
tions.

Dr. LEvenson. I agree with you absolutely, I just don’t think nec-
essarily that we can take an either/or approach, but that each case
has to be individually balanced.

Ms. GriFrFIN. Absolutely. That’s what this is all about, the indi-
vidual.

Thank you.

Ms. BurGer. Jackie.

STATEMENT OF JACKIE COOMBS, WASHINGTON STATE NURSING
HOME RESIDENT COUNCILS

Ms. Coomes. My name is Jackie Coombs. I am President of the
Washington State Nursing Home Resident Councils, I am a board
member of NCCNHR, and I have been a nursing home resident for
over 22 years. I have arthritis. It was very interesting with your
comparison this morning.

I have attended care conferences. I have never had a doctor
attend my care conference. I would love to have one do it some-
time. One of the things that my doctor says is, “Hi. How are
you?”’—no, never “How are you?”’—“Hi. Your T.V. is out of adjust-
ment,” but never “How are you?”’

He would never attend a care conference. I have asked to attend
care conferences. I have never been denied a care conference. I've
also been told that I could come but that I couldn’t say anything.

Well, if anybody knows me, I went and I said something.

The first care conference I had, except for the doctor I had the
complete disciplinary team that is up here. It can be intimidating
to a resident. I did not know what I was getting into. They said
that I had a care conference coming up, so I asked what it was. I
went. I went into this room and the office was completely filled
with people. It can be intimidating. I don’t intimidate very easily,
but I can see where a lot of people—this is one reason why they
have trouble when they are asked to attend a care conference.
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How do you explain a care conference to a resident? Do you tell
t}ﬁemvwhat’s going on? Why it would be necessary for them to be
there?

I heard you say that residents are invited to care conferences.
Sure, you can invite me to a care conference. I don’t know what it
is. I'm not going to go. I don’t know how I'm involved in it. Is it
explained as to why it is important?

Ms. Hunr. I think Jackie raised a very, very good point. I think
it’s important to go over as much of this information during the
pre-admission process as possible. When you start talking about
what to expect from the facility, what information the facility
needs from the resident/family, you also need to talk about the
team of professionals who will be involved with care. You say
something like, “We’ll be asking you questions. It’s called an as-
sessment process.” You can do this from the very first contact with
the resident and with that person’s family. You can start talking
about what is going to happen in the assessment and care planning
process. “We want your participation involvement. Here's what
we're going to be asking you.”

As each one of the staff begin to do parts of the assessment, they
start talking with the resident not only about what is going on and
their problems, and asking them to demonstrate this or that, but
also about care planning. Asking questions such as ‘“Gee, have you
thought about”’—“Have you tried”’—“Might you be interested in”"—
et cetera.

Then before the care planning time someone needs to go in and
sit down with the resident to discuss: who is going to be at the care
conference, what it's going to be like, and how the resident can
have input, preparing the resident. That person can use the resi-
dent’s comments to assist the team in thinking through how they
really need to be involved with this resident. There are lots of tech-
niques to use and things that you do to help the resident not feel
intimidated, to meet the comfort needs that Maggie mentioned, to
lend support to the resident, and to make sure that the resident is
there as an equal participant, not as somebody who’s being rail-
roaded. The resident shouldn’t feel that the team is saying “Go
ahead and agree to what we've already decided you should have.”

Ms. Coomss. I also had a care conference where the ombudsman
was called in by the nursing home, not by me.

She participated in the care conference.

Yes, she came, but the interesting thing is that the ombudsman
that they called in at that time was Hilka Faber. At the time the
Washington Nursing Home Resident Councils was working with
Hilka Faber, they said that I couldn’t have Hilka. So she sent one
of her associates, who I also knew, who they did not know that I
knew. I had already decided. I wrote a paper and said, “Here. This
is it. I'm only as good as the nursing assistant I'm working with. I
can’t do any better.” I went on and listed—unfortunately that was
listed in 1981, and it's still true today. I hope, with this new
system, that it will not be true next year.

Thank you.

Ms. Dontus. Could I also respond to that comment?

It’s very well taken. I would also like to submit to you, and en-
courage each and every one of you to do what you can to make
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people feel comfortable about this. In facilities where the resident
has not been historically a part of the care conference, believe me,
the staff are just as uncomfortable, and just as intimidated as the
residents. So, for many facilities, this is new. It's going to take
some time for everybody to get used to that and to feel comfortable
with the idea.

Again, I would just encourage you to do anything that you can
on both sides to try to enhance that comfort.

Ms. BorgiN. I received what was a written invitation, the date,
place, and time that the care conference would be held, and would
it be agreeable to me—then down at the bottom it said, “Do you
care to attend this by yourself, or do you wish to have somebody
accompany you? Are there family members or anyone else that you
would like to have with you?”

Of course, that’s the very end of it. We should be starting before
that. Because I'm so accustomed to dealing with staff, because of
my own jobs in the nursing home itself, this doesn’t overwhelm me,
but I can see that there would be many residents who would find it
quite intimidating and would like to have someone with them. I
think it’s up to you ombudsmen to get in touch with families, and
to speak to residents; those residents who live in nursing homes
who have been more active, to go around through your Resident
Council and explain what these new care conferences are all about
so that the residents can at least have some idea as to what they're
stepping into when the door opens; and also to explain to family
members that they can be present, or the ombudsman can be
called upon to sit next to someone at one of the these care confer-
ences.

As I said, there is a lot of education involved here, but the end of
this will be that residents will have a better quality of life and a
better quality of care.

Ms. BurGer. Thank you, Lydia.

Let’s take just one more question. I hate to cut off the questions,
but we’re very shortly going to have lunch.

Go ahead, sir, and identify yourself if you will please?

STATEMENT OF ANTHONY STARK, OMBUDSMAN

Mr. Starg. My name is Anthony Stark. I have been a volunteer
ombudsman for the State of Tennessee for 6 years. I'm also Chair-
man of the East Tennessee Coalition on Advocacy.

My question is, you have here a complete interdisciplinary group,
and all of the them experts. We don’t have that out in small com-
munities. What about the 30 to 40 percent of the residents of the
nursing homes, some that have been there for 3 or 4 years, and
unlike Mrs. Rogers, some of their marbles are gone. Some because
of the fact that they didn’t have them, some are progressive stages
of Alzheimer’s, and some because they have been zonked for the
gagt 3 or 4 years every time the nurse didn’t like what they were

oing.

How are you going to carry this out with a person who can’t
speak for themselves, and in many cases their families have put
them in there and walked off and left them?
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Ms. PErscHBACHER. One of the things that I think it’s important
to realize is that unless the person is comatose, there is a lot of
communication that they can do. If an Alzheimer’s resident doesn’t
like an activity, they usually leave. That's a real clue that the
don’t like that activity. I think it’s the same way. If they don’t
want to take their shower, they will definitely let you know it.
Those are things that we definitely have to pick up on and not use
it as an excuse. We need to listen to what they are communicating
to us about.

Ms. Hawes. To follow-up on what Ruth said, one of the things
that we have in the section on behaviors is a way for staff to look
at behaviors, particularly for individuals with communications defi-
cits, and understand what’s going on. Somebody who screams may
be trying to communicate a very concrete opinion or request, but
they don’t have the words to do it, so they do it with behaviors.

So we talk a lot about the need to observe, not simply to interact
verbally, but to use observation skills and to look at behaviors to
understand what’s going on with the resident when the resident
cannot articulate his or her own needs or preferences.

The other thing that I would like to say about Tennessee is that
it is one of the States that we tested the assessment process in.
When I listened to this group, it was pretty exciting. This was the
first time that I ever heard anyone talk about how they would use
the information that hadn’t been in the field test, and it was the
first time that we had this many different disciplines represented.
There are States that don’t have, in a normal facility, this level of
expertise.

That is one of the things that the resident assessment protocols
are designed to address, to help staff make the connections that
these professionals made on their own, to say, “Here are some
guidelines that you can follow.” Here are other pieces of informa-
tion in the assessment instrument that will help you make a deci-
sion about behavior or mood, whether or not you have a psychia-
trist who comes to visit, or a pharmacist who is actively involved in
the review of drugs, or a physician who is actively involved in the
discussion.

So we tried, in some sense, to make a system that is responsive
to facilities that may not be staffed as expertly as this panel would
staff a facility. I think the continuing problem that we have to face
is that there are some State Medicaid Programs—Tennessee struck
me. We had all these people who were on mechanically altered
diets and had “chewing problems,” but no neurological problems
like swallowing. It's because the Medicaid Program in Tennessee
doesn’t pay for dentures.

So anyone who was missing teeth was getting mechanically al-
tered diets and not teeth. So while an assessment system and a
care planning conference and this whole process can do a lot to im-
prove care, we still have the underlying reality that it may well
point out things that aren’t done, and aren’t being done, and there
are still important reforms that need to occur. This is the ammuni-
tion that can be used to do this.

Mr. StaRrk. I want to thank the panel for their discussion of this,
because I am particularly interested in that section of Tennessee.

Thank you.
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Ms. Donius. Sarah, could I respond to him, also?

I realize that we're out of time, so I'll make my comment brief,
but I feel compelled to respond to his comments. Although many of
our cognitively impaired residents cannot communicate to us in the
way that we conventionally think of communication, what I would
say is that the tool facilitates communication of all the disciplines
communicating with the certified nursing assistants.

I'll tell you what, the certified nursing assistants who are there
day in and day out, providing the hands-on care, know what the
quivering of the right side of the upper lip means. That is commu-
nication. The tool will facilitate that.

So I think there are good things to be had.

Ms. BurGer. Thank you.

I have a couple of things to say and some directions for lunch, so
sit tight and we’ll get through that very quickly.

We've certainly seen how important the nursing assistant is. I
don’t think there was anyone who spoke here today who didn’t
mention how important and vital it is that we talk with nursing
3ssistants and that they play a very major role in everything that’s

one.

We've also seen how important it is to let the resident take a
lead and decide what it is that he or she wants to become involved
in, how much she wants to become involved, and support her, and
enable her or him to become thoroughly involved.

And, finally, I think we’ve learned how very complicated taking
care of people who are institutionalized is. In order to preserve that
person, and as much of that person as possible, and work with
those strengths, and help to build up those things that are not as
strong as they once were is a terribly complicated process. We can’t
forget that.

I think I would close by saying, let’s leave the resident and the
staff, especially the nursing assistant, in the proper saddle.

Now, let’s go back to the luncheon arrangements. For people who
are not part of the NCCNHR annual meeting at the 4-H center,
please pay $15 at the registration fee table outside this room and
get a lunch ticket. Boxes of lunch will be served from the front of
the room, the speaker’s table. Bathrooms and telephones are locat-
ed to the left of this room at the end of the hall. If some of you
want some exercise, I happen to know that there are some at the
other end of the hall, too.

So, enjoy it. Thank you, panel. Thank you all. It’s been a wonder-
ful morning.

[Whereupon, at 12:50 p.m., the forum recessed, to reconvene at
2:07 the same day.]

AFTERNOON SESSIQN—2:07 P.M.

STATEMENT OF SCOTT SEVERNS, ATTORNEY, INDIANAPOLIS, IN

Mr. SEverns. If you've ever watched those Senate hearings on
television and thought that the participants looked a little ragged
around the edges and strained, I can tell you that it’s not necessari-
ly the workload, it’s the structure of these seats.

But despite our strained appearances up here, we will do our
best to convey to you a sense of excitement and accomplishment
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and warmth that can come out of the resident assessment process,
of dropping restraints, and a variety of techniques that have arisen
out of this whole movement toward resident centered care.

The panel this afternoon is going to take us the next step. This
morning, we heard resident assessment described by some of the
foremost experts in each of their disciplines in the country. This
afternoon’s presentation is going to focus us on what ordinary
nursing homes out in the community can do with their staffs who
don’t necessarily have the credentials of national recognition, but
have been able to take this process and make it into one that is a
positive process.

Building upon that experience, then, we’re going to ask, what is
the cost of doing that? What are the resources, and how do re-
sources have to be allocated, both on a systems level, and on an in-
dividual home level? And then, most importantly for us as advo-
cates, how can we feel comfortable that the costs that are being
asked for and given are used to the ends that we seek?

With those points in mind, what I would like to do is to start this
panel with Jamie Pipher, who is from Peterborough, NH, and has
been working in long-term care implementation of OBRA require-
mte]nts a{)ld has a very interesting story to tell.

amie?

STATEMENT OF JAMIE PIPHER, SOWERBY ADMINISTRATIVE
SERVICES, PETERBOROUGH, NH

Ms. PrrHER. Thank you.

Because the expectations of OBRA are so great, and because we
know that there will be those who will want us to water down
OBRA, and because this is not what we want to do, the allocation
of facility resources are even more valuable to us than they ever
have been. It is a challenge that many of us have accepted with
enthusiasm and commitment.

As a nursing home provider, it became very obvious to us very
soon that we had to reevaluate our whole total operation of how we
did business if we were going to make OBRA work without it being
paperwork compliance, and with it definitely being resident out-
come oriented. We wanted to make it work.

We knew that we had to direct our resources in areas that would
lead to residents having a meaningful life. That’s easy to say, but I
want to put it into more simple terms. What I want is to never see
?n 1?1 patient care plan, ever again, the resident will adjust to the

acility.

The facility will adjust to the resident, and that is what OBRA is
all ab?ut, and that is what I want and am very thankful to be a
part of.

Sitting on my desk at work, and has had a lot of meaning both in
my professional and personal life, is a poem that I think many of
you will recognize.

Why should we be in such desperate haste to succeed in such desperate enter-
priges? If a man does not keep pace with his companions, perhaps it's because he
hears a different drummer. Let him step to the music that he hears, however meas-
ured or far away.
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To me, this is what OBRA is about. It is knowing what our resi-
dents’ choices are and building programs around those choices. It is
an opportunity for all of us to learn, to teach, and to be creative.
OBRA says to us, “It’s okay to hear a different drummer.” As nurs-
ing home providers, we had better listen and we had better re-
spond. Thankfully, those you see up here today want to respond,
and I believe have been creative in developing many of the pro-

grams.

Now that I have said that, the reality, too, is, how do you do it?
These are not outcomes that any of us have ever opposed. These
are not outcomes that we would jump up and down and say, “I
don’t want to do it,” but how do we do it? I'm not sure that we're
going to have the answers today or tomorrow, but I'm convinced
that we will have answers in the years to come because of what
you and nursing home providers are beginning to do now.

We know that we have to change. We know that there has to be
a change in attitude. We know that there has to be change in what
is being taught in our schools. We know that there has to be many
things. But in our company, we said, “We’re going to start, and
we're going to start some place.” We're fortunate enough to have
administrators who wanted to be a part of the change, even if it
meant making mistakes.

I think that was the first thing that was said. Let’s try some-
thing even if it is not absolutely perfect, and let’s not worry about
n;laki(rllg mistakes, but rather learn from those mistakes and move
ahead.

What I want to briefly go over with you today are three of the
programs that three of our homes did start as trial programs. I am
not going to pretend to you that they are perfect. Some of them
have been underway 2 or 3 months. We are still learning from
them. One of those is a primary nursing trial program that was
started at Northwood Nursing Home in Manchester where Cindy
DuBois is the administrator. Cindy is with us today and I'm sure
she would be able to answer a lot more questions about her pro-
gram.

It’s an exciting concept. It moves from the team nursing concept
to primary nursing where a licensed nurse and a nursing assistant
was put in charge of 12 residents. That’s how we established it.
This co-work primary nursing unit would be responsible for those
12 residents for all of their activities and making sure that family
members knew that they were the ones that were responsible and
that doctors knew that they were the ones to contact.

We had a lot of questions about whether it would work. Could we
find the licensed personnel to fill the slots? Obviously, that has
been difficult for those of us in the Northeast to obtain enough li-
censed personnel. When Cindy put the ad in the paper, people
came almost out of the woodwork because they wanted to be a part
of this project. They wanted to be a part of long-term care and
helping to take it into the 21st century.

She met and did a lot of planning, but it was truly the enthusi-
asm of her staff that made primary care work at her facility. She
had at least two nurses that were on staff at the time that were in
what we would call burn-out. They would come to work, do their
job, and go home. Within 1 month, those nurses were the most en-
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thusiastic individuals I have ever seen. They were even enthusias-
1}:1ic ﬁbout doing patient care plans. Their motivation was extremely
igh.

With working alongside with a nursing assistant, two things hap-
pened. The professionalism of the certified nursing assistant went
up because she was learning every day, but also the licensed per-
sonnel was learning from the nursing assistant about the every day
routines of the residents, hands-on was what it was about. The re-
sults of the program were an increase in rehab nursing, enthusi-
asm by the staff, increased participation by family members, but
most of all there was an overall awareness of resident individual
needs as a result of that particular program.

They are still learning. They are still making changes. The home
is a 50-bed home. I'm sure that if we were to try it in a larger
home, maybe we would have had some difficulties that you might
not have in a smaller home. But it worked. Resident care has im-
proved, enthusiasm is there, and resident’s families are happier.

In another one of the homes, we tried something called a 7:30 to
7:30, 6 day a week structured activity program. The idea there was
to improve independence of residents through a structured pro-
gram by recognizing individual needs and focusing in on those
throughout the day. Fortunately, we heard Mary and met with her
before we put the program totally into effect because after listen-
ing to Mary we completely changed our whole concept, and learned
that we were going in many different directions. So there is new
knowledge that we need to know about in order to make our pro-
grams work.

Listening to Mary—I've attended two or three of her workshops
in New Hampshire—truly we have based one of our programs on
the concepts that we learned. The first thing that she told us, how-
ever, is that you can’t do everything by tomorrow morning, rather
you have to start in little smaller increments. In our 7:30 and 7:30
program, we had to look at what our priorities were and take one
concept at a time. We knew that we couldn’t change the world
overnight.

In that particular program, they took a look at what they call
the dining room experience. The activities director said,

Let’s get together and let’s make the dining room a nice experience for everybody.

Also, let’s increase functional ability by putting residents together who want to be
together, who socially are happy together, but who also can help each other.

So you didn’t necessarily have the nursing assistants doing ev-
erything for a little group of people over here while another group
sat over someplace else. You had residents helping residents with
the help and guidance and orchestrating of the nursing assistants
and, in this case, activities directors.

The result of that program, along with the total more advanced
activities throughout the day, on weekends, and nights, one quick
result was that nursing and activities began truly working hand in
hand. A ripple effect was—as it should have been—that the activi-
ties programs that were planned were focused around the time of
day that best benefited the residents. So it wasn’t just having a
party when we felt that there should be a party, it was when resi-
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dents really truly felt that they had the most energy and wanted to
be in group activities.

Then other activities were centered around when there were
other maybe behavior problems that needed to be looked at, be-
cause that could be dealt with through the activities program.

Again, we saw, in effect, that nursing and activities started inter-
acting more and we had better patient care results. One of the
quickest results was residents coming up and saying, “When is the
next activity? When can I do this? Before, they had an activities
calendar put on the wall, and someone would walk in and say, “It’s
now Bingo.” The whole attitude toward activities changed because
residents wanted to go, they were part of the planning, and they
felt like going.

The last one was more of a change in job description. That was
at Applewood Nursing Home in Winchester, again, a 170-bed nurs-
ing home. There was a housekeeper position where that adminis-
trator took a look at it and said,

Housekeepers are very important people. They are involved in the lives of our
residents. More importantly, they want to be involved in the lives of our residents.
‘Ii-lotgv gan we provide them more opportunities to be involved in nondirect care

uties’

That job description became into something called a personal
needs assistant. That personal needs assistant was a housekeeper
with expanded job duties but decreased number of rooms to take
care of. She, in turn, became one of the team people that met the
resident when they were first admitted to the nursing home. It was
a face that the resident would begin to know very quickly. The per-
sonal needs attendant would check in the clothes because she also
was going to be the one to take care of personal clothing through-
out the time that she was there. She would make sure that the
plants were watered, and that personal items were located and
found if they were to be lost, and making sure that the room was
set up the way that the resident wanted it to be done.

OBRA is working. It is working through cooperation; it is work-
ing through confrontation and creativity; but most of all it is work-
ing because of a lot of the caring human beings that care about the
older Americans in America. I'm very thankful that we’ve had the
opportunity to share our experiences with you today.

Thank you.

Mr. Severns. Thank you, Jamie.

The next speaker is Joyce Steier from Florida, Oak Manor Nurs-
ing Home.

Joyce, would you tell us—even though a lot of us know about you
from previous NCCNHR appearances—about your particular home,
your particular role in it, and your experience?

STATEMENT OF JOYCE STEIER, ADMINISTRATOR, OAK MANOR
NURSING HOME, LARGO, FL

Ms. Steier. I'll be happy to tell you my experiences.

I'm the administrator of a 180-bed facility in Largo, FL. We are a
for-profit organization and my boss makes it very clear to me that
w];xeg we go into any of these programs that I must keep that in
mind.
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I'm here to tell you today that OBRA has been a very good thing
for Oak Manor Nursing Center and it has become a very cost-effec-
tive thing. You don’t hear that a lot from the industry and I some-
times think that they have a hit man out after me when I'm going
around the country saying this. But I want to tell you that we
became more efficient with the new regulations.

I am a new administrator to this facility. I took the position at
the end of March. This facility had a census of 110. I told you that
it is a 180-bed facility, so we had 70 empty beds that were generat-
ing no revenue at all. The facility had been there for 17 years, so
you need to know that I'm not one of the fanciest, nicest looking
places in town. If there were beauty contests, we would probably
come in last.

I think that one of the major problems that we were facing in
that facility was the agency personnel. I went to work the first
week and looked around and thought I was kind of losing my
memory because I couldn’t remember any of the employees. That
was because two-thirds of them were working for the agency and
were replaced on a regular basis. The agency bill for the month of
June for that facility was $70,000. That’s a phenomenal amount of
money if you think of what the nursing home could have done with
that kind of money. Had they put that into patient care, it would
have made a great deal of difference there.

My goal was to certainly improve patient care and to comply
with the OBRA regulation. The first thing that you need to do on
any new job is to make an assessment of where you're at. That’s
what we did, the nursing director and myself. We put the people to
work in assessing the residents, finding out how long they had
been there, what their physical conditions were, and what we had
to deal with. You can tell that this is another reason why assess-
ments are very good.

The main thing that we wanted to do was to take the restraints
off of these residents. I have to tell you that after these assess-
ments, Oak Manor, with their 110 residents, had 73 people in re-
straints, and 32 of them had folie catheters. So they were not any
numbers that we could be proud of at all.

Approximately 75 percent of those 110 patients were in wheel-
chairs. I wasn’t sure why they were in wheelchairs, and I have to
tell you that many of the nursing personnel were not sure why
they were in wheelchairs either. So this is another reason why the
assessment was very important. One of the things that I did do was
to ask that every nurse cite the reasons why the patient was in a
wheelchair and in restraints and to put this in the form of a diag-
nosis rather than just that Mrs. Jones has always been in a wheel-
chair. They’ve been in there for 17 years and I would hate to think
that anyone had to sit in those awful wheelchairs for 17 years.

We began the program very slowly and certainly got the rehab
nursing program going. That was finding out if there were limbs
that could be moved that hadn’t been moved in a long time. Our
physical therapy department and our occupational therapy offered
a lot of assistance to us and to the staff. They did a lot of training.
But the majority of the work was done by the nursing department
and by the regular staff.
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We first began by taking off the restraints during the activities
and during mealtime when there was supervision for the residents
because I honestly felt that—they had been in restraints, we didn’t
know what would happen if we took them all off. Guess what hap-
pened? Absolutely nothing. They all just sat there just like they
had the restraints on because they were so conditioned to do that.

What I did then was to call all the department heads together
and have them work with the nursing department because I know
the staffing at every nursing home—I always hear this—we need
more staff. I don’t necessarily think that you need more staff, but
you have to learn to use the staff that you have there in your
building. I have housekeepers that walk down corridors every day
on their way to lunch, and now they take a resident or two along
with them. We have utilized the maintenance department, the ac-
tivities, the social service, and everyone else in the facility to help
us get this program going. They are not used as often as they were
before because a lot of our residents have learned to walk, so it’s
not necessary to use them.

But in the beginning I urge you to get all the people in your fa-
cility involved in this. I think that the more people you have the
less overwhelming it seems.

In the last 3 months things have really changed since we have
put these programs in. First of all—the thing that makes any cor-
poration very happy—is that we now have 160 residents. That
means that we only have 20 empty beds. We really eeuld have
filled those beds, but it would be too strenuous for the staff to have
that many admissions. We’'ve had no agency for the months of
August and September, none whatsoever. I repeat to you that I
don’t have the fanciest nursing home in town, and I'm not paying
the highest wages.

I think the morale of the staff has drastically changed. They feel
a part of the program. I think that from the housekeepers and the
laundry people to the nursing assistants and the nurses—they feel
like we're all committed to achieve a common goal. I think that’s
the part that makes things seem better to them. That’s why we
have less turnover.

We have certainly eliminated buying restraints, wheelchairs,
gerichairs, and all those things that you always buy in nursing
homes that are very expensive. Another benefit is that the resi-
dents are eating so much better. I think moving them around and
giving them a chance to sit at a dining room table in a chair rather
than in their wheelchair or having difficulty reaching their food
has made a significant difference.

Nourishments are a very expensive thing in any facility. I per-
sonally know that in my facility, these little shake-ups that you see
people get between meals cost 37 cents a piece. If you multiply that
by many, many residents, you'll find out that that is very expen-
sive. That’s another item where you can take that money and
spend it more effectively for something else.

So the residents are eating a whole lot better at Oak Manor. We
have very few people on supplemental feedings. We probably have
six or seven of them.

One of the other benefits for the company, and certainly for the
residents, has been that we buy less incontinence supplies. We
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have decreased the amount of diapers and under-pads, which are
also very costly, by about 30 percent.

We have certainly decreased and reduced the potential for devel-
oping decubitus ulcers. I think if any of you are nurses in the audi-
ence, you know how time consuming and how costly treating them
is in any facility.

As a result of this program, one of the other good things that
happened is that we had to take a long look at chemical restraints
because you can’t untie people and ambulate them around if you're
going to sedate them at medicine time. So we've had to decrease
that tremendously. I heard someone say yesterday that they only
had three or four medications given in their entire facility. I know
that I have many more than that, but I'm hoping to decrease and
work on this problem even more, and decrease what we are using.

I believe that you can change the duties of what any of your em-
ployees do, reduce your agency bill, increase morale, and still oper-
ate within the restrictions of a budget. As you increase profit and
the census goes up, a wonderful thing happens. When you start
giving good care, it seems like the whole world hears about it, and
particularly that world that surrounds your nursing home. We've
been there for 17 years, and I've had people coming in. We now
have a waiting list because we can only take two or three every
day. They’'ve heard about the good things that are happening at
Oak Manor.

So I think it would be wise for all facilities to spend their efforts
and to use their employees in a more constructive way. I think it’s
time—and I go to meetings very often—I think it's time that nurs-
ing homes stop complaining about budgets and reimbursement.
They are very important, but I think they need to start concentrat-
ing on using the money that they have in a more effective manner
so that they will have more positive outcomes. Good care doesn’t
always cost more money.

I think that whoever is in charge of the corporation or the ad-
ministrator needs to instill dedication and enthusiasm into the
staff and this, along with all the programs, will certainly make the
nursing home more cost effective.

Thank you very much.

Mr. SEverns. Thank you, Joyce.

Jenean Erickson is also, like Joyce, an RN and an administrator.
She comes to us from Minneapolis. She’s been here before and
we're familiar with her good work, but we particularly want to
hear your work under implementation of OBRA.

STATEMENT OF JENEAN ERICKSON, ADMINISTRATOR,
YORKSHIRE MANOR, MINNEAPOLIS, MN

Ms. EricksoN. Thank you.

I'm really pleased to be with you today. I remember the first
time I spent with the coalition in Clearwater, FL, in 1985 when you
were putting together the Quality of Life Study and residents
themselves identified the definition and the meaning. I was thrilled
to be there and came away more determined to make quality of life
better in my nursing home.
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If you remember Joanie Knowlton at all—I'm sure that if you
didn’t know her, you will have heard of her—that was a really spe-
cial trip for her. A group of us helped get her wheelchair over the
canal to the ocean. She loved putting her feet in the ocean again.
I'll never forget that special time or that day with Joanie.

From that experience with you in 1985, I went back to my facili-
ty in Minneapolis, Yorkshire Manor. It’s an 84 bed inner-city, typi-
cal, actually older nursing home, like the one we just heard about.
I renewed my determination to make quality of life even better.
From then until now I think that we have made some important
strides. I certainly have learned a great deal.

In the American Health Care Association, I serve on the OBRA
task force. Through that effort I have been closely involved in the
language of OBRA as it's been developed and interpreted. I was
fortunate to be selected to help train with HCFA staff last Novem-
ber as they trained surveyors for the first time. My assignment was
to teach resident rights. I studied and learned and my understand-
ing of what resident rights meant under OBRA grew. I came away
from that effort determined to make it something meaningful and
important at my facility.

I wasn’t exactly sure how to do that, but I suggested to the Resi-
dent Council that we develop a Blue Ribbon Task Force. We let the
residents appoint members to it, had the Employee Council appoint
members, and finally the Family Council added members. We used
a Blue Ribbon Task Force approach to understanding, defining,
and interpreting OBRA for our facility as we went forward.

It was a major effort. It’s been well worth it, and it’s ongoing. Let
me just share a little bit about how that has worked with you be-
caclllse it’s a little bit different from others you’ve heard about
today.

That task force was appointed last May and June. To begin to
communicate what was happening, I put into big print in “Eng-
lish”, the best I could, what I thought OBRA was saying. We began
to talk about what the words meant and how we could communi-
cate together so that we understood the same sense of meaning
from the words. I want to be really honest. We did not understand
“highest practicable physical and mental psychosocial sense of well
being”’ at all.

So we discussed it a lot. We used dictionaries and references, and
we came up with what it means at Yorkshire Manor. The residents
decided it means the “highest possible physical and mental goal
that they wish to achieve.” That is their definition and that is the
one that we're using.

It occurred to me that never before had I paid attention to word
choice and what words mean. But as we’re going to be defining
policy and procedure—and the residents are writing the OBRA im-
plementation policies—it’s important that we communicate clearly.

We spent a lot of time on what ‘“‘choice” means because we
thought that it was important. We now know that it doesn’t mean,
“Do we wear a blue or a brown sweater?” That’s preference. Resi-
dents have choices much more than that, and that can make a dif-
ference. So let me commend to you the process of going to the law
itself, understanding words, and picking the words that communi-
cate effectively in your own homes.




51

We determined that we needed some guidelines so that when we
had an idea that there was a way that we could accommodate
space to improve the quality of life for anybody, we could easily
bring the idea forward. Instead of not mentioning it, or overlooking
it, we developed a way to reward whoever brought forward an idea
that could be evaluated and implemented. It became a contest for
best suggestions to improve environment.

The final decision on those matters about facility rights in bal-
ance with the individual rights are made by the Resident Council.
That’s been very exciting, very empowering, very effective, and it
has taken a big load off of my shoulders. So far, they have made
the decisions, good decisions and we are very pleased with the proc-
€ss.

In the care planning process, it'’s important for you to know that
probably around the Country, this is done differently in many,
many States. In Minnesota we were required to do integrated care
planning beginning 1976. It’s routine for my residents to be in-
volved in their care planning process. What is interesting for me to
share with you is the fact that with their rights now, they can say
they don’t want to attend any more if they wish. And they said,
“Let us choose how we want to be involved in our care planning
process.” That’s autonomy!

One of the things that we decided we would do at care confer-
ence time, as we implement MDS—which, of course, we hadn’t
been doing extensively historically—was to begin to agree on nego-
tiated goals. We are using those words to make it clear that we're
not going to forget that there is more than one person setting the
goal. Negotiated means the team together with the resident select-
ing the goal. Not always are staff goals what the resident wants.

1 was interested in an earlier presentation to hear OBRA must
be working. My residents, too, said that the facility had to adapt to
the new resident. That’s not in OBRA anyplace, it just kind of
comes out of the law. So that’s good to know. I thought we made it
up, and here it is across the country.

One of the findings we strongly supported in the 1985 Quality of
Life Study that you did was, “A trusting relationship with a con-
sistent aide is the most important thing for quality of life.” So for
more than a year and a half now we have attempted to have the
same aide responsible for the same family-like unit for 10 out of 14
days on the daytime shift and again in the evening shift, thus de-
veloping a sense of community within a unit. Treating the process
as a family-like unit has changed our care delivery system and the
quality of life at Yorkshire a great deal.

It has to do with housekeeping, activities—and in our case when
we say ‘“primary unit,” we're talking about a CNA who has pri-
mary responsibility. Of course this all would be under a licensed
nurse, but it’s a little bit different relationship, and it does make a
sense of family that we all like. -

Another thing that residents like about a family unit is that they
have input into the evaluations of their key staff that work in their
unit. Through that process, they are able to fine-tune the kinds of
care giving that they really like, and they're able to make changes
that make a difference in the quality of their life. Merit rewards
are based on family compliments.
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From the family units, again, we have determined that there was
the need for meaningful adult education for the residents. It’s no
secret that as we have gone through the last 5 years, physical fit-
ness, nutrition, smoking cessation, etc., not everything that we
thought was good has been a success. We had to take a look at how
we learn how to make good choices. In the area of nutrition, for
example, it was most helpful when the dietitian was able to actual-
ly show a plastic glass with nine tablespoons of sugar in it for
people to understand that was the sugar amount in a glass of pop.
Resident education has taken on an important focus. It has made a
diffﬁrence in choices and is a program the residents are pleased
with,

The residents and the staff “team teach” new residents about
resident rights. They team teach new employees how resident
rights are delivered. On an on-going basis we spend a lot of time
teaching residents about their rights in the survey process, teach-
ing them what the regulations are, how they are surveyed, and
how they can in fact do anything that they wanted to do through-
out the survey process.

It was with no small amount of pride that I read my survey
report recently at the Health Department. The surveyor had noted
on the form where they were interviewing the residents that, “The
residents in this facility take a great deal of pride in the fact that
they wrote the policies for resident rights.” In fact, it even said
};‘hat }:ve have a policy against serving rutabagas because they asked
or that.

I appreciate your laughter and agree that’s funny, but they
really wanted that.

I always get a laugh when I share that, but I think it’s so impor-
tant for you to know that this gentleman came to me almost out-
raged because rutabagas were in the vegetable soup one day. He
had been forced to eat it by his mother when he was young and he
didn’t want it. I told him to do something about it. He did—a peti-
tion! They made it so clear that we don’t serve rutabagas anymore
at Yorkshire.

In the area of roommate choice, we are struggling. It is one of
the most difficult things in OBRA to make effective and realistic.
We have studied the regulations over and over, and we know what
we're trying to do, but we're not sure how we're going to get there
yet. I think it’s fair to say that even when you select your room-
mate, it's not always easy to live with them, is it?

If you had a choice of more than just where the open bed was
and if the gender was right as a guideline, what would you want
for that guideline? We started to say that to residents and they
began to think of the variables that were important to them in
terms of a roommate. I was confident that every lady who liked to
knit would like to live with a roommate who liked to knit, but
that’s not true. We’ve learned some important things.

On the list of 10, that are important for us to consider—and we
do it together every time—the one that rises to the surface most
often is that the alert resident does not wish to room with someone
who snores. That’s not too tough to implement, is it? So OBRA is
going to be doable, if we continue to be realistic and use common-
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?ense approach. We're not done. I'm sure more challenges will sur-
ace.

A policy that we did put into place right away, though, was to
try to ensure roommate satisfaction. You will be admitted to the
spot where the empty bed is, but know for sure that if it doesn’t
work out, we're going to work with you to try to make improve-
ments. We can’t guarantee perfection tomorrow, but we’ll continue
to work until you're relatively satisfied, and then you be the judge.
That feeling seems to have made a difference in how people feel
about roommate choice.

As I tell you that some of those fun things are beginning to fine-
tune the quality of life, I also think it's important for you to know
that we’re coming up against some hard, tough areas that we don’t
have answers for. Some of the people are saying that maybe it’s
not okay to mix alert and cognitively impaired. In my State, that’s
maybe discrimination. I'm not real sure how some of this is going
to be resolved. As these issues are raised, we'll have an opportunity
to make some meaningful answers and seek solutions.

That’s an important point, I think. Some of my residents are
saying that they don’t want to admit so many people in wheel-
chairs. They would rather have mobile people eat at a certain meal
and wheelchairs at another mealtime. We have to talk about this.
We can’t be short-sighted and think only of ourselves when we're
balancing real quality of life issues can we?

One of the totally unexpected findings is one I'm proud of. One of
the ladies said to me one day that she sure would like it if she
didn’t have to ride around in a van with the name of the company
on the side of the door. Think about that please. We took it off and
they are pleased. They're not labeled and on display for the public.
I had no idea—it didn’t occur to me and together we learned.

I'm grateful to the people involved in helping me to implement
OBRA. I think it would be wrong for me to try to do it myself. It
would be much easier because I could simply write policy and tell
people what to do. I've done that for 15 to 20 years. But I think this
is a lot more effective, and I feel much better about the process.
I’'m finding that the care outcomes are more focused when we talk
about things together. I'm finding that ‘“negotiated goals” are
much more effective and they are much more likely to be reached.

The increased pride, the increased autonomy, and the increased
independence of the residents, of course, makes the staff feel good.
Staff has been performing care giving practices that they thought
were good all this time. They did not know that it was not the
“highest best” Practice to tie or restrain for safety.

I think that’s the most critical aspect to change successfully.
New skills and new educational tasks are not too difficult—you can
go to school, pass a test, and acquire them—but when you have had
10 or 20 years of being a nursing staff member, feeling proud about
your care, and thinking you were doing good. Being told that was
not good and that you have to do it differently becomes an emo-
tional personal change that’s troubling. It's very challenging to try
to find the right ways to change those beliefs, those values, and
those personal pride issues.

I think we’re going to find, when we get all the easy-to-teach
items done, the difficult-to-teach behavior is going to take longer
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and probably take some special education. I believe there will be
some hidden costs in that area that we ought to allow for through
some flexible kind of planning so that we don’t fail to push when
we get to that barrier. When your pride is challenged and your ego
is on the line, you have to go beyond to implement OBRA fully.

I'm excited about the regulation. I'm excited about where we're
going with the care in our nursing homes. And I'm really pleased
to be here today.

Thank you.

Mr. SEverns. It’s really rewarding for me to hear that tie be-
tween the resident’s definition of quality project that culminated in
the 1985 Saint Petersburg Symposium and where we are today
with OBRA. That project was really an eye-opener for me. Your
distinction there between choice and preference and the depth at
which choice is felt, and the way in which you’ve been able to im-
plement that, giving residents a say-so over the way things func-
tion in your facility is really inspiring.

Thank you.

Mary Lucero is President of Geriatric Resources in Orlando, FL.

Mary, would you tell us about your role with facilities and then
how you’ve been able to work with them in implementing some of
OBRA's principles?

STATEMENT OF MARY LUCERO, PRESIDENT, GERIATRIC
RESOURCES, ORLANDO FL

Ms. Lucero. Thank you.

I'm glad to be here today. I am by education a gerontologist, by
profession a nursing home administrator, and currently the found-
er and president of a company that specializes in products for Alz-
heimer’s patients and in providing educational services to care-
givers of those people. I'm also very excited to be the first recipient
of the National Institute on Aging Small Business Innovative Re-
search Grant to study the wandering behaviors of Alzheimer pa-
tients.

I'm talking to you today because in 1983 I opened a 120-bed nurs-
ing home in the State of Florida. It was the first no restraint facili-
ty opened there. In that capacity, I think I did—I'll borrow from
Barbara Mandrell’s song—she was country before country was cool,
and I was OBRA before OBRA was rule.

What we found out in this process was that it did not cost us any
more money to do what we were going to do and did. It was pri-
marily a commitment and it was a philosophy that we had to edu-
cate staff to, and that we, in the leadership capacity, had to have
an unwavering commitment to accomplishing.

So I'm going to share with you a little bit about the historical
perspective as to why we did what we did back in 1983. I worked
for a corporation that had 800 apartments for independent elderly.
They also had a program that provided 700 hot meals to elderly in
the community who were homebound. They also had the first pro-
gram in the United States that was directed toward protective
services and guardianship diversion.

When they started the 800 apartments it was in 1965, and by
1982 they had identified that the majority of their residents had
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obviously aged and that they were now needing a continuum of
care. The end result was that we needed a nursing home so that
these people were not having to leave the campus where they had
spent the last 15 or 20 years of their life and leave their friends.

However, when they shared with the people who were living in
the independent living apartments that they were going to provide
a nursing home for them, they were not delighted. They did not
want a nursing home on the campus because they didn’t want to
look at it.

So what happened was that they asked me to come in and work
with the residents to plan a nursing home that they wanted. So I
spent a year meeting with 100 of those high-rise residents who
were willing to plan a nursing home that met their needs. It ended
up that we opened up a nonrestraining nursing home because that
was the primary fear. “You're going to put me in a nursing home,
drug me, and physically tie me up.” So we guaranteed them,
among many other things, that we would approach their care from
their perspective, with their input.

We also were very careful in looking at what kind of risks we
were assuming. At that point I was told that I was putting myself
in a legal situation where I would be at risk to be sued. So what we
did was to approach an attorney and shared with him what we
wanted to do. He told us that instead of being worried about being
sued for not restraining people, and to ask people to release us
from liability if they fell because they weren’t restrained, that we
approach it from a very positive way, that we share with all our
new admissions that we had a no restraint policy and to educate
them on what that meant and what kind of alternative approaches
we were going to be using.

So that was our admission policy. This is our philosophy; this is
how we’re going to accomplish it; and we ask that you agree to this
before you become a resident in our facility.

The next thing we did was to look at what kind of interventions
we could use to keep these people safe. So we got with an OT, an
occupational therapist, and a physical therapist and identified
what we thought were going to be the safety issues and what kind
of interventions we were going to need.

We then looked at developing a resident safety assessment tool
so that when people came in on admission we were able to identify
what kind of safety problems we were going to be dealing with and
then we could do an individualized care plan to meet those needs.

We also shared with our physicians that this would be our ap-
proach and that we would not honor PRN restraint orders, that we
would not allow chemical restraints, and that if they were not will-
ing to participate they were not welcome to have admitting privi-
leges in our facility.

We then shared our philosophy with the staff that we were
hiring. We told them, “This is not optional. This is our philosophy.
So we will never talk restraint. When we can’t find a solution, we
will be brainstorming. There will be times when we will do the best
that we can, and then pull back later and look at what we can do
the next time it occurs, if we were unprepared.” It was a wonderful
experience.
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After 6 months, we found that we had an unexpected problem.
We had 50 percent of our residents that were cognitively impaired.
The safety issues that we were dealing with when we first opened
our facility, and that we spent a year planning with our residents
of the high-rises, did not meet the needs of the 50 percent of our
residents who were demented and who were not a part of that
planning process.

We identified that we had two significantly different populations
who had very different needs. The primary safety concern with our
alert residents was that they would fall. We had identified inter-
ventions to help us keep them safe from falling. We also identified
that when we did not restrain dementia residents that they were
wandering around. Wandering was very different from falling, so
we needed a very different approach.

We also identified that what we had done was to look at—the
first intervention is untying people, whether they’re going to fall or
whether they’re going to wander. We had taken our perspective of
untying alert people and then the next step was to get them
stronger and get them on restorative programs to enable them to
continue ambulating, or to transfer independently.

We had not taken a second step with wandering dementia resi-
dents. Our first step was to let them go. What the consequences of
that was—although, yes, they benefited by not being restrained—
they were wandering about our facility, getting into unsafe situa-
tions, and going into the rooms of our alert residents, going
through their personal possessions, and sometimes getting in bed
with them. What was happening was that we had set up a very
confrontational posture where our alert residents were, in fact, on
some occasions, slapping or smacking our cognitively impaired resi-
dents because they were frustrated.

The other thing that we identified was that if we chose to contin-
ue to try to commingle these populations, that we had to pull back
and realize that we were asking a lot of our alert and oriented
people to be patient and to be understanding with our dementia
who could not control their wandering behavior in that setting. But
when we looked at what we were asking our alert residents, people
who were there because they were sick, we were asking an awful
lot. When you are sick your coping mechanisms are lowered. When
you don’t feel good, the last thing that you want is somebody in
bed with you that you don’t know.

So what we decided was that we would approach the care of our
dementia residents just as uniquely as we approached the care of
our alert residents. We separated our populations and we decided
that we needed to look at what our wandering dementia residents
were telling us, even though they could not communicate verbally.
We needed to look at body language.

So instead of looking at wandering as a behavioral problems, we
also started looking at wandering as a strength, as a capability,
something that we wanted to maintain because wandering with a
dementia resident is simply ambulation. Anytime someone who is
disoriented to time and place moves about without supervision in
{:)h:aiir environment, they are wandering. That is not necessarily

ad.
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So we chose to look at is very positively. Instead of looking at it
as just untying people, we wanted to look at why they were wan-
dering and getting into trouble. Were they, in fact, sending us a
message? Was what we perceived as aimless pacing, or wandering,
really a search for something to eat, or drink, or a bathroom? Were
they trying to tell us that the activities that we were trying to in-
volve them in did not meet their needs because they couldn’t un-
derstand what it is that they are doing?

So we also decided that because we had no extra dollars and we
had no extra staff to care give any differently, we would change
our approach. So we looked at every interaction that we had with a
dementia resident was to be positive. And we saw that the primary
thing that we needed to give our dementia residents, in addition to
freedom, was structure. We needed to structure their day, and they
needed constant caregivers.

So we changed our nursing philosophy and we went away from
the medical model because the majority of dementia residents in
your facilities are physically healthy. They are not bed-bound and
they are not in their bedrooms. So we looked at what nursing could
do. Instead of looking to activities as the department that was
going to spend the balance of the day “entertaining”’ people, we
looked at how nursing can guide and direct the interaction all day
and be supported by other departments.

So we also looked at what kinds of things we needed to give up.
That meant bedside water pitchers because dementia residents—if
they are thirsty, the last place they are going to go to get a drink is
the side of the bed. We also identified that they weren’t hydrating
themselves with water fountains because they are unable to get the
water out of the water fountains. We have water fountains that
have been developed for physically impaired people which now
have a push bar on them. Dementia residents are not familiar with
this new-fangled contraption. If it doesn’t have a turn handle, they
can’t get to the water. So we started passing water every 2 hours.

We also identified that they weren’t getting anything to eat,
except when we fed them three times a day, because there was no
food available. So we started offering snacks mid-morning and mid-
afternoon.

We also took a look at, when we had a resident who had a fall
problem, what we could do. Dementia residents do not take physi-
cal restraint willingly, had we even wanted to chose that. So we
put—and I'll give you a situation. We had a dementia resident who
was a double amputee. She didn’t realize that she had lost her legs,
To she would try to walk and fall on her head. It was a big prob-
em.

So what we did was to put her bed on a platform on the floor. I
have to share with you that the State of Florida came in and cited
me for doing that, for not restraining this woman in her bed. We
appealed it, we contested it, and said that there was nothing in the
regulations that said that we could not put a bed on the floor if the
resident needed that.

They countered with that it said in the regulations that every
resident in my facility had to have a hospital bed.

I countered, “I have a hospital bed for her, but she can’t use it.
So if the situation ever changes and she needs that bed and can use
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it, it is available to me. But the intent of that legislation was for
me to maintain appropriate equipment in my facility.”

We won.

The next time that I was cited was because I had a dementia
resident, a new admission, coming to me who had had a hip frac-
ture. She would not stay in bed the first 3 days after surgery,
which was imperative, unless someone stayed in the room with her.
She had no family. I had no staff who could stay with her for 72
hours. So what we did was pulled her bed out to the nursing sta-
tion where she could see someone and she stayed in her bed.

They cited me for obstructing a fire exit. So what we did was to
put the bed behind the nursing station so that it wasn’t in the cor-
ridor. Then they cited me for invasion of resident rights because of
privacy. At that point I said, “We have to look at what my prior-
ities are. I have an emergency situation that is going to end in 3
days. It is more important that she be seen and not get out of bed
than it is for her, during these 3 days, to have a private bedroom.
So if you want to go ahead and cite me, fine, but I think that we
will win on humanitarian grounds.”

And we did.

I also looked at nursing assistants and what kinds of responsibil-
ities we were charging them with and identified that if we wanted
our nursing assistants to be involved in interacting, guiding, and
structuring the day for our dementia residents, we needed to take a
look at what we were tasking them with that had nothing to do
with resident care. The first thing that we gave up was nursing as-
sistants making beds of our ambulatory dementia residents because
dementia residents are not in bed.

The reason that nursing assistants are making beds is because of
the medical model. Sick people are in bed. But that takes up a lot
of time if nursing assistants are doing that and the patients are not
in the room.

We have the same thing in looking at bedside water pitchers. We
were also cited for not having bedside water pitchers. When you
get creative, and you look OBRA over—and I think that’s the excit-
ing thing about what OBRA is telling us—it doesn’t tell us how we
have to do things, it tells us what we need to do. We were excited
because some licensure inspector or nursing inspector interpreted
that the way that you hydrate people is to put water at the bed-
side. It doesn’t say that in the regulations. It says that your resi-
dents must be hydrated.

We are confusing a manner in which we can accomplish some-
thing with the law and with the rule. If you look at how much time
nursing assistants spend in filling those water pitchers, cleaning
them, picking them up, and on a dementia unit, trying to find
where they are because they're used for everything except hydra-
tion—we wanted to invest that time more appropriately.

We also looked at what housekeeping could do and asked them—
because we identified that in the structuring of the day of the de-
mentia resident, we needed rest periods, so we could cue them that
it’s time to rest. That way we wouldn’t have sleep disturbances at
night. That meant that housekeeping had to have periods in the
day when they were not on the unit doing loud housekeeping
chores, where they didn’t have vacuums and shampooers going and
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that sort of thing. So we arranged with housekeeping periods of the
day when it was appropriate to have that kind of equipment on the
unit, if it had to be, and when we could not have it.

We also looked at housekeeping adapting the clothing of demen-
tia residents because as they become more impaired cognitively,
they also become physically impaired and their clothing didn’t fit.
So we asked housekeeping to assume that responsibility.

Maintenance disconnected the intercom system, and my staff
almost had a heart attack. What we identified—because we did a
study—was that over 90 percent of all of the paging that went on
in our facility had nothing to do with nursing home work. It was
employees getting phone calls from families or business contacts, or
my employees talking to each other about everything but resident
care. So we discontinued the paging, and only allowed it for fire
and disaster drills.

We also charged maintenance that when they came on the unit
with their cart filled with wonderful screws and tools, their carts
had to be covered so that our dementia residents were not going
through all those wonderful things that they could then eat or
walk away with and so that we were never having to tell them no.
We never place things in front of them if it was going to be a prob-
lem if they touched it.

We also looked at dietary and asked them to set trays up accord-
ing to a person’s level of function and identified that we had three
primary levels of people with early, middle, and late dementia, and
that the trays that were coming on the unit had to be adjusted to
those skills. A person in late dementia is not able to use utensils.
They don’t understand what condiments are. And we were putting
all kinds of things on the tray that they were eating inappropriate-
ly. And I'm sure that you have all seen dementia residents with a
pack of sugar on their tongue. Those are the kinds of things that
we decided we needed to eliminate.

We also looked at what social services could do and identified
that social services and activities needed to support nursing but not
take over nursing. So we had activities and nursing look at the
time of the day when nursing needed the most support. It turned
out to be during those rest periods, that were at 10 in the morning
and 1:30 in the afternoon when late dementia people were resting,
that activities and social services were involved in programs with
our higher functioning dementia residents.

We also identified that change of shift from 3 to 4 was a cue—a
really good cue—to our early dementia people that it was time to
go home because the staff were going home. So we had activities
involved with our early dementia people at that point of the day so
that they did not see that interaction going on.

And, lastly, what we identified was that we didn’t have the ap-
propriate tools for activities to use, not only to interact with a resi-
dent, but we wanted, when families came in, for them to be able to
do something with the resident that was positive so that the fami-
lies weren’t sitting around staring at the resident and looking at us
and timing when the last time was that we came up and interacted
with the resident, but we couldn’t find any appropriate sensory
stimulation products. That’s how I got where I am today, because I
asked my staff to identify the resident’s problems and prioritize
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them, and that I would find a way to stimulate them and use what
was remaining.

So I started making products in my garage that met the needs of
someone who needed to touch something repetitively, or someone
who needed to be involved with something that would soothe them
and that was calming. Because I was so successful, I had a lot of
other nursing homes calling wanting me to make products for
them. So in 1987 I left my position as administrator and opened my
company, Geriatric Resources.

We are, at this point, offering a new catalog this month. We have
157 products that are targeted specifically to the three levels of de-
mentia severity enabling all caregivers to interact with dementia
residents and not to do things with them that they don’t benefit
from, but to look at things that are functionally appropriate and
present them in an age appropriate manner.

One of the things that I—it has been a tremendously exciting ex-
perience to watch my facility learn to adapt, but I think probably
one of the most frustrating things in having received the National
Institute on Aging grant to study behaviors—it is very frustrating
when all of the research dollars are going toward finding a cure,
and none of the dollars—or very few, only 3 percent of research
dollars are being spent to help us care give to people who have the
disease right now.

Last Saturday, we received the news that our Phase Two applica-
tion, which was to implement all the wonderful things that we
identified in our Phase One project, which had been previously ap-
proved for scientific merit, would not be funded as there was no
money left to bring those products to bear and to you.

So I suggest, when we're looking at legislation, that’s one of the
things that we need to be concerned about. Certainly we need to
find a cure for dementing illnesses, but we also need support for
those of us who are care giving, either in our homes or in institu-
tional settings, for these people. We need resources now to help us.

I also want to share with you that when we implemented OBRA
back in 1983, that we did not and it was never considered a prob-
lem of how much more money it was going to take. When I was
criticized by the other nursing home administrators in my commu-
nity—and I certainly was—there was never a question of how
much more it was going to cost me. They were more concerned
with what kind of liability I was exposing myself to.

I think that’s the same thing that is happening to people who
are questioning whether or not they can implement OBRA now.
The first myth was that we couldn’t do it because we’re going to
get sued. We've dispelled that myth and now we’re dealing with,
that we can’t do it because it’s going to cost more money. It doesn’t
cost any more money to give good care than it costs to give bad
care. It's simply your perception.

So let me leave you with this, in conclusion, because I think this
is something that has a lot of application for all of us. The only
difference between a possible and an impossible task is the person
doing it.

Thank you.
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Mr. SeverNs. Thank you, Mary. That was really inspiring to
hear that development, from the resident-created nursing home on
up.
John Hogan is from the Benedictine Nursing Center in Mount
Angel, OR.

John, tell us about your facility and how your experience has
been with OBRA implementation.

STATEMENT OF JOHN HOGAN, ADMINISTRATOR, BENEDICTINE
NURSING CENTER, MOUNT ANGEL, OR

Mr. HocaN. Thank you, Scott.

Benedictine Nursing Center is a 130-bed teaching facility that is
located in a rural setting in Oregon, to give you an idea of what we
deal with. We have unique problems because of that setting. I
think one of the critical things about the center, though, is that we
have a strong sense of mission in terms of what we, as an organiza-
tion, are all about. That really comes down to caring for the elder-
ly, the chronically ill, the sick, and the disabled.

I think, though, that that sense of mission carries one point fur-
ther, and that is making change happen. That sense of mission has
really been important to us in terms of implementation, not only
related to OBRA, but a number of programs over the last few
years.

I think, though, to flip it over and look at OBRA that way, there
is really a philosophy related to OBRA. That philosophy, to me,
comes in the nut shell of choice. So when we’re making change
happen, we have choices around how we do that. When we hear
everybody here talk about—I think there is a real commitment to
making that choice and making that change in a really positive
way.

One interesting thing about the center is that we have been
using a patient-centered model of nursing, which we refer to as pri-
mary nursing, for almost 10 years now. I think that as one of the
leaders in that particular model, it’s really been critical to us to
work towards the element of choice related to resident care.

In using a framework of helping choice happen—because we all
can say that we allow choice to happen, but it doesn’t take place—
but helping choice happen, we have really instituted a number of
newdsprograms that have helped us care for those with special
needs.

I think it’s really an exciting time when you hear nurses, instead
of in the old framework of how we worked, saying, “I think Mrs.
Jones needs to do this,” now saying, ‘“lI wonder what Mrs. Jones
would like to do?” That is a major philosophical change in long-
term care. I think that OBRA has directly caused that.

Some unique programs that we do at our center that I think—
there are cost implications to some of these, but some of these are
minimal costs, but certainly with a dramatic impact in our setting.
One is known as Code 10, which is a special staff awareness rela-
tive to residents with wandering behavior. That has allowed us,
with virtually minimal cost, to impact how we allow freedom of
choice in terms of movement for residents with some safeguards re-
lated to that program.

42-903 0 - 91 - 3
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We now have a flex unit, which is a unit designed to meet the
needs of residents in an environment that’s more suitable to their
unique needs. You notice that we refer to it as a flex unit, not as a
special unit or a segregated unit, because we do mix populations in
that unit. The unit is designed environmentally to help people with
unique needs.

We have an employer-sponsored child care program, which
_ means that we actually subsidize the cost of child care for our em-
ployees. This has not only helped us recruit and retain staff, but
has provided a beautiful addition, really, to our activities effort
through an intergenerational program. The blending of those two
populations—when those things are happening in our center, you
can feel the enthusiasm and excitement when you walk through
the door.

We recently—and by recently I mean within the last 2 years—
underwent an activities program review. We knew that our pro-
gram was lacking, but we really didn’t want to just do it—as Nike
says—we didn’t want to just do it, we wanted to do it right. Basical-
ly, we spent 6 months reviewing our program. Seven different disci-
plines participated in that review. At this point, we now have five
additional departments participating actively in the activities pro-
gram and numerous volunteers helping with programing and
really providing meaningful and productive efforts.

We no longer do it just because we have to. We do it because it’s
the right thing to do. That’s a difference in philosophy. We're not
meeting the letter of the law, we’re meeting the needs of the pa-
tient.

As part of this effort, I personally participate in a reading group
once a month. There are 12 residents in that reading group. I have
to say, from a personal standpoint, it’s my most enjoyable hour of
what I do in this field.

When we looked at the restorative emphasis related to OBRA,
we found that we certainly had some things that we could improve
on. We moved in a little bit different way than a lot of long-term
care. What we did was decide that all of our aides needed to be
trained as restorative aides. We have implemented a program that
allows additional training to all of our nursing assistants. The
reason for this is that really it’s everybody’s responsibility to im-
prove the quality of life for our residents. We did not want to select
a few individuals to put that restorative emphasis on. Therefore,
we've elected to put that restorative emphasis to everybody.

In the area of restraints—and you’ve heard a number of speakers
today talk about the issue of restraints—we’ve moved certainly to
better needs assessments and support programs. We have two sup-
port programs related to people with dementia, primarily an exer-
cise program and a sitters program which is a program of trained
volunteers that sit with individuals that are dying so that the
family can have breaks related to that process and also so that the
individual is not alone, though sitters are also trained to work with
agitated residents so that, again, we have people that are helping
us at those different stages.

We recently compared a 3-month period from 1988 to that same
3-month period in 1990 relative to restraints. We found that falls
were way up in this quarter of 1990, but that injuries related to
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those falls were exactly the same. I think that what we found cer-
tainly validates everything that we have read relative to the issue
of falls and the use of restraints.

We have made some commitments as an organization. Certainly
our commitment to the use of clinical specialists, primary nursing
models, child care, restorative issues related to nursing assistants—
all of those things have costs, but they have resulted in more ap-
propriate interventions. In addition, it's my hope that staff issues,
such as burn-out and morale, will see a more positive picture in
long-term care, something that I think we all feel we could use.

I think there are a couple of things, though, that is up to all of
us to see take place related to OBRA, making sure that what
OBRA mandates actually gets put into practice. It was interesting
today that someone mentioned to me that if there is a weak link
related to OBRA, it’s possibly in implementation. I know the last
piece of today’s talk is around the implementation issues.

But I think it’s fair to say that a couple of concerns—and I think
it’s amazing through this whole process and the time that it has
taken to bring us to this point, that we're really down to just a few
issues that still need to be resolved in terms of providers, advo-
cates, and the elderly. One of those issues, certainly, is related to
reimbursement. That’s not a provider issue alone. I think good
quality care and a positive quality of life do impact cost and I'll
give you an example of what has happened in our State.

As of October 1, we went to five levels of care with reimburse-
ment related to each one of those levels. We have a resident in our
facility who has been with us over 20 years in the facility. In effect,
as of October 1, this resident fell into the MR/DD gray area out
here, and we were notified that that individual would have to move
from the facility, but of course, because that individual has been
there over 30 months, would have a choice related to that move.

Well, obviously, as we sit down with the family, we’ll get that
choice exercised. But in the meantime, we have received a letter
from the State related to that individual that says that the reim-
bursement for that individual—even though that individual can
stay there if that's her choice—will be dropped to $21 a day.

I think it’s important for all of us not to look in terms of reim-
bursement. I don’t look in terms of reimbursement as dollars. I
look at it in terms of ethical issues. To me, one of the implementa-
tion issues is the ethical side of reimbursement. I ask everybody to
really take that to heart and go back and look at, from your stand-
point, if ethical things are being done related to reimbursement.

We all need to be concerned about the implementation issues.
Certainly the tie to nursing assistant training, the surveyor—how-
ever that works out—is critical to all of us. In our setting right
now, if the way that the nursing assistant training issue is left
standing, our nursing assistant program, which teaches two classes
continuously, would be stopped. That’s an issue that I think is criti-
cal to everyone, certainly in terms of long-term care.

On the whole, what OBRA is starting—and I say starting be-
cause I think all of us have a long way to go—is extremely impor-
tant and needed. Some areas still require looks and revisions, but
they are really few and far between at this point. But in a nut-
shell, OBRA frees not only the resident to make choices, but from
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my standpoint it frees the health care provider to let that choice
take place. I think that’s what is really critical for us.

Thank you.

Mr. SEverns. Before we get the reaction from our reactors on the
reimbursement issues, I'd just like to ask Jamie and Joyce, what
kinds of things were you putting more energy into and more re-
sources—both your own energies and your staff resources—and
where, on the other hand, did you see declining use?

Jamie, you have three different models going there, or three dif-
ferent trials. What have you seen there?

Ms. PrpuER. I think the first question that we asked ourselves
was how we were going to bring about change, which meant
change of attitudes in staff. That meant that it had to be their own
idea. People who ran the facilities knew their greatest needs.
That’s how we came up with three different programs, to be very
honest. They reflected things that they identified. Out of the six fa-
cilities we came up with actually six different ideas. They identi-
fied the need; it was their idea; and their enthusiasm. That’s how
the priorities were established.

Mr. SeEverNs. So did you end up adding staff and conducting spe-
cial training, or was it more just a question of conducting some ses-
sions with staff to find out what their ideas were and how to imple-
ment them? :

Ms. PirHER. A lot of the information gathering of what needed to
be done was done, I would say, informally. It was like we had some
OBRA training sessions where-—starting many months ago—where
we talked about what the requirements were going to be. They
went back to their homes and said, “How are we going to do this?”
Over cups of coffee, ideas came out. Then as the ideas developed on
what their needs were, there were training sessions, on that specif-
ic project, on what they identified as their priority.

But it was truly—not even frustration—it was scary. How are we
really going to do it? We do not want to end up with paperwork
compliance like we have in the past. We want patient care plans
that are going to work. We want things that are going to work.
How are we going to do it with what we have?

We did end up adding some staff in some of the programs. In
some of the other programs, we looked at the total resources and
did some shifting around. It depended on the facility and its needs.

Mr., Severns. Have you seen any areas where resources used
were ]ess because of the changes that have come about?

Ms/ PrpHER. Less? No, I cannot say that. I can say that in some
cases; it was the same. It was just a reallocation of the same re-
sourjes given in a different direction.

Mr. SEverNs. Joyce, you talked about the decline of use of vari-
ous supplies and so forth. How did it affect staffing overall? Did
you 'have to add staff? Where are you at, staff wise?

Ms. Steier. I didn’t have to add any staff. I had to change the
staff to permanent employees versus agency. That was a big
change. Secondly, I had to work with them, motivate them, and let
them work with me in setting up programs. I don’t have any less
staff—if you want me to give you numbers, for nursing assistants

,on the day shift I have 1 to 10, on 3 to 11 I have 1 to 15, and 1 to 20
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on the 11 to 7 shift. That's the Florida skilled staffing standards. I
have remained at that.

Prior to the time that I was there, when we had all the agency, I
don’t honestly know what the numbers were. There were no
records. It’s impossible for me to tell. I just know that it was very
expensive. _

Mr. SEVERNS. Thank you.

Let’s turn to our responders, Charles Phillips from Research Tri-
angle, and Bill Scanlon, an old friend from—you’re still in George-
town, Bill?

Charles, why don’t you start? Tell us what you're hearing and
what it means to us as advocates listening to the debate over reim-
bursement and funding OBRA.

STATEMENT OF CHARLES PHILLIPS, RESEARCH TRIANGLE
INSTITUTE, NC

Mr. Puiiirps. Very much in line with the title of this entire hear-
ing, the things that you have heard this morning and this after-
noon are evidence that good things are happening as a result of
OBRA 1987. However, when you return to your home State, you
may also discover that OBRA 1987 has created a troublesome new
disorder. This new disorder is called “OBRAphobia”.

“OBRAphobia” is known to affect both nursing home administra-
tors and operators. Its most common both symptoms include wild-
eyed looks, agitated behavior, and profuse perspiration.

There is, however, a proven therapy for “OBRAphobia.”

That therapy is found among the strategies and innovations that
the panel members have brought to you this afternoon. These
speakers are not advocates, like yourselves, who are talking about
what should be; they are not residents talking about what they
need; these panelists are providers talking to you about what they
have done in their facilities. They have shown you, by their exam-
ple, that the OBRAphobia that you will face is like many phobic
disorders. It’s not a completely irrational response. But it is a re-
sponse to the OBRA reforms that is far out of line with the reality
of these reforms and the costs that they will entail.

There are irreducible cost increases inherent in OBRA. For those
States operating with the bulk of their facilities certified as ICFs,
new staffing levels will apply. That will be expensive. The staff de-
velopment costs associated with nurse aide training and with the
training of licensed staff will increase. Such increases will occur.

But there are also a variety of other provisions in OBRA that are
relatively costless—notification of resident rights, notification of
room changes—and that should have a negligible cost impact.

However, a number of OBRA requirements—for example, the
regulations on physical restraint use—may cause problems for ad-
vocates. State associations may try to undermine support for OBRA
by implying that these requirements will financially devastate
State government. One major State association has already esti-
mated that reducing restraint use in that State alone will cost ap-
proximately $136 million.

But what you have heard this afternoon is a very different tale.
The practitioners and the providers to whom you have just listened
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indicate that one can reduce restraints and create a livable envi-
ronment where people are able to move to their highest practicable
level of functioning without immense cost. However, one can’t be
stupid and expect this change to occur miraculously.

You can’t. The counterbalancing of new costs and new savings is
not going to magically happen. Nursing home operators cannot
continue to operate their facilities exactly as they have operated
them for years, implement the OBRA regulations, and then say,
“Oh my God, OBRA costs a lot.” It may have cost more because the
operators didn’t do exactly the types of things that the providers on
this panel have talked about this afternoon. One must recognize
the opportunities for savings inherent in OBRA as well as the po-
tential costs.

For example, when one reduces restraints, what happens? The
cost of incontinence supplies and the cost of the restraints them-
selves are dramatically reduced. What does reducing restraints do
to nurse aide and licensed personnel morale? Staff don’t like to tie
people down. Staff don’t like to deal with the results of tying
people down. As we all know, they are often more dire than those
occurring when one leaves residents unrestrained. With a reduec-
tion in restraint use, a facility should have an increase in staff
morale and a decrease in staff turnover. That, in turn, decrease
training costs.

Facilities should also see a decrease in “call-in” days, a day in
which someone calls in sick because he or she just cannot face that
facility that day. When this happens a facility must pay $20 to $30
an hour for an agency nurse to take the staff member’s place while
1t pays the employee their original salary.

There are a variety of other potential offsets. I think a wonderful
example was one of the things suggested by Mary Lucero—provid-
ing different trays to people with different levels of cognitive im-
pairment. What’s the other possible response? The facility could
hire enough staff (who are much more expensive) to feed every-
body. You don’t have to do that.

Operators must be sensible. Administrators have to think about
those reforms. We spend an immense amount of time and energy
in schools of business management talking about management sci-
ence and the science and technology of profit-making. Well, it is
time to develop a science of caring and a technology of quality.
This is what OBRA demands.

Remember Ms. Lucero’s discussing of the in-depth analysis that
they did of how one deals with cognitively impaired residents func-
tioning at three different levels. What one is beginning to see there
is an inkling of that technology of quality and that science of
caring. The focus must not be on an immediate reaction that says,
“You can’t do this.” Instead, the question must become, “How can
I understand this problem better so that I can better deal with it?”

Facilities can take this approach; they can provide good care;
they can make the necessary changes; and they can do it without
i(l)’xﬁtﬁrzing the horrendous cost that some are estimating for much of

There will be additional costs, however one of the tasks that
faces you, as advocates, is to recognize and to deal with a new reali-
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ty noted earlier. There can be a natural coalition between nursing
home residents, advocates and the nursing home industry.

I am sure that you see it every day in your walk don’t you?

In reality, this coalition can exist. Because of OBRA the industry
is going to ask for increased reimbursement. What advocates would
like to see is increased reimbursement that goes to provide better
care. In this instance, advocates maybe able to work with the in-
dustry. The industry usually has a great deal of political power, as
you well know. This maybe one instance in which you can work
with that power and utilize it. The only thing that advocates must
take care about in this process is that the industry is not simply
allowed to “pocket” the increased reimbursement that you helped
them obtain.

Advocates must recognize that not all the demands that the pro-
viders make, and not all the things that operators say about what
OBRA costs are going to be, are simply self-serving. Some of their
estimates of OBRA costs will be grossly—shamelessly—inflated. In
other instances, the estimates may be realistic. It's very difficult,
but what advocates must do is determine which estimates are rea-
sonable and support the industry in helping them get the funds
that they truly need to provide good care. In return for your sup-
port, you must demand that the industry use in fact go through
this process of using these funds for the increases in the quality of
care.

One thing that you should do when you think about OBRA as a
process associated with reimbursement is to look very carefully at
those examples in your States of facilities currently providing care
similar to that demanded by OBRA. Use those facilities as re-
sources in the battles concerning how much various reforms will
cost. Use them as information sources who can tell you what their
experience has been. If you trust their judgment and you trust
their motivation, then you will accept the idea that, “Yes, I have to
spend a lot more on staff development.”

You can accept that statement but you must then say, “Okay,
and what kind of staff development are we going to get that will
help my coalition, my constituency, receive better care?”’

That natural coalition is not something that you should auto-
matically eschew. You may be able to take advantage of it. But
some industry associations have taken a stance that’s not terribly
cooperative. With those, you'll simply have to do battle. You can do
battle with the examples the panelists this afternoon have given
you, and you can do battle with the industry by making certain
that state government knows that what they’re trying to do is de-
stroy “the something good that is happening” because of OBRA on
%lli)asis of unrealistic and inflated estimates of what OBRA’s costs

e.

Almost everybody thinks that OBRA will be implemented. The
only thing that might stop it is if certain political forces can con-
vince officials that its costs are unconscionable. It is part of your
responsibility to help these officials recognize that implementation
should not be stopped.
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STATEMENT OF WILLIAM SCANLON, HEALTH POLICY CENTER,
GEORGETOWN UNIVERSITY, WASHINGTON, D.C.

Mr. Scanion. I have to say to begin with that it’s incredibly
heartening to be here and to hear this panel where one positive ex-
perience after another can be reported. It’s not often that one is
able to deal with such clearly identifiable better outcomes, and on
top of that some of them are actually very cost effective.

It seems almost crass to talk about money, but since money is an
important element within the world that we all live in, it becomes
a grim necessity.

I agree with Charles that the estimates that are being cited
about OBRA's costs are both: greatly exaggerated and wildly incor-
rect. I think, though, that what we have done today, in some sense,
is to add to the uncertainty, because I'm not sure that we can use
the experience of this panel as the guide to what OBRA should cost
and how much we should be seeking in the way of additional reim-
bursement.

One of the things that struck me as I heard the panelists was not
so much just what they did, but what they did after they did the
first thing that they attempted. In each instance, what they were
doing or attempting was what might be considered as compliance
with the letter of OBRA. Then they attempted to implement the
spirit of OBRA, finding a series of innovations and creative ways to
truly improve the outcome that was involved. While creativity may
be a way of reducing the costs of implementing OBRA in different
areas, I don’t think we can expect that there will be enough crea-
tivity to go around for the 14,000 nursing homes in the United
States. That’s an unfortunate fact.

We often talk about efficiency as if it was something that every-
one can attain. The reality is that there is a lot of difference in
talent among people and that we can’t expect everybody to achieve
the same result. What this leads me to believe, with respect to re-
imbursement and OBRA, is that we need to adopt a very flexible
and open approach regarding how we’re going to pay for OBRA.

There needs to be a lot of cooperation and communication be-
tween those responsible for regulation and enforcement and those
responsible for reimbursement. When regulators visit nursing
homes, they must find out, “Are they complying? Are they comply-
ing with both the spirit and the letter? If not, why not? Is it an
issue of management, or is it an issue of resources?”’

When it is an issue of resources, we should be willing to provide
the additional resources through the reimbursement system. For
the present, we may be unable to fully specify a set reimbursement
rules to pay appropriately for OBRA. Instead we may need to have
some flexibility within reimbursement systems to provide special
funds when they’re needed to allow a facility to become compliant
with the spirit of OBRA.

The alternative approach—providing enough funds for even the
most inefficient to be compliant—is totally impractical, given the
fiscal situation that States are in today. One cannot advocate it.

The economy, as you all know, is under a great deal of stress.
You talk about OBRAphobia. If you talk to State people about the
requirements for adequate reimbursement, you get a real sense of




69

OBRAphobia. Some of the well have dealt, meaning States dealt
over the years with the Boren requirements for adequate reim-
bursement with a sense of great frustration. It seems there is no
reimbursement system, regardless of how well-intentioned, that is
Boren-proof, in the sense that no one is going to challenge it in
court at some point. Defending a reimbursement system, even
when successful, can absorb considerable State resources and
impact negatively on the morale of State staff.

OBRA has a requirement similiar to Boren that the resources
must be adequate to meet the conditions of OBRA. It is a require-
ment that is relatively undefined and hard to define. It is likely to
be a source of anxiety and anguish even for States attempting to
fully comply.

Since we're running late, I would end with a comment on an idea
expressed earlier about how hard it is to change a lifetime of condi-
tioning. While this was discussed with respect to appropriate care
practices I believe the same applies to reimbursement. We are con-
ditioned about how much a nursing home should cost, and we are
only willing to tolerate increases in resources to nursing homes
that fit our idea of what they should cost.

We have to recognize the implementation of OBRA, being faith-
ful to its full intent, involves changing the quality of life in nursing
homes. If it does cost more, that it is for a different product and
that the difference in cost may be totally justified. We need to
make the case for improved quality of life and to start anew as to
what our concept of the cost of nursing home care ought to be.

Thank you very much.

Mr. SEVERNS. I would like to thank our panelists. I think it gives
us a sense of the degree to which we can view OBRA as starting
over, really paring away at some of the assumptions, and therefore
the reimbursement assumptions also have to be pared away be-
cause OBRA is not just taking all that is and adding more to it,
rather it is starting over. It is starting over from the point of view
of residents who are not yet nursing home residents telling some-
one who is developing a nursing home what it should look like. It’s
starting from those kinds of basis, and a new way of looking at
things, that we need to call on providers to look at this implemen-
tation with a new way of thinking.

We certainly need to call upon the regulators and those who
fund long-term care to look upon this with a new sense of what
this system can be. We have come a long way. We now know that
OBRA is in fact revolutionary. We can bring something new out of
this whole process.

I certainly thank all of you for the contributions that you have
made and for all of the inspiration that you've given us. I think it
really will give us something to go back with.

Thank you.

We're going to reconvene here at 4 p.m. Is that correct?

[Recess.]

Ms. Trtus-Rourkk. I'd like to reconvene this meeting. If you'd
join us back in the meeting room we can get started.

The first thing that I'd like to do is to thank all of you for your
patience. Those of us who don'’t sit in wheelchairs regularly discov-
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- ered a little bit of what it must be like to sit in one place in one
chair for a very long time in today’s experience.

The other thing that I wanted to say was that as I talked to
people in between, for those of us that go to national coalition
meetings regularly, this may seem like, “So why did we get all
dressed up and go to Capitol Hill just to hear some more education-
al sessions, great though they must be?”’ I wanted to remind us
what we are doing here. We are really creating a report for Con-
gress on the fact that OBRA implementation is possible. The testi-
mony that we heard here today and the questions that are asked
will all be a part of a record that will be the record to Congress
that what we dreamt and what we worked on is in fact possible.

The session that we are doing—we talked from the assessment of
the resident; we've talked about from the provider’s potential and
ways of implementing OBRA; and now we really need to look at
ourselves as community people, as ombudsmen, as residents, and as
family members. What is it that we can do in assuring the effective
implementation and enforcement of OBRA? All of this is in the
context of remembering that it’s really our law, our words.

I guess I'd like to start off with the speakers that are listed on
the panel before you. The first speaker to tell us a little bit, to give
us our charge, will be Lydia Borkin.

Ms. BorkIN. I'm sure you've heard enough to take back with you
and think about for weeks to come. What we're doing, and trying
to do, is to change a whole system. That isn’t easy to do no matter
where you live, where you work, or anywhere in the Government.
But we have been working very hard to get OBRA implemented.

It will mean, if we are successful, that all of the residents who
live in nursing homes will really have a wonderful place to live.
The nursing homes will be run for the care and concern of the resi-
dent instead of fitting the resident into the institution of a nursing
home. It will take a great deal of education and a great deal of ad-
vocacy.

Everybody who knows anything about this will really have to
charge themselves with the task of helping others understand this,
educate themselves and others, and help them in every way they
can, so that when we come to the conclusion, we will find ourselves
at the end knowing that our nursing homes are much better places
for those people who have been living in them and will continue to
live in them for the years to come.

But it’s up to us, even those of us who are residents and are lim-
ited in what we can do. We must speak out, too, and we must make
everyone understand that if we work together we will all end up
getting those things that will make life better for all of us.

Ms. Trrus-Rourke. Thank you, Lydia.

Next will be Carol Benner who is the Acting Director of the
Office of Licensure and Certification in the Department of Health
and Mental Hygiene in Maryland.

STATEMENT OF CAROL BENNER, DEPARTMENT OF HEALTH AND
MENTAL HYGIENE IN MARYLAND, BALTIMORE, MD

Ms. BENNER. Thank you.
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Can you hear me? I'm so short that it’s tough sometimes when I
get behind these things. Sometimes I have to say, “Can you see
me?” rather than “Can you hear me?”’

I am the Acting Director of the Licensure and Certification Pro-
grams in the State of Maryland. What that means is that I am re-
sponsible—and hopefully have the clout behind me—to make sure
that all of the new regulations, particularly those of OBRA, get im-
plemented. So I am responsible, as is Mr. Flood, for getting all of
this implemented and making sure that the nursing homes do.

It’s interesting. I heard the last panel talk about what it takes
for the providers to make OBRA work. It takes an awfully lot from
our end to make it work, too. We've been running around looking
for tag numbers for regulations and making sure that surveyors
have books, making sure that the surveyors are trained, and that
we're doing what we need to do to get OBRA implemented.

Lots of times you hear of an adversarial relationship between the
providers and the regulators. I like to think that we’re all in this
together. The bottom line is quality. Sometimes we go about it in a
different way, but my job as a regulator is the same as that of the
provider, to make sure that the people living in nursing homes are
safe, happy, and healthy.

I believe, certainly in my own State, and certainly across the
Country, that the majority of nursing homes do provide good care.
But there are a few nursing homes that do not. I think that those
few nursing homes reflect poorly on the regulatory process, and
certainly on the industry as a whole. What we’re trying very much
to do is to get rid of those bad actors. I think they are bad actors.

I can share with you that the reason I was late today is because
we're doing our first adverse action under OBRA. It’s tough. It’s
the first time. We want to make sure the paperwork is correct and
we want to make sure the process is correct. I sat in on an exit
conference and heard bad outcome after bad outcome after bad out-
come, and the physician who was responsible for this nuring home
said, “Well, that person came here to die.” After the second bad
outcome, the doctor said “That person came here to die, too.”

The seventh time after I heard it, I said, “Hey, you don’t under-
stand”, and by God he didn’t.

So, again, for all of you who are out there doing the same thing
that we are doing, I thank you very much. We need your help.
Education is critical. Talking and working together as well as coop-
eration is critical because the bottom line is the same for all of us.

Thank you.

Ms. Trrus-Rourkk. Thank you.

Next we have Patrick Flood, Director of Licensing and Protection
in Willistown, VT.

STATEMENT OF PATRICK FLOOD, DIRECTOR OF LICENSING AND
PROTECTION, VERMONT DEPARTMENT OF HEALTH, WILLIS-
TON, VT

Mr. FLoop. Having sat in the back, I know that a lot of you can’t
see me, but I hope you can hear me.

I want to keep my message brief and to the point, but I'm here to
tell you that I not only think and believe that OBRA can be done, I
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know it can be done. I know that we're doing it. I also know that
it’s going to take time. But I do know that it can be done and we
should not retreat a step, quite frankly, for any of you that are
having doubts.

It does represent a very fundamental change in the way that we
do things and the way that all of us behave. It's high time, quite
frankly. But I don’t think it’s that complicated. I think we spend a
lot of time splitting hairs around these issues when it’s really not
that complicated. It's not that complicated if you read the interpre-
tative guidelines about what quality of care is. Frankly, folks,
that’s just good nursing and should have been going on all the
time.

When you read about resident’s rights, there is nothing compli-
cated about having residents involved in their own care and
making their own decisions. There is nothing complicated about
that at all. The rest of the world does it every day. It’s not that
hard. It just requires a commitment and it requires that all of us
adopt the idea and the principle.

Let me tell you a few things that I think we need to do to get
there, from my point of view as a licensing director. I think we
need to cooperate and I think we need to lead. All of our behaviors
need to change, by the way. It’s not just the nursing homes that
need to change their behavior. In fact, what I find is that many
nursing homes want to provide this kind of care. They tell us that
they are happy that this has come along and that they have for
years disliked restraint use intensely. They are so happy. All they
want to know is how to do it. I think we can help them do that.
You can help them and we can help them.

I think that nursing homes have an opportunity to become lead-
ers, for a change. For so long they have been thought of as the
bottom rung of the health system. I think they’re driving some of
the hospitals crazy because they’re demanding good assessments;
they’'re demanding that people come to them not loaded up with
Heldol and on restraints, and the hospitals don’t know how to
behave. I salute every nursing home that’s putting those hospitals
on the spot.

I think the licensing agencies—you should go home and ask
them to do this, because I think it can be done and it is our respon-
sibility to do this. People, like nursing homes, will respond if they
know what is expected of them. It is our job to explain what those
expectations are in such a way that they can respond. We have
done in-services for all the nursing homes on the regulations; we’ve
done in-services for all the nursing homes on restraint reduction;
we’ve done in-services for all the nursing homes on assessments;
and we write to nursing homes regularly, to all of them, answering
the questions that they have brought up because we send out a
letter every week or every other week. They have a lot of ques-
tions.

We have written letters to every physician in the State who has
patients in nursing homes explaining the major provisions of
OBRA that affect them. It really has to be done. We also have advi-
sory committees every step of the way where we involve the provid-
ers, the advocates, the residents, and ourselves.
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I think we have to be flexible. It is true that a lot of what you
will hear about the survey process doesn’t always make sense. We
need to be flexible at the licensing level to focus ourselves on what
is important. I do not want my staff nitpicking when we’re looking
at outcomes. If they are nitpicking, then they are not doing what
they ought to be doing. When they are nitpicking, they are not
paying attention to the resident outcomes.

We are not perfect. We are open to criticism. I can tell you that
things are not always being done on time. There are things that we
still have to do that should have been done a long time ago, and we
have a lot of changes to make. But we’re going to work on it.

The other message that I would give you is that, as far as I'm
concerned, OBRA is not a set of regulations, rather OBRA is an
idea. OBRA is an idea whose time has come. I think it changes the
way we all act, and we’re not going to be able to go backwards. I
don’t believe that. I think that we can never return to mass re-
straints. We can never return to a system where residents are left
out of the survey process. Once you plant those seeds, you can
never go back. We need to push on it. We can never go back to a
structural survey process once we have tried outcomes. We're on a
path here, we're on a roll, and I think we need to keep it up.

I also think that you need to understand—I believe firmly that
this is a historical moment, and I don’t think you should make any
mistake about that. If you don’t think so, just sit and think about
the opposition to the regulations and to some of the changes. It is
so major that we must be doing something right.

But I think that you need to go back honestly—we’ve heard it
time and time again today—you need to go back home and link
arms with those providers who want do to right, and you need to
link arms with those people in the State agencies who want to do
right. My fond hope is that when my grandchildren ask me what I
used to do for a living that I would be able to tell them that I par-
ticipated in the great movement of the 1990’s to make every nurs-
ing home a caring and respectable place for every older and dis-
abled American. I do not consider myself a militant, actually. I con-
sider myself a fairly flexible and reasonable person.

That's part of my message. I think we need to be flexible and I
think we need to be reasonable. We need to work very hard. It’s
too great an opportunity to be lost. I say to you, go home and find
the friends in your community and beat the drum. We must not
retreat and we must continue until the job is done.

Ms. Titus-Rourke. Hollis Turnham, State Ombudsman for the
State of Michigan, and Treasurer of the National Association of
State Long-Term Care Ombudsman Programs.

STATEMENT OF HOLLIS TURNHAM, MICHIGAN STATE
OMBUDSMAN, DETROIT, MI

Ms. TurNHAM. Thank you.

I've been asked to speak about enforcement, one of those pieces
that we're all waiting with baited breaths to see where it’s going to
go. Like Pat said, enforcement is not complicated. It is simple:
protect and serve the residents.
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There are two major things that I think, when I talk to my col-
leagues and State ombudsmen, that we still need to push when we
go back to the States. First, the State Medicaid Agency’s sole re-
sponsibility is not check writing. They have a responsibility and a
duty to ensure that not only the reimbursement is fair to the pro-
viders but that it serves the needs of residents.

It was an embarrassment to sit in the last Medical Care Advisory
Council meeting in the State of Michigan and see a consumer advo-
cate ask the staff of our State Medicaid Agency, “So what do you
all do about these nursing homes that don’t meet standards?” and
to see the staff members sit and stare at each other and not
know—number one—that they had a responsibility to do something
and that—number two—on occasion they have in fact actually
done something.

For those of you who are not familiar with what a Medical Care
Advisory Council is, that’s one more task force, one more monthly
meeting you can go home to. It’s the one place where consumers,
where residents, have direct voice in setting Medicaid policy. In
fact, by Federal regulations, recipients, consumer groups, are guar-
anteed a majority on that Committee. Go back, route it out in your
State Medicaid Agency and use it as a vehicle for effective enforce-
ment.

The second issue that we have to take back to the States is that
we have to keep saying the words. Remember that old mantra? If
you say it long enough, loud enough, and often enough it becomes
real. Intermediate sanctions work.

Effective enforcement is not a code word for evacuating a facili-
ty. We have to return to our roots, understand, and respect what
our clients, our residents, our friends, and our family members are
saying. We have to protect the vital community resource that nurs-
ing homes can and should play to their communities. If the build-
ing is sound, save that resource, save that home. Develop an en-
forcement system that does not wait until you are automatically
down the chute to fast track decertification.

You're going to have to talk about—over and over and over
again—‘Let’s prevent this from happening. Let’s prevent this from
getting so bad.” Sometimes it’s startling to go to a department of
public health to talk about prevention. Their mantra is, “Health
promotion, disease prevention.” It’s like that word never seeps over
into a bureau which regulates health facilities.

Make sure that the regulatory system stops the hemorrhaging.
When you do find those hideous situations, there must be the re-
sources, through receiverships in particular, to deal with the issue
to protect the residents’ rights then and there. Make sure that the
enforcement system includes a component that once you have
stopped the hemorrhaging, once you've done the prevention, that
the Government develops the capacity to evaluate the ability of the
provider to give care.

If the decision is that that provider is either unwilling or unable
to run a facility that meets minimum standards, that meets basic
nursing, physical therapy, occupational therapy, and medical direc-
tion, and if the building is sound, you evacuate the owners. You do
not evacuate the residents.




75

You evacuate the owners by ensuring their due process rights to
getting a court ordered sale of that facility to someone who is capa-
ble of running it as a nursing home.

Finally—I'm going to meet 3 minutes—finally, remember what
my mama told me for many years, “Can’t never could do nothing.”

Don’t say, “We can’t do that.” Don’t accept it for yourselves as
advocates, and don’t accept it from the bureaucracy. Find a way to
just do it.

Ms. Trrus-RourkE. Thank you, Hollis.

Next we’ll hear from Kathy Gannoe, Bluegrass Long-Term Care
Ombudsman Program, Lexington, KY.

STATEMENT OF KATHY GANNOE, BLUEGRASS LONG-TERM CARE
OMBUDSMAN PROGRAM

4 Ms. GANNOE. Well, I know when to just say, “Amen,” and sit
own.

I just have to concur. The challenge for me as a local ombuds-
man is to take the whole idea of, “Let’s treat people the way we’ve
known all along that we should be treating them.” Let’s take it
back and remind the providers that that’s all OBRA is about, treat-
ing folks like we’'ve known in our hearts they should be treated,
even though we have individuals in institutions working on a daily
basis through Family Councils, Resident Councils, and through in-
dividual resident empowerment to make those institutions respon-
sive to the individuals so that they live in the kind of place that
Lydia talked about, that it’s the kind of place that you can go to
and really live.

I just think that’s going to be a challenge on a day-by-day basis
for those of us who are local ombudsmen.

Ms. Trrus-Rourke. Thank you, Kathy.

Now we’ll hear from Fran Sutcliffe, the Nursing Home Hotline
Patrol, an apt name.

STATEMENT OF FRAN SUTCLIFFE, NURSING HOME HOTLINE
PATROL, ST. PETERSBURG, FL

Ms. SurcLiFre. The seven worst words in the English language
are, “This is the way we always did it.”

These are the people that never heard about the power of posi-
- tive thinking.

As we work our way through this system—and there is plenty of
work to do—I want to make every effort to identify the people, the
gﬁi}c{lznts, in these facilities who are not benefiting fully from

Furthermore, I think we need to identify from coast-to-coast at-
torneys who are interested in class action suits. It may well be that
these are the ones that will finally see that OBRA is fully enforced.
It will be implemented because we will not give up. We are at the
point of no return. We can only go forward. And we will go forward
with great determination from this meeting because we have made
up our minds that we will just do it.

Thank you very much.

Ms. Trrus-RoURKE. I think we need to remember that we are the
initiators of a revolution. It’s a simple revolution. It simply says
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that the residents of nursing homes should set their own agenda
for care. It’s really clear.

OBRA is the blueprint for that revolution. In fact, as in any rev-
olution, we need to find friends to our revolution, to reach out to
committed professionals and enlightened providers of care. We
need to convert others, to the vision that we have. We need to
watch for those of us that fall back into old patterns of behavior
when we forget and only remember Fran’s seven words. And we
need to remember to help committed professionals learn that their
need to care is less important than a resident’s right to choose.

In fact, the charge to us is to do what’s right and what we know
is right. It’s not that something good is beginning to happen. I
think the message is that we can make something great happen as
we go forward from here.

Thank you very much.

I'd like to ask Elma Holder to send us on our way and I believe
to thank Bill Benson and Holly Bode if they’re here—hiding in the
back—coming up. .

STATEMENT OF ELMA HOLDER, EXECUTIVE DIRECTOR,
NATIONAL CITIZENS COALITION FOR NURSING HOME REFORM

Ms. HoLpEr. I would just say to you that it’s been a good, long,
hard day. We will go back to the 4-H Center very inspired. It has
been a tremendous opportunity to be here in these chambers and
to express the voice of people throughout the Country. The people
who have been up here at the podium have had an opportunity to
use the microphones and go on the public record, but I think the
exciting thing for us is that we are, as Susan said, producing a doc-
ument that will be available to use as a tool for advocacy and we
can say—and perhaps we can persuade the committees that have
so aptly sponsored this day—maybe we can persuade them to put
in a participant’s list. Then some day, 20 years from now, we’ll be
able to point proudly to this document and remember how we went
through this long day together.

I think the challenges before us are many, and I love Fran’s com-
ments relative to positive thinking. I love the State of New York
and some of the things that they can come up with, so I want to
tell you one thing that New York has been doing.

I was very fortunate to participate in one of the meetings of the
committee that's working on the New York State Code to get the
State of New York in line with OBRA, a very fascinating process
that they have been through this year. Cynthia Rudder has been
providing leadership in that State. But what was exciting was that
the residents and the advocates in the State decided to try to put
their most positive thinking forward and they offered many recom-
mendations to the State of New York to include.

One of the things that they challenged New York, the providers,
and the Government with was, “What does resident participation
and governance mean?” One of the provisions in OBRA is that resi-
dents will participate. They decided to make the recommendation
that every governing body of a nursing home would, in fact, have
residents participating.
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I was in the audience when this was presented to the State Code
Committee. You can imagine some of the shock and horror that
was expressed at such an impossible task. No way was this ever
going to be achieved in a State law that we would allow residents
to participate in the governance.

Well, they didn’t make it all the way in New York, but by put-
ting that great dream on the table, as they did, they were able to
achieve miraculously where at least, in the Code of the State of
New York—my understanding is that the governing body of a nurs-
ing home has to meet at least once—maybe it’s twice, but I think
once a year—is it twice, Nellie?

Three times—great. Three times a year the governing body must
meet with representatives of the residents and their representa-
tives in nursing homes. So that’s one of those impossible dreams.

So we have a lot of challenges and excitment before us as we join
in that kind of creativity.

I want to personally thank Bill Benson for the work that he has
done in the Committee, Holly Bode, and certainly the Senators in-
volved, and let Bill talk to you about his hopes and dreams for
OBRA as well.

STATEMENT OF WILLIAM BENSON, STAFF DIRECTOR, U.S.
SENATE COMMITTEE ON LABOR AND HUMAN RESOURCES SUB-
COMMITTEE ON AGING

Mr. Benson. Thank you, Elma.

Good afternoon all of you. I'm supposed to help make the closing
remarks, but this is, of course, my opportunity to also welccme you.

I can’t think of any other audience that I know that would come
to a forum and spend 7 consecutive hours debating, discussing, and
listening to presentations as intensely as you have today, and I'm
certain that continued all the way through your lunch hour. In
fact, only with nursing home advocates would you find, at the end
of a long day, more in the room than when the event began early
in the morning.

Having attended many events on Capitol Hill, I think that is
very true. It’s evidence of your ongoing, unbelievable commitment
to what you do.

When we first planned this event, we didn’t expect—we didn’t
dream—that Congress would still be in session.

Of course, they are, and perhaps they’ll continue to be while
you're having your annual meeting next year, too. Who knows?

We hope not. We hope noi.

But, anyway, I think for myself and many other staff members,
we had hoped to be here for the entire presentation all day, but
because we’re still in session, this has meant that we could only
pop in here and there. That’s too bad because there was an awful
lot presented, and I would have learned a great deal. But what I
saw was most impressive.

Something good is happening. Something good has been happen-
ing for a long time now that I would like to comment upon. That
something is you—all of you in the audience—the audience mem-
bers who at the State and local levels are on the front lines in your
communities in striving to improve the lives of residents of long-
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term care facilities. As we look at this landmark event, the begin-
ning of the full scale implementation of OBRA 1987, and the good
things that that will lead to—and, in fact, is already bringing
about—it is important for us to remember that this is a milestone
in what has been, and will continue to be, a long process.

Nearly a decade ago, there was a very serious effort to deregu-
late and otherwise undermine and frustrate oversight of quality
care and Federal requirements for nursing homes. This effort led
to congressional intervention; it led to the Institute of Medicine
Study; it led to the OBRA 1987 law; and it led to, as of October 1,
1990, implementation of that law.

But the single most outstanding feature of that 10-year period, in
my judgment, has been the remarkable role that all of you have
glayed. Citizen groups committed to better nursing home quality—

tate and local ombudsmen, and various kinds of citizen organiza-
tions committed to better care—along with a lot of other concerned
citizens, led the charge against this effort under the direction and
leadership of the National Citizens Coalition—NCCNHR.

You not only beat back that onerous development of 10 years
ago, but you created the reasons that we're here today. Your ef-
forts were much more than defensive in nature. Although you had
to be defensive in beating that back, you were positive and cre-
ative. You said that with a strong and thoughtful Federal role, the
quality of care and life in nursing homes can be much better. For-
tunately, many State regulators, providers, and others agreed with
you in that view. Because of that—because you were right in that
viewpoint—we are here today. You have amply demonstrated how
right you were.

Something very good happened a decade ago with your emer-
gence as a powerful voice speaking for nursing home residents.
Your collective voice has grown even more powerful over the past
10 years, and make no mistake about it, your voice will likely need
to be even more powerful in the years to come.

I would like to conclude with just a few thoughts on that point.

This wonderful new law is on the books and officially under-
way—fully underway, we hope. By all rights, it should rapidly gain
steam toward truly redefining how we view and measure quality of
care and life for residents. But as difficult as the path has been
thus far, it promises to remain consistently challenging in the
years ahead.

The next several years will be quite demanding from a budgetary
standpoint. I used the word “demanding” but not “taxing.”

I think that we all recognize that and will cope with that in one
way or another. What we must be vigilant against, however, is the
line of thinking that in effect goes like this, “OBRA 1987 was a
great idea, full of wonderful notions, but we just can’t afford it
right now.” Unfortunately, we have heard that argument made,
and I'm sure we will continue to hear it made, as we have heard
from California’s Executive Branch recently. But we will hear it
from others as well. We will need your help to ensure that this
doesn’t become a euphemism for delaying and otherwise frustrat-
ing the implementation of this important law.

It is likely that all of us—consumer advocates, State regulators,
providers, and staff members on the Hill—will continue to be frus-
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trated by the rulemaking and administrative processes of HCFA
with regard to OBRA 1987. Your active involvement will be neces-
sary in trying to get the administration to do the right thing on a
timely basis. Or if they're going to do the wrong thing, to at least
do that on a timely basis.

Also, as the last 2 years have shown, there will be many kinks to
iron out with regard to the OBRA 1987 provisions and the imple-
menting regulations. So-called technical amendments and various
corrections will be raised to deal with obvious problems as well as
subtleties and nuances in the law. Your help is essential to be cer-
tain that these technical corrections do not become a device for nib-
bling away at the substance and the spirit of the law.

In sum we must remain clear that the real test of good law is the
commitment to actually carry it out. This will require the continu-
ing cooperation of the diverse interests—providers, advocates, regu-
lators, and others—who have worked so well together to this point,
despite real differences. The remarkable degree of cooperation has
been very important here.

NCCNHR, ombudsmen, and other nursing home reform advo-
cates have truly established a presence here on nursing home
policy. You have developed the respect of more Hill staff than you
probably know. This will be important in the future.

Nevertheless, the bottom line is that your vigilence, your com-
mitment, your energy, your creativity, and most of all your persist-
ence will need to continue to be as strong as it has been for the
past decade to ensure that something good, and even better, contin-
ues to happen for a long time to come.

Thank you very much.

Ms. Trrus-Rourkgie. Thank you, Bill. As an old-time friend of
NCCNHR, ombudsmen, and advocates throughout the Country,
we're very proud to have you here and have you working on the
Hill for us, as we're proud of Holly Bode and the work that she’s
doing. We'll hear from her next.

Ms. Bobpk. I want to thank everybody so much for coming. I, un-
fortunately, have not been able to be in on very much of this today,
as I have been involved in some budget conference meetings. But I
do want to thank everyone for coming and hope that you have had
a very productive and informative day.

I want to thank, again, NCCNHR, for putting all this together.

Ms. HoLpiR. I'm glad that Portia Mittelman joined us, who is the
Director of the Special Committee on Aging.

You don’t have to say anything, but it is a great honor for us, as
advocates for people who live in nursing homes throughout the
Country, and as residents who are here with us today, to be able to
call upon the Senate Special Committee on Aging and to rely on
you to be our advocate, as always. We want you to know that we
appreciate the work that your Committee has done, and the other
Committee that sponsored this day. We're looking forward to the
Committee report, that I said earlier we are going to use as an ad-
vocacy tool for implementing OBRA.

So thank you very much.
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Now we’re just going to have a few housekeeping details concern-
ing what we’re going to do to get to our buses. The major thing is
that we came on the yellow school buses, and most of us are going
back. You have the obligation, please, if you will, if you decided to
go back by the exciting Metrorail or other means that you go back
by your bus and report to the board member on the bus, or report
ﬁo someone on the bus that you will not be joining on the bus ride

ack.

So why don’t you start following the crowd. I don’t think there
are any other announcements. We'll see you back at the 4-H
Center.

Thank you.

[Whereupon, at 4:43 p.m., the workshop was adjourned.]
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RESIDENT ASSESSMENT AND CARE PLANNING,
THE BASIS FOR QUALITY OF LIFE AND CARE

Prepared by NCCNHR, October, 1990
A NEW PHILOSOPHY

The Nursing Home Reform Amendments of OBRA ’87 require a radical turn-about in care
practices - a focus on each individual’s highest potential for physical, mental and psychosocial well-
being, with reasonable accommodation for individual needs and preferences. The key to achieving
this change is the resident assessment and care planping process. The assessment process provides
a forum for staff to learn residents’ strengths, weaknesses, and customary routines. This
information forms the basis of the jndividualized plan of care which, when carried out, should
support resident autonomy and independence - through restorative nursing practices, individualized
activities, appropriate therapies, and facility support for/adjustment to personal routines.

While we are a long way from full implementation of OBRA, it is important for the public
to know about OBRA’s potential and about the experiences of care-givers who have forged ahead
and found these changes not only possible, but preferable to old care approaches.

RELEVANT PARTS OF THE LAW

Quality of life and care

® Nursing facilities must provide care "in such a manner and in such an environment as will
promote maintenance or enhancement of the quality of life of each resident.”

® Residents have the right "to reside and receive services with reasonable accommodations of
individual needs and preferences," except where their health or safety or others is endangered.

Resident Assessment

= Nursing homes must "conduct standardized, reproducible assessment of each residents’ functional
capacity” including their "capability to perform daily life functions and significant impairments...”

® "Each assessment must be conducted or coordinated (with the appropriate participation of health
professionals) by a registered nurse."

Care Planning

= Nursing facilities must provide nursing, medical and psychosocial services to "attain and maintain
the highest practicable mental, physical and psychosocial well-being of each resident in accordance
with a written plan of care which describes the medical, nursing and psychosocial needs" and how
these needs will be met.

® Residents, and family/representative are involved "to the extent practicable” in care planning

® The care planning is to be done by a team, including the physician and nurse "with responsibility
for the resident” (not a nurse hired to do assessment and care planning only)
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THE ASSESSMENT SYSTEM
The Resident Assessment Instrument (RAI) has two parts:

® Minimum Data Set (MDS) contains the federally required core elements and common definitions
for comprehensive resident assessment. It also has triggers which identify areas in which the
resident needs more in depth assessment

® Resident Assessment Protocols (RAPS) provide additional assessment items and background
information about residents, their strengths, preferences and needs which are linked to care plan
options. The 18 RAPS cover the following: delirium, cognitive loss/Dementia, Visual function,
communication, ADL function/rehabilitation potential, urinary incontinence/indwelling catheter,
psychosocial well-being, mood state, behavioral problems, activities, falls, nutritional status, feeding
tubes, dehydration/fluid maintenance, dental care, pressure ulcers, psychotropic drug use, physical
restraints.

The completed RAP:
® Identifies the resident’s unique problems which adversely effect his/her functioning;
8 Identifies factors that place the resident’s functioning at risk;

® Considers whether identified risk factors can be prevented or reversed, and evaluates how much
a resident is able to attain a higher level of well-being and functional independence.

® Evaluates ongoing care practices for the resident by considering alternative therapies and/or
consultation with other disciplines or specialties.

INDIVIDUALIZED ASSESSMENT AND CARE PLANNING PROCESS

Interdisciplinary Team: All available professional disciplines should be involved in
assessment (and care planning). In addition, the MDS cannot be completed without talking to those
who know the resident best: the resident, family, significant others and nursing assistants. A
quotation from a nurse who used the MDS in this way illustrates the value of this assessment
approach: "Even if I had known these patients for years, I was able to find out things I never knew
... I got a real view of the person.”

Individualized Care Planning An individualized plan of care is developed by the
interdisciplinary care team and the resident. For example, under current practice a facility might
put everyone to bed at a specified hour regardless of the resident’s life long habit. Under OBRA
the individual resident’s normal bedtime is taken into consideration. The process is centered on
each resident’s unique strengths, needs and patterns. Assessment and care planning are dynamic
processes. They require ongoing dialogue between residents and care providers on all shifts.
Changes in resident functioning, whether small or significant, shall be noticed.
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IMPLEMENTATION OF THE INDIVIDUALIZED CARE PLAN

Facilities which have already implemented individualized care suggest the following:

®» Administrative support for flexibility in care - Individual needs should be met before

facility needs whenever possible. For example, if a resident has always had a walk at 10
a.m.,, it is more important for the nurse aide to support the resident’s walk than to make her
bed at a specified hour.

8 Flexible staffing at peak times, changing as the resident population changes. For instance,
if many residents like to stay up late, then add staff during those hours rather than during
the usual 7 a.m. to 3 p.m. shift. Plan the day around resident needs so staff and residents
work together rather than struggle against each other.

® Primary care, assignment of nurse aides to particular residents on a permanent basis,
fosters a bonding between residents and staff. The nurse aide can better meet resident
needs and identify subtler changes in condition. It is a more efficient use of the aide’s time.

® Redefinition of the pursing assistant role to include activities, mobility, occupational

therapy, etc., and discussing body care. Although it initially requires more training (by
rehabilitation trainers), it allows residents’ therapies to be incorporated into the day’s
activities. For example, walking can be done on the way to the dining room (leaving the
wheelchair in the room!). This approach fosters better interaction between therapists and
nurse aides.

® Non-direct care staff know ways to become involved with the residents. Often times, less

eligible staff such as kitchen staff, groundkeepers, or others, have regular interactions with
residents and can help support their needs to walk about or engage in other activities.

® Encourage staff creativity to solve problems involving resident care and use of human
resources.

® Keep a good sense of humor
WHAT ADVOCATES CAN DO TO SUPPORT CHANGE IN A FACILITY'S APPROACH TO CARE

® Educate -- make sure resident, families and staff know about the new standards and
about this assessment and care planning process.

® Prepare -- many residents are uncomfortable speaking up in a care planning meeting
and many care givers are still developing their skills related to resident
participation. Advocates can help residents identify what care and daily life
issues they want to resolve and what ideas they have about what will work.
Communicating this beforehand to the coordinator of the meeting may help
improve the process by focusing it more on the resident’s agenda.

® Try it -- when issues of concern arise for residents, advocates have a new vehicle
for selling their resolution -- the care planning process. Change in facility
wide practice occurs individual by individual through assessment and care-
planning.
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CHANGES CONSUMERS SHOULD SEE AS FACILITIES IMPLEMENT
RESIDENT ASSESSMENT/CARE PLANNING

* Increase jn quality and quantity of communication between:
- All facility staff, resident and family

- Professional and non-professional staff
- Direct care giving staff and other personnel

* Indjvidualized care plans
- Activities for individuals and small groups
- Nurse aides should know what each resident s/he cares for wants and needs
- Resident should feel through involvement with care planning that her/his needs are
met
- Toileting and other daily routines based on life-long habits and the resident’s needs,
not on facility schedules

* Environment is adjusted to the individual rather than vice versa

- Large range of adaptive equipment (extra high toilet seats, large handled eating
utensils)

- Variety of seating for all types of body frames (large, medium, small)

- Wheelchairs which can be adapted to individualized needs

- Low beds or padding beside beds

* Evidence of resident choice

- Nursing assistants encourage residents to make choices
- Choice on when to arise and retire
- Choice of seating arrangements in the dining room

* Teamwork

- Non-care-giving staff interact well with residents
- Staff help each other
- All disciplines are involved in care planning

* Better care

- Lower incontinence

- Reduced use of restraints

- Better psychosocial condition

- Increased mobility

- Residents are engaged in individualized mobility programs
- Few chairbound residents

- Residents walk to meals

For more information, contact the National Citizens’ Coalition for Nursing Home Reform:
1424 Sixteenth Street, N.W., Washington, D.C., 20036; (202) 797-0657.
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RESIDENT ASSESSMENT
What the MDS Does to Assist in Meeting Residents’ Needs:

8 Gathers information about an individual's Customary Daily Routine prior to entering the nursing
home to help the facility adapt to individual’s needs rather than vice versa.

& Identifies problematic signs and symptoms on the admission page so staff are immediately alerted.

8 Uses Cognitive Skills For Daily Decision Making to cue the staff to residents’ abilities as they
effect daily living and to the kind and amount of assistance which may be needed.

W Measures Activities of Daily Living (ADLs) Self-Performance and Continence with five levels
ranging from independence to dependence to focus on strengths and needs for assistance.

@ Tracks all appliances (not just glasses, teeth and hearing aids) used in all activities of daily Living.
B Regquires that residents be consulted in parts of the assessment like Potential for Self-Care.

W Facilitates individualized care with an extensive section on Behavior Patterns.

8 Gathers detailed information on Activity Pursuit Patterns for individualized activity planning.

Lssues for Advocates

8 The MDS/Triggers/RAP requires interdisciplinary staff to gather much more detailed
information for identification of resident strengths and needs. Facility staff may see the process as
simply more paperwork. Advocates can reinforce the fact that individualized information fosters
individualized care planning and more appropriate delivery of care to achieve maximum resident
functional mental, physical, and psychosocial well-being and functional ability.

B Training is the key to successful assessment and care delivery. States and facilities will bear much
of the responsibility for training facility. staff and surveyors. Advocates should assist in finding
sponsoring agencies for training surveyors and facility personnel together.

B The link between assessment, care planning and implementation must be a strong part of any
training program organized by HCFA, state agencies or providers.

B Most of the field trials were done using only nurse assessors. It is strongly recommended that
assessment and care planning be an interdisciplinary effort. Training should be targetted to the
range of disciplines involved in assessment and set up using an interdisciplinary model.

B Residents and families also need to be informed about the resident assessment and their new
oppportunity to participate in decisions about care. They may need assistance to voice their views.
It will be important to make the link for residents and families between assessment and the
requirements of the law for 'highgt practicable ... well-being” and quality of life.

B Given the extensive effort and resources expended on this instrument and its value in attaining
quality of care and life for residents, urge states to use it rather than develop their own and work
diligently to see that it is implemented in a way achieves that goal. It will give us consistency.in data
from state to state - better national data for planning, deliverying and reimbursing quality services.

For more information contact Sarah Burger at the National Citizens’ Coalition for Nursing Home
Reform (NCCNHR), 1424 Sixteenth St., N.W,, Suite L-2, Washington, D.C., 20036; (202) 797-0657

Prepared by the National Citizens’ Coalition for Nursing Home Reform, October 1, 1990
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ditorial

STANDARDIZED ASSESSMENT AS A MEANS RATHER THAN AN END

A3 part of its response to the institute ot Medicine
report on regulaing nursing homes (10M. 1986..
Congress passed the 1987 Omaibus Budget Reconcii-
ation Act. which called tor the establishment o1 a
mimmum data set tor all nursing home assessments.
some harbor the hope that nursing home care can be
revamped with the right 1orm. Alas. 1t ts hard to nnd
such a panacea these davs. The unlthehihood ot mira-
cles is not cause tor pessimism. however. The work
in progress to develop a standardized 1orm tor aurs-
ing home assessments described by fohn N. Morris
and his colleagues in this issue represents a major
step 1orward 1n improving care.

In considenng mimimum data sets. it 1s important
to separate the necessarv trom the sutncient. Setting
oul a consistent set of questions 1o collect on each
nursing home admission s a substantial step, but
onlv 11 the information 15 both used and usetul.
Thereiore, the investigators are to be congratulated
tor testing not onlv whether the assessment tool
produces reliable results. but whether it 1s accept-
able to those who must use it.

There ts an inevitable battle around anv minimum
data set between those who view 1t as an opportunity
1o nnd out all thev ever wanted to know about the
subject but were atraid to ask. and those who recog-
nize that less can otten produce more when stream-
lined approaches reduce respondent burden. fur-
thermore. one must make an important distinction
between data and intormation. Todav. we are liter-
allv 1looded with data but seem to have very little
usetul information '"\V'urman. 1989:. A tew questions
well asked mav be more usetul than a litany of mind-
lessh recorded data.

The kev to a successtul information system goes
bevond brevitv. Data that are usetul to the user s
more likelv to be collected well. If the major motiva-
tron 1or collecting the information 1s external regula-
torv pressure, we can expect paper compliance. If
those collecting the data see that thev are used bv
others to take actions that artect them. they will pay
more heed 10 its collection. Ii thev can see that it
provides intormation to them directlv. thev may ac-
tualhy use it. .

The svstem under development has the potential
to succeed on all three tronts. At least part of the
response to each goal lies in the use of moare sophis-
ticated intormation approaches, specitically the
computer. 1One might sav that we are seeking elec-
trical rather than paper compliance.s It 15 high ume
that long-term care began to aggressivelv use com-
puter technologv to improve itself. The computer

Vol. 30, No. 3, 1990

can provide both the tleubihtv and the breun
~ought by using branching logtc to expand a categorn
when there 1s reason to explore it more thoroughiv.
It can avoid duplication by displaving data alreads
collected by others but still permitting the second
observer to correct and challenge earlier entries.
\More important. it can display information to show
change over time, thus permitting both the regula-
tors and the caregivers to look at the effects ot care.

Once the data are in electronic form, thev are
easilv transmitted and manipulated. it is not hard to
envision a large data set derived from these svstem-
atic observations that would permit calculations of
expected courses for different types of long-term
care clients. These could then be compared to indi-
vidual client’s courses to assess the potential impact
of care on outcomes of importance.

The ability to compare observed and expected
outcomes extends bevond its role as a regulatorv
device. It could be a major source of assistance to
care givers. ('ne of the great frustrations in long-
term care, e~. cially in the trenches. is the difficulty
to sense whe: .ou are making a difference. Because
s0 manv clie:'"~ enter care when they are alreadv
declining. th. benefits of care are often best ex-
pressed as a ~lowing of that decline curve. Without
some measure of expected course in the absence of
good care. those who render care daily mav not
appreciate how much they are accomplishing and
therebv may forgo one of the important rewards ot
their labors.

Simplv displaving information about the change in
client condition over time. a very simple task ior a
computer. will encourage those providing long-term
care to think more in terms of change over time and
less about a series of separate snapshots in time.
Civen the computer’s ability to translate data into
graphics, it1s a simple procedure to develop pictonal
representations ot the changes that are occurring for
a given client or a group ot clients and to contrast
those with what might be reasonably expected.

It 1s ditficult not to become excited about the
potential tor an information revolution in long-term
care. A standardized.assessment is a big first step. If
this program can be introduced as less a regulatory
burden and more an opportunity to improve care by
ottering meaningtul information to both the care
providers and those responsible for oversight. It the
information can be made available in a torm that 1s
readilv understood and easily interpreted. it mas be
used tor giving care as well as for measuring it. It 1s
thus important to both make the medicine as unbit-




ter as possible and to ascure those tor whom it 1s
prescribed that st will trulv improve therr condition.

There 1s cause tor optimism. but don t open -the
champagne vet. Better intormation around assess-
ments ~ not a "just add water and ~tir’” recipe tor
instant improvement. The tull syvstem must be devel-
oped to allow those who are charged with the re-
sponstbility 10r assessing chents to obtain meaning-
tul data and 1o know how to handle that data to
generate usetul intormation. To achieve that step in
tmproving nursing home care, we will need ongoing
efforts 1o develop. demonstrate and teach creatne
use of Intormation management in thes seting. \e
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have the chance to make a great leap forward. It
would be a shame 1t we spent our ettorts arguing
about shoe sizes.

Robert L. kane. MD
Dean. School ot Pubhc Health
Universiiv o1 Minnesota
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In response to the Omnibus Reconciliation Act of 1987 mandate for the development of 4
national resident assessment svstem for nursing facilities, a tonsortium of professionals
developed the first major component of this system, the Minimum Data Set tMD$) for
Resident Assessment and Care Screening. A two-state field tria! tested the retiability of
individual assessment items, the overall performance of the instrument. and the lime involved
in its application. The trial demonstrated reasonable reliability for 553% of the items and
pinpointed redundancy of items and initial design of scales. On the basis of these analvses and
clinical input, 40% of the original items were kept, 20" dropped, and 30" altered. The MDS$
provides a structure and language in which to understand long-term care, design care plans,
evaluate quality, and describe the nursing facility population for planning and policy etiorts.
Kev Words: Nursing facilities. Quality assurance, Long-term care

Designing the National Resident Assessment
Instrument for Nursing Homes'

John N. Morris, PhD,: Catherine Hawes, PhD,’ Brant E. Fries, PhD,*
Charles D. Phillips, PhD, MPH,' Vincent Mor, PhD,}

Sidney Katz, MD,* Katharine Murphy, RN C, MS

Margaret L. Drugovich, MA,” and Alan S. Friedlob, MSSA®

Introduction

The provision of appropriate care in nursing facili-
ties requires comprehensive knowledge of resi-
dents’ strengths. weaknesses, and problems. As one
feature of the Omnibus Budget Reconciliation Act of
1987 (OBRA ‘871, Congress sought to ensure the
availabilitv of this information by mandating a na-
tional resident assessment svstem that includes a
uniform set.of items and definitions for assessing all
residents in nursing facilities in this country. Under
contract from the Health Care Financing Administra-
tion (HCFA), our research consortium, in conjunc-
tion with expert consultant and advisory panels. has
begun to identifv, develop, and test the central ele-
ment of this svstem, the mandated Minimum Data
Set (MDS) ior Resident Assessment and Care Screen-
ing. This paper describes progress to date in creating

The wors described here was pertormed under contract with the Health
Care Financng Adminsstration. contract no  300-88-0033 The conclusions
represent 1he opimons 1 the authors and do not represent anv ohical
apinion or endorsement by the Medlth Care Financing Admintration.
Address correspundence 10 lohn N \orme PhD Depantment ot Socul

. Gerontological Research Hebrew Rehabilisation Center 10¢ Aged. 1200

Cenire Mreet. Boston MAH21(1

-Department o1 Socia) Cerantnlogical Research Hebrew Rehabrhitation
Center tor Aged. Boston. MAO2IH -

Revearch Triangle insttute. Research Trgngle Park ~NC 2709

"Inshnute of Gerontology and School ot Pubhe Heasth The Universty ot
suchigan and Ceratric Revearch. Education ang Clinscal Center Veterans
Adminnirstion Medical Center Ann Arbor A1 481022007

Cente- tor Cerontology and Health Care Research. Brown U'nversity.
Providence RIQ912.

~Columbia Lanersity New York. \Y 10027

“Otnce of Institutionst Re<carch 8nant College Smithtieid. R1 0291

*Meatth Standards Qualiny Bureau Health Care Financing Admensstration.
Balnmare. MD 11207
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the MDS, drawing on results of a two-state field trial.
We describe the history and developmental process
of the MDS. present findings for selected data ele-
ments, and p'-«wide a current draft version of the
entire instrum- nt.

Quality Assurace Concerns in Nursing Homes

As early as 1939, a Senate subcommittee identified
problems of inadequate and inconsistent nursing
home care, and a Health Education and Welfare
investigation as well as a series of state studies in the
early 1970s confirmed that the extent of compliance
with extant regulations for care varied widelv. In
addition, existing certification regulations (the Con-
ditions of Participation — those conditions that must
be met for a nursing facility to participate in and
receive reimbursement from Medicare or Medicaid)
and the survey process placed more emphasis on a
facility’s capacity to provide required services than
on the quality of services actually delivered tinstitute
of Medicine, 1986).

A series of legal actions in the late 19705 and earlv
1980s confirmed the responsibility of the Secretary of
Health and Human Services {HHS) to ensure that
certified nursing facilities meet regulatory standards
Smith v. Heckler. 1984). In addition, attempts by the
Reagan Administration to reduce the regulatory
burden on the nursing home industry generated
considerable opposition among the elderly popula-
tion and advocates for nursing home residents. Con-
gress blocked the administration’s proposed
changes and directed HCFA to study how to improve
nursing home regulation. In response, HCFA con-
tracted with the institute of Medicine (IOM) to con-




duct a studv of exsting regulations and to recom-
mend changes that would enhance nursing facilities®
ability to ensure satisfactory care for their residents.
In addition, HCFA financed a number of demonstra-
tion projects to evaluate alternative regulatory ap-
proaches :Spector & Drugovich. 1989: Zimmerman
et al., 1983: Glascock. 1985: Lee, 1984; Kurowski &
Shaughnessy. 1983).

Responding to both Smith v. Heckler and the IOM
findings nstitute of Medicine. 1986) HCFA devel-
oped proposed regulations revising both the Condi-
tions of Participation for long-term care facihties and
the procedures for their enforcement. These efforts
resulted. 1n part, in a revised system for surveving
nursing facilities to determine their compliance with
the vanous Conditions of Participation (Spector &
Drugovich, 1989). Congress also took up the IOM’s
challenge, and OBRA ‘87 mandated many of the IOM
recommendations. The law incorporated new re-
quirements for aide training. mimimum registered
nurse staffing, and assurance of quality of care, qual-
ity of hfe. and resident rights. One of the major
reforms was the national system for assessing resi-
dents described here.

Role of Resident Assessment

The need for uniform resident assessment in long-
term care had long been recognized ‘Kane & Kane,
1981; Katz. 1983; Katz & Stroud, 1989). Earlier, in
1980. HCFA published proposed reuulations that,
among other things, would have c.nsolidated all
resident care planning into a single Condition of
Participation that also required interdisciplinary as-
sessmen! teams. Although the Reagan Administra-
tion never implemented these proposed regulations,
resident assessment reappeared as a major theme in
the 1O\ deliberations.

The IOM appropriatelv identified uniform resident
assessment as a cornerstone for efforts to improve
qualitv and reform the survey process. As it noted:

Providing high quality ot care requires careful assessment
of each resident’s tunctional. medical. mental. and psv-
chosocial status upon admission, and reassessment pen-
odically therearter. with change in status noted. . .. [The}
development ot individual plans of care clearlv depends
on resident assessments {lnstitute ot Medicine. 1986.
p. 74

Prior to 1985, the certification survev svstem
iocused on a tacility’s written policies and struc-
tural procedures such as staiting levels — its poten-
tial to provide care. The proposed revisions redirect
this 10cus to actual. observed care provided to the
resident and resident outcomes. The data derwved
would enable the targeting oi facilities and individual
residents for more intensive survey, and the devel-
opment and use of outcome measures to evaluate
the qualty oi care provided to residents. The
eftectineness of such an approach. however, de-
pends on the reliability, specificitv, and comprehen-
siveness of baseline and follow-up measures of resi-
dents’ status,

OBRA '87 clearly acknowledged the importance ot
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uniform resident assessment. requinng that the Sec-
retarv of HHS develop such an assessment process
and implement 1t as a Condition of Participation for
Medicare and Medicaid by October 1990. Under this
legislative mandate. each certified faciity must con-
duct a “comprehensive, accurate, standardized. re-
producible assessment of each resident’s tunctional
capacities.” This comprehensive, muludimensional
assessment 1s to be pertormed on admission and
yearlv thereatter, as well as “on significant change”
in a resident’s status. Although the Secretarv mav
recommend a uniform assessment svstem, the states
are given the option of developing their own assess-
ment systems, provided that the Secretarv finds that
such alternative instruments conform with a “core”
set of items and definitions.

In 1988, HCFA contracted with the Research Trian-
gle Institute, Hebrew Rehabilitation Center fof Aged,
Brown University, and The Unwversity of Michigan to
develop and evaluate a uniform resident assessment
system. This effort led to the development of a resi-
dent assessment instrument to guide individualized
resident care planning that consisted of two interre-
lated components. The first, the Minimum Data Set
(MDS). contains the core items necessary for a com-
prehensive assessment of nursing facility residents.
It also provides triggers tindividual items or combi-
nations of MDS elements) to identify residents for
whom specific Resident Assessment Protocols (RAPs)
— the second part of the system — will be com-
pleted. Each RAP is a structured framework for orga-
nizing MDS elements that can be used to inform the
care planning process. The intent in developing
these modules s education rather than “prescrip-
tion.” They provide additional assessment items and
background information to develop a context in
which information about residents, their strengths,
preferences. and needs is linked to care plan op=.
tions. Eighteen of these modules, ranging from com-
munication to nutrition, are being constructed, re-
viewed. and revised.

The resident assessment system being developed
includes the MDS, the care planning modules, train-
ing materials for use with the MDS, and surveyor
protocols for evaluating assessments and care plans.
We describe here principally the work performed in
developing the MDS.

Methods and Procedures

Developing the Minimum Data Set

The development ot the MDS has invoived two
major steps: development of the conceptual frame-
work and drait instrument, and a basic reliability test
of the instrument and traimng materials. Future ac-
tivites will include more extensive field testing. de-
sign of data flow and svstems. and implementation
detalls.

There are four tundamental goals in the develop-
ment of the MDS. First, the MDS should replace
nonuniform and cursory assessment. Second, it
should stimulate learming, change the ways in which
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manv nursing homes use resident-specific informa-
won. and tacilitate integration of assessment and care

Janming ntormation. Third, it should lead to m-

roved care planning and care provision. which. in
turn. can enhance quality of life. Finally. its develop-
ment process should serve as a model for the
method by which 1t would continue to be updated in
the future.

To accomplish these goals. the MDS not oniv de-
scribes the nursing needs ot residents, but also must
incorporate measures of their strengths and psvcho-
social needs 1n order 1o consider appropriatelv the
whole person in care planning. Thus the MDS must
incorporate measures of phvsical heaith, functional
status. psvchosocial well-being, dietary status, com-
prehension, vision. hearing, communication skills.
activity preferences. potential for seli-care improve-
ment, and indicatars of quality of life. In practice. the
MDS should lead nursing home staff to a holistic
view of residents, one in which strengths and needs
in one area can be seen to affect, and be aifected by,
strengths and needs in other areas. The MDS thus
highlights resident needs relevant both to current
function and to the potential for maximizing func-
tioning. The result is an instrument that is “minimal”
in its content — capturing the core elements needed
for a comprehensive assessment of an individual
nursing home resident — but not small.

In developing the MDS. we addressed (as have
other before us, e.g., Kane & Kane, 1981; Katz, 1983;
Granger etal., 1975; Lawton & Brodv. 1969; Mahoney
& Barthel, 1965: Fillenbaum, 1988) a variety of con-
ceptual issues that have potential implications ior
how the data will be collected and how it will be
used. Prninciples that informed the development pro-
cess include:

® Assess resident’s performance and function,
rather than potential function;

® Describe manifested conditions or behaviors
1e.g.. resident expresses sadness), rather than in-
terpretations re.g.. resident feels sad):
Provide time frames te.g.. “'within last 7 days.”
“tellin past 30 days™) 1or assessing the behavior or
other condition;
Count services as provided only if specified levels
of intensity are met (e.g., physical, occupational,
or speech therapies). Some services, such as che-
motherapy. did not require such measures, as any
provision would be significant:
Include items that support common case-mix mea-
surement systems based on resident characteris-
tics :such as RUG-11 {Schneider et al., 1988]).

The iterative process of MDS development began
with the 13 domains specified in OBRA ‘87 as compo-
nents of a comprehensive assessment: medically de-
fined conditions and prior medical historv. medical
status. functional status, sensory and physical im-
pairments, nutritional status and requirements, spe-
cial treatments or procedures, psychosocial status,
discharge potential, dental condition. activities po-
tential, rehabilitation potential, cognitive status. and
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drug therapy (Department of Health and Human
Services, 1989).

We reviewed over 60 assessment instruments de-
veloped for preadmussion screening, state case-mix
determination, nursing facihty management, and re-
search. Those that met cniteria for comprehensive-
ness for most of the assessment domains mandated
bv OBRA were reviewed in depth to identitv com-
mon domains, items. detinitions, responses. and
scoring patterns (Drugovich & Mor. 1989, Most in-
struments measured activities of daily living (ADLs:,
mobilitv, selected nursing care needs and services.
However, few assessed behavioral disorders. mood
disturbances, and cognitive functioning, and none
addressed residents’ preferences and involvement in
activities. Consideration of the IOM, OBRA. and
HCFA mandates for care planning led to the conclu-
sion that no extant instrument couid be recom-
mended “as is” or simply modified to serve as
the MDS.

The findings from this analysis informed the sec-
ond stage of the development process, consisting of
clinical defiberations and extensive review and revi-
sions, leading to a draft MDS. in addition to project
clinicians and researchers, we involved professionals
from a spectrum of clinical disciplines, including
nursing, social work, medicine, physical, occupa-
tional, and speech therapy, activities, and nutrition.
Also represented were consumers, resident advo-
cates, providers, industry representatives, reguia-
tors, and measurement specialists. These experts
were assembled into a clinical consultant panel and
an advisory ¢ mmittee, both of which were involved
in each stage ./ the development process.

An extensivi- process of developing and reviewing
multiple drat:- of the MDS was undertaken, a pro-
cess requiring 18 months to complete. Beginning
with those mandated by OBRA ‘87, we identified
domains that would appropriately describe a nursing
home resident. Then, existing instruments were re-
viewed for retevant concepts, questions. response
tevels. and definitions. Where domains were new,
we developed new questions. often assembling spe-
cial work groups of professionals knowledgeable in
the relevant areas. Newly developed individual items
were often tested on actual care units. A series of
drafts were reviewed by project staff, clinical panel
members, advisory committee members, HCFA staif,
and identified experts. The process led to additions,
deletions, combinations, and revisions of domains
and individual assessment items. To date. the MDS
instrument has gone through over 20 major drait
versions, has been commented on by over a hundred
persons, and has been reviewed by literally hun-
dreds more.

Small-Scale Trial

The second major step was to test in nursing facili-
ties the feasibility of the MDS assessment process
and the reliability of individual items. This small-
scale trial also allowed the research team to evaluate
the training materials. instructions, difierent con-
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cations were made in the item’s phrasing, divrgctions',
or response categories 10 address the identified reli-
ability problem.

Other analyses considered the length of ime to

complete the MDS, principally focused on the com-
lenon ume for later cases. atter assessors had per-
tormed several reviews.

Measuring Rehabiity

Three strategres are used 10 report interrater relia-
bilitvin the literature: percentage agreement. associ-
ation or correlation between the judgments ot pairs
ot assessors for the same items. and measures of the
degree ol congruence between the assessments that
adjust for chance errors (Winer, 1962; Fleiss, 1986).
All three were employed in the analysis of the small-
scale trial data.

Percentage of item agreement is calculated as the
number of pairs of assessments of an item on the
same resident that were the same, expressed as a
percentage of all pairs in the reliability comparison
sample.

Measures of association. or correlation. provide a
more complex statistical description of the matching
and mismatching of assessment pairs. In the case of
dichotomous indicators of the presence or absence
of a property, the Phi associative statistic was applied
(Siegel. 1956). For numerical statistics (e.g., a count
of the number of different drugs prescribed) it was
more appropriate to use the Rho statistic (Siegel,
19561,

Measures of congruence are generally the most
consenative indicators of reliability, because they
penalize for the “chance” agreement arising from a
poorly distributed variable. The Spearman Brown
intraclass correlation coeificient was used as the
measure of congruence between facility and project
nurses. If an MDS item attained a value of .40 or
higher. it was considered to be minimaily reliable.
This .40 criterion 1s somewhat lower than normally
seen in purelv research applications. It was consid-
ered appropriate for this trial, however, as the study
design artificiallv lowered reliability by contrasting
an “internal” and “external” nurses’ assessments.
An outside nurse, whether a researcher or the repre-
sentatn e of a state regulatory agency, will not know
as much about the resident nor to whom to turn for
information about a resident’s condition.

Results

The data collection targeted 400 residents in the 10
nursing facilities. The resulting sample was close to
the total projected number (383) and to the designed
distribution oversampling strata. The sample con-
tained "0 new admissions, 113 special problem resi-
dents. and 200 current residents, compared with
targets of 80. 120. and 200, respectively. From the
varietv of evaluations made possible by this data
collection effort, we focus here on the sample of
approxtmately 140 residents on whom we had dou-
ble assessments — one by a facility nurse and one by
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Table 1. Resident Characteristics in Smail-Scale Trial Samples,
Compared with the 1985 National Nursing Home Survev

Smati-scale 1114l

\arable AR Rehabibins® NANHS
Demographics
Gender
female T4 Thta .
SMale 5 3 IR
Race ethnicin
Black - 8 -
White 90 91 w2
Other 4 1 1
\ursing home utihization
Previous stay 10 3 nursing
home i last 5 vears 31 56 NA
Functional status
Independent in-
Bathing 9 8 n
Dressing 18} 17 3
Grooming 1”7 2 INAY
Transternng n 35 0
Toileting 33 4 39
Locomotion 34 4 29
Eatng 0 63 61
Continent of:
Bladder 39 4
8owel ® 38 d
Cognitive status
Fullv independent in
dectsion making 33 “ 38

*Full sample ot ~mall-scale tnal (N = 383).

"Sample of V41" -esidents tor whom two assessments were per-
formed. Repor-- - i< the average for ail 280 observations.

Source: 1983 \ational Nursing Home Survev iINational Center
far Health Stav.- 5. 19891, As the MDS and the NNHS use difter-
ent definition, *hese figures represent best esimates of item
similanues.

'‘Continent ot both bowet and bladder.

a project nurse. These data were principally used to
develop reliability estimates for MDS items.

Comparability of Resident Sample

Table 1 compares the characteristics of our sample
with the resident population of all nursing homes in
the nation from the 1985 National Nursing Home
Survey (NNHS) (Nationat Center for Health Statistics.
1989). On the whole. the demographic characteris-
tics of the residents in the two groups are similar.
Although different definitions make precise compar-
isons difficult. the results generally reflect what one
would expect. In comparison to the NNHS, our sam-
ple contains fewer residents who are independent in
ADLs. Roughly 40% of the NNHS sample were inde-
pendent in transferring and toileting, compared with
about 30% of our sample. The results were similar for
independence in eating: 60% for NNHS compared
with 50% in our sample. Only 22% of our residents
were completely free of cognitive problems,
whereas one-third of the larger national sample were
equally untroubled bv mental disorders. it should be
noted, however. that the small-scale trial sample was
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Table 2. Reliability and Oisposition of ttems, by Domain

Oomarn No ot items

2z
[l

Rehabihn range Disposition

0 40- 09

S

Drop Alter

42
39
19
13

Background intormation
Oragnosis and areas ot concern
Expressive cognitive patterns
Sensornv paiterns

Physical conditions related to ADL
Mobihity

Dressing and hvgiene

€ating nutrition

Ehmination

Indicators ot rehabilitation potential
Skin condition

Psvchosocial weil-being

Behavior patterns

Activity pursuit patterns
Medication use

Special treatments and procedures

CEOS .

83

RS-

Totals 284

MO OINO OO L LSS bw ko

2

54

PRV

PR T i O
PR

w o i.

PR - S i - V-

- L RN

I S PR PP

NOIWwu e

14 94 a7 56 "3

Note. Domarns listed are those in the instrument field tested and are not directly related to the domains of the revised MDS instrument

in Appendix.
“tem reliabili

not due to low p: (]

designed to identify particular types of residents in
nursing homes and therefore prevalences may con-
tain unexpected biases.

Reliability Tests

Reliability tests were performed on items in the 16
data domains of the original instrument. These do-
mains are displayed in Table 2, together with sum-
mary statistics on the reliability results and final dis-
position of items. (After the field test, domains were
rearranged and redefined. Thus the areas discussed
follow the groups of questions in the revised rather
than the original MDS instrument.) Over 55% of the
items on the tested MDS achieved reliabilities of .40
or better. The scope of this article preciudes a discus-
sion of all MDS areas. (A copy of the full report on the
small-scale trial of the MDS is available from the
authors.) We discuss here the results for only three
major groups of items as representative of the
methodologies, findings, and interpretations of the
small-scale trial. The chosen groups represent both
an established area of inquiry (ADL} and two others
that are more innovative (cognitive patterns and psy-
chosocial well-being).

Activities of daily living. —The tested MDS in-
cluded two measures of ADL. One indicated whether
an ADL activity was performed, such as whether the
resident was groomed or toileted. The second mea-
sured levels of performance in the ADLs, such as the
ability to transfer from bed to chair. The results for
these tests appear in Table 3.

The dichotomous measures of performance (such
as whether residents groomed themselves), com-
mon in many assessment systems, did not perform
well. Reliability coefficients for these items ranging
from .32 for bed/chairfast in mobility down to -.15
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for bedfast in transfer. It appears that these con-
cepts, which focus on actions not taken, were not
easy to translate accurately. In addition, the nurse
assessors believed most of these were of little use in
care planning. \We decided provisionally to retain
only bedfast, which achieved the best reliability and
was important in care planning, in the next version of
the MDS. It was redesigned so as to increase the
reliability by providing a more precise behavioral
description. No similar adjustments were seen for
the other ADL dichotomous performance variables;
thus, they were all dropped.

The multicategory performance items assessed
resident self-performance of ADL functions over the
prior 7-day period. Residents were assigned to one of
five categories: independent, supervision (without
hands-on care), limited assistance. extensive assis-
tance. and total dependence. These multiple levels
contrast with many assessment systems with fewer
levels, often only a dichotomy.

All ADL performance measures (transfer, locomo-
tion. grooming, bathing, dressing, and eating) were
found to have high reliability levels of at least .75
(Table 3). item definitions thus appeared to work
well. and training materials were well received by
field staff. Field stafi also agreed that the ADL items
were crucial to care planning and that multiple levels
provided important descriptors of residents needs
and status that were more helpful in identifying resi-
dent abilities and staifing needs. For example, the
nurse assessors uniformly liked the availability of an
ADL level for “supervision,” for it permitted recogni-
tion of the significant time that can be spent on these
activities. Information at this level of specificity was
not consistently present in resident records, and
interfacility differences occurred in perceptions re-
garding who were and were not “heavy care”
patients.

The Gerontologist
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Table 3. Refiability Statistics and ltem Disposition foe Activities of Dailv Living
Prevalence:

Score agreement
Rebabdin Al greeme:

vanable Associahon Rehabihty cases cases Pertect  \Wahiny Onpostion
Activity not dertormed
Bediast “ranster 06 -1 69 [LR] 8h 2 Alter
Bed chaira<t (locomotion! 19 L) 08 198 L B Drup
Grooming 00 -0 ) "6 94 Orap
Bathing 00 Ihg <6 To 24 Drop
Dressing =edclothes: A7 23 48 n3 K1 Drop
~No 100d t.ids .02 - us ER] 6.9 N3 Drop
Seli-pernorrmance level
Transrer [ 8 652 8.7 339 834 Alter
Locomotion 62 "6 656 65.6 .3 829 Alter
Grooming -62 T3 9.0 8.8 40.5 33 Alter
Bathing .61 76 9.1 9.} 386 84 Alter
Dressing 63 "8 83.3 85.0 333 80.8 Alter”
Eatng .88 .80 {8 ) 50.4 35.2 8.6 Alter
Previlence 13 based on positive response. that is. the percentage of residents found to be in receipt of services or to have the apphance
or to have the phvsical problem. For multicategory vanables, the prevalence equals the percentage who have the problems re g..
are not independent tn the ADL tunction.
“Percentage oi all cases that agree either perfectly and. in cases ot multiple categ within adj; B
For multicategory variables, the 25sociative statistic 1s Rho, for dichotormies. o 1s Phi.
“The rehabiiity coetficient was Spearman 8rown. For mul gorv items, the i statistic employed was Rho: for dic!

the 2330C1atn € S1a1SHC was Phe.

“indicates whether. on the basis of small-scale trnal. item was kept. altered. or dropped from the next MDS version.

‘The revised MDS that is attached (see Appendix A1 includes refined derinitions for the five performance levels: it is felt that these
refined coding ophons will lead to even higher levels of reliabihitv.

Table 4. Refiability Statistics and Item Disposition for Cognitive Patterns

Prevale~ces
Relizbalir All

Variable Associahon Rehability cases cases Agreement Drsposiion
Comatose - N 0.0 05 100.0 Alter
Memory . .35 | 36.2 67.0 84.0 Alter
Memory recail problems

Knows current season .38 .55 429 434 6.3 in

Knows room focation .38 .35 ns 36.0 2 in

Recogmzes staff 40 .58 20 A5 95 n
Gives appropriate response to statf .06 .10 5.7 19.3 743 Drop

Can «denurv 1amilv 34 50 6.3 8.3 LA Drop

Is onented to place 39 .55 .95 nrs 740 In

Recognizes self 2 48 102 88 [ ) Oropr
Cogritive skulls deficst 58 73 54.5 78.4 88.6 In

Prevalence 13 based on p P that is. the p ge of resid found to have the cognitive problem or capabibitv. for

multicategon variables, the prevalence estimate equals the percentage who have the problems re.g.. do not have tull memory tunction).
See Table ) ror defimtions of other columns.

*Prevalence 100 iow to calcul, ion or ilitv.

These wo dropped items had good reliability statistics but were redundant with othes items.

The result of these analyses and the debriefing  (Table 4). On the MDS version that we tested, cogni-
comments was confirmation of the effectivenessof a  tive items were intertwined with expression pat-
five-category ADL scale for the performance of all the terns; these are separated into two sections on the
ADL functions. These questions constitute Section € new MDS.
of the revised MDS instrument (provided in Ap- Only 2 of the 383 sample residents were judged to
pendix). be comatose, but neither was included in the reliabil-

ity test. This item was retained despite its low preva-

Cognrtive patterns. — These items in the MDS fence due to its clinical importance in care planning.
described residents’ cognitive functioning, forexam-  To ensure reliability, the question was altered to
ple, as represented by memory or decision making  include a full definition.
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Table 5. Reliabilitv Statistics and ttem Disposition for Psvchosocial Well-Beng,

Prevaivnce
Rehabihin Alt
\ arable Acvouiation Reliaheitn Canes Lanen Agreement Dnposmnn
Relauon-nipy
Loves 1amily tnend 3 “ 8u 2 ¥ - Alter
Conthci with tamihy t 11 3t " %8 Drop
Conilict with stast 8 32 18 ¢ n T3k Alter
Conthct with residents 2 8 9y 84 83 Alter
Conrac:s tamih tnends p3) 18 ey 94 Bh b Alter
interacts edvily hil u 358 3n LR} Aher
Roommate incompanble 3 23 EXS 43 94 Alter
Avoids intecactions N 38 L] 32 a2 n
Atutude 1oward own hie
Griet apparent il .18 1.5 13.9 81~ Alter
Satstaction with sels 04 w9 Ny 351 534 Alter
Concern with health 2T 2 229 240 ~30 Alter
L'nresoh ed reel in past [1] - 08 4.2 6.8 No Drop
Feels cul ot 1rom past 0 n 63 8.2 88.5 Alter
Sense ot purpose goals
Establishes own goais 35 3t 233 7h3 In
Invohed in tacihis hite 25 Rl 40.1 6.1 Alter
Expresses need without conthet 18 30 51 38.8 Drop
Aggressn e about needs 04 06 6.4 733 Drop
Resists responsibility 46 63 13.0 88 In
Goals at odds with stast 20 l 10.3 8.0 Drop

‘Prevalence is based on positive respanse. that s, the percentage ot resedents tound with the indicated charactenstic. See Table 3 tor

dennstions ot other columns

Reliabihits values tor the long torm reliabili:. cases were sigmincanthy higher — ror “loves famih tnend.” .62: tor “conihict with start.”

49.tor

The four-level item that describes memory. the
abilitv of the resident to recall what was learned or
known, was reliable (.71) and was only slightly modi-
fied to eliminate confusion in the question between
short- and long-term memory. Reasonable reliabiii-
ties (at least .48) were exhibited by six of the seven
items assessing the areas in which memory problems
were seen. Of the remaining six reliable items, two
identification of family” and “recognizes self in
mirror+ were dropped as they were redundant to
the remaining four (the K.R. alpha reliability values
for a tour- and six-item scales were almost the same,
at .801. The sole unreliable item, ““how to respond to
statt.” was also highly correlated with the remaining
items. and was dropped.

Finallv, the variable providing four levels describ-
ing a resident’s ability to make consistent and refi-
able decisions (see Appendix, Section 8) was reliable
(.73: 1t was retained.

Psvchosocial well-being. — This domain relates to
resident happiness. sense of control over one’s life,
meaningful social involvement, and satisiaction with
self isee Table 5 for individual items tested). In devel-
oping this set of items, we sought to capture both
resident strengths and problems. A particular goal
was to develop measures of well-being, an eitort
strongly endorsed by resident advocates and central
to the project team’s philosophy. :

A major task in the analyses was to determine
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conitlict with residents.’ .60. tar ‘con. «rn with health.” "1 tor “involved in tacslits hte.” .51,

whether a useful summary index of resident
strengths could be created. Therefore, decisions to
retain the drait MDS items in this domain were gov-
erned by three factors: 1) individual item reliability
for the entire comparison sample: 2) item reliability
for the subset of comparison cases scored with along
form of the MDS that included every possible defini-
tion as opposed 1o a shorter version that included
only more abbreviated information (there were few
differences in reliabilites based on the two forms:
this issue is discussed in some detail in the full report
of the small-scale trial); and 3) a variety of results
irom procedures employed to determine how items
in this domain combined to form internally consist-
ent summary scales tincluding results derived from
factor analyses. K.R. 20 alpha reliability assessments,
scale intercorrelations, and Spearman 8rown values
for the summary scales).

Oi the 19 items designed to assess aspects of
psychosocial well-being, seven achieved reliability
coefficients of .40 or better. with two more only
stightly poorer, at .38 (Table 5). Another item was
reliable when presented in less abbreviated format
*conflict with staff.”” at .49). All of these items were
retained. although some have been revised based on
conversations with the assessors of the small-scale
trial.

These analyses. coupled with the advice of a pane!
of experts in this particular area, led to a new set ot
three organizing concepts for this area. These in-
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clude: resident’s imhative and involvement in hie:
resident » relationship with stait. other residents.
and ramihv: and basic athitudes describing satisiac-
non with the hfe the resident s experniencing, includ-
ng measures of grief over losses. satisfaction in role
satus. and boredom with life. in our moditications,
we atiempted to identiiv items to explicate these
concepts bv choosing those alreadv tound to be
reliable by modiving others that were appropriate
put less reliable, or by creating new stems. All will be
subjected to tuture testing tor reliabihity.

Our analvses identinied a single, rehable summarv
scale encompassing six items that charactenzes the
resident’s level o1 intiative and invohement in the
institutional environment:

Inttiatine Scale ltems (count ot positive responses)
Easy interactions with others
Avoids interactions with others
Establishes own goals
Pursues involvement in life of facility
Resists responsibility
Accepts invitations into most group activities

In scaling the second and fiith items. scoring is
reversed so as to be consistent with the other posi-
tively phrased items. The first five items tested well
for reliabilitv. although two were altered slightly
based on assessors’ teedback. To these we added the
final item. which is new and experimental. but was
often identified in the debriefings as important. The
new scale has a Spearman Brown reliability of .64 and
K.R. 20 alpha reliabilitv values of .61 for cases as-
sessed by project nurses and .70 for cases assessed
bv facilitv nurses. For our reliability sample. using
scores of the facility nurse as the standard, 15% ot
cases are in the two lowest categories of the five-item
scale treilecting those who are least in control of
ther lives in the facilitv), 50% are in the two middle
categories. and 35% are in the two highest (or best
controh categories. The availability of such ascale for
psvchosocial well-being (and we are hopeful that
further research will identify additional scales) avoids
the “laundrv list” problem of many assessment
nstruments.

The two other new areas of psychosocial well-
being were more complex, as no scale was identi-
iied. In describing resident relationships, the item
“conilict with family,” with reliability coefficient .18,
was dropped. The remaining five items (exctusive of
the two incorporated into the scale above) were
altered in language with the goal of improving future
reliability. For example, rather than ask whether the
resident had conilict with statf, we now ask more

" specincally for overt or covert conilict or repeated
criticism of staff. In the second group of items de-
scribing attitude. all but one'item was retained in an
altered form. and a new item was also added: loss of
significant other within the year. Similarly, substan-
tially altered items now constitute the third section,
with the addition of a question indicating identifica-
tion with past role. The final version of the questions
now comprise Section G of the MDS (Appendix).

Overall, the measures of psychosocial well-being,
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although expenimental. were considered some ot the
most important 1n the MDS by practiioners. In the
debriefing. these assessment items were frequently
1dentified as providing an opportunity tor the assess-
ment nurse o talk with the resident and to address
an important domain cntical to quality care.

Time to Complete an MDS Assessment

We analvzed the ume required to complete the
MDS. based on the experience ot the 20 nurse asses-
sors parcipating in the small-scale trial. Each nurse
completed MDS assessments tor approximatelv 27
randomlv assigned cases. The assessments all in-
cluded review ot resident records. interviews of resi-
dents and direct care and chimical staff, and extensive
reterencing of the MDS definitions and coding exam-
ples. For the first third of the cases, nurses averaged
129 minutes per assessment. The average time per
assessment dropped to 100 minutes for the next third
of their cases. and to 90 minutes for the final one-
third. For the last few cases. the assessors estimated
that an average case would be completed in 1 hour
and 20 minutes. The data suggest that after only 18
assessments, assessors had reached the plateau of
the “"learning curve.”

We also asked the nurse assessors how much time
the MDS added to the normal assessment process at
the facility, and whether they thought the additional
assessment time was worthwhile. In general, they
reported that the DS added approximately 30 min-
utes 1o the normal assessment time. Although most
(58%) thought ~at this was somewhat longer than
the regular asse~sment, 17% said that it was signifi-
cantly longer, and 25% said that it was about the
same. They noted that in completing the MDS, they
talked with both residents and nursing aides,
whereas the normal assessment process in these
facilities did not necessarily entail such interviews.
Ali the nurses said this was essential, some noting the
importance of including aides in the assessment pro-
cess because only thev had some of the firsthand,
detailed information required. Nurse assessors also
mentioned the psvchological boost the aides
seemed to get from being asked about the residents
for whom they care.

With only minor exceptions, the nurse assessors
described the value of the incremental assessment
time in very positive terms. Ot 15 who responded, 10
said the extra time was definitely worthwhile, four
said it was probably worthwhile, and only one con-
sidered the extra time not worthwhile. Most nurses
also felt that the MDS covered relevant domains
more comprehensively than did their existing proto-
cols and felt that these domains were important for
developing appropriate care plans. The areas most
frequently cited as being more comprehensively cov-
ered in the MDS included: cognition (except on
Alzheimer’s units), customary routines, psychosocial
well-being. behavior patterns, advanced directives,
indicators of rehabilitation potential, modes of ex-
pression, vision. oral status problems, height.
weight, and restraints.
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Discussion

The cniteria and methods described earlier for
three domains were applied to the entire original
MDS instrument. On this basis, 40% of the items
were rated reliable and will be retained in their cur.
rent form. The remaining items include 20% that
were dropped and 40% that were altered (Table 2).
These changes have resulted in a significantly modi-
fied and greatly strengthened MDS (see Appendix).
This final instrument has been subjected to addi-
tional reliability testing and has been proposed for
designation by the Secretary of HHS.

tn terms of the resources necessary to complete
the assessment, the results of the small-scale trial
support the contention that the MDS is a feasible
system for use in nursing facilities. Good progress
has been made in defining items that are acceptable
to nursing staff and in implementing a process that
brings together both residents and all the staff that
care for them. Our initial efforts have resulted in
items and definitions that have met with wide accept-
ance and high levels of reliability.

Some of the elements now contained in the MDS
represent refinements and better delimitations of
existing concepts, such as the ADLs discussed in this
paper. We have made significant progress in defin-
ing a usable five-category assignment system, one
that does not require continual reference to a litany
of examples. As a second example, we are providing
better delimitation for diagnoses (i.e.. that they be
relevant to the care the resident receives). Other
domains such as cognitive patterns had surprisingly
high reliabilities in their current form. These offer
exciting possibilities to screen uniformly for cogni-
tive problems. Still other domains represent less
well-defined areas: psychosocial behavior, custom-
ary routine, rehabilitation potential, and the like.
Here, high reliabilities are more difficult to obtain,
but the importance of these items was universally
supported by our consultants, advisors, and nurse
assessors. They indicated that.this type of informa-
tion and the types of operational measures provided
in the MDS are crucial to care planning and provide

implemented as the national assessment instrument
in October 1990. We have recommended that any
assessment instrument must continue to incorporate
new approaches, be tested. and change. The pro-
cess, however, will maintain its mandate to bring
residents into the decision process and increase
their control of their care and treatment. The MDS
should simplify the transter of knowledge concern-
ing strategies for caring for frail residents, the re-
education of staff moving between facilities. the es-
tablishment of a broad market within which the
private sector can generate unique and innovative
care planning and computer-based information sys-
tems, and the development of a comprehensive pic-
ture of the nursing home population on which to
make planning and policy decisions.
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PATIENT CARE TECHNIQUES

Comprehensive Resident
Assessment Holds Promise

Katharine Murphy
lherapeuuc milicu that fosters
maximization of an mdlv:dual s
. ial for self- , d

" making, mlcrpersonzl relationships. and
personal growth is the hallmark of long
term care. The comerstone for creating
such an environment lies not only in moti-
vated caregivers, the philosophy of care,
and availability of resources. but also on
the clinical assessment of each resident’s
functional capacity, health care needs. and
personal wishes regarding autonomy.
lifestyle, and treatment options.

Acquiring and syn!hesnzmg this infor- .

mation can guide caregivers in develop-
ing care plans tailored to an individual's
unique needs. Spending the time per-
forming a comprehensive functional
assessment can help diminish errors in
clinical judgment that often lead to sub-
optimal care and negative outcomes. such
as disability and dependency.

Sdmullﬁng Challenge

resident is

uon wnh sngmﬁcant variations in lhen'
in to the p Y iolog
and psychosocnal impacts of aging, mor-

bldlly and thempeunc regimens. Disease

one nf the most stimulating challenges
facing caregivers in nursing homes today.
Elders comprise a widely diverse popula-

in old age are often differ-
ent from the classic textbook presenta-
tions that clinicians associate with the
gcncra.l aduh populanon

Katharine Murphy.
RN, C. MS. is a geron-
tological clinical spe-
cialist in the Social
Gerontological Re-
search Department at
the Hebrew Rehabilita-
tion Center for the
Agtd in Boston, Massachusens. She is
currently working on the Minimum Data
Set for Assessment and Care Screening
project as well as a nursing study funded
by the National Center for Nursing
Research, Washington. D.C.. which focus-
es on maintaining functional abilities in
nursing home residents.
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ly, the existence of one or
more und.cﬂymg chronic diseases compli-
cates evaluations. This can be illustrated
by considering the following two exam-
ples. An otherwise healthy. 40-year»old
woman experiencing symptoms of uri-
nary urgency, frequency. and dysuna is
most likely suffering from a urinary tract
infection; the symptoms are so character-
istic that she probably inferred the diag-
nosis herself before consulting her physi-
cian. However. the presence of a urinary
tract infection may not be so apparent in a
95-year-old nursing home resident with
Alzheimer's disease. who is unable to
discern and articulate the physical
changes in her body. This resident may

have more general signs and symptoms
of disease related to alteration in func-

tional abilities—e.g.. mcreased confu-
sion. i urinary
self-care deficits—signs that are likely to
be the norm in frail, confused eiders. The
cause of the functional impairment is not
readily identifiable. as these signs and
symptoms could be related to any number
of physical. emotional. social, or iatro-
genic disorders.

The challenge to the caregwer is on
early d of
and systemauc exploration of its undcrlyv
ing cause(s) in order to identify treatable
conditions and restore function. In striv-
ing to improve the quality of life of older
persons, the traditionaj “discase-oriented”
approach 1o assessment many caregivers
learned in school serves them less well
than a more holistic approach based on
knowledge of the functional impact of
aging and disease.

lmprrm ing the long term care delivery
system's ability 10 respond to the needs of




the clderly was a major objective of the
Omnibus Budget Reconciliation Act of
1987 (OBRA). Development of a usable,
holistic, clinically relevant system of resi-
dent assessment to inform and guide care
planning in long term care facilities is but
one of a wide range of app man-
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in geriatrics, particularty with the speciat
skills required for proper cvaluation and
treatment of frail elders in long term care
settings (e.g.. dealing with confused resi-
dents exhibiting difficult behaviors, deter-
mining less restrictive altematives 1o use

dated by OBRA.

OBRA-Mandated MDS
The Minimum Data Set (MDS) is an
cssential clement of this assessment sys-
tem. Through a contract with the Health
Care Financing Administration (HCFA),
the MDS is being prepared by Research
Triangle Institute, in collaboration with
Hebrew Rehabilitation Center for Aged,
Brown University Center for Gerontolo-
gy and Health Cam Research Umversuy
of Michigan I 2y.
The conceptual developmem process of
the MDS has been characterized by
extensive and intensive review and revi-
sion by clinical expens in geriatric nurs-
ing, medicine, psychiatry, social work,
rehabilitation, Alzheimer's disease, and
mental retardation, assisted by an adviso-
ry itice of 25 rep ives from

From a nulsing education perspective

—prepannon of the majomy of care
in nursing homes.

cal components of basic nursmg pro~
grams have traditionally been weak. This
is not surprising when one considers that
only 30 percent of nursing faculty have
had any formal preparation in care of the
clderly. Nationally. programs with spe-
cialization in gerontological nursing are
offered in only haif of the states. It is no
wonder that, as of Ociober 1988, less
than onc percent of the 980,000 practic-
ing nurses nationwide have ANA certifi-
cation in gerontological nursing.

Although this statistic is disappointing
to those concerned with improving the
qmlilyoflmglumcnm it does reflect a
50 percent increase since March 1985,
glvmg caregivers hope for further
and trends in the field.

working to quali-
ty in long term care.

Currently, the draft MDS has been
field-tested in five nursing homes in Mas-
sachusetts and five in North Carolina.
This trial is one of the first of many steps
in the effort 1o produce a reliable assess-
ment tool that allows nursing home staff
10 assess residents accurately, compre-
hensively, and consistently from a func-

However, unil that future can be realized,
creative, viable alternatives to formal
geriatric education of caregivers must be
explored and implemented.

One approach to augment this need is
being developed by the research team
responsible for HCFA's MDS project.
They are preparing 20 resident assess-
ment care planning modules which may
be used in conjunction with the MDS in

tional perspective. an attempt to guide comprehensive care
ptually, use of a d P i Thc MDS will serve as a
Minimum Data Set to assess resid: ing in a resi-

periodically should provide caregivers
with a longitudinal perspective of a resi-
dent’s unique strengths, limitations, and
needs. Variations in an elder’s functional
abilities from the initial (usual-

dent's functional mds For clinical pur-
poses, however, caregivers may require

more inf about the probt
they |demlfy via this instrument before
P lo develop acare plan.

ly upon admission to a long term care
facility) can be readily identified. In most
assessment systems, when problems and
needs of an individual resident are noted. it
is the responsibility of the gi ) or

mph;mmgnwdules:hucouldbcused
when functional deficits are found may
ease that transition between identification

primary care team to formulate a plan of
care to address those needs and 1o modify
the approach if and when needs change.

Not Keeping Pace
This type of approach mlm heavdyon
d\epmmseﬂ’mnl givers

and of ditions requiring
ion. In these modul

sent risks and common to resi-
dents in long term care facilities (e.g..
ADL impairments. sensory deficits, alter-
ations in hydration and nutrition, pressure
sores, urinary incontinence. use of psy-
choactive drugs and restraints). The wide
variability in the characteristics of resi-
dents and the distinct differences in the
nature of long term care settings deter-
mine how these modules are developed.

No ‘Cookbook '’ Approach

Given this working principle, it would
be virtually impossible for creators of the
modules to deliver a prescriptive “cook-
book™ approach to care. Rather, their
approach focuses on helping nursing
home staff to interpret and integrate infor-
mation that they have assembled and upon
which they must base clinical decisions.
and to select from among many alterna-
tive treatment interventions. The objec-
tives of this assessment and care planning
process would be threefold: to assist staff
in approaching their clinical decisions
with greater objectivity and clarity; to pro-
vide caregivers with some of the nuances
specific to clinical geriatrics: and, ulti-
mately, to enhance the quatity of care
nursing home residents receive.

The development process utilized for
the resident assessment modules is similar
to that of the MDS. Each module is based
on an extensive literature review of the
given subject along asscssmem. current

and care
This is followed by clinical specnﬁcmon
by ive teams of

experts on that particular subject.

Each module is then critically
reviewed and revised by clinical and
nursing home experts from around the
country. All modules will then be
reviewed for consistency, flexibility,
accuracy, and reasonableness by a panel
consisting of representatives from the
rursing home industry. the American
Nurses® Association, and geriatric
medicine. Ultimately, the modules will be
field-tested for reliability in 10 states in
the fall of 1989. The targes date of imple-
ion is October 1990.

would provide staff with information crit-
ical for performing a more in-depth
assessment. Focused on functional

The fields of gemmology. geriatrics,
and long term care are changing rapidly.
The MDS and Resident Assessment Plan-

deficits and resident th
they will be geared to offer realistic, flex-

for deci ing and care

have expertise in geromology and gcn-
atrics. The fact is, however, that the dra-
matic demographic shift toward old age
and increasing demand for quality ser-
vices has overtaken the number of trained
caregivers available: there are too few
health professionals with formal training

ible options. Using these mod-
u15. nursing professionals with little for-

mal education in clinical geriatrics could
become more proficient and confident in
the can planning decisions they make.

dd: by these modul

were selected from the February 1989
Federal Register’s list of quality long
term care indicators. These subjects pre-

ning will serve to enhance the
quality of care in nursing homes by pro-
viding the means for comprehensive
assessment of individual nceds and by
offering flexible, realistic treatment
stretegies. In addition, this effort can
expand critical and creative thinking by
health care professionals, educators,
administrators, rescarchers, and policy-
makers in seeking innovative solutions to
difficult challenges. »

Provider August 1989 13
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RESTORING IDENTITY TO SOCIALLY DEPRIVED AND
DEPERSONALIZED OLDER PEOPLE

Helen M. Gossettx*

It is far from pleasant to realize that the older person who
is institutionalized because of handicap or debllity endures his
" final 1living years 1in an impoverished environment of social
deprivation, suffering serious depersonalization. These are
really mild words for the shattering experience imposed,
generally without choice, upon this segment of our older
population. They deserve more than this from society.

The plight of the aging and the truly aged person (for
plight it is) does not start in the nursing home, it only ends
there. How does he get there? what is the path to the door? .
Generally, there is a gradual progression of losses, diminution
of strengths, decreasing opportunities for meaningful and
restorative personal and social experiences and increased
isolation. As self-sufficlency decreases, there is less
opportunity for continued living in the community. Society has
not yet stepped in to replace and provide those supports and
services which once came from the family and the neighborhood.
Generally, the family, the supporting agency or a hospital
through its physician and social workers, step in and decide that
the older person can no longer adequately care for himself or be
cared for in the community. Wwhen the long-term care institution
is chosen as an alternative to continued living alone or with his
family, it is often not the best solution, but the only one.

The decision for the initial nursing home placement
generally is made for the older person. It is generally his
first major loss of autonomy and self-direction -- his destiny is
taken out of his own hands. This is also the time he loses an
important anchor in life, his home, with all the small (and
great) mementos of his past. Sometimes it is the room which he
has occupied in a relative's home, which all too soon is put to
other use. Frequently deceit is used, misrepresentation or no
information at all given to the person to be taken or transferred
to the nursing home.

In contrast to the person entering a hospital, who has a
socially acceptable physical ailment, the nursing home admittant
has no respectable symptom except "failure." Forcibly excluded
from the community, he is a reject from society, economically
expendable; no longer economically or socially productive.

* Gossett was Director of Nursing Home Project, United Hospital

FPund of New York. Her paper was delivered at the Fall
Membership Meeting of the Community Council's Citizens
Committee on Aging, October 20, 1966. The preceeding is an
excerpt from her paper.
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If he is accompanied to the nursing home by a relative, the
chances are he sits silently by, while he 1is discussed as if he
were a deaf mute or a nonentity. Although this may be his only
residence henceforth, he 1is escorted to his room without an
introduction to the many “strangers" he encounters. Although he

has just entered the door, he has already had taken from him much
of his self-respect and feelings of worth. There is soon also
the dawning realization that he has lost his "home" -- that there
can be no future-oriented plan (or dream) of ever returning to
familiar surroundings. There 4is also at this time the growing
realization, when the family has made the institutional
placement, that the choice has been made between caring for the
older person and some other family interest or obligation. 1In
being denied preference, the older person has been, in essence,
rejected by his family.

In coming into the institution, confronted suddenly with
large numbers of older persons (some of whom may be incontinent,
out of contact, visibly depressed), the new resident, for a brief
moment, at least, faces this mirror of himself, these "others"
who will be his only peers from this point on.

It is easy to see that the person who enters a long-term
care institution suffers a severe loss with considerable damage
to his self-esteem and feelings of worth.

Actually, we all suffer losses and changes in status
throughout life, but use other life experiences to compensate.
We thus restore our balance. Because of the nature of the
experience of being institutionalized, with 4its traumatic
separation from usual ways of living, the person entering a long-
term care facility is in more urgent need of assistance from the
institutional community in regaining his personal and social
equilibrium than he may need from other types of institutions
such as hospitals and homes for the aged. These supports need to
be similar to those usually received from family, friends and
neighbors; and the environment needs to approximate living at
home to the degree this is possible in an institution.

We have found that the most prevailing problem of the
resident of long-term care institutions is deterioration: there
is apathy, withdrawal, isolation; loss of motivation; confusion
and disorientation; depression and regression.

If one attempts to analyze the situation of long-term care
residents to seek factors that might have contributed to this
deterioration, in addition to the experiences we have already
mentioned, one might consider some of the following observations:
There are many reminders that one is living in a medical set-
ting -- that one 4is ill: staff wuniforms, nursing stations,
bedpans or urinals beside each bed, hospital-type furniture, etc.
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There are few homey touches, as plants, homelike furniture, rugs,
pictures on the walls, personal belongings.

wWe observe most residents sitting in chairs, doing nothing.
There is nothing to do; no place to go. One gets the impression
of individual social isolation. We have been surprised that

residents pay very little attention to one another, whether they
are in their own rooms, in the halls, recreation area or in the
dining room, although there is good communication with staff.

Lack of privacy is extensive both in rooms and elsewhere.
Residents are always in full view of their roommates. Toilet
facilities have no locks, and no way to signal occupancy; private
conversations with relative or friends are relatively impossible.

We see few books, newspapers or magazines. In the rooms
there are no calendars, clocks and very few radios.

It is rare to hear a resident called other than by his first
name, by all levels of staff. He 1is often discussed as if not
present, or ignored as if he were not there. The tone and manner
of speaking to him are often that which one uses to a child.

Residents are directed in all things, and 1live by
institutional routines. There is little opportunity to exercise
choice. Of necessity it is a regimental existence.

To state it baldly, the only role a resident has is the
submissive, sick role; the only privacy is in his mind; the only
choice may be which side he will sleep on at night, the only
certain future is death. .

This is a brief overview, but it is easy to see that there
is an anonymity to the institutionalized aged with a monotonous
marking of time.

Today it is fairly well-accepted that for the body to remain
functioning it must be exercised -- there is less recognition
that to remain alert, motivated, socially functioning, one needs
to exercise personal and social functions to get feedback from
others and know that one is a particular individual.

These following social needs are interrelated and form a
complex whole -- which is the Self, living and acting in a social
context, with integrity, individuality and significance for
oneself and others.

The first of these if the need for CONTINUITY OF LIFE
EXPERIENCE, which means maintaining a thread to the "past,” a
*1iving present” and "a future® to move toward. where ties to
the past have been surgically cut through 1loss of family,
friends, home and possessions, a nurturing channel can be made
through familiar cultural rites, revival of skills and interests,

{
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and by recognition and acknowledgement of past achievements.

A future to move toward may at first seem difficult to
attain, in our achievement-oriented society. However, what is
the real essence of looking toward the future? It is involvement

with a dynamic present which i1s in process of change. Included
here is interest in the community, the United States, the world-
- the ongoing nature of life; movements, social change, society's
pathology, the elections, the world series, the races, the
weather, seasonal changes, holidays, etc.

The second 1is IDENTITY, per se: who one is the most
important element of identity, those facets and characteristics
which make one a unique individual. Not the least of these is
one's surname -- and Mrs. or Miss -- or other title, as "doctor"
-~ it is our social “"status” symbol. There is much identifying
data which is not «customarily confidential, which can
individualize a person and which when known by others, can begin
to delineate him as a particular individual, with bonds in common
as well as differences from others. One has to think of what
goes into individuality: work, skills, artistic ability, marital
status, achievement of forebears and descendants, interests,
hobbies, political opinions, philosophy of life. One sociologist
has said that when one moves from one town to another, one
arrives as a nonentity, and has to make oneself known, sometimes
even aggressively stating who and what one is, before social
communication and security (comfortableness) can be attained.
This is true for those entering an institution.

The third 4is . INDEPENDENCE: This includes freedom of
movement and the basic rights guaranteed by the Constitution--
and these are guaranteed to the aged person unless he has been
legally declared incompetent; spontaneity (within the law and the
rights of others); self-direction, opportunity for choice. This
includes the right to open one's mail, freedom of movement
without permission.

The fourth 1is PRIVACY. And in congregate 1living this is
difficult. But there are such things as cards denoting occupancy
of a toilet, for example; bed screens when privacy is considered
important; and there is always privacy of mind, the most precious
asset of us all which needs to be respected. For this reason we
have not invaded the privacy of the past with routine formal
studies of life histories.

The fifth 4is STABILITY -- a nucleus of certainty, an
anchorage of security, the things in life we can count on. One
of these is a "home base." Although the long-term care
institution is the only "home" of the majority of its residents,
there is not the security of being sure of having a particular
bed, or room,, or even institution. when hospitalization is
required, even if one later returns to the same home, the chances
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of being returned to the same room are very slight. Sometimes
rooms are rearranged for administrative purposes. Clothing may
be lost 1in the laundry. Possessions may be taken. There is
little that 1s one's “"own." There can be some lessening of
insecurity if changes (as of rooms) are anticipated with the
resident before these occur. He may be just as upset, but his
feeling of confidence in the institution will be greater.
Possessions could be safeguarded by having locked lockers, as
some homes do have.

The sixth is MEANINGFUL LIVING. The resident has nothing
expected of him, no task, no responsibility, is not "productive”
in any sense. In one home, a small group of women residents
prepare the fresh vegetables for cooking, in another a resident
takes care of the garden, a few raesidents make their own beds.
These are all part of traditional living at home. 1In contrast to
passive living, residents need to be encouraged to participate in
the preparations for parties and holiday festivities.

The last of the personal and social needs 1is the will to
live -- a "REASON FOR BEING." We have defined the essence of
this as one's meaning something to someone else -- to someone in
one's family, neighborhood or group.

Residents can assist one another, and do; but this needs to
be fostered, encouraged and given recognition. There are few
residents of nursing homes who could look around without seeing
someone who needs them. This may be formalized through a
resident volunteer program.

These are all antidotes to withdrawal and deterioration.
These remedies are simple but require total institutional staff
participation. And staff participation depends on the conviction
that these needs are essential.

We think we have found some of the answers. We are

implementing them now. We feel optimistic because the problem is
not unsolvable.
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RESIDENT ASSESSMENT
THE SPRINGBOARD TO QUALITY OF CARE AND QUALITY OF LIFE
FOR NURSING HOME RESIDENTS
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OMNIBUS BUDGET RECONCILIATION ACT OF 1987

Resident Assessment

PART 2~MEDICAID PROGRAM

—A nursl
mdmu in such o manm a

i

facility must care for ite
n such an environment as
of the quality of

llff nf each resident.

11

‘YB) QUAIITY ASSESSMENT AND ASSURA! —A nursing
fnili:hmmn-ﬂanmffﬁd axsurance
) p of
Phyician desg ted by the focsiity, and at feast I other
bers of the e facility's staff, w‘u‘ A (i) meets at least
vurferly tn tdermljy issues with mpa'l to which q”u;l:ly'
(1}
dﬂ!’l}' and umplemnl: oppmpmm plan: of action to cor-

"l!l
cans.—A nurning Jacilily mus nde services and activities fo
offain or maintain the Inghn’;m ticable physical, mental,
and psychosocial well-being of eac‘m ident in- amrdau« with
a wrilten plan of care which—
‘YA) describes the medical, nursing, ond plychalotml
needs of the resident and Aow such needs will be met;
‘1B) is initially p'rﬁr!d. with the participation to the
extent py or the ¥ family or
legal vamluuu, by a team which includes the resi-
dent’s attending physician and a mlrnd professional
nuree with bility for the
‘YC) is pertodically reviewed and mund by such team
each assessment under paragraph (3).
'Y3) RESIDENTS' ASSESSMENT. —
A) l.lu .—A nursing facility must conduct a
assens-

compre.
ment of mch “resident’s functional mpualy. which assess.

—

‘Yi) describes the resident’s capability to perform
daily life functions and significant impairments in
functional capacity;

*Yii) is based on a uni:rm minimum data set speci-

by the subsection ((XEXAL

*Yiis) in the case of a resident eligible for be
under this title, uses an instrument which is speci ed
by the State under subsection (¢IS) uud

le in lhrmnofu residen J benefits

title XVIII, uwluda the nll/'lmhon

"'3' ,g.-,!;'ﬂm_
d rudN GENERAL.—Eoch a:d;“ assessment must be con-
i or coordinated (with the appropriate porticipa.-
tion of health pr o
al nurse who 'T“ and certifies the mmplenon of lh¢
! who a portio
of such an_assessment shall sign and cemfy as to lhe

n«;a of that portion of the assessment.
E',;ﬂ ;'nﬂw':ﬁual who wnll[‘ully and knowingly

certifies under clause (i) a material and false state.
men! in a resident assessment is sul l loa mul

money penally of not more than $1,000 with re.
spoet 1o coch yssessment

1944
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‘U1 An individual who willfully and knowingly
causes another individual to certify under clause
(i) a material and false statement in o resident as-
sessment is subject to a civil mﬂ"‘“’ of not

D) e et mpostion
¢ ition
of civil money penalties mhrlhuﬁ:k.tu-o
manner similar to that for the imposition of civil

money penalties under section 1128A.
1ot o rotrevper oo St de
termines, under a su [ Ll 0" other-

paragraph
ducted and certified tndwudnnh who are
ent of the facility and who are approved by the State.
XC) Fasquancy.—
d —Such an assessment must be con-
ducted (Out no later than § do
“ ) Iy t no later (| ys
after the dalc oﬂm' for
admitted on or after October 1, lm.dby
later than October 1, 1991, ﬁraltll resident of the
fmnhl)y on lhu; da;;.e - w he
pmmp( ly after a significant ¢ in t
resident’s physical or mental condition;
‘tH1) in no case less often lhml once eun:y 12
months.

‘Yii) Bmp’uz_.'fm—ﬂu nursing ility must
examine each resident no less [requently than once

every 3 months and, as appropriate. revise the resi.
dent’s assessment lo assure the continuing accuracy of
the assessment.
‘YD) Use. —17|¢ results of such an assessment shall be
hn; d nder paragraph (2| o~ the
pl care u ;]
td o —Sut"cd mmmnh shall be coordi.
nated with any State-requi mission screening pro-
gram to the maximum extent pmclu'ublc in order to avoid
d-rlmlwt lemng and effort.

mu m um,u.l.v ILL AND MENTALLY RETARDED INDIVID-
nursing Jocilily mus mil, on or nu-

7 l”! any rew ml':lcnl

‘i) _is mentally ill (as defn!d in_ subsection
(eX7XGXi)) unless the State mental health autRorily
Aas determined (based on an mdtpmden physical and
mental evaluation performed b{ or entily
other than the State mental health ¢ulhorll]lp"lo' to
admission lhnl. bevause of ;u physital and mental
[{

the
level of services provided lity,
the ll::;“llduﬂl requires m:’hakxlmo'fw focs "’whdhc.rr

193
the mduudual requires active treatment for mental ill-

'Vul is mentally retarded (as Pned in subsection
(eX7XGXii)) unlexs the State mental retardation or de-
velopmental disability authority has determined prior
to admmwn that, ¢ Ke pml and m!::

)

1 of services provided by a nursi fnﬂhl , and, if

the individual requires u::’h level o;‘ myw

:‘I.le 'd:ldwtdual requ.res active treatment for nmllnl re-
tion.

‘Y4) ProvISION OF SERVICES AND ACTIVITIES. —
ol vf% 3 m?mph nnded’ to ful/,' ill lnll
lans of care in (2). a nursi facility
mus! provide (or arra ﬁ:alhe provision of)— e

‘1i) nursing and related services and specialized re-
habilitative services to attain or maintain the highest
ticable [hynml. mental, and psychosocial well-
ng of eac sident;
i) lated social services to attain or
matintain the A rinl procticable pi lml. mental, and
peychosocial 1 wel of each
*Yiii) pharmaceutical (ulcludug pvvt«lmu
that ':iua’:l the mml:f uiring, mm ufu
ing, a mmukmlg btmlm ) to
meet the needs of eac ruuhlu.
“Yiv) dietary services that assure that the meals meet
the J:':‘l‘y nutritional and special dietary needs of each

‘) an on. dunld e lified
a lcu Lo
ond i hye m a ’.’t‘ osocial well-being
‘Yvi) routine damll services (to the extent covered
under the State ) and Wy dental services to

'Mpwnhd P he lit;
[l 't meet
? o 400\:&;'!6 by focility mus
YB) Quariri s-Services
descri in clouses (x5} (i5e] (1o, {vi) of subparn-
graph (A) must be pr 1 by qualified p in accord-

ance with each resident’s written plan of care.

eIl




‘Ye) St, cosdition of approval its plan under this title. @

—As a
glak must provide for the follouring:

‘ AFICAT] DENT ASSESSMENT MENT,

f X tate shall specify the instrum
i”:a:luby‘:li:niu facilities in the State in complying wuhhlh'z‘
requirement of subsection (DXINANXiii) Such instrument sha
ed under

"M’I' one of the instruments di
ELBL or. , has o
‘tR) an “M'"fmw.ml which the Stcn!;;‘ya ) ele.

i definit
m m"g::nlary under subsection (YEXA)

'lg ResronsisiLinies or Szcrerary Rerarive 10 Nussing Fa-

S T ey than January 1, 1989, specify o minimum

not_later than January 1. , {

data set of core el and p ‘.,E« for use by
nursing facilities in_conducti 3 ments requit
underM beection (bXJ), an ablish guidelines for utiliza-
tion of the data set; and X

‘YB) by not later than April 1, 1990, designate one or

more instruments which are consistent with the specifica-
tion made under wbpumgm!h 1A) and which a State may
specify under subsection (eX XA) for use by nursi facils-
ties in complying with the requiremenis of subsection
(ONINANGiil.

:::l. ond utilization T,idth'm spec-

‘1) Sumvey anp Csnyiricatron Procegs —

‘1% Survsys.—
NNUAL STANDARD SURVEY. —
ViV v gENERAL — nursing facility shall be subd-
Ject to an standard survey, to be conducted without any

prior notice to the facility. Any individual who notifies
{or causes to be natified) a nursing focility of the time
or date on which such a survey is xhdul:'d to be con-
durted is subject to a civil money penalty of not to
exceed §2,000. The Secretary shall provide for imposi-
tion of civil money penalties under this clause in a
manner zimilar to that for the inx)uiuon of civil
money penalties under section [128A. The Secretary
shall review each State’s procedures for scheduling and
conduct of standard surveys (o assure that the State
has taken all reasonable steps to avoid giving rotice of
such a survey through the scheduling procedures and
the conduct of the surveys themselves.

Yii) —Eoch standard survey shall in-
clude, for a i ified idy

*t1) a survey of the quality of care furnished, as

d indi [ dical, ing, and

rehabilitative care, dietary and nutrition services,
activities and social participation, a itati
infection control, amn.he p‘yn'ml environment,

) um'lm:,lam of care ided under subsec-
tion (b¥2) and an audit of the residents’ assess
ments under subsection (bX3) to determine the ac-
curacy of such assessments and the adequacy of
such plans of care, and

‘tIN) a review of compliance with residents’
rights under subsection (c).

i —Each nursing facility which is
found, u a standard survey, to have provided sub-
standard quality of care shall be subject to an ex-
tended survey. Any other facility may. at the Secre-
tary’s or State’s discretion, be subject to such an ex-
tended survey {or a partial ext survey).

“Yis) %—T‘he extended survey shall be conduct.
ed immediately after the standard survey (or, if not
practical, not later than 2 weeks after the date of com-
pletion of the standard survey).

Yisi) —1In such on extended survey, the
survey team shall review and identify the policies and
procedures which produced such substandard quality
of care and shall determine whether the facility has

plied with all the requi described in subsec-
tions (b), (c) and (d) Such review shall include an ex-
pansion of the size of the sa of residents’ assess-
ments reviewed and a review of the staffing, of in-serv-
i«' training, and, if appropriate, of coatrocts with con-
sultants.

“B)
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(iv) Pmmpdy after a significant
the resident’s physical or
mental eond.mm. and

(v) In no case less often than once
every 12 months.

(S) Review of assessments. The
nursing facility must examine each
resident no less than once svery 3
months. and &9 approprists, revise the
resident’s unutunt' l&. assure the

d of

resident’s room or roommats in the
facility is changed.

(iii) Por current residents of a facility,
not later than October 1. 1901:

reedremant hsedta devaop.rovew, and vevise
@330 LevelA Rosidert  are used to devalop, . and revise
:uu-n-u. the resident's mp;b:;.:o dr“l‘n of
The facili t Inf and cere. under paregre] section.
14310 Laved A roquromen: Aesidont| ',"’.."Y“‘“‘ coaduct Initially ( ’c;n!:du jon. Effective October 1,
(d} Leve! B requirement: Free choice. dard : v l‘ _.,“ by pry 1900, ty must "
The resident has the right to— oree of sach s with any State-required
(1) Choose a personal sttending (a) Lave! B requit Adi P ning program to the
phyna.m orders. At the time each resident is to avoid
(2) Be fully inf din ad about dmitted, the facility must have dupuuun tosting and effort.
care and trestment and of any changes physician orders for the resident’s {c) Level B Accurocy of
in that care or treatment that may affect immediate care. (1) Coordis (i) Each
the midenllweu -being: and (b) Standard: Comprehensi ducted or
(3} Unl d d, with the
olharmu found to be inapumaled (1) The facility roust make & of health p L
under the laws of the State, participate 've asesssment of & (ﬂ) Effective October 1. 1080, each
In planning care and treatment or resident's needs, must be dor
in care and mm.m.o:mumuw coordinated by & nurse who
o & uniform data set specified by the signs and cartifies wl.uonoldn
§433.15  Loval A requirement: Guality of ases an thatls
e, fled by the State; and (2) Certiffication. Each individual whe
A facility must care for Its residects in {if) Describes the residest’s capebility tes & portion of the sssessment
. amanner and in en environment thet to perform daily life functions must sign and certify the accurecy of
) or eah -liml!iuntlmpdrmuhw that portion of the
v Faisificotion. Effective
of exch resident’s quality of life. {2) The comprehansive assessment O) Penaty for vidual
'.g&mmmtanm must include at least the {ollowing Mobut:mh:“l (or
ina mmm and in an envrnmt that {i) Medically defined conditions and :.ug..:.l.ﬁd l.lI:dl -t‘:un:t :TM *
4 resident assessment ls subject to civil
::ﬂi:yh :rndm;‘nm in full recognition ol {:i‘})mdlal -mu; ::uunmnc money ,.n.m.:.h:h. implementing
Punctional s
D) Lovel B "“""’Z"""’- Self. _(iv]) Sensory and physical are located in Part 1003 of this chapter.
1 (4) Use of independent assessors.
T sy e right lo— (v} Nutritional status and Effective October 1. 100 f  State
h consis! 9 determines, under ¢ survey or otherwise.
&:&ﬂm:z:mm ;n (vi) Special trestments or procedures:  that there has been & knowing and
(2) Interact with members of the (vi) Paychosocial status; willful certification of false statements
community both inside and outsids the (viii) Discharge pqmm-l: under paragraph (c){3) of this saction.
fadlity: and {ix) Dental condition; the Siate may require (for a pariod
(3) Maks choices about 13 of hin {x) Activities potential: specified by the State) that resident
or her life in the facility that are {xi) Rehabilitation p L undar this paragraph be
significant to the resident. (xii) Cognitive status: and conducted and certified by individuals
! (xiii) Drug therapy. who are independent of the [acility and
_ (@) Level B requirement: B It (w““ who are spproved by the State.
has the viahe w_ﬂf necds. A ) F must be (d} Leve! 8 requirement:
(1) Reside and recei conducted— Comprehensive care plans. (1} The
fa c:lny with re bl" scrvices Ln the (i) For individuals admitted on or after facility must develop s comprehensive
m‘”‘“ﬂ" accommodation {;f.[:mv;. d“:!‘t,:: Wm:]d..uonlfnq later care plm lor e,ch resident that im:J'udu
"‘°'" when tha health or safety of the i) For ndividuals admitied an of meet & resdants madical nursing and
individusl or other residents would be iey October 1. 1080, o0 Iater than ¢ piychosocial needs that ers identified In
2R In notice before the days sfter the dste of admission; the comprehensive assessment.

(2 A zomprehensive care plan must
be—
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th.f‘ndﬁlymilm.wlh

(1) In making appointments: and

practitioner ing i
of vision or buﬂu impairment or the
officecia

professional specializing in
.prfwu‘ionaolvluiunmbelm

ll)Develnped-ith7dnndh {A) Because of the physical lnd
mental condition of the individual, the
um-mnt lndnv‘ldulnqnmlhlnelohnﬂm
(ii) by an interdiaciph ided by & Incility: and
team, that effective October 1. 1900, (B)lﬂhlindhnd requires such
incl di a level of services, the individual requires
i d nurse with ibility for active treatment for mental retardation.
the dent. and (2) Definition. For of this
in disciplines as determined by
resident’s needs, and the (i) An individua! is considered to have
participation of the resident, the

“menta illness" if the individual has &
primary or secondary diagnosis of
mental disorder (as defined in the
Diagnoclic and Statistical Manual of
tal Disorders, 3rd edition) and does

(c) Level B requirement: heuun
sores. Based oa the
assessment of a resident, the facility
must ensure that—

{1} A resident who enters the facility

each assessment. notblnnpnmq of without pressure sores does not deve!
b(:l)n'l‘lfﬂdl;ﬂiul, ided or arranged fis (includin ;"' r's disease mt«unluﬂlitlmll\ndnl'h’p
Yy acility must— or a rels! isorder] clinical condition demonstrates that
(i}lly' nsmfm-l standards of (it} An individual i n:' e;-idmd b}: they were unavoidable; and
quality: A resident baving pesssure seres
(ii) Ba provided by quati 1t ded or & person with & nga)'vummmud
with each dent’s related condition as n@2CFR top bealing, prevint
w?(;mdm 435.1008. infection and prevent new soces from
@] requirement: N developing.
summary. When the facility anticipetes :.“:’ Lovet A rogquirament: Quatty of (d) Leve! B requirement: Urinary
discharce o0 -“"*‘. Eld!ndﬁ!lnutl}ui'ndh vnunu:n.:".lhlu::l:ty
(DA lation of the resident’s = '%wmﬁm must enswre that—
“.(g;Annnl of ! maintain the kighest possible mestal bmmtw“ te ot
tatus to Include itess tn a | Sodphysicalh ] status, s and
;b)(;).onhhm-thﬂudth :;-:xl?ﬂﬂ;no}mhch muchnarmnlbllddum:
Svihoized perases s agracies s | Tesident mus recsive and the acily (2) A resident who entars the facility
lhaconmlohhmidmlwkvl must provide the necessery care and without an indwelling catheter is not
representative: and’ services to attain oe maintain the highest theterized unless the resident’s
f’) A boat practicable physical. mental, and on res
po. -dhchlrp plan of care I;n.l peychosocial mll being. in sccordance dinu:al a.ndlﬁm mu that
rul:da.r:l‘ nn:}i“ hh of her whh:' ;T.‘: d'hm and A rendznl who is lneomin'nl of
will assist the resident to adjust to his or Level B i & Activities bladder
b WA IS n S5 g Bt e 7 nd e el sy
ofa d
screning for mentally ill mdnndmb normal bladder function as possible.
o s wih s e tes o} vl & cueret Aoy
nursing ty must oot admit, 00 of daily living do not n],. motion. Based on lhzj comprehensive
or ,;wr'lmz-ry 1. 1989, any new of the individual's clinical o&: the facility
resident i must ensure =
(i) Mental ilincss ss defined in ”_nwﬁmm&"ﬁﬁ el hmitution (1) A resident who enters the lacility
f;- Sulshﬂﬁ‘mw authority has enl‘; .Tm“,.w.; ;m:v:lhe::.:;:c'rmdln range :7“
determined, based on an independent @ Bathe. and am motion unless the resident’s clinical
. ] evaluats {ii) Transfer and
:::l::g.:nd by & person or -:t: other ?“} ;::;hid in runge of motion is umle:ld-blr and
v 3
than the State ments] health authority. (‘q To u:. speech. language o other (2) A resident with a limited range of
prior to admission, whether— functionu} icatl motion and/or receives appropriate

(A) Because of the physical and
mental condition of the individual. the
individual requires the leval of services
provided by a nursing facility; and

(B) If the individual mqnins udi
level of services, the i

{2) A resident is given !h-‘awmwhlo
treatment and services to maintain or

treatment and scrvices lo incrcase range
of motion to prevent further decrease in

paragraph (f){2){li) of this section, unless
the s_un mental retardation or

d prioe to ad
whether—

improve his or her abilities specified in range of motion.
P h (a)(1) of this section: and D) Level B requirement: Psychosocial
(3) A resident who i unable to carry  functioning. Based on the
out i daily living the ofs d
nemurymlominmnpod the facility must ensure that—
: ] and (1) A resident who displays
oral hygiene. p-ydlonodll ldluunznl dn!ﬁmlly.
(h] l.cvel B requirement: Vuwa and
ng To mmn that receive to achieve as much
mver -
to maintain vision lnd hearing abilities,  possible: and



(2) A resident whou assessment did
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€3] Anu‘xychoucblm Bned ona

not reveal & p
difficulty does not display s pattern of
decreased social interaction and/or
increased withdrawn, angry. or
depressive behaviors, unless the
resident’s clinical condition
demonstrates that such a pattern was
unavoidable,

(g) Level B requirement: Naco-ganlnr:

the (ldhty must ensure lhal—

(i) Ry.ﬁchmu wbo:;dn not u;id
antipsychotic drugs are not given
these drugs unless antipsychotic drug
therapy is necessary lo treat a rpedm:
condition: and

(i) Resid: who use
d.rugs receive gndu-l don nductions.
drug b

tubes. Based on the
assessment of a resident, the facility
must ensure that—

(1) A resident who has been able to
eat enough alone or with assistance is
not fed by naso-gastric tube unless the
rzndem ‘s clinical condition

that use of & gastri
tube was unavoidable: and

(2) A resident who is fed by a naso-
gastric or gastrostomy tube receives the
appropriate treatment and urvim m
prevunt i

abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal
feeding function.

(h) Leve! B requirement: Accidents.
The facility must ensure that—

{1) The resident environment remains
as free of accident hazards as is
possible: and

(2) Each resident receives adeguats
supervision and assistive devices to
prevent accidents.

(i) Level B requirement: Nutrition.
Based on a resident’s comprehensive
assessment. the facility must ensure that
] reddnnl—-

1M ble p
of nutritional status, such as body
weight and protein levels, unless the
resident's clinical condition
d::wmu-nm thet this is not possible;
an

(2) Receives a therapeutic diet when
there is a nutritional problem.

(i) Level B requirement: Hydration.
The [acility must provide each resident
with sufficient fluid intake to maintain
proper hydration and health.

(k) Leve! B requirement: Special
needs. The {acility must ensure that
residents receive proper treatment and
care for the following special services:

{1) Injections;

{2) Parenters! and enterul fluids;

(3) Colostomy, ursterostomy or
ileostomy care;

(4) Tracheostomy care:

(8) Tracheal suctioning

hali

unl eas clinicall
contraindicated in an effort to
discontinue these drugs.

{m) Level B mquirement- Medication
Errors. The facility must ensure that—

{1) It s free of significant medication
error rates; and

(2) Residents are free of any
significant medicstion errors.




Improving

the Quality of

Care in e
INursin:

Homes

Committee on Nursing Home Regulation

Institute of Medicine

EXCERPTS ON QUALIYY OF CARE AND ASSESCNENY

Pp. 45 - 67 “"Concepts of Quality, Quality
Asseasment and Quality Assurance®

L ] Regulatory Criteria

Pp. 74 - 77 Renident Assessment

Pp. 378-388 Key Indicators of Quality Care

NATIONAL ACADEMY PRESS
Washington, D.C. 1986

2

Concepts of Quality, Quality
Assessment, and Quality

Assurance

This chapter discusscs thrce basic concepts: (1) what
is meant by quality of care and quality of lifc in nursing
homes; (2) what is known about the techniquces available
for quality assessment--that is, for determining how good
the quality of care and quality of lifc arc in 8 nursing
home; and (3) how these concepts should affect the design
of a rcgulatory system that would effectively ensure that
nursing homes provide care of acceptable quality.

The discussions in the chapters that follow presume
understanding of these concepts.

QUALITY OF CARE IN NURSING HOMES

The attributes of quality in nursing homes arc very
different from those in acute medical care settings such
as hospitals. The differences stem from the character-
istics of the residents of nursing homes, their care
needs, the circumstances and settings in which the carc is
provided, the expected outcomes, and the fact that for
many residents the nursing home is their home, not
merely a temporary abode in which they are being treated
for a medical problem. Thus, quality of life is very

435
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important for its own sake (that is, as an outcome goal)
and because it is intimatcly related to quality of care in
nursing homes.

Characteristics of the Residents

According to the 1977 National Nursing Home
Survey,’ 70 percent of nursing home residents were
75 years of age or older, about 70 percent were women,
only 12 percent had a living spouse, and they had a wide
range of physical, emotional, and cognitive disabilities.
Nursing home residents differ in their social circum-
stances comparcd with noninstitutionalized persons of the
same age group. Thirtcen percent of residents had no
visitors in thc coursc of a yecar, but about 62 percent had
visits from family or others on a daily or weckly basis.
Nursing home recsidents are disproportionately single,
widowed, and childlcss, and they are poorcr than the
cidcriy population in general.? These data are
important because of the links that have been shown to
exist between social support and hcalth service nceds and
outcomes.>

Residents fall into two broad categorics classified by
lcngth of stay. Thc largest group, the "long stayers,"
consists of thosc who arc no longer ablce to live outside
of institutions and who gencrally reside in the nursing
home for many months or years, often until they dic. The
second group, the "short stayers,” generally comes from
hospitals and will be discharged home or will dic in a
fairly short pcriod of timc.

Care Needs

Nursing home residents vary in the amount and types of
carc they require as well as in their lengths of stay.
Many of the "short stayers® require intensive nursing and
rchabititative scrvices. For these, the goal of nursing
home carc is rchabilitation and discharge home. Some ar¢
rehabilitated and discharged; some dic cither in the
nursing homc or shortly aftcr discharge. The "long
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stayers” prescnt a spectrum of care requirements, ranging
from thosc who are rclatively indcpendent and require onl
modcst amounts of carc to thosc who are physically very Y
disntzlcd. m_cnlnlly impaired, and incontinent and who
require assistance in all activitics of daily living
(AD!.). _ln a special study commissioned by the committce
|ong|tudn3al data dcrived from monthly assessments of all'
residents in 107 nursing homes in 11 states and the
Distticl of Columbia were analyzed.® In these
nursing homes, about 63 percent of new residents cither
died or were discharged within 3 months of admission.
That is, a substantial proportion of persons admitted to
(!.c nursing homes stayed (or a relatively short period of
time. But those who remain in the homes for long stays
account for most of the resident bed-days. About 70
percent of al! residents in bed on a particular day in all
of tl}csc nursing homes were still alive and in the same
nursing home 18 months later. On the basis of standard

; ents of all residents and a standard way of
csumatm's nuping time required per day, the residents on
any da).' in this set of nursing homes fell into three broad
categories: 10.8 pcrcent required little care (40 to 60
minutes per day); 48.9 percent required "medium® care (61
10 134 minutes per day) and 40.3 percent required “heavy®
care (135 to 268 minutes per day).

The Care Setting

_Nur§mg home carc is both a trcatment and a living
::’lunuon. 1t encompasses both the health carc and social
: Dp?r.t scrv:cc§ pr?v.ldcd to individuals with chronic

onditions or disabilitics and the environment in which

::e\)"'hl!v:.' Nurfing homc§ are "total institutions”

sont a“l: care-givers, pnrhc'ulnrly nurse's aides, repre-

midcnarge part of the spcmllworld of nursing home

-'miv':'“ %nd co'nt.rol their daily schedules and

m itics,™ This is thc. total cnvironment for

“ayy‘:’:{rsmg home residents for the duration of their

e ich may be several years. As a result, defi-
cies in medical or nursing care or in housckeeping
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or dictary services, which could perhaps be tolerated
during a brief hospital stay, become intolcrable and
harmful to well-being when they are part of an indi-
vidual's day-to-day life over a fonger period.

The physical, psychosocial, and environmental
circumstances and outcome expectations of nursing home
residents distinguish the goals of nursing home care from
those of acute mcdical care. In acute care, treatment
goals are based on medical diagnosis. In nursing homes,
the care goals are based on physical and psychosocial
asscssment. They focus on restoration, maintenance or
slowing of the loss of function, and on alleviation of
discomfort and pain.!

Requirements for High-Quality Care

The characteristics of nursing home residents, their
care needs, and the care setting underlic the three
central requirements for providing high-quality nursing
home care: (1) a competently conducted, comprehensive
assessment of cach resident; (2) development of a
treatment plan that intcgrates the contributions of alt
the relevant nursing home staff, based on the assessment
findings; and (3) properly coordinated, competent, and
conscientious execution of all aspects of the treatment
plan. The assessments should be repeated periodically and
the trcatment plan adjusted accordingly.

Most nursing home residents suffer from various medical
problems, and accurate, careful medical diagnosis and
problcm identification are very important. But a major
determinant of care goals in nursing homes is functional
status, that is, the ability of the individual to perform
the activitics of daily living (bathing, dressing,
toilcting, transfcr, feeding, and continence). !

Functional status is a sociobiologic construct that can
be used to indicate the existence of chronic conditions
and to objectively measure their severity. It also can be
uscd to determine scrvice needs and outcomes resulting
from scrvice use among homogenous groups of patients, For
example, the Index of Activities of Daily Living, or its
variants, has been used to study chronically ill
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people, including those with hip fracture, cercbral
infarction, multiple sclerosis, paraplegia, quadriplegia,
rheumatoid arthritis, and other chronic conditions among
institutionalized and noninstitutionalized people.}3 10

The importance of functional status in predicting
outcomes is also suggested by studics that were designed
to measure the relationship between process and outcome
measures of quality carc. Thosc studics found residents’
initial functional status to be the best predictor of
health care outcomes. >

Menta) status also predicts disability levels and
service needs among nursing home residents.?>?* An
estimated 50 to 66 percent of nursing home residents have
some type of mental or behavioral problem.™™ A
substantial amount is attributable to senilc dementia of
various types, but depression and psychosis also are
prevalent. In part, this is attributable to the massive
discharges of patients from state mental hospitals during
the 1970s. During that period, the number of clderly
persons in mental hospitals decrcased by about 40 percent,
white the mentally ill in nursing homes increascd by over
100 percent.3”

Although the elderly suffer from disorders that affect
younger persons (for example, ncuroses, alcoholism,
schizophrenia), the two most frequent diagnoses among
those in nursing homes are depression and intellectual
impairment (organic brain syndrome, confusional states,
dementia, and so on).?® Contrary to the beliefs of
many health professionals, age per se is no bar to
effective psychiatric treatment. This is particularly
true for depression®®

Planning and Providing Care

The initial comprehensive assessment of a resident
should include the resident’s functional status, medical
and dcntal conditions and nceds, mentat and cmotional
status, social interactions and support, pcrsonal activity
preferences, and [inancial circumstances. This entails a
team effort involving, at @ minimum, a nurse, a physician,
a social worker, and a physical therapist. The knowicdge
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and specialized skills of other professionals, such as
dentists, psychologists, audiologists, spcech therapists,
occupational therapists, and podiatrists, should be drawn
on as nceded. Asscssments must be recorded in such a way
in the resident’s medical records that they can be
undcrstood and uscd by all staff responsible for providing
carc--including nurse's aides.

The plan of carc dcveloped to mect the resident’s needs
requires participation by all professional staff in the
nursing home because there is almost no aspect of care
that is the exclusive domain of one professional group or
another. Physicians nced to know from nursing staff the
effectiveness of efforts to deal with depressed paticnts
and whether drugs should be adjusted in dosage or the
regimen altered; nurse's aides nced to be instructed on
specific rehabilitation efforts--such as range-of-motion
exerciscs--that should be incorporated as part of the ADL
support provided to residents; staff in the recreation
department nced to know that a close watch is being kept
on certain residents for the side elffects of drugs.

Clear, casily understood records are cssential to carry

out such coordinated care because there is scldom time for
mectings to sharc all of the necessary information,
Morcover, stalf on duty cvenings and weekends have to rely
on records to make critical decisions.

In sum, long-tcrm carc is directed primarily at
reticving conditions that result from chronic physical or
mental disorders or the chronic alter-clfects of acute
disordcrs. Equally important is relicl of pain and
discomfort. Asscssing functional competence or impairment
gives direct information about these conditions, which is
nceded for care planning.

Chronic conditions generally require restorative or
maintenance services with an emphasis on attaining small
improvcments or preventing unduc decline, rather than the
intensive efforts of acute medicine that usually aim for
curcs, remissions, or other substantial improvements.

Many residents in nursing homes will remain there for
long periods, often until dcath. Their well-being is
affected by the environment, by the quality of the
medical/nursing and social support scrvices they receive,
and by thc naturc of their health problems.
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QUALITY OF LIFE

The quality of life cxpericnced by anyone is related to
that person’s sense ol well-being, level of satisfaction
with life, and'fecling of scif-worth and sclf-
esteem. 33! For nursing home residents this in-
cludes a basic scnse of satisfaction with oncself, the
cavironment, the care reccived, the accomrlishmcnl of
desired goals, and control over one's life.3 For
instance, a resident’s quality of lifc is cnhanced by
closc rclationships and mcaningful-interchange with
others, an cnvironment supporting independcence and
incorporating pcrsonal belongings, and the opportunity to
exercise rcasonable control over life decisions.
Opportunitics for choice arc nccessarily somewhat limited
in a nursing home, but (hcx nced not be as limited as they
arc in some nursing homes.>® Participation in care
planning is enc important aspect of personal autonomy.
But cven such scemingly small choices as mealtimes,
activitics, clothing, or times to risc and rctirc greatly
cnhance the sense of personal control that lcads to a
sense of well-being. Lack of privacy for visits with
family and fricnds, for medical trecatment, and for
personal solitude contributes to lack of sclf-¢csteem.
Opportunitics to cngage in religious, political, civic,
recreational, or other social activitics foster a scnse of
worth. The quality and varicty of food arc often cited as
some of the most important attributes of quality from the
resident’s perspective.®™ Quality of life also
includes such life circumstances as personal asscts,
financial security, physical and mental health, personal
salety, and sccurity of onc's posscssions.>®"

Many aspccts of nursing home lifc that affect a
resident's perceptions of quality of life--and therclore,
sense of well-being--are intimately intcrtwined with
quality of carc. This is cvident in the findings of a
study conducted during 1984-1985 by the National Citizens®
Coalition for Nursing Home Reform.®* The study was
designed to obtain nursing home residents’ views on
Q}lnlity of care. Its findings are based on a serics of
discussions held in 15 cities involving 455 residents from
more than a hundred nursing homes. The sample of
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residents was drawn from a group who volunteered to be in
the study, who were able to attcnd three meetings outside
of their own facility, and who were able to participate
actively in group discussions.

The highest importance was attachcd by residents to the
qualifications, competence, attitudcs, and feclings of
staff, and the quality of the intcractions among staff and
residents. This follows from the circumstance that 80 to
90 percent of the carc is provided by nurse's aides and
the quality of their interactions with the residents--how
helpful, how friendly, how competent, how cheerful they
arc and how much they trcat each resident as a person
worthy of dignity and respect--makes a big difference in
the quality of a resident’s life.

Success in improving function and greater independence
arc associated with enhanced sense of well-being.”

A number of writers have stated that, because the major
concern of quality of care is with improving or
maintaining lunction, care should routincly incorporate
rchabilitation exercises. This mcans reliance on nurse’s
aidcs to sce that these cxcrciscs are donc as prescribed.
There are indications that some functional impairments in
the clderly may be the result of inactivity and disusc and
that even very clderly residents respond to rehabilitation
exercises. 342

Conflicts of valucs and cthics arc inherent in nursing
home carc--lfor cxample, conflicts between care
requirements, as judged by profcssionals, and the rights
and preferences of the resident. Should a very old,
perhaps mildly demented resident, who is not legally
incompetent and who declines to cat, be fed by naso-
gastric tube cven if he strongly objects to it? What
about rcsidents who degline to take medication or other
treatments prescribed to manage their chronic discase?
Should dictary prelerences of a resident override
adherence to a medically preseribed dictary regimen?
Should a frail, unstcady rcsident with ostcoporosis, who
insists on walking by hersclf, be permittcd to walk around
uncscorted cven though there is a substantial risk that
she will fall and suffcr a hip fracture?
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The quality of mcdical and nursing care provided, the
way it is provided, the quality of the intcraction between
staff and residents, the range of scrvices and amcnitics
available to residents and their ability to make personal
choices and to influcnce the range of choices, and the
facility’s ambiancc--all affcct residents’ functional,
physical, and mcntal health status (objective well-being)
and subjective well-being. Subjective well-being includes
such factors as the extent of dcpression-demoralization,
satisfaction-dissatisfaction, abscnce of discomfort-pain.
For the very sick and disabled, the quality of the carc
and the way it is provided arc probably the most
significant contributors to well-being.

QUALITY ASSESSMENT CRITERIA

The widcly accepted criteria used in assessing medical
care quality can be used [or assessing quality of nursing
home care. They have structural, process, and outcome
components.

Structure

Structure refers to the health care facility's or
provider's capacity to provide good-quality care.
Structural criteria include the training, experience, and
mfmbcr of the carc-givers; the organizational arrangements
within which they function; the safety and appropriatencss
of the environment; and the adequacy and appropriatencss
of the equipment and other available technology.
Structural factors are rclatively casy to assess, although
dctfzrmining what technology, cquipment, staff qualifi-
cations and numbcrs, and organizational arrangements arc
necessary to provide good medical carc is a matter of pro-
fcssnonal judgment and subject to change as new knowledge
1S acquired and new technology developed. Morcover, struc-
lural_ factors have only a potcntial relationship to
Quality: the availability ol the capacity to provide good
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carc does not mean that good care is delivered.®®

The use of structural criteria to assess quality of care

in nursing homes is based on the assumption that such
criteria represent necessary, although minimal, conditions
associated with acceptable levels of resident care
services and outcomes.** The evidence to support

this assumption is mixed. Studies on the finkages between
structural measures and the process of care in nursing
homes have not found them to be strong.*~4® But there
is evidence that environmental circumstances influence
personal well-being3249%! Environments that

foster autonomy, integration, and personalized care
promote better morale, life satisfaction, and
:1djuslmt:ntA”"s They also have positive effects on

staff attitudes and behavior.

There also is evidence that, in some circumstances,
structural criteria directly affect the process of care.
One study that investigated the use of psychotropic drugs
in nursing homes found that staff-to-resident ratios are
associated with rates of use of such drugs. That is,
understaffed facilities may make excessive use of
antipsychotic drugs to substitute for inadequate numbers
of nursing staff.’® Morcover, in such areas as life
safety codes, structural measures of quality ctearly
predict outcomes. ? In general, however, structural
capacity, the care actually provided, and the outcomes of
care arc not always associated. Although the capacity to
provide care may exist, it may not be used appropriately,
or not be applied i~ sufficient quantity or with adequate
skitl.

Process
Process criteria assume that quality is related to the

services provided, how they arc provided, and the
resources used in doing so. Somc studics conducted on

relationships between process measures and resident 02257
outcomes in nursing homes have yiclded mixed findings, .

but a fcw have shown positive rclationships under certain
circumsl:mccs.“"m'Go (The studics vary in scientific
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quality; many are descriptive rather than controlled.)
Thesc recent studies, and professional ¢xpericnec suégcst
that process measurcs should not be ignored. If c‘are
rclalc.d to improving function is neglccted (for cxample
excrcises to avoid contracturcs, bed positioning to avoid'
bed sorcs)a residents’ quality of life is affected
adversely.®

Outcomes

Outcomc_s arc changes in a resident's functional or
psycl.msocml health that are associated with the care
provided. Qutcome measures of care have received a great
deal of attention as the most direct way to approach the
assurance of quality in long-term care. Proponents argue
that a.focus on outcomes avoids arguments about
effectiveness of structure and process factors by fetting
the results, resident outcomes, speak for themselves. The
use Pl' outcomes allows providers flexibility in dcle.r-
mining the most cost-effective means of achieving specific
oulcomhes. an imqormnt consideration in “low-technology"
gzgzi;cisaégzbstxtutlon of personnel and technique seems

'ijo'kinds of outcomes are measured: subjective and
objective. For nursing home residents, the subjective
components may include a basic sense of satisfaction with
ongsclf a'nd one’s environment and the level of
satisfaction w.ith.a range of aspects of nursing home
::rc. The ObjCCllV.C componcnts of outcome include such

Smgs as changes in functional and mental status.
lon:lf:;(::tcomcs have been 1:]cl'incd and measured in
s becnc::";‘ l;or example, (ehabi!italion outcomes
Simeieen § : icd, as have patient discharge rates 24893
individon ave associated particular attributcs of
iﬂlCIIcctuj :’o ranges of outcomes, Social isolation and
death 6008 Hecllmt: have been linked with premature
ang “-) bchavFa %l;'ssggaus has been tied to morale
and fine outlor. And cxpected intermediate
specit, comes have been studicd for a number of

Ic conditions such as stroke and hip fracture,'871°73
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In sum, for quality assurance purposes, structural,
process, and outcome criteria can contribute uscful,
complcmentary information for assessing the quality of
car¢ and the well-being of nursing home residents.

ASSESSING QUALITY OF CARE

The development and use of valid and reliable
instruments to mcasure quality of care are critically
important to quality assurance and to rcgulation.
Morcover, good mecasurement has strong positive effects on
the planning and provision of care. The practices of the
regulatory system and of the nursing home industry in
gencral have not been up to the state of the art for some
time.

Much research has becn devoted to this question in
recent years. For cxample, about 15 years ago the Public
Hcalth Service supported rescarch to develop a uniform
terminology with which to describe residents’ nceds. An
important result of this effort was the "Patient
Classification for Long-Term Care,” a collaborative effort
of four rescarch groups published in 19737 1In
1980 the Technical Consultant Panel on the Long-Term
Hcalth Carc Data Set of the National Committee on Vital
and Health Statistics recommended that all public and
voluntary reporting systems (or long-term health care
clients and scrvices collect a minimum set of information
to cstablish standard mcasurcments, definitions, and
classifications lor long-term care.

The information nceds of the patient classification
systcm and the minimum data sct are similar and include
sociodcmographic items, functional competency/impairment,
intellectual impairment/behavioral problems, and medical
status. This and other information relevant to quatity
assurance, such as indicators of subjective well-being,
must be obtaincd through valid and reliable data
collection instruments.
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Functional Competency/Impairment

This is defined in terms of discrete task performance in
independently transferring, ambulating or wheeling,
dressing, toileting, bathing, eating, and grooming. Other
tasks also can be tested and the details of performance
and assistance added. There is now wide agrecment that a
number of retatively bricf assessment instruments and
procedures can be uscd reliably by traincd professionals
from various disciplines. These instruments have been
tested extensively for validity and reliability. More
importantly, they can be used rcliably by traincd
nonprofessionals. The following arc examples:

1. The Katz Indcx of Activitics of Daily Living
provides rating scales of six functions: bathing,
dressing, going to the toilet, transferring from bed to
chair, continence, and fccding.

2. The Barthel Index provides scores on sclf-care
abilities.

3. The Kenny ScIf-Carc Evaluation is uscd to measure
functional ability in 17 activitics that fall into 6
functional impairment categories: bed activitics,
transfers, locomotion, personal hygiene, dressing, and
feeding.’b The instrument has been lound to
successfull; predict rehabilitation and the timing of
discharge.”

4. Linn’s Rapid Disability Scale includes 16 ADL and
rclated items that are scored according to severity or
frequency of occurrence. Predictive validity has been
demonstrated for physicians® prognoscs, length of stay,
and 6-month mortality.”® Intcrrater reliability and
test/retest reliability are high.

A number of states are using resident classification
instruments that predict service use and nursing home
cost. West Virginia assesses residents for dependency in
functional impairment on the basis of 1§ catcgorics of
service necd, and Ohio on the basis of 14
categories.”™ The Resource Utilization Groups
(RUGS) classification system,® which will be used
to establish Medicaid reimbursement rates in New York
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state,®! categorizes residents into five clinically

distinct and statistically different groups on the basis
of the resources used to meet resident service needs.
Each clinical group is further divided by an ADL index
score into subgroups distinguished by level of physical
functioning.

Instruments also have been developed by nursing home
chains for purposes of rate setting and internal quality
assurance. For example, the Patient Care Profile System
assesses functional impairment in personal hygiene,
bathing, dressing, mobility, eating, and positioning, as
well as the presence of incontinence and decubitus ulcers,
and the need for skilled procedures and restorative
nursing. This system is being installed in over 300
Hillhaven Corporation nursing homes.®® The National
Health Corporation has developed the Patient Assessment
Computerized system® to collect standardized
information on functional impairment in the areas of
walking, ADL, bladder and bowel continence, decubitus
ulcers, special senses, communication, orientation, and
behavior. Reliability is measured by quarterly audits of
a 10 percent sample of residents® forms by nurse
consultants. The state of Montana uses this instrument to
obtain casc-mix information for use in its Medicaid
payment determinations.

These and other instruments (only a few have been
mentioned) are uselul for quality assurance because they
make it possible to rcliably identify residents who have
similar characteristics--that is, similar levels of
disability, need for personal assistance and nursing,
likelihood of discharge, chance of recovery, and risk of
mortality. By collecting the same assessment data on the
same residents at regular intervals, longitudinal data on
the distribution of outcomes for residents with similar
characteristics can be obtained.

Infellectual Impairment/Behavioral Problems
Among nursing home residents, this debility usually

occurs as dementia of the Alzhcimer’s or multi-infarct
type. It can be assesscd with brief interview techniques
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that are reliable in the hands of both trained
professionals, such as nurses and social workers, and
trained nonprofessionals. For example,

1. The Mental Status Questionnaire has been used widely
in geriatric research and practice.®®® It con-
sists of 10 short questions testing cognitive function
that have been correlated with clinical diagnosis of
organic brain syndrome. It has demonstrated high
reliability and can be administered without extensive
training. The Philadelphia Geriatric Center Mental Status
Questionnaire is an extension of the Mental Status
Questionnaire and includes items that are sensitive to the
specific situation of nursing home residents.

2. The Mini-Mental State Examination measures cognitive’
functioning using items similar to those of a clinical
mental-state cxamination.”” External validity has
been demonstrated on the basis of clinical assessments of
the presence/absence of cognitive disorder.

3. The Comprehensive A t and Referral Evaluation
Instrument (CARE), which includes the Geriatric Mentatl
Status Schedule, is designed to replicate clinical
judgments among community and institutional
populations.™ Instrument reliability and validity
have been tested in various ways.

The information obtained from these instruments and
others makes it possible to place residents into
comparable groups with defined characteristics such as
probability of being intellectually incapacitated
(demented), needing special investigations, having a
behavior problem {such as wandering), requiring
supervision, progressively deteriorating, and dying. The
Mmeasurements are repcatable. Additional information, such
as duration and course, increases the relevance to quality
assurance.

Corresponding evidence exists for other key content
areas. Subjective well-being (demoralization-depression;
dlssatisfaction-complaints) has been measured and
associated with social functioning, physical health
Status, mental status, and activity levels,5029.90
Standardized instruments have been used to assess
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residents’ satisfaction with nursing home care and
relationships between satisfaction and nursing home
characteristics.8319? Behavior problems have been
described, measured, and associated with specific service
intcrventions as a part of nursing home management systems
(for example, the National Health Corporation’s Patient
Asscssment Computerized system) and in research
studics. %

PERSPECTIVE ON QUALITY ASSURANCE

At the most general level, quality assurance is a
mechanism or process for promoting excellence in the
performance of scrvices or the production of goods. It
entails

e specification of criteria and standards of
performance quality,

e collection of accurate information about the quality
of current performance,

® comparison with information on desired or acceptable
standards of performance,

@ analysis of the reasons for the differences between
actual performance and desired standards of performance
and determination of what needs to be done to eliminate
these differences,

e adoption of the changes necessary to eliminate the
differences between current performance and desired
standards of performance,

@ repeated collection of information to monitor the
extent to which resolution of differences is taking place,
and

@ periodic iterations of these linked steps.

Quality assurance--or quality control--is gencrally
practiced with varying degrees of formality by providers
of scrvices and producers of goods, by consumers and
clients, and by government rcgulatory authorities. In the
nursing home industry, the main rcliance has been on
government regulation, but a significant responsibility
for quality assurance rests on the nursing homes
themselves. Other factors affecting quality in nursing
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homes arc important. They include the role of consumer
advocacy groups (including ombudsmen), industry sclf-
regulatory efforts (including accreditation), and cfforts
to increase the professional standards and training of
administrators and other staff. These factors are
discussed in Chapter 6.

INTERPRETING AND USING INFORMATION
FOR QUALITY ASSURANCE

Measurement of Care Quality

In long-term care, there arc areas where the medical
needs of a subpopulation can be defined and the outcomes
of care measured. Many measures uscd in gencral medical
practice may be used in long-term-care scttings:
reduction in the blood pressure of hypertensives;
rcd}xclion in pain and improvement in functional status of
patients with angina; visual improvement for paticnts with
cataracts; restoration of function and reduction of pain
in patients requiring hip replacement.

Measures of cffectiveness of care quality more specific
to nursing homes include the level of restoration of
function following such events as hip fractures and new
strokes, infection rates in residents with indwelling
cathe}crs, skin breakdown in at-risk bedridden residents,
and improvements in mood in depressed residents.

The choice of measure lor evaluating quality of care
depends not only on the innate value of that measure but
on lh.e context of its usc as well. A measurement device
that js satisfactory for a large-scale research project
may Pc too expensive, too lengthy, or require too much
lraml.ng for regulatory purposes. Similarly, the nature
and size of the target population must be considered.
Restoration of function after hip replacement may be a
very effective measurement of care quality when applied to
an acute rchabilitation facility associated with an active
onhopc_dic referral center, but it would be completely
usclgss in measuring the effectiveness of rehabilitation
;ﬁrV|ces in a small nursing home in which only onc or two
dle. are repla'ced per year. Many of the measuring
evices described here have limited applicabitity for
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regulatory purposes because the numbers of residents with
¢ven a common condition will be small within a single
nursing home.

Mcasurement for rcgulatory purposes must be clear-cut
and rcliable. Both the regulated and the regulators must
be able to understand casily what is being measured and
why it is being used for regulatory purposes.
Disagrecements about a particular measurement must be
capablc of arbitration. The application of regulatory
quality mcasurcs must be satisfactory as legal evidence in
court.

The kinds of outcomes that have been suggested for use
as a part of the regulatory process are mostly avoidable
cvents that can occur across a fairly large subset of the
population if care is insufficient: decubitus ulcers in
the bedridden and catheter-induced infections are two
examples. Others are discussed in Appendix F.

Standards

Interpreting information on the structure, process, or
outcome of care in order to evaluate quality of care and
well-being requires comparison with some standards of
rcference. Relative quality is more readily assessed than
absolute quality. The standards of reference are specific
to a given condition or circumstance since the definition
of good care.or a good outcome may vary with the
particular circumstance or condition. Thus, when
comparing an obscrved level of care with a given standard
(for cxample, from institutions performing at a level
above an agreed percentile of performance), the comparison
must be made between residents with comparable conditions,
or, when making group comparisons, between groups with
comparable conditions.

Standards may be constructed on the basis of
professional experience and judgment, as reflected in
professional practice norms or standards, or by comparison
with information that can be cotlected under defined
circumstances:
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o from institutions judged to be exemplary,

e from the same institution at an earlicr point in
time, or

o from the same or othcr institutions under varying
conditions.

These standards (professional judgment and systematic
comparisons) are not mutually exclusive. Profcssional
judgment is informed by more systematic comparisons. It
also may be necessary when systematic comparison data are
not available. But systematic comparisons have the major
advantage of objectivity and can be refined over time.
Valid comparisons require that the information be
collected uniformtly and reliably and on a large scale.

Also, the standards must be reviewed periodically and
revised to keep them up to date.

Case Mix

Case-mix stratification entails grouping residents
according to a select number of their characteristics
(age, sex, functional status, mental status, and so on)
and needs for services. Measurements of functional
impairment, intetlectual impairment, and subjective
well-being, all of which predict needs for care, can be
used to define case-mix reference groups. Thus the care
given, as well as the changes in resident well-being
associated with the carce given, can be measured and
cvaluated for groups of residents with similar care nceds.

Case mix is essential for measuring outcomes. The
outcomes of care can be mcasurcd by changes in the health
and functional status of residents. A study conducted by
Jpncs and colleagues in Massachusetts in the carly 1970s
first demonstrated the feasibility of this approach to
Quality assessment in long-term care.%® Outcomes
a]so can be related to groups in which members have
Slm.ilar expected outcomes. A scries of studies of
tesidents of "high-quality” nursing homes has been
undertaken by Kane in an attempt to link nursing home
Payment to resident outcomes and nursing home
costs > Daua collected on residents included a
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broad set of functional aspects covering Six domains:
physical, [unctional (ADL), cognitive, alfective, social,
and satisfaction, with mcasurements made at 3-month
intervals. The study introduccd the concept of
“prognostic adjustment factor” {PAF) as an outcome
measurement of quality of ‘care. The PAF reflects the
extent to which the actual outcome of care exceeds or
falls short of an expected level. The system is based on
resident data that are used 1o generate a predicted course
for the resident based on the cxperience of similar
residents: the resident gets better, stays the same, or
gets worse. Comparing the actual status of the resident
with the predicted status after a suitable period of time
gives the PAF for that resident over that time interval.
Morris and collcagues did a longitudinal analysis of a
multi-year data set on the residents of 107 facilities
tocated in 11 states and the District of Columbia. The
data were obtained from the National Health Corporation
and the state of Montana.® The authors developed a
resident classification scheme differentiating among ma jor
categories of residents, classified by physical and mental
functioning domains and carc requirements. These
characteristics were measured against a range of
indicators that have quality-of-life implications,
including ADL, communication, behavior, activitics,
outside contacts, family contacts, and dccubitis ulcers.
New admissions and current residents were studicd over
1 year and the changes in these quality-of-life-related
indicators, controlling for case mix, were shown. The
study shows the powcrful potential for monitoring outcomcs
and establishing standards that this type ol data--
collected regularly--can provide.

Standard Instruments

The usc of standard instruments incrcases the power of
interpreting and using information for quality assurance
purposes. Standard information is nccessary to make
comparisons across institutions, which can fcad to
industrywide reference standards against which nursing
homes can be evaluated for quality assurance purposcs.
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Such instruments arc currently being used by some nursing
homces and nursing home chains, and by state rcgulatory
bodices.

Nursing homes and nursing home chains arc increasingly
using standardized instruments to collcct resident
information for the purpose of scrvice dctcrmination,
internal quality assurance, and rate setting. As
mentioned carlicr, the National Health Corporation has
used such an instrument in its Patient Assessment
Computcerized (PAC) system for about a dozen years. The
PAC data include sociodemographic, medical, functional,
and social componcnts as well as service nceds in
determining case mix. The data arc obtained from every
resident each month and entered into a computer file. The
instrument is used in conjunction with the Management
Minutes System, an algorithm that uses resident asscssment
data to calculate daily nursing time rcquirements for cach
resident.®” PAC data can be used to establish the
costs of care, resident charges, and to budget nursing
labor. The data also can be used for various longitudinal
analyses, including outcome-bascd quality-of-care
measures. The PAC system is being used by Montana for its
Medicaid case-mix reimbursement system,

A similar effort has been undertaken by the Hilthaven
Foundation in the development and implementation of the
.Palienl Care Profile (PCP) system.®® This instrument
includes 19 variables related to functional status and
service needs that form the lowest common denominator of
need for nursing care, regardless of the resident’s
gne_dical diagnosis. The PCP is used to help determine
initial placement in the nursing home and to sct rates for
p.rivatc-pay residents. On the basis of assessment
findings, residents are grouped according to service need
and mental status to promote resident satisfaction and
effective use of human and material resources. The PCP is
also used as an internal quality assurance tool to asscss
the cf!'ccts of care on sesidents’ physical pcrformance
over time.

A range of rescarch and demonstration projects has
standardized casc-mix instruments to cstablish service
nceds and costs of care. For example, in 1983 the New
York State Department of Hcalth initiated a major study to
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develop a casc-mix rclimbursemcnk system for long-term care
facilities.®® The major objective was to develop a
reimbursement methodology that matches residents’ needs to
services and resources. The system will also provide
incentives for rchabilitation, discharge, and better

outcomes for residents. The s;stcm is based on Resource
Utilization Groups (RUGS 11).*? 1t uses a classification
instrument that categorizes residents into groups, cach of
which is different in clinical terms and different in
resource use. The system will be implemented on a
statewide basis in 1986,

National, Reglonal, and Local Uses

Interpretation of information for quality assurance is
clearly critical to efficient regulation of nursing
homes. Information collected through federal
demonstration projects being conducted by state regulatory
agencics is currently being uscd to categorize nursing
home residents on- the basis of service needs and costs of
care.

Most state-level case-mix systems collect information
for purposcs of reimbursement. The same or similar
information can be uscd for quality assurance by comparing
the services actually received and resident outcomes with
thosc expected for residents in comparable case-mix
groups. The "expected” outcomes are determined
empirically by collecting longitudinal assessment data on
large numbers of residents. '

The interpretation of information along the lines
described here can also be of great value when practiced
by the administrators and staff of the nursing homes
themselves:

® to monitor the quality of thcir own performance in
providing care

® to track gains in productivity

® to review uncxpected outcomes

® (or planning and monitoring resource use to meet
changing case-mix requirements.

'
CONCEPTS OF QUALITY / 7

As noted carlier, nursing homes and nursing home chains
have interpreted and used information about residents'
characteristics and service nceds for one or more of these
purposcs.

Such comparative statistical information about nursing
home performance, developed from local, regional, or
national sources, can also be usclul 10 consumers by
helping them to become better informed and, therefore,
able to play a more effective role in the proccss of
quality assurance.

QUALITY ASSURANCE AND THE
REGULATORY SYSTEM

The current goals of fcderal regulation of nursing homes’
for quality assurance purposcs are to cnsure the safcty of
residents and the adequacy of their care. In practice, as
used by most states and the federal government, the term
"adequate” has been interpreted to mean "minimum”
acceptable standards. This grew out of the original
circumstances prcvailing when the Mcdicare and Medicaid
programs began. At that time, strict application of
hngh_er-quality standards would have made most existing
nursing homes incligible for certification. So two things
were donc: the proposcd standards were lowered and the
concept of "substantial compliance® was introduced to
allm.v many homes to participate in the Medicarc and
Mciilcaid programs while they undertook the nccessary
actions to bring them into compliance with the minimum
standards. This established a tradition of allowing
inadequate facilities to continue operating while the
state regulatory agencics excrted varying amounts of
pressure to bring them into compliance. (See Appendix A))

In .thc last 10-15 years, however, there has been
sufl'!cicnl experience to cnable the sctting of more
ambitious regulatory goals. It is now feasible for
federal and state governments to strengthen their
regulatory criteria, inspection proccsses, and enforcement
Droccflurcs so that the rcgulatory system can be cxpected
to reliably detect and quickly climinate nursing home carc
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3
Regulatory Criteria

THE ISSUES

Government regulation of nursing homes for quality
assurance purposes has thrce components: (1) the criteria
used to determine whether a nursing home is providing care
of acceptable quality in a safe and cican environment, 2)
the proccdures used to determine the extent to which
nursing homes comply with the criteria, and (3) the
procedures used to enforce compliance. The threc
components are like the legs of a three-legged stool: All
are equally important. This chapter dcals only with
quality criteria. Chapters 4 and 5 discuss the other
componcnts.

Two sets of federal certification criteria (or nursing
homes currently exist: onc lor skilled nursing facilitics
(SNFs) and onc for intermediate care facilities (ICFs).
SNFs and ICFs are defincd as being capable of providing
different "levels” of care. SNFs are required to be
staffed and cquipped to provide more skilled nursing and
rehabilitation services than arc ICFs. The SNF critcria
consist of 18 "conditions of participation® cach of which
contains one or more standards that must be met to comply
with the condition. There are 90 SNF standards contained
in the 18 conditions. Thc regulations containing these
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of unacceptably poor quality that occurs anywhere in the
country. It also is reasonable to expect that better
quality assurance capabilitics should result in
improvement in the level of pcrformance of facilitics that
are providing only marginally adequate care. Many of
these facilities are continuously in and out of
compliance. The strengthened quality assurance criteria
and procedures also are likely to exert a positive effect
on all other facilitics so that the level of performance

of *average® nursing homes can be expected to improve.
This would increase overall levels of quality of care and
quality of life provided to most residents in most nursing
homes throughout the country.

To achicve these goals, the current regulatory system
will have to make major changes in quality assessment
criteria, inspection techniques and procedures,
information systems, and enforcement policies and
proccdures. Chapters 3, 4, and 5 examine the current
regulatory system and recommend changes that are designed
to provide it with the incrcased capabilitics that are now
possible.
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.
Recommendation 3-1: The regulatory distinction between
SNFs and ICFs should be abolished. A single set of
conditions of participation and standards should be used
to certify all nursing homes. The current SNF conditions
and standards, with the modifications and additions
recommended below, should become the bases for new
certifying criteria. :

This is a recommendation that requires a change in the
law. It may lead to increases in Medicaid budgets in
several states because it will require increased RN and
LPN staffing in many nursing homes in those states. (This
is discussed more fully in the last section of this
chapter.) Some time will be needed to implement this
change in states with many ICFs. But whatever the
transition problems, applying one set of regulatory
standards to all nursing homes is essential if the goal is
to achicve overall improvement in the quality of care
being provided to nursing home residents. The nursing
home industry has matured in the past 15 years. The
shortage of nurses--advanced as one of the important
reasons for creating ICFs--that may have existed some
years ago has cased, in part as a result of sharp drops in
hospital bed occupancy rates, and the consequent
reductions in hospital employment. Morcover, a better
understanding of what is required to provide high-quality
care in nursing homes exists today than existed 15 years
ago.

RESIDENT ASSESSMENT

Providing high-quality care requires careful assessment
of cach resident’s functional, medical, mental, and
psychosocial status upon admission, and reassessment
periodically thercafter, with the changes in status
noted. Currcnt rcgulations do not require a standardized
assessment of any kind, although the development of
individual plans of carc clearly depend on resident

nts. Thc ou of care are defincd by changes
in functional, medical, mental, and psychosocial status.
As discussed in Chapter 2, much rescarch over many years
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has developed successful techniques and instruments that
can produce valid, reliable assessment data that can be
used for these purposes. Morcover, it has been
demonstrated that these instruments can be used reliably

by LPNs who have been trained to usc them, as well as RNs.

The resident assessment data have several very important
uses both for facility management and for government
regulatory agencies. For the facility, standard resident
assessment data, obtained on admission and periodically
thereafter, are an essential tool for quality-of-care
purposes and for other management uses. A careful
assessment of every resident is needed to formulate a care
plan for that resident. Typically, the resident care plan
contains information on physical and mental function,
health risk factors, diagnoses, prognoses, short- and
long-term goals, as well as key social history items.
Periodic reassessment--for example, every month for the
first 2 months after admission, and quarterly
thereafter--is essential for two reasons: (1) to check on
the resident’s status changes, and (2) to see what, if
any, modifications in the care plan should be made. The
data can be used by management for two other purposes:
(1) to provide very precise information on case mix in the
nursing home, how it is changing, and how appropriately
residents, staff, and other resources are--or should
be--distributed in the home; and (2) to conduct
longitudinal studies on quality of care, controlled for
casc mix. For example, problems in particular bed
sections--possibly attributable to inadequate nursing
care--could be identified promptly and steps taken to
remedy them. One nursing home chain has been using
similar data for over 10 years for monitoring the case
mix, staffing, and the quality-of-care performance in its
50 nursing homes from its central office.

Standard, longitudinal assessment data are aiso
essential for four state regulatory functions: (1) for
obtaining case-mix information in each nursing home for
use in sampling for survey purposes (see Chapter 4), (2)
for obtaining outcome information by examining
longitudinal t data in resident records, (3) for
utilization review to assure that residents mect the
eligibility requirements of Medicaid or Medicare, and (4)
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for casc-mix information needed for Mcdicaid payment
(reimt ) calculations (in states wherc case mix is
used as a factor in Mcdicaid payment policy).

The standards for this condition should specily the
jtems to be used in making the assessment, the
qualifications of the staff authorized to do the asscssing

“(for example, ticensed nurses), the training they should
reccive before being authorized to do the asscssments, how
often ts of cach resident are required--for
example, on admission, once a8 month for the first 2
months, once every 3 months thercalter, and at discharge.
The standards should specily that these assessment records
should be r d in the resident’s 1 record.
Auditing by the state regulatory agency also should be
covered in a standard, and acceptable error rates
specified. Once the system has becn in opcration for some
time. unacceptably high crror rates by facilitics should
be viewed as indicators of inferior performance and
subject to sanctions by the survey sgency.

Introducing h in this new set of requircments
will take time. Several major steps arc necessary. The
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The requirement for nursing homes to do standard
a ts of all resid: should not be immediately
coupled to a requircment that the data be entered into a
computer File. Eventually, computer access will be
essential to be able. to use the data for some of the
important purposcs noted above. But it will take at teast
2.3 years to get the manual system installed and used with
scceptable accuracy by most nursing homes.

During the period that this system is being developed
and instalicd, there will bc an opportunity to undertake
simultancously a careful study of -the policy and technical
problems involved in P izing resident t
data, and to agrce on the use of such data by state and
federal governments. The product of such a study should
be a specific plan for doing so. This is discussed in
Chapter 7.

Ru:omnmldalion 3-2: A new condition of participation on
resident assessment should be added. It should require
that in every certified facility a registered nurse who

has received appropriate training for the purpose shall be

assessment items will have to be sel d. The

data should include (but not be limited to) medical
problem idcntification (diagnoses), mecasurcs of physical
function such as activitics of daily living and mobility,
and measures of mental and psychosocial functioning such
as appropriate behavior, cognitive ability and

depression.  An opcrations manual will have to be written
for the uwltimate uscrs--licenscd nurses. Training *
programs and training matcrials will have 1o be
dcvelopcd. A major training effort will have to be
initiated by the HCFA and continucd by the states,
possibly with the help of the state provider

associations. All statc nursc surveyors will nced to be

resp ible for seeing that accurate assessments of each
resident are done upon admission, periodically, and
whenever there is a change in resident status. The
results should be recorded and retained in a standard
format in the resident's medical record.

REVISING AND STRENGTHENING
THE CONDITIONS AND STANDARDS

MThF condiliops of participation were introduced by the
.cdncarc taw in 1965. SNFs must comply with them to be

trained in collccting this standard data ina
manner since they will be responsible for auditing the
facilitics. Federal regional office surveyors also will
have to be traincd in addition to the thousands of
facility staff. Auditing procedures and standards for the
kinds and amounts of acccptable discrepancics between
auditor's findings and facility data should be based on
the findings of carcful empirical studices.

gible for certification under Medicaid or Mcdicare.
There are 18 SNF conditions governing the following
al:cas:. state licensing, governing body, medical
dnrccl_lon. physician care, nursing, dictary, specialized
rehn_bnlim(ion. pharmacy, lab and x-ray, dental, social
services, patient activities, medical records, transfer
agreement, physical environment, infection control,
disaster preparedness, and utilization review. 1f a
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APPENDIX E

Key Indicators of
Quality of Care

Key indicators are resident outcomes that suggest the
presence of cither good or bad care. They should be
chosen because they indicate the extent of a-facility’s
compliance with regulatory criteria, that is, the
elements, standards, and conditions of participation. Key
indicators of inadequate care are prima facie evidence
of a problem, but further investigation is required to
determine whether the problem stems from bad care or from
factors that are not within the facility’s control. Key
indicators can bc used to distinguish between adequate and
poor-quality care and between adequate and good or
excellent care.

The following illustrative list contains key indicators
that have becn tested and used by various states or
facilitics. Some apply to all rcsidents, others only to
residents in on¢ or two of the four casc-mix groupings
proposced in Chapter 4.

EXAMPLES OF KEY INDICATORS OF CARE
QUALITY TO BE USED BY SURVEYORS

Medications. Excessive use of tranquilizers and
antipsychotic drugs, medication crrors, and adverse drug

378

interactions are ¢vidence of poor quality in nursing
homes.”*? Thus, one means of measuring the quality

of a nursing home’s performance would be to examine the
use of chemical restraints and medication errors.

Survey procedures and protocols for determining proper
medication administration for nursinlgz home residents have
been developed and are being used.® ™ Elements
from these protocols for proper drug administration could
be used in examining [acility records, observing
medication passes for a sample of residents in the
facilities, and observing residents. Using the "case-mix
referencing” system for selecting samples of residents,
the survey could focus its observation on those
particularly at risk for overmedication (for cxample,
residents with depression or anxiety).

Decubitus Ulcers. Another potential indicator of
poor quality of care is the development of bed
sores.’>!* Protocols have been developed for
identilying and measuring the severity of such skin
breakdowns and pressure sores.'®1% 1% The survey
would particularly concentrate on a sample of very
physically dependent residents (those who are bed- and
chair-fast) and measure the incidence and scverity of
decubiti.

Urinary Tract Infections. The development of
infections among nursing home residents with indwelling
urinary cathcters may also be a sign of poor
care.!®?® One measure of quality, for purposes of
comparing facility performance, would be the incidence of
urinary tract infections among the residents in the
facility who are catheterized.

Management of Urinary Incontinence. Another
indicator of quality might be the use of indwelling
catheters as opposed to bladder training programs and
prompt stafl attention to individuals when they nced to
urinate. Many view the excessive usc of indwelling
catheters as a sign of poor care, and protocols have been
developed for their proper use 1014:1817.2032 1 ¢
another measure of quality would be the number of
indwelling catheters among incontinent residents in
nursing homes. The survey should take into account
whether the facility has attempted a bladder training
program for catheterized residents.
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Dehydration. Dehydration among nursing home
residents is frequently cited ba/ physicians in admitting
hospitals as a major problem.2%3% It is also a
predictor of poor care and has bcen proposed as one of the
sentinel health events that should be preventable, given
adequate care.  As Himmelstein and collcagues
note,2* in the absence of documentation in the
resident’s record of rapid free water loss, dehydration
usually indicates inadcquate attention to fluid intake.
The survey would focus in particular on every physically
dependent and severcly mentally impaired resident in
surveying for dehydration.

Other Examples of Medical, Nursing, and Rehabilitative
Care Indicators. Other key indicators of medical and
rehabilitative care include the blood pressure of
hypertensive residents (because elevated diastolic
pressure has been shown to correlate directly with events
such as heart attack and stroke), changes in weight,
contractures, existence of physical restraints, decline in
functional statue, and the ability to perform the
activities of daily living (ADL).

Nursing and Personal Care. lssues relating to
nursing and personal care are very relevant to both
quality of care and quality of life experienced by nursing
home residents and to their sense of well-being,
satisfaction, and mental and social functioning.

In their outcome-oriented licensure survey, the lowa
Department of Health utilizes an index of service delivery
on 17 nursing and personal care items, involving
observation and resident interviews.®® When the
observations and interviews are completed on all 17 items,
a score is constructed to indicate the level and quality

for this service. A similar set of items and scoring
procedures could be developed for the federal survey.
Examples of items include whether residents’ hair and
nails are clean and neat, whether they are dressed in

their own clothing, whether the clothing is clean, and
whether residents receive daily oral hygienc. In

addition, the surveyors might observe whether call lights
and other resident requests for assistance are promptly
acknowledged, whether indwelling catheter tubes are clean.
and whether catheter tubes and bags touch the floor.

APPENDIX E / 381

Mental Status. Whilc the clderly in nursing homes
suffer from mental disorders that affect younger persons
(for example, schizophrenia, ncuroses), the two most
frequent diagnoses among nursing home residents are
depression and intellectual impairment (organic brain
syndrome, confusional states, dementia).’’ In the
case of depression, the elderly are just as responsive to
psychiatric treatment as younger pecople.

Depression, demoralization, and social isolation have been
measured and associated with social func(ionin1g,”
physical health status, premature mortality,*? and
activity levels.3® Thus, greater attention should

be paid to mental health aspects of care, including
appropriate assessment and management techniques (or
mental and bchavioral problems, and specialized activities
programs.?”

One possible indicator of quality in this domain is
appropriate use of medications for this population,
particularly for residents with depression. Some measures
of resident satisfaction (discussed betow) may also
capture important elements of mental status, particularly
depression, demoralization, and social isolation.

There is substantial evidence that environmental
circumstances ol older persons have an influence on
personal well-being.3*3® For example, environments
that foster autonomy, integration, and personalized care
promote higsl;er moralc, life satisfaction, and better
adjustment. 37 Some of the measures of facility-level
capacity and performance, such as availability and
appropriateness of activitics, and some of the residents’
satisfaction items, will be relevant to this domain of
quality.

Diet, Nutrition, and Food Service. Diet, nutrition,
and food service are especially important to quality of
care and life for residents of a nursing home.
Therapeutic diets, for instance, are vital to the physical
health status of some residents (for example, those with
conditions such as hypertension and diabetes). Adequate
nutrition is essential to the physical health status of
all residents. Residents with functional impairments may
require assistance in eating or special utcnsils. Without
such needed assistance, the quality of the diet or
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menu is meaningless, since such residents may not, in
effect, "receive” the food they require and the facility
provides. Finally, the quality of the food--whether it is
warm when served, well scasoned, and whether residents
have some choice in their menus--has been found to be 3
major element of their rating of the "quality” of a
facility.3®% As Rosalie Kane observes,

"Most people sit down to mcals rather than to diets; the
criteria for a satisfying meal may not be the same as
those for a satisfactory dict, yet both are relevant” A
key indicator of food quality, adequacy, and choice could
be the proportion of residents not eating their entire
meals or residents’ personal obscrvations about food
quality.

Activities and Social Participation. A variety of
activities and choices among activitics have been shown to
be significant el ts of residents’ pts of
quality.® Environmental circumstances, the availability
of individualized activitics, opportunitics for social
interaction and participation in activitics inside and
outside the nursing home that reduce social isolation are
associated with improved mental and physical
status. 3437

Quality of Life. The quality of the living environment,
particularly cleanliness and the ability of residents to
have personal possessions and furnishings in their rooms,

APPENDIX E / 383
OPERATIONAL USE OF KEY INDICATORS

The proposed standard survey relies on key indicators to
determine whether a facility is providing high quality,
modcrate but acceptable quality, or potentially poor
quality of care and quality of life. Taken together, the
indicators must therefore discriminate among the degrees
of quality. And the "pass/fail* score for each must be
developed. For facilities failing the key indicators in
the standard survey, a full or partial extended survey
will be conducted, more fully to investigate whether there
are care or lile deficiencics and the reasons for them.

Following is a brief itlustrative list of possible key
indicators in various domains of quality of carc and life
and the types of ollow-up investigation that would be
required in the extended survey.

Nursing Care. Key Indicator: A given percentage of
residents with weight loss of 5 pounds within 30 days
(source of data: medical records and obscrvations of
residents). In the extended survey, the procedures would
include examining records for acceptable reasons for
wcight loss (diagnosis of cancer, obesity, recent physical
activity level changes), examining the current dictary
program (caloric intake), observing rcsidents for
treatable conditions (poor or missing teeth, depression),
obscrving meal preseatation (temperature and taste of
food), obscrving and intervicwing residents regarding
cating habits, need for assistive devices or staff

is on¢ of the prime ents of residents’ pts of

quality.®® The quality of the living environment is
related to the physical safety of residents (for example,
in bathrooms) and their health {cleanliness is related to
risk of infection). Staff attitudes and treatment of
residents also alfect quality of life. The dignity with
which residents are treated and the friendliness and
caring of staff, espccially aides, are critical
prercquisites to a quality life experience. Opportunities
for pcrsonal choice in the details of daily life--
mealtimes, time to rise and retire, activities, and
clothing--can allow rcsidents a small but important
measurc of control over their surroundings and personal
lives and significantly enhance the quality of tif¢ in a
nursing home.

nce, food preferences, and investigating nursing
staff levels and policies regarding food supplementation
and nursing assistance in eating.

Key Indicator: A given proportion of residents with
urinary tract infections associated with indwelling
catheters (source of data: medical records). The extended
survey procedures would include intervicwing nursing staff
and examining nursing procedures regarding fluid
administration; investigating nursing staff Icvels; and
investigating physician oversight of residents’ care.

Key Indicator: A given percentage of residents
physically restrained (source of data: obscrvation of
residents, medical records). In the extended survey,
surveyors would investigate reasons for restraints to
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determine justification from medical records and staff
interviews; investigate quality of care for restrained
residents by observing positioning, releasc, and
exercising of residents (from medical record reviews and
staff interviews); and investigate nursing staff fcvels
and nursing procedures.

Mental Status. Key Indicator: A given percentage
of mentally unimpaired residents with depression (source
of data: resident mental status interviews and medical
records). The extended survey would encompass
investigating the causes (physical disability, drugs,
dissatisfaction with quality of* care or life); and
determining whether depression has been diagnosed and
noted in the record and whether a plan of treatment has
been formulated and is being carried out.

Medical Care. Key Indicator: Number of medications
per resident exceeding a threshold level (source of data:
medical records, resident interviews, and observation of
medication administration). The extended survey would
entail review of medical records and care planning
procedures to determine whether medications are
reconsidered monthly; review of drug interactions;
investigation of the adequacy of pharmacy review;
investigation of the extent of Medical Director
involvement in the drug prescription process;
investigation of nursing procedures regarding physician
contacts; investigation of nursing oversight of medication
complications; and investigation of the adequacy of care
planning.

Dietary Service. Key Indicator: Are a given
percentage of residents eating most of the food served?
(Source of data: observation of meal service.) The
extended survey would investigate nursing staff levels;
investigate availability of assistive devices; investigate
whether residents not cating are missing teeth or have
other dental or medical problems impeding cating;
interview residents as to whether they are given an
opportunity to make choices and express preferences for
food; and investigate excessive and rigid use of
therapeutic diets.

Quality of Life. Key Indicator: Do a given
percentage of residents report having friends among the
staff? (Source of data: resident interviews)) The

extended survey would investigate whether resident
isolation has been identified and recorded in medical
record and review care plan to determine if it is being
addressed, and investigate staff training by interviewing
staff and examining training procedures.

Key Indicator: Do a given percentage of resident rooms
have personal memorabilia, rugs, curtains, pictures,
plants? (Source of data: observation.) The extended
survey would involve interviews with residents to
determine why rooms lack personalization, and interviews
with staff and the administrator. Facility policies
regarding personal possessions in rooms would also be
reviewed.
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND

LEGEND:

Automasic Trigger—Go dinectly 1o AAP Instructions

A Potenual Trigger—Go 1o RAP instructions for

Instructions: Match MDS [Sem codes
with trigger codes below. Procesd 1o
RAP Instructions as indicated by
symbol. Circle sii RAPs thatare
“triggered,” based on

your review.

MOS ftem Code

B2aorb 1

B4

Blabed lewer than 3/

0.1.2

123

B5abcde any /

2

[}

23

cs

123

23

c6

2

D1

1.23

D2a 4

Etabcdel | 3.4

Ela .4

Edabdehj |anys

E7ab any s/

E8

2

Fib 234

F3b.cdd any/

G2abcd anys/

G3b 4

H1 abx:.d.n.t,g'! any s
H1d 7/

H2

H3abcord

HE

H?

12

15

J1ee

J2

260, 261, 262

263, 263.0, 263.1

263.2.2638. 2639

265

291.0. 292,61

263.0. 2931

Kibcthn any/

any /

4

1

anys

4

L4

any s/

any s

4

any 7

not &/

1234

N4

cdelyg none /

Osabnc 1-7

P3bcora 1.2
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Resident's Name:

l Medical Record No.:

Sig of ANA c

RESIDENT ASSESSMENT PROTOCOL SUMMARY

1. For each RAP area triggered, show whether you are proceeding with a care plan intervention.

2. D and risk factors: the need for referral to appropriate health
and the for deciding to p or not to p d 1o care pi Q.

D ion may appear any the facility routinely keeps such i ion, such as

problem sheets of nurses’ progress notes.
3. Show location of this information.

Care Planning Decision

RAP Problem Area Proceed | Not Proceed Locatlon of Information
DELIRIUM
COGNITIVE LOSS/DEMENTIA

VISUAL FUNCTION

COMMUNICATION

ADL FUNCTIONAL/
REHABILITATION POTENTIAL

URINARY INCONTINENCE AND
INDWELLING CATHETER

PSYCHOSOCIAL WELL-BEING

MOOD STATE

BEHAVIOR PROBLEM

ACTIVITIES

FALLS

NUTRITIONAL STATUS

FEEDING TUBES

DEHYDRATION/FLUID
MAINTENANCE

DENTAL CARE

PRESSURE ULCERS

PSYCHOTROPIC DRUG USE

PHYSICAL RESTRAINTS

OoO00 DL—TIDDDEIEI'E] O |gEoE

Y o o o o O

August 15, 1990
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RESIDENT ASSESSMENT PROTOCOL: DELIRIUM
{ J

I. PROBLEM

Delirium (acute ] state) is a di or pecific symp of a variety of acute,
treatable illnesses. It is a serious problem, with mgh rates of morbidity and montality, unless it is recognized
and treated nppmpnazdy Delirium s never a pan of normal aging. Some of the c.lmc sxgns of delirium may
be difficult to recognize and may be mistaken for the natural prog) y in the late
stages of dementia when delirium has high morality. Thus careful obscrvauon of the resident and review of
potential causes are essential.

Delirium is ch. ized by fl ing states of i disorientation, decreased environmental
awareness, and behavioral changes. The onset of delirium may vary, depending on the severity of the cause(s)
and the resident’s health status; however, it usually develops rapidly, over a few days or even hours. Even with
successful treamment of cause(s) and associated symptoms, it may take several weeks before cognitive abilities
retum to pre-delirium status.

on identification of the clinical picture, corm:xdlagmsus of specific
causets), and prompt nursmg and medical intervention. Delirium is often caused and aggravated by multiple
factors. Thus, if you identify and address one cause, but delirium i you should inue 1o review
the other major causes of delirium and treat any that are found.

. TRIGGERS
Delirium problem suggested if:
1. ANY Indicator of Disordered Thinking [BSa, B5b, BSc, B5d, BSe = any checked]
2. Cognitive/Communication/Behavior Decline [B6 = 2 or C6 = 2 or H7 = 2]
3. Mood Decline [H6=2] AND ANY of following:
»  Motor Agitation {H1c = checked)

. Wuhdmwal {H1d = checked)
. ions [K1g = checked]

4. Alcohol Wi induced. Acute or Delirium
[J2 = 291.0, 29281, 293 0 or 293.1)

M. GUIDELINES
D ing signs and of deliri quires careful observation. Knowledge of a person’s baseline
cognitive abilities facilitates evatuation.
« Staff should become familiar with resi function by regularly observing the
resident in a variety of situations so that even subue but imp h can be gni

When observed in this manner, the presence of any trigger signs/symptoms may be seen as a potential
marker for acute, treatable illness.

An ap h to and of the problem can be selected by reviewing the items that follow
in the order presented. Also refer to the RAP KEY for guidance on the MDS items that are relevant

Delirium 1
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DIAGNOSES AND CONDITIONS

Byconealyﬂemfymgdnmﬂeﬂymgwm(s)of&hmm youmayptcvunacyclcofwomngsymp-
toms (¢.g., an oradrug ,'ﬁ for a
that i The most causes of delirium are iated with circulatory, mp:
tory, i i and However. finding one cause or disorder does not rule out the
possibility of additional contributing causes and/or multiple interretated factors.
MEDICATIONS
Many ications given alone or in bi can cause delirium.
i « If necessary, check docwor’s order against med, sheet and drug labels to avoid the common
problem of medication error.
i . sz::wmemdu!sdmgpmﬁlewnhaphymam
! + Review all P PRN, and “over-the-counter” drugs).
Number of medications. The greater the number, the greater the possibility of adverse drug reaction/
toxicity.
i « Review meds to determine need and benefit (ask if resident is receiving more than one drug
| class ofdrugwnwacmdmm)
: » Check to d whether ions have been i (e.g.32

bdnmrmmgmnmmnnuﬂmumpsydmesmaddmssdnmdsofamndmm

I is physically or verbali

New medications.

* Review 1o i h there is 2 temporal relationship between onset or worsening of
delirium and start of new medication.

Drugs that cause delirium.
1. PSYCHOTROPIC
Antipsychotics
Antianxiety/hypnotics
Antidepressants
. CARDIAC
Digitalis giycosides (Digoxin),
Antiarthythmics, such as quinidine, procainamide (Pronestyl), disoprymide
(Norpace)
Calcium ch 1 bl such as il (Isoptin), nifedipine
(Procardia), and diltizzem (Cardizem)
riensives, such as yldopa (Aldomet), prop (Inderal)
3. GASTROINTESTINAL
H2 gonists such as cimetidine (Tagamet) and ranitidine (Zantac)
4. ANALGESICS such as Darvon, narcotics (e.g., morphine, dilaudid)
5. ANTI INFLAMMATORY
P ’

o

such as predni
Nonsteroidal anti- mﬂmummry agents such as ibuprofin (Motrin)
6. OVER-THE-COUNTER DRUGS, pecially those with anticholinergic prop
Cold remedies (amtihistamines, pseudoephedrine)
Sedatives (antihistamines, e.g., Benadryl)
Stay-awakes (caffeine)
Alcohol

Delirium 2
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PSYCHOSOCIAL

Afier serious iilness and drug toxicity are ruled out as causes of delirium, consider the posmbxlny that the resident
is experiencing psychosocial distress that may produce signs of delirium.

Isolation.

« Has the resident been away from people, objects and situations?

+ Is resident confused about time, place and meaning?

« Has the resident been in bed or in an isolated area while recuperating from an illness or
receiving a treament?

Recent loss of family/friend. Loss of close can precipitate a grief ion that p as acute
confusion, especially if the person provided safety and fora d resid
*  Review the MDS 10 determine whether the resident has experienced a recent loss of a close family
member/friend.

Depression/sad or anxious mood. Mood states can lead to confusional states that resolve with appropriate
treamment.

* Review the MDS 10 determine whether the resident exhibits any signs or symptoms of sad or
anxious mood or has a diagnosis of a psychiatric illness.

Restraints. Restraints often aggravate the conditions staff are trying to treat (e.g., confusion, agitation,
wandering).

! + Did the resi more agitated and with their use?

Recent relocation.

« Has the resident recently been admitted 1o a new envi (new room, unit, facility)?
* Was there an orientation program that provided a calm, genue approach with reminders and
re 10 help the new resident senle into the envi

SENSORY LOSSES

Sensory impai often produce signs of ion and disori ion, as well as behavior changes. This is
especially true of residents with early signs of dementia. They can also aggravate a confusional state by
impairing the resident's ability to accumcly pcn:elve or cope v wnh cnvnmnmeruzl sumuh {e. 2., ioud noises:
onset of evening). This can lead to the p and preting
noises and images.

Hearing.

' » Is hearing deficit related to easily died situations — impacted ear wax or hearing aid
: dysfunction?

Has sensory deprivation led to confusion?

Has physician input been sought?

Vision.

Has vision loss created sensory deprivation resulting in ion?
Have major changes occurred in visual function without the resident’s being referred to 2
physician?

Delirium 3
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DELIRIUM RAP KEY
——— /3
TRIGGERS GUIDELINES
Delirium problem suggested if: Factors that may be associated with signs and
symptoms of delirium:
1. ANY indicator of Disordered Thinking
[B5a, BSb, BSc, BSd, BSe = any checked) 1. Diagnoses and Conditiens.

o

Cognitive/Communication/Behavior Decline
[B6=20rC6=20rH7=2]

Mood Decline (H6 = 2] AND ANY of
following:

* Motor Agitation (Hlc = checked]
. Wuhdmwal [Hld checked]
. Halluci lusions (K1g = checked]

Alcohol Withdrawal, Drug-induced. Acute or
Subacute Delirium [J2=291.0, 292.81, 293.0, or
293.1)

Cardiac dysrhythmias (J1b}, CHF [Jic], CVA
(J1k), Emphysema/Asthma/COPD [J1n],
Pneumonia [J1o], Anemia (J1v], Cancer {J1x].
Diabetes {J1y], Hypothyroidism {J1aa),
Septicemia [J1dd), Urinary tract infection
(J1ee), Fecal lmpacuon [Klel Fever lKlfl or
Dehydration {L3b}. My any
vml or bact:nal mfecuon (e 8- mcmngxus.
Head
lmuma. Hypothcnma. Hypoglycemxa Hyper-
idi: ic Attack (TIA)

[.|2 and med:cal record}.

Medications. No. of meds {O1], New meds
(02], Antipsy ics [O4a], or Anti

hypnotics [04b], Cardiac meds. GI meds, Anal-
gesics, Antinflammatory, Anticholinergics
[from med charts].

Psychosocial. Isolation [G2e; from record],
Recent loss (G2f], Sad or anxious mood (H1],
Restraints (P3b, P3¢, P3d], or Recent
relocation (Intake 12].

. Sensory impairment. Hearing [C1] or Vision

[D1].

Clanfymg mformanon to be considered in
gad .

*s [J1h), Time

of onset wnhm hours to days [from record or
observation}; Sleep disturbance (from record or
observation)

Environment conducive to reducing symptoms:
Quiet, well-lit, calm, familiar objects (from
observation]; Task segmentation (E6)




RESIDENT ASSESSMENT PROTOCOL: COGNITIVE LOSS/DEMENTIA
-

PROBLEM
A i ty 60% of residents in nursing facilities exhibit signs and symptoms of decline in intellec-

tual functioning. R y will be possible for less than 10% of these residents — those with a revers-
ible condition such as an acute confusional state (delirium). For most resid h the synd
of cognitive loss or dementia is chronic and progressive, and appropriate care focuses on enhancing
quality of life, sustaining functional capacities, minimizing decline, and preserving dignity.

Confusion and/or behavi i present the primary complicating care factors. Identifying and
treating acute confusion and behavi b can facilitate assessment of how chronic cognitive
deficits affect the life of the resident.

For residents with chronic gniti deficits, a therap is supportive rather than
and is an envi in which li ‘mnmhwsedmnaﬂ'mmmpd(ammned)m
comprehend a resident’s experience of cognitive loss. With this insight, staff can develop care plans
focused on three main goals: (1) 1o provid i for the resident (e.g., enjoyable activi-
us)ﬂmdnmtmvolveoveﬂydanmdmgmkswM(Z)xodeﬁmappmwammppmmlcsfor
cach staff lved in a resident’s care; and (3) to lay the foundation for reasonable staff and
family expectations concerning a resident’s capacities and needs.

TRIGGERS

A cognitive loss/d ia problem is suggested if two or more of the following deficits are present:
Short-term Memory Problem (B2a = 1}
Long-term Memory Problem [B2b=1]
Two or More Memory Recall Problems [B3a, B3b, B3¢, B3d = fewer than three
. checked)
Some Decision-making Problem (B4 = 1,2 or 3]
Problem Understanding Others [CS =1, 2 or 3]
Diagnosis of Alzheimer’s Disease [J1h = checked]; Dx ia other than A imer’s
[J1i = checked}; Mental R jon (INTAKE I12 b-f = any checked]: Parkinson® s
Disease [J1m = checked}; or Aphasia [Jlj = checked]

GUIDELINES

Review the following MDS items to i i ible links b these factors and the resident’s
cognitive loss and quality of life. The three trig lnggcrs identify residents with differing levels of cognitive
loss. Even for those who are most highly impaired, the RAP seeks 10 help identify areas in which staff
intervention might be useful. Refer to the RAP KEY for specific MDS items and other specific issues to
coasider.
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NEUROLOGICAL
Elustuating Cognitive Signs and Symptoms/Neurplogical Stamis. Co-existing delirium and progressive
cognitive loss can result in er impressi ing the namre of the resident’s chronic limita-
tions. Only when acute ion and b i i are treaied. or when the treatment effort is
judged to be as effective as possible, can a wue of chu gnitive deficits be i
i i Xementia Proce: ldmufymglhescchangcsmn

hugtummﬁawnmomummmomw ident’s cogniti and fu This knowl-
edge can lss:suuﬁm pi of the resident's capabilities and in designing

the resi s quality of life. This knowledge can also challenge staff to identify

polenuzlly tevemble causes for recent losses in cognitive status.

et Der as. The most prevalent
are Alzheimer’s disease and multi-infarct

ia Buti of | id are in nursing facilities, and many
adults suffering from Down's Y appear to ia as they age. The diagnostic distinc-
tions among these groups can be useful in reminding staff of the types of long-term intellecrual reserves
that are available to these residents.

MOOD/BEHAVIOR

Specific treatments for behavioral distress, as well as treatments- for delirium, can lessen and even cure
the behavioral problem. At the same time, some will not be le, and
staff should be prepared (and encouraged) to leam to live with their mamfsw.lons In some situations
where problem/distressed behavior continues, staff may feel that the behavior poses no threat to the

res:duussafay.hea.llh.oracnvuypmemmdmno( isruptive to other resid For the resi with

i eognmve ions and a P you may wish to consider the following issues:

« Have cognitive skills dectined subsequent to initiation of a behavior control program (e.g.
psychouropic drugs or physical restraints)?

« [s decline due to the treatment program (e.g.. drug toxicity or negative reaction to physical
restraints)?

« Have cognitive skills unpmed Mm 0 uuumn ofa behavmr control pmgra.m"

+ Has siaff assistance

CONCURRENT MEDICAL PROBLEMS

Mmu:mn:nmmmmblms Identifying and treating health problems can positively affect
g 3 ident’s quality of life. Effective therapy for congestive hean failure,

hroni i I y disease, and consupauon can lead, for example, to functional and cogni-
tive improvement. Canron (pam avoidance) is a paramount goal in controlling both acute and chronic
conditions for cognitively impaired residents. Verbal reports from residents should be one (but not the
cmly)soumeofmformmon. Some residents will be unable to ufficiently 1o pinpoint their

pain.

Cognitive Loss/Dementia 2




FUNCTIONAL LIMITATIONS

Functional changes are ofien the first
indi of itive decline and suggest the need 10 identify reversible causes. You may find
it helpful to determine the following:

for 1 i ing and eating?

+ To what extent is resi dep

+ Could the resi be more indep

. ls resident going downhﬂl (e, 8-t expencncmg declines in bladder continence, locomotion,
ing, vision, time involved in activities)?

SENSORY IMPAIRMENTS

Berceprial Difficulties. Many cognitively impaired residents have difficulty identifying small objects,
posmomng a plam to eat, or posmomng the body to sit in a chair, Such difficulties can cause a mndcm
and 1y cease to carry out everyday activities. If probl are b:
conecuve g may be effective. y, many resi have cufﬁcully mdxcaung that me
source ol’ﬁlhexr problem is visual. Thns the eomnvely impaired can often benefit if tested for possible
visual deficits.

. Many individuals suffenng fmm cogmuve deficits seem incapable of meamng-
ful communication. However, many of the (eg.
aggressive behavior) in which these indivi engnge may itute their only form of communica-
tion. By observing the behavior and the pattern of its one can freq y come to some
understanding of the needs of individuals with d ja. For 1 idi who are ined for
their own safety may become noisy due to bladder or bowel urgency.

= Is resident willing/able to engage in meaningful communication?
» Does staff use non-verbal communication techniques (e.g., touch, gesture) to encourage
resident to respond?

MEDICATIONS

Psychoactive medications can be a factor in cognitive decline, If Y. review Psy
Use RAP.

INVOLVEMENT FACTORS
it Staff can encourage residents (o participate in the many avail-
able acuvmcs. and staff can guard agnmsx asummg an ovcrly protecuve ammde toward resxdcms

in the MDS when consndenng the followmg |ssues

Are there factors that suggest that the resident can be more involved in his/er care (e.g.,
instances of greater self-performance; desire to do more independently; retained ability to
Ieam; remned control over trunk, lunbs and/or hands)?

Can more isions about daily life?

Does resident retain | any cognitive abuny thax permits some decision making?

Is resident passive?

Does resident resist care?

Are activities broken into manageable subtasks?
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Programs focused on physical aspects of the resident’s

E { Iovot . . £ Daily Lif
life can lessen the disrupa p of cognitive decline for some residents. Consider the following:

-

Are residents with some cognitive skills and without major behavioral problems involved
in the life of the facility and the world around them?

Can modifying task demands, or the environmental circumstances under which tasks are
carried out. be beneficial?

Are small group programs encouraged?

Are special environmental stimuli present (e.g., directional special lighting)?
Do staff regularly assist residents in ways that permit them to maintain of anain their
highest predi level of functioning (e.g., verbal inders, physical cues and super-

vmonteglnaﬂypmndedwudmcarrymgoutADLs ADLtzskspltscnmdmsegmcnu
10 give residents enough time to respond (o cues: p
HBtlnmnduucxpemmdarecemlossofsomeoneclo&(eg deaﬂ:ofspouse change
in key direct care staff, recent move to the nursing facility, decreased visiting by family
and friends)?

FAILURE TO THRIVE

Cognitively impaired residents can reach the point where their

place them at risk of clinical complications (e.g.. pressure ulcers) and death. As this level of d:sabllny
approaches, staff can review the following:

Do emotional, social, and/or environmental factors play a key role?
lfarcsnduulsnueaung.xsuusduema mood p a basic p li

3 to the p and i i i in which eating
acnvuy ocwrs. or a neurological deﬁcu such as deficiency in swallowing or loss of hand
coordination?

Could an identified be ied through improved staff jon — trying an
antidepressant medxcaum. referral to OT for training or an innovative counseling
program?

If causes cannot be identified, whax i clinical plications can be as
death approaches (e.g., fecal imp UTL fever, pain, pressure ulcers)?

What interventions are or could be in place to decrease complications?

Cognitive Loss/Dementia 4

“-~na




COGNITIVE LOSS/DEMENTIA RAP KEY
| A— ]

TRIGGERS

GUIDELINES

A cognitive loss/dementia problem deficit and
retained abilities suggested if two or more of the
following deficits are present:

Shont-term Memory Problem (B2a = 1]
Long-term Memory Problem {B2b = 1)
Two or More Memory Recall Problems
{B3a, B3b, B3c, B3d = less than 3 checked)

Factors to review for relationship to cognitive
loss:

1. Neurological. Delirium (BS] Cogmuvc decline
(B6), Alzheimer's and other d
[J1h, J1i), MR/DD status (INTAKE 112).

Confounding Probl that may require

Some Decision-making Problem
[B4=1,2,0r3)

Problem Understanding Others
[C5=1,20r3)

Di is of Alzheimer's (J1h = checked);
Dementia other than Alzheimer’ S

[Ji= checked); Mental R

{INTAKE I12b-f = any checked];
Parkinson's (J1m = checked]; or Aphasia
[J1j = checked)

resolution or suggest reversible causes:

2. Mood/behavior. Sad mood or Mood decline
[H1, H6), Behavior problem or behavior decline
{H3, H7), Anxiety disorder [J1p], Depression
[J1q], Manic depressive disorder {J1r), Other
psychiatric disorders [J2).

. Concurrent medical problems. CHF (J1c].
Other cardiovascular disease (J1g]), CVA (J1k].
Emphysema/Asthma/COPD [J1n), Cancer
[J1x], Diabetes [J1y], Hypothyroidism {J1aa).

. Functional limitations. ADL task
segmentation (E6), Decline in ADL or
continence (E8; F4].

. Sensory impairment. Hearing/visual problems
(C1; D1), Rarely/never understands (CSJ,
Impaired tactile sense [N4b].

. Medications. Antipsychotics, Antianxiety/
hypnotics, Antidepressants (04

. Involvement factors. New admission
[INTAKE 12}, Trunk or chair restraint {P3],
Withdrawal from activities {H1d),
Encouragement of small group programs
[from record].

. Failure to thrive. Teminal prognosis (J1z],
Clinical complications {K1; L3; N2}.
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RESIDENT ASSESSMENT PROTOCOL: VISUAL FUNCTION

I. PROBLEM
The aging process leads 1o a gradual decline in visual acuity: a decreased ability to focus on close objects
or to see small print, a reduced capacity to adjust to changes in light and dark, and diminished ability to
discriminate color. The aged eye requires about 3-4 times more light in order to see well than the young
eye.

The leading causes of visual impairment in the elderly are 74

and diabetic retinopathy. n addition, visual perceprual deficits (impaired ions of the

of objects in the environment) are common in the nursing home populanon. Such deficits are a common
of events and are often seen in the late stages of Alzheimer's disease and

other dementias. The incidence of all these problems increases with age.

In 1974, 49% of all nursing home residents were described as being unable to see well enough to read a
newspaper with or without glasses. In 1985, over 100,000 nursing home residents were estimated to
have severe visual impairment or no vision at all. Thus vision loss is one of the most prevalent losses of
residents in nursing facilities. A significant number of residents in any facility may be expected 1o have
difficulty performing tasks dependent on vision as well as problems adjusting to vision loss.

The consequences of vision loss are wide-ranging and can seriously affect physical safety, sclfqmage.
and p pation in social, self-care, and rehabilitation activities. This RAP is primarily
concemed with |dmury|ng two types of residents: 1) Those who have treatable conditions that place
them at risk of p lind: (e.g.. Gl Diabetes, retinal hemorrhage); and 2) those who
have impaired vision whose quality of life could be imp d gh use of appropriate visual
appliances. Further, the ption is made that resi with new acute conditions will have been
referred to followup as the conditions were identified (¢.g., sudden loss of vision: recent red eye;
shingles; etc). To the extent that this did not occur, the RAP KEY followup questions will cause staff to
ask whether such a referral should be considered.

0. TRIGGERS
The Visual Function RAP triggers three types of residents:

1. Residents with treatable conditions that place them at risk of p blind (e.g.. Gl
Diabetes, retinal hemorrhage). For glaucoma, the issue 1o be considered will revolve around proper
use of eye medications; for diabetes, the issue centers on the possible referral for laser treatment to
arrest retinal hemorrhage.

Some Vision i but not functionatly blind {D1=1 or 2] AND presence of Glaucoma OR
Diabetes (J1t, .lly any checked].

2. Residents with visual problems who are able to understand others AND make themselves understood.
In most i these resi are able to panticipate in a eye exam, ing testing of

visual acuity. The key qucsuon for these residents centers on whether current daily functioning is
seniously limited by vxsual acuity problems.

Vision impairment QR Side Vision problems (D1 = 1, 2 or 3 or D2a = checked] AND Can Both
Make Self Understood AND Understand Others (C4 =0,1 or 2and C5 =0, 1 or 2]

Visual Function 1
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X Resndems wnh visual problems who are not able 0 understand others OR make themselves
Inmost i these resi are unable to cooperate in a thorough eye exam,
including testing of visual acuity. They are triggered 1o ensure screening for disease that might put
them at risk of blindness, as well as to determine whether the resident or family have concemns about
how the visual deficit is restricting the resident.
Vision impairment QR Side Vision problems [D1=1, 2 or 3 or D2a = checked] AND Cannot Make
Self Understood OR Understand Others {C4=3 or C5=3]

w

1. GUIDELINES

Visual impairment may be related to many causes, and one purpose of this section is to screen for the
presence of major risk factors and to review the resident’s recent treamment history. This section also
includes items that ask whether the visually impaired resident desires or has a need for increased
functional use of eyes.

Eye medications: Of greatest imponance is the review of medications related to glaucoma (phospholine
iodide, pilorarpine, propine, epineprin, Timoptic or other Beta-Blockers, diamox, or Neptazane).

« Is the resident receiving his/her eye medication as ordered?
« Does the resident experience any side effects?

i Dlabelcs may affect the eye by causing blood
vessels in the retina to hemorrhage (retinopathy). All these with
visual acuity and visual field deficits. If resident is able 10 cooperate it |s very possible 1o test for
glaucoma and retinal problems.

E nhalmolog o .

+ Has the resident been seen a consultant?
+ Have the been (e.g. medications, refraction [new glasses], surgery)?
+ s the recommendation compatible with the resident’s w1shcs (e.g., medical rehab. vs. surgery)?

1f neurotogical diagnosis or dementia exam by physician since problem noted. Check the medical record
10 see if a physician has ined the resident for visual t difficulties. Some resid with
discases such as myethenia gravis, stroke, and dementia will have such difficulties associated with
central nervous system in the absence of diseases of the eye.

Sad or anxious mood: Some residents, especially those in a new environment, will complain of visual
difficulties. Visual disorganization may imp with of the sad or anxious mood.

Appropriate use of visual appliances: Residents may have more severe visual impaiment when they do
not use their eyeglasses. Residents who wear reading glasses for walking, for example, may misperceive
their environment and bump into objects or fall.

+ Are glasses labelled or color coded in a fashion that enables the resident/siaff to determine
when they should be used?

« Are the lenses of glasses clean and free of scratches?

« Were glasses recently lost? Were they being recently used, and now they are missing?

Visual Function 2
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Functional need for eve exam/mew glasses: Many residents with limited vision will be able 10 use the
environment with little or no difficulty, and neither the resident nor staff will perceive the need for new
visual appli. In other ci necds will be identified, and for residents who are capable of
participating in a visual exam, new appliances, Surgery (0 remove calaracts. €(c. ¢an be considered.

+ Does resident have peripheral vision or other visual problem that impedes his/er ability to eat
food, walk on the unit, or interact with others?

Is resident’s ability to recognize staff limited by 2 visual problem?

If resident is having difficulty his envil or participating in self-care activities
because of visual impairment has he/she been referred to low vision services?

Does resident report difficulty seeing TV/reading material of interest?

= Does resident express interest in improved vision?

Has resident refused to have eyes examined? How long ago did this occur? Has it occurred

more than once?
: Residents whose vision cannot be improved by refraction, or medical and/
or surgical intervention may benefit from environmental modifications.
« Does the resident's envi enable i visual function (e.g. low-glare floors and
table surfaces. night Ilghls)"
+ Has the envi d to resident’s individual needs (e g. large print signs marking
room, color coded lape on dresser large on reading lamp with 300

watt bulb)? Could the resident be more independent with dnffemm visual cues (e.g., labclmg
items, task segmentation) or other sensory cues (e.g., cane for recognizing there are objects in
path)?

vision: These symptoms are usual.ly assocmed wuh acme eye problems.

» Has resident been d by a physician or halmologist? J

Resid with ication impai may be very difficult to assess. Residents who are unable to
understand others may have problems following the directions necessary to test visual acuity.

Visuat Function 3

42-903 0 - 91 - 6




VISUAL FUNCT

TON RAP KEY
T ]

[

TRIGGERS

GUIDELINES

Potential for acute, reversible visual function
problems suggested if:

1. Some Vision Impai but not fu
blind [D1 = 1 or 2] AND Glaucoma OR
Diabetes (J1t, J1y = any checked]

Potential for improved visual function suggested if:

2. Vision Impairment OR Side Vision problems
{D1 =1, 2 or 3 or D2a = checked) AND Can
Make Self Ui AND Can Und
Others (C4=0,10r2and C5=0,10r 2]

Vision Impairment OR Side Vision problems
(D1 =1,20r 3 or D2a = checked} AND
Cannot Make Self Understood OR Understand
Others [C4=30r C§=3]

Issues and problems to be reviewed that may
suggest need for intervention:

1.

2.

Eye medications (from record]

Diabetes (J1y), Cataracts, Glaucoma or Macular
Degeneraton (J1s, J1t; J2]

Exam by ophthalmologist since problem noted
{from record]

. Ni gical di is or d ia [J1h, J1i,
J15, J1k, Jim; J2]

. Sad or Anxious Mood (HI]

Appropriate use of visual appliances {D3; from
record, observation]

. Functional need for eye exam/new glasses

[from observation]

. Environmental modifications {from record,

observation]

Other acute problems: Eye pain, blurry vision,

" double vision, sudden loss of vision {from

record, observation]
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I

RESIDENT ASSESSMENT PROTOCOL: COMMUNICATION
[ J

PROBLEM
Good ication enables residents 10 express ion, listen to others, and share information. It
also eases adj 10 a strange and lessens social isolation and depression.

EXPRESSIVE communication problems mclude changesld:fﬁculns in: speech and voice production,
finding approp words, objects and events, using nonver-
bal symbols (¢.g., gestures). and writing. RECEPTIVE communication problems mcludc changes/
difficulties in: hcanng, speech discrimination i in quiet and noisy i
vision, reading, and P g facial

4

When ication is limited, focuses on reviewing several factors: underlying causes of
the deficit, the success of atempted remedial actions, the resident’s ability to compensate with nonverbal
strategies (¢.g., ability to visually observe nonverbal signs and signals), and the willingness and ability of
staff to engage with residents to ensure effective communication. As language use recedes with demen-
tia, both the staff and the resident must expand their nonverbal communication skills — one of the most
basic and automatic of human abilities. Touch, facial expressmn. eye contact, tone of voice, and posture
all are powerful means of icating with the d and izing and using all
practical means is the key to effective commumcanon.

TRIGGERS
The resi has the p jal for improved communication and the RAP should be completed when the
following problems are present.

Potential for improved communication is suggested if:

1. Poor Expression or Understanding [C4=2or 3or C5 =2 or 3] AND
Some Decision-Making Ability (B4 =0, 1 or 2]

9

. Poor Expression or Understanding {C4=2o0r 3or CS =2 or 3} AND

No Decision-Making Ability [B4 = 3] AND

No CVA or Neurological Problems {J1h, J1i, J1j, J1k, J1m = pane checked]
Potential for improved hearing is suggested if:

3. Some Decision-Making Ability [B4 =0, I or 2] AND ANY Hearing Problem [C1 = 1,2 or 3]

GUIDELINES

The communication trigger suggests residents for whom a com:cuvc i

may be beneficial. Specify those residents with p An effective review
requires a special effon by staff to overcome any plecomelved notions or fixed perceptions they may
have about the resid: ness (o These perceptions may be based on the

failure of prior ueaunem pmgrams, as well as on assumptions that may  not have been recently tested
about the resident’s unwillingness to begin a corrective program.

Communication 1




The triggers idemify three types of residents:

1. Those with serious communication deficits who have retained some ability to make decisions. Such
residents should have some ability to participate in a restorative communication treatment program.

. Those wnmsenouswmmummcndeﬁmsmadmnmmmappmun ability to make decisions byt no
underlying CVA or 1 These resid may have , mood. or en
mental limitations that comphcam their communication problem.

. Those with hearing deficits and some ability to make decisions. ‘nue mndcms should have the
inteliectual ability to be ick forp ion in a hearing p

Review items listed on the RAP KEY as follows:
Confounding Problems.

As these confounding problems lessen or further decline is pr d, the resident’s
abilities should be reviewed.

C tc -

Details of resi gths and weak i i i ion are the direct or
indirect focusofanyuunnanpmgram

Passible Links with C (C ication Defi

« For chronic conditions that are unlikely to improve, id jcati or
interventions that might p for losses (¢.g.. for mod impai i with
Alzheimer's, the use of short, direct phrases and tactile app ication can be
effective).

Are there acute or itory itions which if ived may result in improved
ability to communicate?

Are medications in use that could cause or complicate communication deficits, where titration
or substitution may result in improved ability to communicate?

Are opportunities o communicate limited in ways that could be remedied — e.g., availability
of parmers?

Treatment/Evaluation History.
« Has resid ived an luation by an jologist or speech p
recently? -

+ Has the resident’s condition deteri d since the most recent evaluation?
« If such an evaluation resulted in a plan of care, has it been followed as specified?
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COMMUNICATION RAPKEY

{

]

TRIGGERS

GUIDELINES

Potential for improved communication suggested if:

1. Poor Expression or Understanding [C4=2o0r 3
or C5 =2 or 3) AND Some Decision-Making
Ability (B4 =0,1 or 2}

2. Poor Expression or Understanding [C4 = 2 or 3
or C5 = 2 or 3] AND No Ability to Make
Decisions [B4 = 3] AND No CVA/Neurological
Problems (J1h, J1i, J1j, J1k, J1m = none
checked]

Potential for improved hearing suggested if:

3. Some Decision-Making Ability (B4 =0, 1 or 2)
AND ANY Hearing Problem [C1 = 1,2 or 3]

Confounding problems that may require
resolution:

1. Decline in cognitive status [B6}
2. Decline in ADL status [ES]
3. Increased mood probiems [H6}

Components of communication to be considered:

Hearing/Vision (C1; D1)
Comm. devices/Modes of expression [C2, C3]
Decline in communication/hearing {C6]
Medical status of ear — discharges, cerumen

ion. hearing ch (from record or

Ealad el

exam}

ible relationshi

Factorstober d for p
to communication problems:

1. Chronic Conditions. Alzheimer’s/Other
dementia (J1h, J1i), Aphasia (JIj], CVA (J1k],
Parkinson’s {J1m], Emphysema/Asthma/COPD
{J1n), Cancer (J1x), Psychiatric disorders [J2]

2. Transitery Conditions. Delirium (B5],
Depression {J1q), Infections {J1o, J1dd, Jlee;
K1f], Acute episode (K3b]

3. Medicati Psych ics {04), 1
Parkinson's meds, Gentamycin, Tobramycin,

. Aspirin toxicity [from record]

4. Opportunities to Communicate. Quality/
quantity of communication is (or is not)
commensurate with apparent ability to

icate [staff judg 1

Clarifying issues to be considered:

1. Memory [B2; B3]
2. Recent audiology/anguage pathology
evaluation [Plk; from record)




RESIDENT ASSESSMENT PROTOCOL:
ACTIVITIES OF DAILY LIVING—FUNCTIONAL REHABILITATION POTENTIAL
i - - - R " ]

PROBLEM

Personal mastery of ADL and mobility are as crucial to human existence in the nursing home as they are
in the community. The nursing home is umq-ue only in that most mdcms requue help wuh sclf-care

functions. ADL dependence can lead to intense personal distress — i
self-worth, and a loss of control over one’s destiny. As inactivi
pressure ulcers, falls, contractures, and muscle-wasting can be expected

such as

The ADL RAP assists staff in setting posmvc and realistic goals welghmg the advantages of indepen-
dence against risks to safety and self-i y. Inp p staff must be willing to accept
a reasonable degree of risk and active residi ipatil m setting objectives.

Rehabilitative goals of several types can be considered:
To restore function to i self-suffici inthe area i d:

To replace hands-on assi with a program of task ion and verbal cueing;

To restore abilities (0 a level that allows the resident to function with fewer suppons;

To shorten the time required for providing assistance:

To expand the amount of space in whu:h sdf -sufficiency can be practiced:

To avoid or delay additi loss of i and

To suppon the resident who is centain to declme in order 10 lessen the likelihood of complications
(e.g..p ulcers and

TRIGGERS

The three MDS triggers suggest the types of residents for whom special care interventions may be most
important.  Such residents may have cither the need and potential to improve or the need for services o
prevent decline.

The two rghabilitation triggers will select all residents:

(1) Who have some ability to make decisions and who have more substantiat ADL problems: or
(2) Who are more self-sufficient but who are thought to have potential for increased ADL seif-
sufficiency.

The maintenance trigger selects residents who lack cognitive skills. These individuals depend totaily on
others 10 ensure that their ADL stams does not decline precipitously and that they do not develop
complications.If a resident falls into one of these groups, the RAP should be completed.

Rehabilitative/Restorative plans suggested if resident has:

1. Some Ability to Make Decisions [B4 = 0, 1 or 2] AND Exi /Total Dep
in 1 or more ADL areas [Ela, E1b, Elc, E1d, Ele or EIf = 3 or 4 OR Ela=3o0r 4]

. Some Ability to Make Decisions [Bd-O,lorZ]ANnNeedsmmomlhanlemd Assistance in
All ADL areas [Ela, Elb, Elc, E1d, Ele and E1f = 0, 1 or 2 AND E3a = 0, 1 or 2] AND Potential
for More Self-Sufficiency Noted (E7a, E7b = any checked)

/Ci ication Avoi plans suggested if resident has:

. No Ability to Make Decisions {B4 = 3] AND No Memory {B2a = 1 AND B2b =1} AND Some or
Rare/No Understanding (CS = 2 or 3}




1. GUIDELINES
Base an approach (o a resident’s ADL difficulty on clinical knowiedge of:

- The causes of dependence:
» The expected course of the problem(s); and
+ Which services work or do not work.

The MDS goal is to assist the clinician in idemifying residents for whom rehabilitative/restorative goals
can be reasonably established. Many ADL-restricted residents can regain partial ability for self-care.
Centain types of disease-generated losses will respond to therapy. In addition, the removal of inappropri-
ate restraints and the close monitoring of potentially toxic medications can often result in increased
function

Use the items in the ADL RAP KEY (o consider the resident’s risk of decline and chance of rehabilita-
tion. Responses (o these items permit a focused approach o specific ADL deficits (i.e., selecting and
describing the specific ADL areas where decline has been observed or improvement is possible). The
first thing that needs to be idered is the possible p of confounding problems that may require
resolution before rehabilitation goals can be reasonably attempted.

The second task is o clarify the resident’s potential for impt functioning. The clinician might find
the following sequence of questions useful in initiating sn evatuation:

« Does the resident have the ability to leam? To what extent can the resident call on past memory 1o
assist in current problem-solving situations?
o What is the resident’s general functional status? How disabled is the resident, and does status

vary?
Is mobility severety impaired?
Is trunk, leg, arm and/or hand use severely impaired?
Are there distinct behavioral problems?
Are there distinct mood problems?
Is the resident motivated to work at a rehabilitative program?

Where rehabilitation goals are envisioned, use of the ADL Supplement wilk help care planners to focus
on those areas that might be improved, allowing them to choose from among a numbes of basic Lasks in
designated areas. Part 1 of the Supplement can assist in the evaluation of all those triggered into the
RAP. Pan 2 of the Supplement can be helpful when a treatment p is under i i

ADL2
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ADL SUPPLEMENT
(Attaining maximum possible independence)

PART 1: ADL Probiem Evatuation
INSTRUCTIONS:

For those triggered—

In areas physicai help provided,
indicate reason(s) for this help.

&
é"‘}\
Ra

Mental Errors:
Sequencing problems,
incompiete performancs,
anxigty limitations, etc.

Physicai Limitations:
Weakness, limited range

of motion, poor coordination,
visual impairment, pain, etc.

Facility Condltions:
Policies, ruigs, physical
layout, etc.

PART 2: Possible ADL goais

"
wheelchair,
check: D

INSTRUCTIONS: Locates/

For those considered for

selects/

or decline p g obtains
treatment— clothes

Goas to toilet
{include

urinal at night)|

Walks in Positions

room/ self in
commoda/ naarby D preparation

otc.

Indicate speciic type of ADL activity
that might require:

1. Maintenance to prevent decting, [0 UPPer/

2. Treatment to achieve highest

lower body

Turns on
water/adjusts
tomp.

in preparation

Removes/ 'Walks on Approaches
opens clothes junit D chair/bed

Grasps
utensils and
cups

practical self sufficiency
(selecting ADL abilities that are

Manages

just above those the resident can fsnaps,

now perlorm or participate in).

zippars, etc.

Lathars
body

(oxcept
back)

{uses elevaios

Walks Prepares
Transtors! ot | frovghout _ [chairbad
posiia buiding | ] |docks pads,

moves covers)

food (uses
fingers when
necessary)

Putsonin
correct order

Rinses
body

Eliminates  |Walks Transtars

into toilet D
liftsurns)

Chows,
drinks,
swallows

Grasps,’
removes
each item

Drios with
towed

Walks on
uneven
surtaces

Repositions/
arranges
soif

Repeats
until food
consumed

Roplaces
clothes
properly

Other

0

Other

Uses
napkins,

cleans self

(Other

Other
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ADL FUNCTIONAL/REHABILITATION POTENTIAL RAP KEY

1

TRIGGERS

GUIDELINES

REHABILITATION/RESTORATIVE plans
suggested if:

1. Some Ability to Make Decisions

[B4=0, 1 or 2} AND Extensive Assistance/Total
Dependence in 1 or more ADL arcas

(Ela, E1b, Elc, Eld, Ele or EIf = 3 0or 4 OR
E3a=3o0r4]

e

. Some Ability to Make Decisions [B4=0, 1 or 2]
AND Needs no more than limited assistance in
ALL ADL areas [Ela, Elb, Elc, Eld, Ele, and
E1f=0,10r2ANDE3 =0,10r 2] AND
Potential for More Self-Sufficiency noted
{E7a, E7b = any checked)

MAINTENANCE/COMPLICATION
AVOIDANCE plans suggested if:

3. No Ability to Make Decisions {B4 = 3]
AND No Memory [B2a=1AND B2b=1}
AND Some or Rare/No Understanding
{C5=20r3]

Confounding problems that may require
resolution:

. Delirium (BS]

. Persistent mood problem {H2]

. Daily behavior problem [H3]

. Decline in mood/behavior [H6, H7]
Unstable/; health problem (K3]

. Use of Psychoactive medications [04]

L a W~

Clarifying issues to be considered:
1. Prior improvement in cognition. ADLs, mood,
or behavior [B6; E8; H6; H7]

Communication and vision [C; D}

Explicit terminal prognosis (J1z}

Trunk/limb control and ability 1o stand [E4]

. Complete ADL Suppiement Part | for all
triggered residents; for a resident with
rehabilitation potential, complete ADL
Supplement Pant 2

YW




RESIDENT ASSESSMENT PROTOCOL:
URINARY INCONTINENCE AND INDWELLING CATHETER
¢ —]

PROBLEM

Urinary incontinence is the mabuny to control urination in a socially appropriate manner. Nanomﬂy,
50% of nursing home resi causes many skin
rashes. falls. isolation, and prusum ulcers. and the potentially troubling use  of indwelling catheters. In
addition. i is often an imp goal to many residents, and incontinence may affect residents’
psychological well-being and social interactions. Urinary incontinence is curable in many elderdy
residents but realistically not ail will benefit from an evaluation. Catheter use increases the risk of life-
threatening infections, bladder stones and cancer. Use of catheters also ib to patient di rt
and the neediess use of toxic medications often required 1o treat the associated bladder spasms. For
many (but not all) residents, urinary incontinence is curable, and safer and more comfortable approaches
are often practical for residents with indwelling catheters.

This RAP, the purpose of which is to improve i i goes far b d bladder training.
Evenifa paumt is not beli tobea didate for bladder training, the assessment should still
be done since many other treatable conditions may be found, the treatment of which will not only
improve incontinence, but the overall quality of life for the patient.

The goal of this assessment is to detect ible causes of i d such as i ions and
medications, and situationally induced incontinence; to identify indi ls whose i i iscaused
byhamﬁdcomhumsudusbladdzrnnnorsorspmzleom‘ and to ider the

of use. Staff jud is clearty required to realize these aims. Dewledmstmcuonsam
provided to facilitate this clinical process.

Continence depends on many factors. Urinary tract factors include a bladder that can store and expel
urie and a urethra that can close and open appropriately. Other factors include the resident’s ability
(with or without staff assistance) to reach the toilet on time (locomotion), his/her ability to adjust
clothing so as (o toilet (dexterity), cognitive function and social (e.g. izing the need to
void in time and in an appropriate place), and the resident's motivation. Fluid bal and the i

of the spinal cord and peripheral nerves will also have an effect on continence. Change in any one of
these factors can result in gt ions in several factors are common before
incontinence develops.

TRIGGERS
A urinary i or indwelling catheter p is suggested if:
1. Occasional, Frequent, or Frank Urinary Incontinence (F1b = 2, 3 or 4]

2. Use of Catheter or Pads [F3b, F3c, Fid, F3f = any checked]

Exclusions for Triggers: Comalos [B1] or Explicit terminal pmgnosus (J1z]. Other exclusions may
apply ially after the P have been d. These are noted at the beginning
of each section.
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II. GUIDELINES

For residents with i i (i ing those with cond ), all MDS items described in
Section A should be add: d. unless ionary criteria have been met. [f incontinence persists,
complete Section B and. if necessary, Section C. For residents with indwelling catheters. first complete
Sections A and B and then complete Section D.

A. ITEMS NECESSARY TO EVALUATE INCONTINENCE OR NEED FOR CATHETER

Review the 'tc\{elsible problems listed on the RAP KEY. Virtually all are easil-y diagnosed, and their

wil p not only i but | status as well. Also, most of these
factors can be identified by a nurse, but some will take a physician's order to carry out.
uTL
Urinary tract infecti are causes of i i ially new i

Lt 24
they should be looked for in all residents. If a clean catch urine is not feasible and the resident both
has no memory recall and requires at least extensive assistance in self-transfer [E1b = 3 or 4] you
may choose to forego ization to obtain a speci since identification and of UTIs
in this population has not been shown to make a difference.

+  Send a clean caich or sterile urine specimen for microscopic analysis. If >5 WBC are found. send
a fresh and sterilely obtained specimen for urine culture. If UTI is found, consider treatment.
«  For residents with an indwelling catheter, a new catheter should be sterilely inseried to obtain the

specimen.
Fecal Impactjon,
Impaction is very common and can cause incontinence by preventing the bladder from emptying well.
Thus, check for i ion in all residents who are i i

« To find bowel impaction, insen a gloved finger into resident’s rectum.

»  The finding of no swol or small amount of soft stool indicates that impaction is unlikely to be the
cause of incontinence. A record demonstrating that the resident has recently passed stool is pot
sufficient to rule out bowel impaction.

Deliri

If present, this is the most important problem. Often when delirium is treated, incontinence will
resolve. In the meantime, regular toileting will help.

Lack of toflet gecess.

Daily use of restraints can result in a resident's inability to get to the toilet; quick staff response is
necessary. The toilet may also be too far away for a resident who docs not get adequate warning
(e.g.. there may not be a toilet room near the activities room). Environmental modifications such as a
bedsit

de commode, urinal. of a room closer to the toilet can be useful. To remain continent, residents
may also require more staff support, such as more timely resp to req for assi

Immobility.

Immobility correlates highly with incontinence in many nursing home residents. Improving the
ident’s ability in i ion and toileting will often reduce incontinence, as will

providing timely staff assistance when needed.

Urinary Incontinence 2




Depression.
Severe depression can result in loss of the motivation to stay dry. Prompted toileting is often heipful
as a mesns of positive reinforcement.

Congestive Heart Failure (CHF) or Pedal Edema,

CHF and pedal edema are i when the resi is lying down: diuresis
overwheims the bladder. Treatment of these conditians is not difficult and will improve both
incontinence and fumuoml status.

Recent Stroke.

Oneememsnduulssublc.dehnmhuclwedand ion has imp!
incontinence persists, Most stroke patients are continent a1 this point.

Diabetes Mellitus.

Diabetes with pemsxzmly high blood sugar causes fluid loss that can cause or worsen incontinence.
Treatment will improve incontinence and functional status.

Medications

Many medxcanom can affect lhe bladder or urethra and ruulz in incontinence. Physicians would
usually ion if possibl g the risks and benefits of doing so. For
h 'blockensusedformdd yp ion, another medication might be
ion for arrh , might not have an appropriate substitute.

Y

d, occasional or “PRN™, and any nonprescribed

Cove! r-me-comr:f') medlcanom.

Medications that can affect i include the fc ing classes and types of drugs:

1. Diuretics, especially those that act quickly, such as fu ide (Lasix), b ide (Bumex), and
metolozone (Zaroxylyn), and, less frequently, thiazide agents such as hydrochlorothiazide.

. Sedative hypnotics, i.¢.. sleeping pills and antianxiety drugs such as diazepam (Valium),
lorazepam, Xanax, Halcion, and Dalmane.

. Any drug with anticholinergic properties:

Anupsychndcs (e.g., Haidol, Mellaril)
(e.g.. Elavil, Triavil)
Narcotics (¢.g., Morphine, Dilaudid, Darvon)
Medication for Parkinson’s disease (except Sinemet and Deprenyl)
Disopyramide
Antispasmodics (¢.g., Donnatal, Bentyl)
Antihistamines (e.g., medications for colds)

. Calcium ch blockers (e.g.. il, nimodipi icardipine, nifedipine, and diltiazem).

P P P

. Drugs that affect the sympathetic nervous system:

* Alpha b {eg.p in and phenoxy
* Alpha stimulams (e.g., ¢p ine, p P

Urinary Incontinence 3
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B. OTHER POTENTIAL CAUSES OR FACTORS CONTRIBUTING TO INCONTINENCE OR

USE OF CATHETERS

Much of the information asked for above will in a completed MDS. However, other items of
inf ion should be obtained and reviewed if i i persists. Identification and of
these factors will frequently not only imp: i i but may prevent further deterioration

such as paralysis. However, in the residet who both has no memory recall (B3e = checked],
requires at least extensive assistance in self-transfer [E1b = 3 or 4], and is free of related pain, there
is, as of yet, no evidence that identification and treament of such factors would benefit the resident.

Eain

Pain in the bladder, or related to urination. is a distinctly rare and i p in the inconti-
nent patient, and often indicates another pathological process, which may be treatable. Physician
evaluation is recommended.

E : Inad Urine O

If daily urine output is less than 1 liter, incontinence may worsen because of very strong, concentrated
urine. A daily output over 1.5 liters can overwhelm the bladder. If present. the identification of the
underlying cause of the high urine output (¢.g.. di high calcium, or ive fluid intake) is
required before restricting fluids.

. ﬂnammnnofﬂuidexcmeddaﬂysmmdbemummdrorlw2days.‘l‘hiscanbedomusinga
voiding record or, if patient is y incontinent, by inserting a (cmporary cath

Atroghic Vaginiti

Caused by reduced amount of the female hormone estrogen, this condition causes or contributes to
incontinence in many women.

« Examine vagina for evi of iency. ]

Optimally, a pelvic exam checks for signs of atrophic vaginitis.

If a resident is impaired, or appropriate equipment is not readily available, an ¢xam may be done in
the resident’s bed by spreading the labia and looking inside for redness, dryness, pinpoint

or easy

« Pain or irfitation during the i ion of a is another useful sign of the condition
(catheterization normally may be uncomfortable, but should not be painfub).

«  Atrophic vaginitis can be treated with a low dose of oral conjugated estrogens. Contraindications
10 estrogen therapy include a history of breast or endometrial cancer.

Abnormal Lab Yaiues
Several it ble only by y tests can cause incontinence, These include high
blood calcium or glucose and Vitamin B12 iency. Itis also imp 1 check the blood urea

nitrogen (BUN) or creatinine because some causes of incontinence also can damage the kidneys. All
ofumteszssknuldhzvebemdmwwidﬁnnelasta)days.ewdwBlz.whidishouldhavebeen
checked within the past 3 years.

Urinary Incontinence 4
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A doctor or a nurse practitioner can identify potentially life-threatening conditions that cause or

urinary These include bladder cancer or bladder stones, prostate cancer,
spinal cord or brain lesions (such as slipped discs and metastatic tumors), poor bladder compliance,

and tabes dorsalis.

*  Bladder cancer or stones are suggested by the presence of any amount of blood in the urine (even
in mi pi without evid of UTI. To investigate for bladder cancer, the first
moming urine is sent for 2 or 3 days for cytology examinations. Residents more likely to have
bladder cancer are men, smokers, and those with suprapubic pain or di a history of work
€xposure to cenain dyes, or recent onset of urge incontinence. The physician will decide who is
worked up or referred to a urologist.

. Supecwdmmccmmbedaecwdbynmmlenm.

« Spinal cord di are d 2 logical exam._

. DecmuedNadderoompﬁmmmsuhhdamgewunkihysmdsmmdbcmpecwdin
residents with a history of itions that result in d bladder pli (pelvic radiat
therapy, abdominal/pelvi ion, radical hy y or p y. or spinal cord
disease).

* Another cause of i i is abes d is (an ad d stage of syphilis), which is treatable
with antibiotics.

C. FINAL EVALUATION IF INCONTINENCE PERSISTS

After the above causes of easily treatable incontinence have been eliminated and the most serious  un-
derlying conditions have been i i lude the evaluation with an of the four
causes of incontinence that are due to abnormalities within the bladder itself. The following section first
describes these abnommalities and then describes the tests w detect their presence. A variety of treatment
options is available for each type of i i i ing and care plans appropriate for
every resident. In each case, the care plan can be tailored to the needs and characteristics of the resident
with dementia, immobility, etc. Notably, bladder training and medications have been shown to signifi-
cantly improve incontinence in even severely demented residents. The options are discussed in full detaii
in the educational material.

Exclusi Although d idents have been shown to benefit from targeted therapy, centain
patients have a low probability of responding. Th if a resi has no memory recall {B3e =
checked], is ively dep in self-transfer (E1b or ¢ = 3 or 4], and the facility's ability to

toilet the resident on a regular schedule is limited, then the patient may not benefit from this part of the
evaluation, and should be managed with pads, frequent tuming and changing, or exteral catheters. In-
dications for an indwelling catheter are: the resident is in a coma or has terminal illness, a stage 3 or 4
pressure uicer in an area affected by the i d l bl ge, the need for exact
measurement of urine output, a hisiory of being unable to void after having a catheter removed in the
past, or a resident with quad/paraplegia who failed a past attempt to remove a catheter.

The bladder abnormalities can be simply understood: either (1) the bladder contracts when it should not
(“uninhibited bladder”), abrupdly soaking the patient (“urge incontinence™); or (2) the bladder fails to
contract when it should (“atonic” or underactive bladder), so that urine builds up and spills over as
“overflow incontinence.” Altematively the urethra, through which the bladder empties, is either

(3) blocked by an obstruction (e.g., a large prostate) or (4) unable to close tightly enough (“stress
incontinence™).

Crinary Incontinence 5
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Bydoinga“mm"andmmningtheammofurimﬂmmmminmebladderaﬁctvoiding
(Post Void Residuai -— PVR) these conditions can be separated: the uninhibited bladder generally has
little residual urine (<100 ml) and & negative stress test, while the atonic bladder has a much larger
residual (e.g., >400 ml). ‘Women with stress incontinence (it is rare in men) generally have <100 mi
residual urine and a positive stress test. Men with a blocked urethra (rare in women) generally have
>100 mi residual urine and a negative stress test.

Post-Yoid Residual (PYR).

The PVR (post-void residual) is the amount of usine left in the bladder after a void. Research has shown
that many elderly people have large amouns left in the bladder after a void, even though they demon-
strate no signs of this. That is, they do not feel full or uncomfortable, they have a good urine output, and
do not seem to have a large bladder by patpation or percussion. Also, in men, a high PVR can signal a
variety of problems, and in both men and women, knowledge of the PVR can help guide the selection of
medication. Therefore, 2 PVR should be determined in all patients who reach this point of the evaluation.
In some cases, a physician’s order may be necessary to perform a PVR. If the physician chooses not w
allow this, it should be documented in the chart.

« When the resident feels relatively full. he/she should void as normally as possible into a
commode, bedpan, urinal, or a toilet equipped with a collection device (hat). Measure volume
voided. Within 15 minutes of voiding, under sterile conditions, insert a nonpermanent catheter
to measure the residual volume (PVR). Adding the volume voided to PVR gives the Total
Bladder Volume (TBV).

Attention to several points will ensure that the test is done correctly. First, if the resident cannot void
intentionaily, do the test after an episode of incontinence. Second, after allowing the urine to drain,
apply gentle pressure with your hand to the abdomen to increase the drainage. ‘When the urine has
stopped draining, withdraw the catheter siowly, continuing to press on the lower abdomen. If possible,
have the resident sit up during the catheter withdrawal. Under sterile conditions, the risk of causing an
infection is under 3%. Residents with known valvular hean disease (who receive antibiotic prophylaxis
for dental work) probably should receive a dose of amtibiotics before the PVR is checked.

« Ulirasound of the kidneys is indicated in male residents with a PVR greater than 100 ml to rule
out hydronephrosis (inability of the kidneys 1o drain properly), which could be due 1o biadder
obstruction and result in preventable kidney damage.

This test has no risks (compared to the risk of the dye injection in an IVP). Evidence of urine backing
into the kidneys strongly suggests the need for urologic feferral; if this is not done, the resident needs
chronic indwelling catheterization.

Bladder Stress Test for Female Patients

« Bladder Stress Test.  When the resident has a relatively full bladder, butnos 3.sirong urge 1o
y0id, have her stand or assume as upright a position as possible, relax, and cough vigorously or
mmuumirmummummmvolmewdmmm
usual incontinence. The stress test is negative if there is a delay of more than 5 seconds, 1o

: l«hae.orkahgeofcnlylfewdmps.oriﬂtisdisimihﬂoﬂnumalvolumezﬂcim—
stance of leakage. :

Mezasure void plus PVR as described above (i.¢., calculaic Total Bladder Volume).

1f the badder stress test is negative AND the Total Bladder Volume is less
than 200 mL, another test is needed for verification. Insent a sterile catheter into the bladder
(preferably do this while the catheter for PVR measurement is still in the bladder) and fill it
with at Jeast 200 mi of sierile water, if possible. Remove the catheter, have the patient stand up
(if possibie), and repeat the siress jest as shove.

..

Urinary incontimence 6




172

D. FINAL EVALUATION FOR RESIDENTS WITH INDWELLING CATHETERS

After the resident with an indwelling catheter has been treated for infection and all the other treatable
conditions listed above, a voiding trial can be atempted — unless the resident has teminal illness, stage

3ordp uicers, or ble urethral blockage. This trial may reveal that the catheter is not
necessary after all.
Exclusions: ﬂwmduulsmacomaorhasmmuulllhtss a stage 3 or 4 pressure ulcer in an area
affected by the il i blockage, the need for exact measurement of urine

output, a history of being unable to void after having a catheter removed in the past, or a resident with
quad/paraplegia who failed a past attempt to remove a catheter.

« If appropriate, institute a voiding trial. ]

(1) Before removing the catheter, record urine output every 6 hours for one or two days. Use this
record to plan when to remove the catheter so that the expected urine will not be over 800 mis
during the ime of the voiding trial.

(2) Remove catheter and observe. For example, if the resident usually puts out 500 ml on the day
shift, remove the catheter at the beginning of that shift and observe; if resident has not voided by
the end of the shift, wait until the volume gets higher, but do not exceed a volume of 800 ml.

(3) If resident is able to void, check the PVR, as detailed in Section C.

+ If volume is greater than 400 ml, reinsert indwelling p ly or until resid
can be referred to a urologist.

« IfPVR is between 100 and 400 ml, observe resident carefully as urinary retention may
redevelop over a few days to a few weeks. [f not, check for presence of incontinence: if
present, complete Section C (above).

« IfPVR is less than 100 ml, check for p of i i if present, p
Section C (above).

(4) If resident has not voided by the time the expected volume is 800 mi, and there is no sensation
of fullness, no urge to void, and no void, reinsent an indwelling catheter and record the volume.

Residents who fail the voiding trial need either urologic referral, if approp orp
catheterization.

(5) If the resident has no memory recall, is unable to transfer independently, and has i
nmxsresstmwaumenpyformmemanZweeksaﬁer ing the a may
be ifd ppropriate by the staff.

Urinary Incontinence 7
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URINARY INCONTINENCE AND INDWELLING CATHETER RAP KEY
]

TRIGGERS GUIDELINES

Incontinence care plan suggested if: Possible reversible problems to be reviewed in
evaluating incontinence or need for catheter:
1. Incontinent 2+ Times a Week

[F1b =2, 3 or 4} 1. Conditiogs: UTT (F2a; J1ee}, Fecal Impactions
[F2b; K1le), Delirium {B5), Depression [J1q],
. Use of Catheter or Pads Edema [K1d]
(F3b, F3c, F3d, F3f = any dled(edl 2. Enviropment: Locomotion (Elc}, Lack of access
10 toilet, Barriers (observation], Restraints (P3]
EXCLUSIONS: C Bl=1]or ici 3. Diagnoses: CHF [J1c}, CVA (J1k], Parkinson’s
inal prognosis (J1z = ) [J1m), Diabetes {J1y]

4, M;du;annn; Dlum.u:s Parkmson smeds.

Drugs that sumulaxc or block symp:nhcuc
nervous system, Calcium channel blockers
(verapomil, nifedipine, diltiozem), Narcotics
[from record}

S. Psychoactive Medications: Antipsychotics,
Antianxiety/hypnotics, Antidepressants [04]

Olher Potenual factors comnbuung to
or use of cath

1. Conditipns: Pain; Excessive or inadequate urine
output, Atrophic vaginitis, Cancer of bladder,
prostate, brain, or spine, tabes dorsalis (from
record or exam]

2. Abnormal Lab Values: High blood calcium, high
blood glucose, low B, High BUN or Creatinine
[from record)

Final evaluation if incontinence persists:

1. Specific Tests: Not indicated when Comatose
[B1] or both No memory recall [B3e}] AND
Dependent in Transfer, Locomotion [E1b, Elcl,
for others, do: Post Void Residual, bladder
stress test for females, reflux test (kidney ultra-
sound) for males with PVR >100 ml

Final evaluation for residents with indwelling
catheters:

If indwelling catheter [F3c), do Voiding Trial unless
terminal illness (J1z), stage 3/4 pressure ulcer [N2]
and/or untreatable urethral blockage [J2)
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RESIDENT ASSESSMENT PROTOCOL: PSYCHOSOCIAL WELL-BEING

PROBLEM

Well-being refers to feelings about self and social relationships. Positive attributes include initiative and
involvement in life; negative armibutes include distressing relationships and concem about loss of status.
On average, 30% of residents in a typical nursing facility will experience problems in this area,
two-thirds of whom will also have serious behavior and/or mood problems. When such problems
coexist, initial treatment is often focused on mood and behavior manifestations. In such simations,

for psy ial distress is dependent on how the resid ponds to the primary mood/
behavior treatment regimen.
TRIGGERS

A psychosocial well-being problem is suggested if:
1. One or More Problems With Relationships [G2a, G2b, G2c, G2d = any checked)
2. Grief Over Lost Status/Roles [G3b = checked)

GUIDELINES

Sequentially review the items found on the RAP KEY.

Confounding Problems.

T for ior p are often i diately beneficial to well-being.

« Do mood/behavior problems affect well-being?
+ Did the mood/behavior problems appear before the reduced sense of well-being?
» Have ongoing treatunent programs been effective?

Situational Factors That May Impede Ability to [nteract With Others.
Environmental and situational problems are ofien amenable to swaff intervention without the burden of
staff having w “change the resident.”

« Have key social relationships been altered/terminated?
Hmchanzumlhcmdulsummlalmmdmoﬂmormmmmvmu—
for le, room use of phy 10 new dining area?

Thmcuemsfoeusonmwhemhemdemmylackmemmywmﬁeelyinmsansfymgsom!
relationships. They represent substantial imp 10 easy jon with others and highlight areas
where staff imervention may be crucial.

« Do cognitive/communication deficits or a lack of interest in activities impede interactions with
others?
« Does resident indicate uncase in social relationships?

Psychosocial Well-Being 1




175

Lifestyie Issues
Residents can wi or i b they feel life lacks meaning.

« Was life more satisfactory prior to entering the nursing facility?
. anhupleocwptedwumn:pu.\mwllhngmmspommdwmdsofu:pmsam
= Has the facility f d on a daily that the resident’s prior lifestyle?

Iditional Information o Clagife the N {10 Prop!

Supplemental assessment items can be used (0 specify the namre of the well-being problem for residents
for whom a well-being care plan is anticipated. These items represent topics around which to phrase
questions and to establish a trusting exchange with the resident. Each item includes the positive and
mpnveaﬂdammmmmngdzpmbhmgedmaaﬁunmmmmkmgmm
issues. Staff can use or not use the items in this list For those items selected, the following issues
should be considered:

+ How do stafffresidera perceive the sgyerity of the problem?

« Has the resident ever demonstrated (while in the facility) strengths in the area under review?
« Are comective strategies now being used? Have they been used in the past? To what effect?
« [s this an area that might be improved?

Psychosocial Well-Being 2
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" PSYCHOSOCIAL WELL-BEING RAP KEY
( ]

GUIDELINES

TRIGGERS
Well-being problem suggested if: Confounding probiems:
1. Increasing/persistent sad mood [H2, H6)
1. One or More Problems With 2. Increasing/daily disturbing behavior [H3, H7]
Relationships
[G2a, G2b, G2¢, G2d = any checked) Situational factors that may impede ability to interact
with others:

2. Grief Over Lost Status/Roles
[G3b = checked)

1. Loss of family member, friend, or staff close to resident
{G2f; from record)

2. Initial use of physical restraints (P3]

3. Change in room assignment or new admission [Intake
12; from record]

Resident characteristics that may impede ability to

interact with others:

1. Delirium/cognitive decline [BS, B6]

2. Communication deficit/decline {C4, C5, C6]

3.1 i of wheelchair [Elc, ES¢, E5d)

4. T at case interacting with others (Gll

5. Diseases that impede — Alzheimer’s
[J1h], Other dementia [J1i], Depression {J1q), terminal
prognosis {J1z), Mental retardation [Intake 112}

6. Uninvolved in activities [12, I4)

Lifestyle issues:

1. Strong identification with past roles/status [G3a)

2, Incongruence of current and prior style of life
(Intake ITI}

3. Length of time problem existed [from record)

Supplementa! problem clarification issues [from
famity if vl

I. i

— Skill/unease in dealing with others
— Reaches out/distances self

— Friendly/unapproachable

— Flexible/ridiculed by others

2 L .
— Supponed/isolated

— Many friends/friendiess
3. Dealing with grief

— Moving through grief/bitter and inconsolable
— Religious faith/feels punished
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RESIDENT ASSESSMENT PROTOCO!

MOOD STATE
(3 R T T o

1. PROBLEM
mxssammmﬁnmamwwmw%Memmmu
sympeomatic signs of a mood state problem. Such signs are often expressed as sad mood, feelings of
unuimnxiuyumn:ymdsomnﬁfemdmawid:mpofbodﬂywmpmmmd
dysfunctions, such as loss of weight, tearfulness, agitation, aches and pains. .

. TRIGGERS
A Mood State problem is suggested if any of the following are found:

1. Verbal Expressions of Sad or Anxious Mood [H1a = checked].

2. Demonstrated (observabie) Signs of Mental Distress [H1b, Hic, Hld, Hle, H1f, H1g = any
L

3. Persistent Sac or Anxious Mood (H2 = 1]
M. GUIDELINES

Specific conditions stated below suggest the need for an altered/new care strategy. They are not
exhanstive; other situations may arise in which staff decide that an altered care plan is necessary. The
most obvious are i of drug-i d side effects ( in Psy pic Drug Use RAP).
Residents whose mood problems do not call for care plan alterations are those with stable behavior and
ing problems.

0o unusual

Many of the questions and issucs that follow relate to the MDS items listed on the Mood State RAP
KEY. An altered care strategy is suggested when specified conditions are met.

Have Mood State Problems Recently Intensified?

Were mood problems present 6 months ago?

Does resident have a cyclic history of decline and improvement in mood state?

Has loss of appetite with accompanying weight loss occurred?

Has interest in activities declined, even though resident remains physically capable?

Resotution of delirium ({luctuating i ioral, relationship and/or d
problems often affect a resident’s mood state. Only when these itions have been can the
nature of a mood problem be fully understood.

« Review record to determine whether there has been a sudden onset or worsening of cognitive
symptoms or communication skills ing initiation of (c.g-. ications)
Review t0 i the resident is using any medications known to cause mood shifts,
such as: psychouropics: antihypertensives, such as clonidine (Catapres), quanethedine
(Lsmelin), ydopa (A ), prop (Inderal), and rescrpine; cimetidine (Tagamet):
or

Mood Stme t




178

Also, ider the ible p of other plicating factors, such as:

» Delirium

* Review recent changes in the life of the resident (¢.g., death of a child, transfer 1o new
environment, separation from loved ones, loss of functional abilities or change in body image,
loss of autonomy)

» Review nawre and intensity of i ip and/or ior p

ADL decline can be both a cause and a consequence of distressed mood. Reviewing the sequence of
ADL and mood decline may be mformanve In any case, where mood seems to lmpalr ADL funcuumng.
useful strategies include modifying the ph the resident’s perfi

ADL activities into a series of subtasks, ,and using verbal reminders and cues.

I.I',' ?

The passive resident with distressed mood may be ked. Such a resident may be er y
assumed to have no mood state problem.

+ Does the resident show lintle/no injtiative?
« Does he/she remain uninvolved in activities (alone or with others)?
« Is the sad mood persistent?

ALt ..

These conditions include: Alzheimer’s Disease, cancer, cardiac disease, metabolic and endocrine
disorders (¢.g., hypercalcemia, Cushing's disease, Addison’s disease, hypoglycemia, hypokalemia.
porphyria), Parkinson’s disease, stroke, or other neurological disease, and thyroid disease.

Has the mood p ined relativel h d for the last 90 days, or has it improved
with the current treatment program?

Have there been cycles of declme and lmpmvcmem”

o s g and/or psy | therapy?

Mood State 2
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MOOD STATE RAPKEY
| e ]

TRIGGERS

GUIDELINES

A mood problem suggested if:

1. Verbal Expression of Sad/Anxious Mood
[H1a = checked)

2. Any Demonstrated Sign of Mental Distress
[Hlb. Hlc, H1d, Hle, H1f, Hlg = any
checked)

3. Mood Persistence [H2 = 1]

Indicators of the need to consider a new/altered
care strategy:

1.
2.

Mood decline [H6]

Mood unimproved (H6) AND reversible condi-
tions present

Delirium/cognitive decline; Hallucinations/
delusions [BS, B6; Klg}
Communication decline [C6]

ADL decline {ES]

Grief due to loss of loved one [G2]
Recent move into/within facility
[INTAKE 12}
Useofmedslmownmcausemood shifis
(e.g., antihyp

clonidine. cytoxic agents, dngualns.
g\mzmldxm xmmumsuppxesswe.

stcxmds smnulams) [rrom record)

. Mood unimproved [Hﬁ] AND indication of

abilit; makin;

ability.

ability to undzrsband (B2, B4; C5)

AND ANY of following:

— Little or no initiative shown {G1]

— Liunle or no involvement in activities {12]
— No medications (O1]

— No psychological therapy (Pin]

. Relationship and/or behavioral problems present

[G2; HY)
Confounding issues to be considered:

1. Communication skills [C4; CS]

2. Diseases: Neurological disease (J1h, J1i, J1j,
Jim], CVA (J1k], Anxiety [J1p), Depression
{J1q}, Manic depressive [J1r], Thyroid disease
[J1aa}, Hypercalcemia, Cushing's, Addison’s,
Hypoglycemia, Hypokalemia, Porphyria,
Psychasis (J2]




RESIDENT ASSESSMENT PROTOCOL: BEHAVIOR PROBLEM
[ ]

PROBLEM

Between 60% and 70% of residents in a typical nursing facility exhibit emotional, social, and/or behavior
disorders; about 40% have purely behavioral pmblems (1 ¢., wandering, verbal abuse physically
aggressive and/or socially inappropriate with 1 also frequently

have other related problems. Over 80% of those who have behavior pmblems will have some type of
cognitive deficit: about 75% will have mood and/or relationship problems.

Problem behaviors are often seen as a source of danger and distress 10 the residents themseives and
sometimes to other residents and staff. Nursing facilities often find such residents difficult to cope with,
and physicians often seem unaware of the wide range of available treatment and management options.
As a result, of pl or p pic drugs is not About one-half of
rcadcms who exhibit “pmblem" behaviors wnu be physlcally restrained, and about one-half will receive
psy ive — antipsy ). antianxiety agents, and, 1o a lesser extent.

id These interventi h T, have ially serious negative side-effects, and many
nurses in nursing facilities report being uncomfortable using only physlcal restraints and/or psychotro-
pics to manage residents with behavior pmblems As a result, there is an increasing trend toward using

other inter ions and in ng p behaviors.

TRIGGERS

The MDS trigger items identify two types of residents for whom further review is suggested: residents
who exhibit the problem behaviors of wandering, being verbally abusive, being physically aggressive
and/or exhibiting socially inappropriate behaviors AND residents who are not currently exhibiting
problem behaviors but who are recelvmg uean'nem or uuervennun that might mask or prevent the mani-
festation of the behavior (e.g. no dering ).

Review of behavior status is suggested if resident has:
1. One or More Behavior Problems [H3a, H3b, H3c or H3d = 1 or 2)

The possibility of elimination or vention is suggested if:

2. Behavior improved (H7 = 1] AND Use of Antipsy ics OR Antidep
[Odaor O4c=1-7]

3. Behavior Improved [H? = 1] AND Use of Trunk OR Limb Restraints
[P3bor P =10r2]

. GUIDELINES

The items in this RAP (and in the RAP KEY) begin with those items that help to ¢ draw the distinction
between serious behavior problems and others that can be more easxly d. This is followed

s is

by a section on potential causes or factors i in the of problem behaviors the
resolution of which might reduce or eliminate the behavior(s).

EVALUATING THE SERIOUSNESS OF BEHAVIOR PROBLEMS

The first mgger identifies residents who currently exhibit some type of problem behavior for which
ional or new grams may be idered. Not all iors need an extensi

intervention. Some behaviors neither endanger nor distress the resident or others. For example, many

Behavior Probiem 1
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hallucinations and delusions (when pot a sign of 2 psychosis or an acute condition such as delirium) are

benign. Resid with such ioral manifestarions may be accommodated (e.g., tolerated, behavior

ied or redil ) within the envi ofthcnumngfxalny ﬂm&dﬂznmmngwtwmera
pamcuhr behavioral mamfesanon i§ a problem is an step and i the nature
and y of the jon and the effects of the behavior(s).

over the last

= Review to determine the intensity, ion, and freq of behavior p
7-day and 14-day periods. Did these change or vary over time?

« Is there a pattern (0 the behavior manifestations based on observations over a 7-14 day ume
period? (Consider such factors as time of day, nawre of the e i what the

others were doing at the time the p was d.)

Identifving Stabilit/Change in the N { Bet Prob

Identifying pattems of behaviors over time may help clarify the underlymg causes of problem behaviors.
For example, such a review may revca.l a paem m which a 's jons typically
occur only in the p ofap of (e.g.a person who can tolerate large
groups for smgmg but not for mcals) S:mnlaﬂy. observmg a resldem over lime may reveal that a
rwdctu ] ingly mldom lar events (¢.g., yelling/screaming

d with objecti! ing the """'"-' dunng a favored television program;
wandering associated with me need to toilet). Addressing the causes of such pattems may feduce of
climinate the behavior.

-+ How did behavior develop over time? Were problem signs evident earlier in the resident’s stay
or even carier in the resident’s life?

« Has resi d recent c.g. 10 anew unit, assxgnmem of new
nonlicensed direct care staff to the unit, change in medi } from a
program, decline in cognitive status)?

Understanding that a behavior can — but does pof always — mlerfcm with a resident’s self-performance

and treatment regimens is useful in idering the need for inter This v:ew can also help to
ensure that aggressive or interventions (e.g., physical ints or antipsy ) are not
introduced simply to keep the resident “looking normal.”
« Does the i the resident? Others? If so, in what ways does it endanger the
resident or others?
- Are behavior problems relased to daily variations in ional perf ? If so, how?

« Does behavior problem tead to resistance to care?
Does it lead to difficulties dealing with people and coping in the facility?

REVIEW OF POTENTIAL CAUSES OF BEHAVIOR PROBLEMS

Many behaviors, ,are p ic for the resident or others. Many are directly associated with
acute health i i di or psychi diti Still others originate in the
resident’s reaction o external factors, such as psydmmpm medications, the use of physical restraints,
and stressors in the environment (¢.g., loud noises, chznges in familiar routines). Identifying the various
factors involved in the manifestation of problem behaviors is crmcal. Such a process may reveal condi-
tions that can be resolved, thus eliminating or ing the p h . Further, distinguishing

Behavior Problem 2
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mmgpmumﬂmsaormnﬁmonﬂnpsmmﬂwdcvebpnxmappmpnmmphn(eg..
condition as contrasted to a psychotic
syndrome). ConsthrmmorthelmsmmenduwormuunWKEY(uwdnsmnladeAPs
as indicated) should facilitate this process.

Cognitive Status Interactions
Decision-making ahdny is a key indicator of effective cognitive skills. Resolving acute confusional state
or delirium, a p can be critical to behavior management. (See Delirium

anadummsormgmmdsympwmsofdehnummm)

For many residents with chronic progressive dementia, certain behaviors may continue in spite of reme-
dmuunnumunmuvemm In some instances, the behaviors will be distressing; however, in many
instances b can be For example, many residents who wander can be accommo-
dated without restraimus in a hazard-free environment. Slmnhrly.meneedurdpannnuofduwnmg

residents or those with catastrophic reactions can often be anticipated or the most d:

the distress alleviated. TheCownnveLom/DunamRAPrefmmsevenlmuﬂmcanbecms:dmd
for such residents. Thus, that RAP should be completed prior to this RAP on Behaviors for residents
who have cognitive problems.

Mood and relationship problems often produce disturbed behavi Ifthe ying p are

* Does the resident have an unresolved mood state or relationship problem that may lead (o be-
havior problems (¢.g., anxiety disorder and lxmnm;dewmononsolmonmdvemauy
ahmvebehavnr)’kdawdn?sydmctheﬂBengAPmdwﬂuMoodSmRAP

+ Is there an association among mood state, relationship, and iorp ?

+ Can a cause and effect relationship be determined?

* Does the resident experience a sense of frustration because of rejection by family? If so, does
this frustration result in the resident verbally abusing staff or other residems?

Relationship Difficulties That Mav Affect Behavior,

* Does the presence or absence of other persons precipitate an event?

* Was 3 combative act prompeed by paranoid delusions about another's motives or actions?

« Did recent loss of a loved one, change in staff, an intrafacility move, or placement with a room-
mate with whom the resident cannot communicate lead to disruptive behavior?

Envirenmental Conditions.

A review of the resident's behaviors over time may, as noted earlier, reveal a pattern of behaviors that
helps identify the causes of the behaviors. Because environmental conditions often have a profound
effect on residents’ behaviors, these factors should be given special consideration.

« Are suaff sufficiently responsive? Do they recognize stressors for the resident and early
warmning signs of problem behavior?

» Do staff follow the resident’s familiar routines?

= Do noise, crowding or dimly lit areas affect resident’s behavior?

* Are other residents physically aggressive?
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lliness/Conditions.
Someume&ﬂnomuofm illnesses and/or the worsening of a chroaic illness produces disturbed
Often i and ofmculmwulmlvethemblem behavior. In
addition, a resident with cerin chronic difficulties in making his/her needs
understood or in undersianding others may also exmbn pmblcm behaviors that can be eliminated or
reduced if more effective methods of dopted by staff and families. Sensory
impairments (vision. hearing) may also pmduoe dm'upuvc behaviors that would lessen or disappear if
the underying condition were

« Can physical health factors close in time to the di d i be‘ ifl (eg pain or
discomfort from physical conditions such as arthriti i
. le{towenedbehaworbcamuawdmmmmmmm(e unnarymctmfecuon.oum

fi fever, sleep h | trauma,
deficiencies, weight loss, dehydration/insufficient nmds alectmlyte disorder, or acute
hypotension)?
* Can the observed b ior be i with the ing of a chronic illness
(e.g.. congestive heart failure, diab ych Alzheimer's disease or other dementia,

CVA or hypoglycemia for a dxabeuc)"
« What was the role of impaired hearing, vision, or ability to communicate?

A number of or interventi may aﬂ‘ect a mldem s behavior. Some may have
had a positive effeci. wl'ule others may [ — or produce new prob-
lems. Both axe p ider in ing a decision about wp d with a care plan
inter i mvlew the resi (] mn:xest in, use of, or pammpanon in psychological
treatment pmgnm(s) This r:vu:w will be especiall p for who have recenty

status. For some and some
continuation of treatments may | be cenural to maintaining their new-found control. In other cases, cither

the inter ions can be d ‘(a(leaslmamalbass).mdumdceffeasofmemxervenuon
may be so scvere that ions in the should be idered. For p admgor
gram may result in i d confi and d ADL self-perft

decline i in mood, or a general decrease in the quahty of life for the res:dcm. On the other hand, brtakmg
tasks of daily life down into smaller steps that the resident can p d and p may reduce
stress and prevent problem behavior.

« Has the resident been revi dbya jatrist, etc.? When?

« Are there indicators that treatments have helped resident gain increased control over life?

What were they?

Can improvement be attributed to an identifiable treatment?
If behavioral problems have lessened, can medication or behavior management programs be

withdrawn?

« Is the onset or change of behaviors associated with the start of (or change in prescription of) a
medication(s)?

« Is the behavior associated with the use of a physical int (¢.g., i itation and
anger)?

Has the resident received care in a specially designed therapeutic unit?

« Are there special staff training/support programs that focus on managing behavior problems?
What disciplines are involved? How frequent/consistent is the tralmng?

Has task segmentation been used © imize resident i

Behavior Problem 4
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[

BEHAVIOR PROBLEM RAP KEY
}

TRIGGERS

GUIDELINES

Review of behavior status suggested if:

1. One or More Behavior Problems
{H3a, H3b, H3cor Hidd = 1 or 2)

Review of treatment intervention suggested if:

2. Behavior Improved AND Use of Antipsy ]
orﬁnndepmams [H7 =1 AND O4a or O4c =

3. Behavior Improved and Use of Trunk or Limb
Restraints (H7 =1 AND P3bor P3c = 1 or 2]

Review and describe problem behavior:

1. Evaluating the seriousness and stability/
change of behavior problems. Review of
intensity, duration, frequency and. if any, pattemn
of behaviors, their development over time, and
their effect on the resident and others
[from record].

Review potential causes that could be addressed
or resolved:

. Cognltlve status problems. Delirlum/periodic
king (BS, J2), Alzheimer's (J1h]
or other dementia [J11], effects of stroke {J1k;
from record).

2. Mood and/or relati p probl. Unsettled
relatonships [G2), sad or anxious mood [H1),
psychiatric dxagnosus [le, qu. Jlrl

3. Envir

p of ful iti or physncauy
aggressive resi from 's
normal routines [from record; interviews with
staff, resident).

4. Iliness/conditions. Onset of acute illness,
worsening of chronic illness, and other related
problems, such as CHF {J1c], pneumonia {J1o],
diabetes (J1y}, septicemia [J1dd), UTI {Jlee] or
other infection {from record], constipation
[K1a), fever {K1f), hallucinations/delusions
[K1g), pain (K1j}, fall with physical trauma o
head [K2; from record).

5. €Coemmunication deflcits. Difficulty making
self understood (C4} and/or understanding others
[CS).

6. Sensory impairments. Hearing/visual problems
{C1; D1).

7. Treatment/management procedures.
Antipsychotics, antianxiety/hypnotics,
antidepressants (O4], trunk, limb or chair
restraints [P3), behavior management program
{H5; from record].
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RESIDENT ASSESSMENT PROTOCOL: ACTIVITIES
[ — o e —

PROBLEM

The Activities RAP targets residents for whom a revised activity care plan may be required to identify
those residents whose inactivity may be a major complication in their lives. Resident capabilities may
not be fully recognized: the resident may have recently moved into the facility or staff may have focused
100 heavily on the instrumental needs of the resident and may have lost sight of complications in the
institutional environment.

Resident involvement in passive as well as active activities can be as important in the nursing home as it
was in the community. The capabilities of the average resident have obviously been altered as abilities
and expectations change, disease intervenes, situational opp iti less freq and ded
social relationships less common. But something that should never be overlooked is the great variability
within the resident population: many will have ADL deficits, but few will be totally dependent, impaired
cognition will be widespread, but so will the ability to apply old skills and leam new ones; and sense
may be, impaired, but some type of iwo-way communication is almost always possible.

For the nursing home, activity planning is a universal need. For this RAP, the focus is on cases where
the system may have failed the resident, or where the resident has distressing conditions that warrant
review of the activity care plan. The types of cases that will be triggered are: (1) residents who have
indicated a desire for additional activity choices: (2) cognitively intact, di d resid who may
benefit from an enriched activity program; (3) cognitively deficient, distressed residents whose activity
levels should be evaluated; and (4) highly involved residents whose health may be in jeopardy because of
their failure to “slow down.”

In evaluating triggered cases, the following general questions may be helpful:

« Is inactivity disproporti to the resident’s physical/cogn abilities or limitations?
+ Have decreased demands of nursing home life removed the need to make decisions, 10 set
schedules, to meet challenges? Have these i d to resi apathy?

What is the nature of the namrally occurring physical and mental challenges the resident
experience in everyday life?

« In what activities is the i d? Is he/she lly an active participant in the life of
the unit? Is the resident reserved, but actively aware of what is going on around him/her? Or is
he/she of ings and activities that take place?

+ Are there proven ways to extend the resident’s inquisitive/acti g in activities?

Might simple staff actions expedite resident involvement in activities? For example: Can
equipment be modified to permit greater resident access of the unit? Can the resident’s location
or position be changed to permit greater access to people, views, of programs? Can time and/or
distance limitations for activities be made less d ding without d i ?

t Yillg

Can staff modes of i ing with the resident be more dating. possibly less
threatening, 10 resident deficits?

TRIGGERS

The following sets of MDS based itions indicate those residents who will require fusther review, as

well as the types of the action that may be required:
1. Revised activity plan suggested if:
Resident Prefers More or Different Activity Choices (IS = 1]

Activities 1
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2. Revised activity care plan suggested to help resident overcome resident dlsuess when ALL THREE
of the following conditions met:
a. Liglg/No involvement in activities (12 =20r 3] .
b. Qne/More of following indicators of Distress: -

Unsentled relationships in any area [GZa .GZb. G2c, G2d = Any checked)
{G3b=

* Sad over lost rol
. Verbal expmssxons of sad mood [Hla checked]
. dicated by p b of General Activity Preferences
mj chccked]
¢. Two or more of following indi of C ication/Cognitive Ability:

+ Short-term memory OK [B2a = 0]

. Al least some decxsnun-makmg ability (B4=0, 1, or 2]
. ly d by others (C4=00r 1)
. l' y und others (C5=0or 1]

3. Review of activity care plan to determine if its modification might help to overcome resident distress
when either of the following conditions met:

* -a-and -b- conditions above AND resident is bedfast [E4b = checked]
* -a- and -b- conditions above AND resident has No or Only One of the four indicators of
Communication/Cognitive ability (c. above).

4. Review of activity care plan suggested if: Most involvement in activities {I2 = 0] AND Two or more
checked in measurement of time awake [I1a, I1b, I1c = more than 1 checked]

M. GUIDELINES

The followup review looks for factors that may impede res:dem mvolvemem in acuvmes Although
many factors can play a role. age as a valid impedi wop can ly be ruled out. If age
continues to be linked as a major cause of lack of participation, a ‘staff ion prog may prove
effective remedying what may be overprotective staff behavior.

WMWW To some exient, competence depends on environ-
mental d When the chall is not sufficiently d a can b bored.
perhaps wnhdrawn. may resort to fault- ﬁndmg and perhaps even bchave mischievously to relieve the
y. such a resi may b less of the lack of challenge. In
when!he lacks the p ¢ 1o meet chall 7 d by the sur i heor
she may react with anger and aggressiveness.

« Do available activiti d to resident lifetime values, attitudes, and expectations?
Docs resident consider “leisure activities™ a waste of time — he/she never really leamed to
play, or to do things just for enjoyment?
Have the resident’s wishes and prior activity pattemns been considered by activity and nursing
professionals?
Have staff idered how g lower energy levels may be of interest to the
resident — e.g., reading a book, uukmg with famxly and friends, watching the world go by,
knitting?
« Does the resident have cognitive/functi deficits that either reduce options or preclude

i in all/m ivities that would otherwise have been of interest to him/her?

Health-related factors thatmay affect panticipation in activitics, Diminished cardiac outpus, an acute
illness, reduced energy reserves, and impaired respiratory function are some of the many reasons that

Activities 2
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activity level may decline. Mot of these conditions need not necessarily incapacitate the resident. All
moofmdia:se-mmmwmiﬁwmlyludmmgxuﬁwdecﬁmmmmdmm
fusther decrease in activiry levels. However, this pattern can be broken: many activities can be contin-
ued if they are adapted 10 require less ion o if the resident is helped in adapting to a lost limb,
decreased communication skills, new appliances, and so forth.

« I8 resident suffering from an acute health problem?

« Is reside i of due o the presence of health-related
equipment (tubes, cxygen tank, colostomy bag, wheelchair)? .

+ Has the resident recovered from an illness? Is the capacity for participation in activities

greater?

+ Has an illness left the resident with some disability (c.g.. slurred speech.necessity for use of
canefwalkerfwheelchair, limited use of hands)?

* Does resident’s treament regimen allow little time or energy for panicipation in preferred

- ; ) .atiop, fi )01 xha
palhqlogicdnnmocuummyspeaomnmsidau's p the p of
activities may namrow. Of special interest are problematic changes that may be related to the use of
psychoactive medications. When residents or staff overreact to such losses, compensatory strategies may
behelpﬁll—e.g..impaimdmiduumaybmeﬁ!ﬁompaiodsofbothlaivilymmmskscgmcma-
tion can be considered: or available resident energies can be reserved for pleasurable activities (¢.g.,
usingusulmimmmwdkmmccammommmenhanmmbammun)ouuivixiammve
individu;‘lsipiﬁm(&g..simngmn:ndcdnndailypnyerservicemmermanugmupacﬁvity
program,

« Has staff or the resident been overprotective? Or have they misread the seri of
cognitive/functional decline? In what ways?

« Has the resident retained skills, or the capacity to leam new skills, sufficient to permit greater
activity involvement?

« Does stff know what the resident was like prior to the most recent decline? Has the physical/

other staff offered a prognosis for the resident’s future recovery, or change of continued

decline? * :

BMmymhmnﬁllmmmbeﬁcvedmunmsiduumwlemeorwqumbehmed

by increased activity levels? What reasons support a counter opinion?

Does resident retain any desire to learn or master a specific new activity? Is this realistic?

Has there been a lack of participation in the majority of activiti which he/she stated as

preference areas, even though these types of activities are provided?

Environmental factors, Eavironmental factors include recent changes in resident location, facility rules,
season of the year, and physical space limitations that hinder effective resident involvement.

. Dnsmei:mphyofpum.social.andphysialaspecuofﬁufacﬂily'smvimnmemhamper
involvement in activities? How migh this be addressed?
. mwmmmwmmofmmormmomemdm

the MDS assessment period?
« Can the resident choose to participate in of to create an activity? How is this influenced by
facility rules?

. Douleddeummwbewilhod!n.hmfcphydulhymnormeunitgelsinmeway?bo
mmmmwmmmm’:mwumolvedimhelifeoflhe
facility? What corrective actions are possible? Have any been taken?




Changes in availability of family/friends/staff sucport. Many residents wil experience not only a change
in residence but also a loss of relationships. When this occurs, staff may wish to consider ways for a
resident to develop a supportive relationship with another resident, staff member or volunteer that may
increase the desire 1o socialize with others and/or to attend and/or paticipate in activities with this new
friend.

« Has a staff person who has been i | in involving a resident in activities left the
facility/been reassigned?

Is a new member in a group activity viewed by a resident as taking over?

Has another resident who was a leader on the unit died or left the unit?
Ismsxdemshy.lmablezomakemw friends?

Does 's ion of dissatisfaction with fellow
v.ohnpanofanmxvmu group?

i k in
speclal interest m card:ac and other dxseases that might suggm a need 0 slow dowm
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ACHVIT!QRAPKEY
B |

TRIGGERS

GUIDELINES

1. Revised activity plan suggested if: Resident
Er;fels More or Different Activity Choices
=1]

Problems to be considered as activity plan is
developed:

1 Cognixive status (B)

2. Revised activity plan suggested to help
overcome distress if ALL of the following:
a. Linle or no involvement in activities
(I2=20r3)
b. Distress: Any indicators of unsettied
relanonsh:ps [{G2a, G2b, G2¢, G2d = - any
Sadi over lost
[G3b = checked] OR Verbal expressions of
sad mood (H1a = checked} OR Absence of
general activity preferences {I4j = checked)
Two or more indicators of i intact
and/or Cogr Ability:
— Short-term memory OK (B2a = 0}
— Some decision-making ability
[B4=0,1 or 2]
Und, "
[C4=0ori)
— Understands/usually understands others
{CS=00rl)

3. Revised activity plan suggested to determine
hether modifications might help resid
overcome distress if all of the following:

a. Liale or no involvement in activities
[f2=20r3]

b. Distress: Two or more indicators of unsettled
relationships (G2a, G2b, G2c, G2d = two or
more checked] OR Sadness over lost roles/
status [G3b = checked] OR Verbal expres-
sions of sad mood (H1a = checked] OR
Absence of general activity preferences [14) =

.°

checked]

c. Resident is bedfast [E4b = checked] OR
None or Only One indicator of intact Commu-
nication and/or Cognitive Ability:

— Short-term memory OK {B2a = 0]

— Some decision-making ability
{B4=0,1 or 2]

— Und d d by others
{C4=0orl)

— Undi d ds others
{CS5=00r1)

4. Review of activity plan suggested if:
Resident has Most time involvement in activities
[12 = 0] AND is awake all or most of time
[I1a, 11b, 11c = more than 1 checked)

2. health conditions {K3}
3. Nu.mber of treatments received [P1]
4. Time in Facility (INTAKE 12]

S. Use of psychoactive medications {04]

q
ed:

Confounding probl to be ;1

iac dysrhythmias (J1b],
Hypénension (J1d], CVA {J1k]

42-803 0 - 91 -7




RESIDENT ASSESSMENT PROTOCOL: FALLS
[ Qi 7 ]

PROBLEM

Falls are a common source of serious injury and death among the elderly. Each year, 40% of nursing
home residents fall. Up to 5% of falls result in fractures; an additional 15% result in soft tissue injuries.
Moreover, most elders are afraid of falling, and this fear can limit their activities.

[n about one-third of falls, a single potential cause can be identified: in two-thirds, more than one risk
factor will be involved. Risk factors that are intemal to the resident include the resident's physical heaith
and funcuonal status. External risk factors include medication side effects, the use of appliances and

and er I conditions. ification and assessment of those who have fallen and
those whomnhxghnskoffallmgmmegoﬂsomusm

TRIGGERS

Residents who have fallen a1 least once are at l'ugh risk for future falls, unless underlying causes of the
falls can be identified and resolved. Thus. review is suggested if there is potential for additional falls.

1. Fell in Past 30 Days (K2a = checked)
2. Fell in Past 31-180 Days {K2b = checked)

Identifying and addressing risk factors is also an important preventive step for individuals who are at
very high risk of falls but have not yet fallen. The resident who has not yet had a fall is at highest risk
when all three conditions listed in the third trigger are met. Elderly persons with all three fisks have a
nearly certain probability of falling within six months, unless risks can be reduced. Thus, review is
suggested for 2 resident with high risk for initial falls:

3. No Indication of Fall [K2a, K2b = not checked] AND TWQ OR MORE of following:

« Use of Any Psychoactive Drugs {O4a, O4b or Odc = 1-7]
« Impaired Sense of Balance [E4a, E4j = any checked]
« Bedfast or Hemi/Quadriplegia or Poor Leg Control {E4b, E4d, Ede, E4h = any checked)

. GUIDELINES

To reach a decision on a care plan, begin by reviewing whether one or more of the major risk factors
listed on the RAP KEY are present. Clarifying information on the nature of the risk or type of issue to be
considered for the RAP KEY items follows.

s There a Previous History of Fails. or was the Fall an Isolated Event?
Refer to the MDS, reports of the family, and incident reports.

Internal Risk Factors

Review to determine whether the items listed on the RAP KEY under the following headings are
present. Each of these represents an underiying health problem or condition that can cause falls and
may be addressed 1o prevent future falls.

+ Candiovascular.

« Neuromuscular/functional.

*+ Quhopedic.

» Pemeptual

- Psychiaui -




External Risk Factors
These risk factors can often be modified to reduce the resident’s risk of falls.

« Medications. Cenain drugs can produce falls by causing reiated problems (hypotension,
muscle rigidity, impaired balance, other extrapyramidal side effects (c.g., tremors], and
decreased alermess). These drugs include: antipsychotics, antianxiety/hypnotics,

i . cardi o § diured

Were these medications administered prior to or after the fall?
- [f prior to the fall, how close to it were they first administered?

« Appliances and Devices

If the resident who falls (or is at risk of falling) uses an appliance, observe his/her use of the
ppliance for possible p

Review the MDS and the resident’s record to determine whether restrainis were used prior 10

the fall and might have contributed to the fall (e.g., causing a decline function or an increase in

agitation).

. i ituati Many easily modifiable hazards (e.g., poor lighting,
panerned carpeting, poorly ged iture) in the envi may cause falls both in
relatively healthy and in frail elderly residents.

Qccurred. .

Attempt {0 gather information on most recent fall. Needed information includes:

« Time of day, time since last meal.

+ Was resident doing usual or unusual activity?

- Was he/she standing still or walking? Reaching up or down? Not reaching?

< Was resident in a crowd of people? Responding to bladder/bowel urgency?

« Was there glare or liquid on floors? Foreign objects in walkway? New fumniture placement or

other changes in environment?

Is there a pattem of falls in any of the above circumstances?

If you know what the resident was doing during the fall, have her/him perform that activity and

observe (protect resident to ensure that a fall does not occur during this test).

Take necessary vital signs: |

At time of fall, obtain supine and upright blood pressure and hean rate, IF the resident does not

have a serious injury such as a fracture of the hip or lower extremity.

+ When reproducing circumstances of a fall (e.g.. if the resident fell 10 minutes afier cating 3

large meal, take vital signs 10 minutes after the residents eats).

Measure blood pressure and heart rate when the resident is supine AND 1 and 3 minutes after
ding: note temp and i y rate.

« Observe resident’s usual patem of i ion with hissher envi — the way he/she gets
out of bed, walks, turns, gets in and out of chairs, uses the bathroom. Observations may reveal
environmental solutions to prevent falls. .

«+ Observe him/her getting out of bed, walking 20 feet, turning in a 360° circle, standing up from a
chair without pushing off with his/her arms (fold arms in front), and using the bathroom.

Falls 2




FALLS RAP KEY

GUIDELINES

TRIGGERS

Potential for ADDITIONAL FALLS
suggested if:

1. Fell in Past 30 Days (K2a = checked]
2. Fell in Past 31-180 Days [K2b = checked]

High Risk for INITTAL FALL suggested if:

3. No Indications of Falls (K2z, K2b = not
checked] AND TWO OR MORE of the
following:

— Use of any Psychotropic Drugs
{O4a, O4b or O4c = 1-7)

— Impaired Sense of Balance
{E4da, E4j = any checked]

— Bedfast or Hemi/Quadripiegia or Poor Leg

Control (E4b, E4d, Ede, E4h = any
checked)

Review risk factors for fails to identify problems
that may be addressed/resoived:

1. Multiple Falls. {K2a, K2b]
2. lnternnl Risk Factors.

b.

Candigvasculat: Cardiac dysthythmia (J1b),
Hyporension (J1e], Syncope [K1mj

: CVA {JIk),
Parkinson's [J1m), Chronic/acute condition
makes unstable [K3}, Hemiplegia (E4d),
Loss of leg or arm movement [E4f, E4h]),
Unsteady gait {E4i], Incontinence {F1],
Decline in functional status (ES8),
Seizure disorder (J1cc)

. Qnohopedic: Arthritis [J1w], Joint pain

{K1i), Osteoporosis [J1bb), Fracture of the

hip {K2c
E:‘;x::mn- Pwedhﬂmns (41
Duzmnslvenlgo

: Decline in

g skills {B6}, Alzhei 's (J1h),
Other Dementia [J1§], Delirium (BS),
Manic depressive (J1r]

3. External Factors.

Medications: Psychotropic meds
[O4a, O4b, O4c] cardiovascular meds and
diuretics {from record}

(time started):
pacemaker/walker/cane (ESa; from record}:
physical restraints [P3b, P3c, P3d]

a

b.

glare; poor illumination; slippery floors;
uneven surfaces; pattemed carpets; objects in
walkway; new arrangement of objects:
recent move into/within facility; proximity to
aggressive resident: nme of day' time sune
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RESIDENT ASSESSMENT PROTOCOL: NUTRITIONAL STATUS
[ ]

PROBLEM

Malnutrition is not a response to normal aging; it can arisc from many causes. Its presence may signal the

ing of a life-th i lmss.u\dllstnuldalwaysbemasadnmaucuxdmzorofuu
resident’s risk of sudden decline. Severe malnutrition is, however, relatively rare, and this RAP focuses
on signs and symptoms that suggest that the resident may be at risk of becoming malnourished. For
many who are triggered, there will be no obvious, outward signs of malnutrition. Prevention is the goal,
and early detection is the key. .

Early problem mcogmuon can help to ensure appropriate and timely nutritional intervention. For many
simple ad in feeding p: may be sufficient. For others, compensation or
correction for food intake problems may be required.

Within a nutrition program, food intake is best via oral feedings. Tube (enteral) feeding is

ily limited to resid who have a d nnzbllny 10 oraily consume sufficient food to
prevert major malnutrition or weight loss. Pammeml feedmg is normally limited to life-saving simuations
where both oral and enteral feeding is quate to meex i nceds Oral feeding
is clearly preferred. Depending on the nature of the p an be d 1o use finger

foods: o take small bites: tousemzwnguemmovefoodmmcmoulhfmmsndewslde to chew and
swallow each bite: to avoid food that causes mouth pain, etc. Therapcuuc programs can also be designed
10 rcvnew for the need for adaptive utensils to compensate for problems in sucking, closing lips, or

ils; to help the resident maintain a fixed feeding routine, etc.

TRIGGERS
Nutritional problem suggested if any of following observed:
1. Nutrition Deficiency ICD codes {J2 = 260, 261, 262, 263, 263.0, 263.1, 263.2, 263.8 or 263.9]

2. Weight Loss — Significant unintentional weight loss in the past month (5% or more) or six
months (10% or more) is 2 major risk indicator. (L2¢=1]

3. Taste A ions {L3a = checked]. Some di can disrupt the sense of tastes, and this can
affect food intake. For le. some resid g cancer therapy may find protein-like

foods to be repugnant: other foods may taste bitter, overly sweet. or have no taste at all.

4. Hunger [LJd checked]. In the absence of weight loss and in the presence of well-balanced and
adequaxe meals, hunger is inconsistent \vuh a good quality of life. In the presence of weight loss
orin the ab of a well desi gram at the facility, hunger can be an early
indicator of a deficient food service program for this resident.

5. Parenteral1V feeding [L4a = checked]. Tube orp ] feedings may be ial for the
resident who is unable to swallow oral nutriment without choking or aspirating (as in cases of
Parkinson's diseasc and amyoxmphn: lateral sclerosis [ALS]), or if staff have not been able to

in or imp the resident’s nutritional status through oral intake alone.

o

. Mechanically altered dict, syringe (oral) feeding, or therapeutic diet [Lde, L4d, Lde = any
checked). An overty managed dict may cause malnutrition because of the resident’s refusal to eat
a narrow group of selected foods or b of disi in the available food. The resident on
such a diet must also be monitored 10 ensure that there is no unintended weight loss.

Nutritional Status 1




7. Leaves 25% of food uncaten at most meals (L3¢ = checked). A ing that portions are not
excmve.ﬂnsumxmponmmdwamrofﬂleneedwldmnfymemuseoﬁhepmblem Several
factors may account for this pattern: poorappcmewondnrymmanalorcommondpmblunsor
omdxsease(e“g..Aldumusdxw.wnﬁmm pression, cancer, food i

y 10 diabetes mellitus, constipation); food quality may be questionable;
mszduumaynmbepenmnedmmfood preferences: mealtimes may be poorly spaced; or
quality of the food service andwr dining experience may be unacceptable.

3 Prcsmceofpremu.lcas (N2 =1, 2, 3 or 4). Malnutrition and weight loss can cause pressure
ulcers; pressure ulcers, in tum, can cause malnmnnon. Stage 11, I11, and 1V pressure ulcers and
major stasis ulcers i the resident’s for calories, protein, and fluid, and, to a
lesser extent, vitamin C, zinc. and most other nutrients.

1. GUIDELINES

RESIDENT FACTORS THAT MAY IMPEDE ABILITY TO CONSUME FOOD

Chewing problems

Residents with oral abscesses, ill-fitting dentures, teeth that are broken, loose, carious or missing, or
those on mechanically aliered diets frequently cannot eat enough food to meet their calorie and other

nutrient needs. Significant weight loss can, in tum, result in poorly fitting dentures and infections that
can lead to more weight loss.

Swallowine problems.
Swallowing problems arise in several contexts: the long-term result of chemotherapy, radiation therapy.
or surgery for malignancy (mcludmg head and neck czmer) fear of swallowing because of COPD/

pl stroke: or Alzheimer's disease or other dementia; and
ALS.

Reduced abilitv to feed solf

Reduced ability L4 feed sclf can be duc to arthritis, contractures, partial or total loss of voluntary arm
i vision ! inability 1o perf ities of daily living
without sugniﬁcam assisunce. and coma.

Possible Medical C.

N and di can result in i i ies, protein,
vitamins, minerals, water, and fiber) for residents. Among these are cancer and cancer therapics,
Parkinson's disease with inal influenza, fever, vomiting,
diarrhea and other forms of jon i ient loss fmm ostomy, bums, pressure
ulcers, COPD/emphy i i
hyperthyroidism.

the mndcm undergoing therapy auned a lumsswn or cure, agzruswe nul.nuonal support is
necssarymachlcvemegoal for the resident with il who is

palliative therapy or is not responding to curative therapy, aggressive nutritional suppon is often
medically inappropriate.

« Have the wishes of the resident and family ing aggressive nutritional support been
ascertained?

Nutritional Status 2
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Apemia (nutrivonal deficiency. not matnurition). A hemarocrit of less than 41% is predictive of
increased morbidity and monality for residents.

«  Are shonness of breath, weakness, paleness of mucous membranes and nailbeds, and/or
clubbing of nails present?

Chronic COPD increases calorie needs and can be complicated by an elevated fear of choking
when eating or drinking.

Shortness of hreath (frequently seen with congestive heant failure, hypenension, edema, and
COPD/emphysema/asthma). This is another condition that can cause a fear of eating and
drinking, with a consequent reduction in food intake.
mwmummmmmmmm.

Drug-induced angrexia often causes decreased or altered ability to taste and smell foods.
Delizium,

PROBLEMS TO BE REVIEWED FOR CAUSAL LINK

Mental problems.

D i i id fears that food is poi d. and mental jon can all lead to
anorexia, msulnng in sugmﬁcanl of food and q weight loss.
nshninmmmmhlm

Residents who are fearful. who pace or wander, wil from activities, cannot i or refuse

10 communicate, often refuse to eat or will eat only a limited variety and amount of foods. Left
untreated, behavior problems that result in refusal to eat can cause significant weight loss and subsequent
malnutrition.

« Does resident use food to gain staff anention?
« Is resident unable to understand the importance of eating?

Inabili C .
For most residents, enjoying food and mealtimes crucially affects quality of life. Inability to make food
and mealtime preferences known can result in a resident eating poorly, losing weight, and being
unhappy. Malnutrition due to poor communication usually indicates substandard care. Early correction
of communication prob} where possible, can prevent malnutrition.

« Does the area in which meals are served lend itself 1o socialization among residents? Isita
place where social communication can easily take place?

« Has there been 2 failure to provide adequate staff and/or adequate time in feeding or assisting
residents to eat?

. Hzmmafmmmmmwmlymfndmgeqmpmeml’or
residents who can be helped to self-feed with such assistance?

. lsmcmdencapauzoftdlnngmﬂmwgnhasnmm“mmt‘oodbemgserved—-
¢.g.. finds it to be unappetizing or unattractively

Amgutation
Weight loss may be du¢ to an amputation.

Nutritional Status 3




NUTRITIONAL STATUS RAP KEY
= A —

TRIGGERS

GUIDELINES

Malnutrition problem suggested if:

1. Nutritional Deficiency {J2 = 260, 261, 262, 263,
263.1, 263.2, 263.8 or 263.9]

. Weight loss (L2¢ = 1]

. Taste alterations [L3a = checked]

. Hunger {L3d = checked]

. Parenteral/IV feeding {LA4a = checked}

. Mechanically altered diet, syringe (oral feeding),
or therapeutic diet [L4c, Ldd. L4e = any
checked]

. Leaves 25% or more food uncaten at most meals
{L3e = checked] ’

. Pressurc sores (N2=1,2,30r 4]

Factors that impede ability to consume food:

1. Chewing problems (L1a]

2. Swallowing problems (L1b]

3. Reduced ability to feed self {E2e)

4. Possible medical causes: Cancer [J1x], cancer

herapies [P1a, P1b], scp ia (J1dd],

pneumonia (J1o), fever (K1f], diarrhez [K1b],
ostomy losses (F3h), anemia {J1v}, shormess of
breath (K11}, and nutrient/medication inter-
actions (¢.g., antipsychotics, cardiac drugs,
diuretics, laxatives, antacids) {from record]

Pr tober d for p T
to nutritional status probilem:

1. Mental problems: fcar that food is poisoned
[from record; H1la, Hle], Alzheimer's (J1h],
other dementia [J1i], anxiety disorders (J1pl,
depression (J1q1

2. Behavior problems: Slowness in self feeding
{E7c), pacing (H1c], wandering (H3al, failure to
eat and withdrawal from activities (H1d},
throwing food (H3d]

3. Inability to communicate: Comatose {B1],
unabie o make food and mealtime preferences
known (C3f], and difficulty making self
understood {C4}, difficulty understanding others
{CS], aphasia [J1j]

4. Amputation (E4k].
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RESIDENT ASSESSMENT PROTOCOL: FEEDING TUBES
L ]

PROBLEM

The efficacy of tube feedings is difficult to assess. When the complications and problems are known 0
be high and the benefits difficult to d ine, the efficacy of wbe feedings as a long-t for
individuals requires careful evaluation.

Where residents have difficulty eating and staff have limited time to assist them, insertion of feeding
tubes for the convenience of nursing staff is an unacceptable rationale for use. The only rationale for
such feedings is d dical need io prevent malnutrition or dehydration. Even here, all
possible altenatives should be explored prior to using such an appmach for long-term feeding, and
restoration to normal feeding should remain the goal gt progr

Use of nasogastric and nmmcsunal tubes can result in many comphcanom including, but not limited
to: sell-e: ( | of the tube by the patient), i
mlsplaccmcm of the tube in the trachea or lungs, inadvertent dislodgement. and pain.

This RAP focuses on rewewmg the status of the resident using tbes. The Nutritional Status and
Dehy /Fluid RAPs focus on resident needs that may warrant the use of tubes. To
help clarify the latter issue, the following guldelma indicate lhe type of review process required to
ensure that tubes are used in only the | and ion. As a general rule, residents
unable to swallow or eat food and unhkcly 10 cat within a few days due o physncal pmblems in chcwmg
or swallowing (e.g., stroke or Parkinson's disease) or mental p (e g. A 'S
should be assessed regarding the need for a ic or i inal tube or an i l‘eedmg
method. In addluon |fnormnl calonc intake is jally impaired with I ubes or a

or inal tube may be necessary. Finally, tubes may be used to
prevent rneal-mduced hypoxemia (insufficient oxygen to blood), which occurs with patients with COPD
or other pul Y P that i with eating (e.g., use of oxygen, bronchodilators,

Y. l tube with i suppon).

1. Assess causes of poor nutritional status that may | be ldenuﬁcd and corrected as a first step in
determining whether or not a or | tube is y (see Nutritional Staws
RAP).

(a) Eating, g and isorders can negatively affect nutriti staws (low weight
in relation to hexghl. welghl loss. serum albumin level. and dietary problems) and the initial
1ask is o determine the potential causes and period of time such problems are expected 10
persist. Recent lab work should also be reviewed to determine if there are electrolyte
imbalances, fluid volume imbalances, BUN, creatinine, low serum albumin, and low serum

protein levels before decisions are made. L Y of sodium and
potassium tell whether or not an electrolyte exists. Residents taking diuretics may
have p ium losses requi pp If these types of imbalances cannot
be comrected with oral ition and fluids or i feedi then a ic or

nasointestinal tube may be considered.
(b) Determine whether fluid intake and hydration problems are short-term or long-term.

(c) Review for g i i i i rrh i d gastric acidity,
potentiat for stress ulcers, and abdomina) pain.

(d) Identify pulmonary problems (e.g.. COPD and use of ¢ ] tubes, Y y, and
other devices) that interfere with eating or dehydration.

Feeding Tubes 1




(e} Rcwew for mental status probiems that interfere with eating such as depression, agitation,
ia. and mood disord

() Review for other problems such as cardi disease or stroke.
Determine the need for such a tube. Examine alternatives.

Altemnatives (o nasogastric and nasointestinal tubes should always be considered. Intravenous
feedings should be used for short-term therapy as a treamtent of choice or at least a first option.
Jejunosomy may have some advantages for long-u:nn therapy, although may increase the nsk for

y is better d by agil and those
thenpy(morethanZweeks)f‘ ,wuhbolus’ dings is preft lonasogusmcor
nasointestinal tubes for long-term therapy for comfort reasons and o prevent the dislodgement
and complications associated with nasal tubes. It is also less disfiguring as it can be pletely
hidden under clothing when not in use.

Assure informed consent and right to refuse d consent is ial before
msemng a nasogastric or nasommmal mbe Potmnal advaniages dlsadvamagu and potential
need to be di are ily given the greatest weight
in decisions regarding tube feeding. State laws and judicial decisions must also be aken into
If the resident is not p to make the decision, a durable power of attomey or

living will may determine who has the legal power to act on the resident’s behalf. Where the
resident is not competent or no power of artomey is in effect, the physician may have the
respons:blmy for makmg a decision regaxdmg the use of tbe feeding. In any case, when illness is

] and/or ir ical means of providing fluids and nutrition can represent
extraordinary rather than ordinary means of pmlongmg life.

Monitor for plications and hange p d and feedings when y. Periodic
ging of the ic and i inal tubes is ,.aldnughﬂnappmpnm interval for

changing tubes is not clear. A and ination of d need should be

completed before the tube is reinsernted. Specific written orders by the physician are required.

Individuals at risk of pulmonary aspiration (such as those with altered pharyngeal reflexes or
unconsciousness) should be given a nasointestinal tube rather than 2 nasogastric tube, or other
medical alternative. T‘hose atrisk for displacement of a nasogastric tube, such as those with

it sl’mxldalsobcg:vmanasommmlmbenm

Lhana g inmbeoroxhcr dical

TRIGGER
1. Tubes currently in use. [L4b = checked]

GUIDELINES
COMPLICATIONS OF TUBE FEEDING

To rei serious p include i ion, mood di
self-extubation (runoval of the wbe by the pauem) infections, aspmnons. misplacement of tube in
wrachea or lungs, pain, and tube dysfunction. Abnormal lab values can be expected and should be re-
viewed.
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Infection in the trachea or lungs. Gastric orga.msms growasa result of atkalizing (raising) the gastric
pH. Gastic ization resulls in i of gasmc i to the trachea and the development
of nosocomial pneumenia. In one study, colonization in 89% of patients within 4 days in ventilated
patients with enteral nutrition was found with Y ion in 62% of the patients
studied. Symps of respi Y 0 bc itored include ghi of breath,
fever, chest pain. respi y arrest, deliri ion, and sei

irati i i i . The incidence is difficult to determine,
but most studies suggest it is relatively high.

mgmwmm is the most common side effect of tube placement. In one
study, 15% of smau bore nasogasmc tubes and 27 $0% of nasointestinal tubes were found to be out of

their intended upon ion without any other evidence of displacement.
Respiratory placemem can occur in any patient, but is most llkcly in those who are neumlcglcauy
depressed, heavily sedated, unable (o gag, or Iy d. Dr g such p is

difficult; the following comments address this issue:

« Radiologic detccuon is the most definitive means 10 detect tube displacement. Under this proce-
dure, and i 1 inthe i y tract can be avoided by first
placmg the feeding tube in the esophagus with the tip above the xiphoid process and then securing
the tube and confirming placement with a chest x-ray. Then the tbe may be advanced into the
stomach and another x-ray taken to confirm the position. The stylet can then be removed and tube
feeding begun. Unforunately, nursing homes are highly unlikely 1o have appropriate radiological
lcchnology and i ls nonmlly unreasonable to expect them to make arrangements to have patients
transp y.

« pH lesung of gastric asplmu to determine whether a tube is in the gastric, mxesune. or the
p y areais a p method for testing feeding tube p H
for various semuons from the three areas have not yet been cumcally defined.

«  Aspiration of visually i inal i h a frequently used method
of determining placement of tubes, isof questionable value as the visual characteristics of secre-
tions can be similar to those from the respiratory tract.

« A y method: h * ing” or gurgling sounds can indi 1 in the
stomach, the same sounds can occur when feedmg tubes are inadvertently placed in the pharynx.
esophagus and respiratory tract. Although smail-bore tubes make the ausculawry memod more
difficult to use, large-bore nasogastric tubes may also be placed i ly in the resp Y
tract producing false gurgling.

Inadvertent distodgement of the fubes. Nonweighted tubes appear to be more likely to be displaced than
weighted tubes (with an attached bolus of mercury or tungsicn at the tip).

Qther complications include: pain, epistaxis. p I nasal alar i h.
yngitis, esoph ] stri airway jon, pharyngeal and esophageal
perforati Symp of resp y infections are 10 be reviewed.

Complications of gastric tract infections and gastric problems. Symptoms include abdominal pain.
abdomma.l dlSlCﬂllOl‘l stress ulcers, and gasmc hemon‘hage There is also a need to monitor for compli-
catons includi nausea, and asphyxia. Such complications signal the
need for a change in the type of formula or diagnostic work for other pathology.

Complications for the cardiovascular system. Symptoms of candiac distress or arrest to be monitored
include chest pain, loss of heart beat, loss of and loss of

Feeding Tubes 3




i X qing. Where posmve bahnoc is not
achteved a formuh with high muogen deusny is needed. The abmqmve capacity is impaired in many
elderly patients 50 that serum fat and protein should be monitored. Effective nutrients should result in
positive nitrog or in body weight, triceps skinfold and midarm muscle
circumference maintenance, total iron binding capacity maintenance, and serum urea nitrogen level
maintenance. Caloric intake and resident weight should be monitored on a regular basis.

Feeding Tubes 4
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FEEDING TUBES RAP KEY
|

| ——

TRIGGERS

GUIDELINES

Feeding Tube present {L4b = checked]

Fnc(ors that may impede removal of tube:
1. Comatose [B1]
2. Failure w eat [H1d] AND Resists assistance in
eating [Hdb; from record)
Diagnoses: CVA [J1k], gastric ulcers, gastric
bleeding (J2)
. Chewing problem [L1a)
. Swallowing problem [L1b]
. Mouth pain (L1c]
. Length of time feeding tube has been in use
{from record]

w

S rtah

ial plications of tube feedi

1. Diagnostic conditions: delirium {B5], agitation
[H1], anxiety [J1p). depression (J1q]. lung
aspirations [Kl 1

2. Self- (removal of tube by resident)
{from record)

3. Limb restraints in use to prevent self-cxtubation
[P3c)

4. Infections in lung/rachea: fever [K1f),
shormess of breath [K11], preumonia (J1o].
placement or disiodgement of wbe into lung
{from exam, record]

5. Side-effects of enteral feeding solutions:
oonsupauon (Klal. dxarmca [Klb] fecal

{Kle}, or pain
[exam] dehydration [L3b]
6. Resp Y P p
y airway ob jon, acute
P y distress. respi y distress

{J2; from observation, record)

7. Cardiac distress/arrest: chest pain, loss of heant
beat, loss of i loss of
[from observation, record]

8. Abnormal lab values (P2)
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RESIDENT ASSESSMENT PROTOCOL: DEHYDRATION/FLUID MAINTENANCE
p LK s |

i

I. PROBLEM
On average, one can live only four days without water. Water is mary for the distribution of
to cells, elimination of wastes, regulation of body temp other comp
processes.

Dehydration is a condition in which water or fluid loss (output) far exceeds fluid intake. The body
becomes less able to maintain adequm blood pressure, deliver m(ﬁcwm oxygen and nutrients to the
cclls, and rid itself of wastes. Many d can originate from this conditions, including:

s SYTPp

Rizziness on siting/standing (blood pressure insufficient to supply oxygen and glucose to brain);
Confusion or change in mental staws (decreased oxygen and glucose to brain);
Decreased urine output (kidneys conserve water);

i (symptoms of dryness);
Constipation (water insufficient 1o nd body of wastes); and
Eever (water insufficient to mai nommal

Other possibt q of deh ion include: d ﬁummulablhty. predisposition to falls
O h ). fecal i paction, predisp 10 infection, fluid and electrolyie
dnstum;um and ulumuelydcam.

Nursing home resi 0 ion. Itis often difficult or impossible o
access fluids mdcpendmdy' ‘the perception of thirst can be muted: the aged kidney can have a decreased
ability to concentrate urine; and acute and chronic illnesses can alter fluid and electrolyte balance.

Unf ly. many symp of this condition do not appear until significant fluid has been lost. Early
signs and tend to be i and pecific: staff will often disagree about the clinical
indi of dehydration for specific cases: and the identification of the most crucial symptoms of the

condition are most difficult to identify among the aged. Early identification of dehydration is thus
problematic. and the goal of this RAP is to identify any and all possible high risk cases, permitting the
introduction of programs to prevent the condition from occurring.

When dehydration is in fact observed. bjectives focus on 1g normal fluid volume.
preferably orally. If the resident cannot drink betwecn 2500-3000 cc's every y 24 hours, water and
electrolyte deficits can be made up via other routes. Fluids can be administered intravenously,
subcutaneously, or by tube unil resi is o and can take and rewin sufficient fluids
orally.

Dehydration/Fluid 1




1. TRIGGERS
Dehydration suggested if either of following conditions apply:
1. Insufficient fluid/dehydration — actual fluid deficit (L3b = checked)
2. Two or more of the following are present:

Deteriorated cognitive status {B6 = 2}
WADLW(‘EB;I)

Dehydration diagnosis [J2 = 276.5]

Diarrhea. fever, or intemal blecding (K1b, K1f, K1h = any checked)
Dizziness/venigo [Klc = checked)

Vomiting (K1n = checked)

Recent weight loss (L2¢ = 1}

Did not all liquids provided [L3¢ = checked)

Leaves 25%+ food uneaten [L3e = checked)

Parenteral/TV or feeding tube [L4a, L3b = any checked]

Taking diuretic (from record)

" ML GUIDELINES

RESIDENT FACTORS THAT MAY IMPEDE ABILITY TO MAINTAIN FLUID BALANCE

Mod imoaired decision-making Abili

«  Has there been a recent unexplainable change in mental status?
* Does resident scem unusually agitated or disoriented?

» ls resident delirious?

» s resident comatose?

Comprehension/Communicai

«  Does dementia, aphasia or other ith iously limit
or how well others can understand the resident?

Body comiro) problems.

¢ Does ire i i to transfer?
« Does resident freely move on the unit?
o Has there been recent ADL decline?

Hand dexterity problem.

of others,

I « Can resident grasp cup?

Swallowing problems,

+  Does resi have mouth leer(s)?
«  Does resident refuse food, meals, meds?
+  Can resident drink from a cup or suck through a staw?

Dekyration/Fluid 2




LUse of Parenteral/TV,
+  Are feeding wbes in use?

RESIDENT DEHYDRATION RISK FACTORS

Dehydration risk factors can be categorized in terms of whether they decrease flyid intake or i

fluid loss. The higher the number of factors, the greater the risk of dehydration. Ongoing fluid loss
through the lungs and skin occurs at a normai rate of approximately 500 cc/day and increases with rapid
respiratory rate and sweating. Therefore, decreased fluid intake for any reason can lead to dehydration.

P ful Reswriction of Fluid Izl

Has there been a decrease in thirst perception?

Is resident unaware of the need to intake sufficient fluids?
Hasmndﬂlormﬂ‘maedm:kewavoxdunmrymmmmeme"

Are fluid restricted b of di: dure or other health reason?
Does sad mood., grief, ordcpmmcame resident to refuse foods/liquids?

. Dwmmmmmmdmpwpmmmﬂmnwm“’
+ On inspection, do oral mucous membranes sppear
L. memmmmmhvohmc?
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DEHYDRATION/FLUID MAINTENANCE RAP KEY

TRIGGER GUIDELINES
Dehydration Suggested if: Resident Factors That May Impede Ability to
Maintain Fluid Balance:
1. Insufficient Flui Y [L3b = checked]
1. Moderate/severely impaired decision-making
2. Two or More of following are Present: ability (B4]
2. Comp i probl
+ Deteriorated cognitive status {B6 = 2] [C4, CS)
« Deteriorated ADL status {E8 = 2] 3. Body control problems (E4, E8)
« Failure 1o ext or take medications 4. Hand dexterity problem {E4g}
[H1d = checked] S. Swallowing problem (L1b]
+ UTI (J1ee = checked) 6. Use of Parenteral/IV [L4a)
« Dehydration diagnosis (J2 = 276.5]
« Diarrhea. fever. or internal bleeding
{K1b, K1f, K1h = any checked] Resident Dehydration Risk Factors:

Dizziness/venigo {Klc = checked]
Vomiting {K1n = checked]|

Recent weight loss (L2c = 1}

Did not consume all liquids provided

(L4a, L4b = any checked)
Taking diuretic {from record]

“e

Purposeful restriction of fluids (from record]

. Presence of infection [J1o, J1dd, Jlee),

diarrhea {K1b), fever [K1f], vomiting {K1n},
nausea [from record), excessive urine loss
[from record, exam)

. Frequent laxative/enema/diruetic use [from
record)

mofonlmmnmanbmles.unmmm
volume [from record; exam]




RESIDENT ASSESSMENT PROTOCOL: DENTAL CARE

PROBLEM

Having teeth/dentures that function properly is an imp isite for nutritional adequacy. Having
wuhldmmmmamclemmmnmpmocamdansposdvesdfmmuweun
personal appearance thereby enhancing social interactions among residents, residents and staff, and
residents and visitors. Good orat health can decrease a resident’s risk of orai discomfort and in some
instances, systemic illness from oral infections/cancer. Residents at greatest risk due to impaired abilities
are primarily those with multiple medical conditions and medications, functional limitations in self-care,
and communication deficits. Also at risk are more self-sufficient residents who lack motivation or have
no consistent history of performing oral health functions., Rmdamw:ﬂ:atnswryofalooholamm
tobacco use have a greater risk of developing chronic oral lesions.

TRIGGERS
The Dental Care RAP triggers two types of residents:

* residents with oral hygiene problems: and
. i with oral/dentai health p who may benefit from dental evaluation

A dental care problem is suggested if the following signs are present:

1. Mouth debris (MIa = checked) OR Less than daily cleaning of teeth/dentures [MIf = not
checked)

Potential for oral/dental health problems is suggested if any of the following signs/symptoms are present:

1. Mouth pzin lLlc checkad] OR Bmk:n. oose, carious teeth [M1d = checked] OR Inflamed
gums, oral ab gums, ulcers, rashes [M1e = checked)

2. Some/all natural teeth lost —does not have or does not use dentures (or partial plates)
[M1c = checked]

GUIDELINES

CONFOUNDING PROBLEMS

Debris on teeth, gums, and oral tissues may consist of food and bacteria-laden plague that can begin to
decay teeth or cause foul denture odors if not removed at least once daily. The purpose of this section is
to examine confounding problems (from the MDS) which may be prohibiting a resident from adequately
removing oral debris.

Impaired isive skilt
« Does the resident need reminders to clean his/her teeth/dentures?

« Does he remember the steps necessary to complete oral hygiene?
* Would he benefit from task segmentation or supervision?

pr— - -

+ Can the resident follow verbal directions or demonstrations for mouth care?

« If the resident has language difficultics, does he/she know what to do when handed 2 woth-
brushVioothpaste and placed at the bathroom sink?

Dental Care )




\mpaired visi

« Is resident’s vision adequate for performing mouth care or checking its adequacy?

\mpaired Lhvi

. Dndthemdemmmvempewmonormsuncemnhoraﬂdmmlcamdunngﬂwlmnays"
- Has he/she been assessed to see if he/she could do it independently?

Does the resident have partial/iotal loss of y arm or impaired hand dexterity
v.haumrfemmmsdf-cm:"

« What would the resident need to be more independent?

ivati of resident who is independent in oral/deral care but still has debris or performs
care less than daily.

« Is he/she brushing adequately?
« Does he/she know that it is most imporant to brush near the gumline?
 Does he/she need (0 be shown how or be given rei for maintaining good hygiene?

vt equipmen for ol hugicne.

+ Has the resident tried or would he/she benefit from using a built-up, long-handled, or electric
toothbrush, or suction brush for cleaning teeth?
« If resident has denres, does he/she have denture cleaning devices (¢.g.. denture brush, soaking

bath)?
Resists ADL assistance:
= Does the resident resist mouxh care? lfso. why (e.g., would rather do own care, pnmful mouth,
apathy related to dep not never cared for pproach of staff, fear)?
D b fehydrat i

« Dry mouth can contribute to the formation of debris. Is the resident’s lips, tongue, or mouth
dry, sticky, or coated with film?
s the resident taking enough fluids? Is lip balm being applied 10 resident who has painful.

cracking or bleeding lips?

. ls!ﬂsmukmgmymedxmmsnmmcausedrymoum(eg,.
diuretics, antihypertensives., p anuneoplasucs)"

- If these medications are Y. has the resi n tried saliva i o mois-
ture?

TREATMENT HISTORY AND OTHER RELEVANT FACTORS
Mmmmnmxmhe uhned to cither minor and easily treatable (¢.g., gum irritation from

ill-fitting p ) or more serious problems (e.g., oral abscess, cancer,
advanced tooth deny or periodontal di The p of pain may prevent the resident from cating
with ive impairment and/or those who have difficulty making their needs

known are d:fﬁculnn assess. ﬂleymayrmmmplun specifically of mouth pain but may instcad have
decreased food intake or changes in behavior.

ions, ylcess, inflammatio edi ing mshes may be representative of a
(cgi from for 24 day), which when the cause is
auzvmnd (c.g.. combination of mouth care e and leaving dentures out). However, these signs may also

Dental Care 2
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indicate more serious problems, even dental emergencies (¢.g., infection). If the problem does not
resolve with specific localtramuuuﬁ:rwoupleofdxys. Q,Rnfdwsxgnsm accompamedbypam,
fever, lymphadenopathy (swollen glands) and/or other signs of local i ion (e.g., g or
swallowing problems, or changes in mental status or behavior, a dentai consult should be considered.

« Review mouth for Candidiasis (white areas that appear to be able to be removed — anywhere
in mouth, mostly on tongue) for lethargic n:suiems who have one or more of following dxagm-
ses: stroke, Alzheimer’s, Parkinson's, anxiety di P P or
septicemia.

Broken, loose, or carious teeth may progress (o more severe problems (¢.g., ing a decayed tooth
and swallowing or aspirating it). Although, not emergencies, a dental consult should be considered.

as lost 2 is/her natural fes ave dentures (or panial plates)
suiﬂ‘should ider if the resi has the cogniti amhtyandmouvanonwweardmmrcs

Has a dentist evaluated resident for dentures?

Why doesn't resident use his/her dentures (or partial plates)?

Are teeth in good repair?

Do they fit well?

Are they comfortable to wear when eating or talking?

Does the resident like the way he/she looks when wearing them?

Has a dentist ident for ?

Has a dental hygienist interviewed and made recommendations regarding oral hygiene care?

Exam by dentist since problem nigted. When evaluating a resident with mouth pain or the presence of
any of the other trigger signs, check the record to see if a dentist has examined the resident since the
problem was first noted.

« Was the current problem addressed?
» What were the recommendations?

LUse of anicoagulants.
« Is the resident on coumadin or heparin that would put him/her at risk for bleeding if dental work
is necessary?
« Is it noted on the medical record?
Valvular hean disease or prosthesis (¢.g., heant valve, false hip, etc.).
« Are either of these conditions present?
+ If so are they clearly noted in the medical record so that Y P ions be taken prior to
dental work?

Dental Care 3




DENTAL CARE RAP KE
e AR |
TRIGGERS GUIDELINES
Dental Care problem suggested if: Confounding pr to be idered
1. Mouth Debris [M1a = checked} OR Less Than . Impaired cognitive skills {B1, B4]
Daily Cleaning of Teet/Dentures (M1f = not Impaired ability to und [C1, CS}
checked] Impaired vision {D1]
Impaired personal hygiene [E2g]

Potential for oral/dental health problems suggested
if:

2. Mouth Pain (Llc = checked); Broken, Loose or
Carious Teeth {(M1d = checked) OR Inflamed
Gums. Oral Abscesses, SwolleryBleeding Gums,
Ulcers, Rashes {M1e = checked)

3. Some/All natural teeth lost and does not have or
does not use denmures {Mlc = checked)

Motivation/knowledge (from observation)

Adaptive equipment for oral hygiene [from

record)

Resists ADL assistance (H4b)

. Dry mouth from hydration (L3b, L3c] or from
dications {from medication sheet|

PN BMAL

Treatment history/relevant factors:

Mouth pain or sensitivity {L1c}

Presence of lesions, ulcers, inflammation,
bleeding, swelling or rashes [Mle]

Broken, loose or carious teeth (M1d)
Natural teeth loss/no dentures {M1c]

Exam by i ygenist since p
noted {from record}

. Use of anticoagulanus [from record]

. Valvular heart disease or valvular appliance
(J1, J2)

N maw P
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RESIDENT ASSESSMENT PROTOCOL: PRESSURE ULCERS
[ )

PROBLEM

Between 3% and 5% (or more) of residents in nursing facilities have pressure ulcers (pressure sores,
decubitus uicers, bedsores). Sixty percent or more of residents will typically be at risk of pressure ulcer
development. Pressure ulcers can have serious consequences for the eldedy and are costly and time

consuming to treat. However, they are one of the most p and bl condmons
among elderty who have i mobility. S ful can be expected with pi and
treatment programs.

Assessment goals are: (1) to ensure that a treatment plan is in place for residents with pressure ulcers;

and (2) to identify residents at risk for developing a pressure ulcer who are not currently receiving some

type of preventive care program.

TRIGGERS

L. Pressure Ulcer Present [N2=1,2, 3 or 4]

2. Risk Factors for Pressure Ulcer. One or more of the following problems AND NOT receiving any
skin care program [Ndc, N4d, Nde, N4f, N4g = not checked]: (NOTE: these are listed in the order
in which they appear in the MDS and RAP KEY — not by type or severity of risk.)

. [Ela or E1b = 3 or 4] Increased risk occurs when a resident’s
ing at regular intervals.

p ability p: P

Bedfast, Hemiplegia, Ouadriplegia. (E4b, E4d, E4e = any checked] These iti di
a resident to immobility, and the extended time (2 hours or less) spent in one position wnu gemr-
ate sufficient pressure to cause skin breakdown. Pressure muef at regular intervats (2 hours is

) th

P can iate the p i time varies because of
other diffe 'in individual skin i ity and p of other risk factors. A pressure-
reducing device (e.g., foam water or specialized bed) is helpful, but it can not
replace regular repositioning.

Unnary or bowel jncontinence. [Fla or Flb 3or 4] Thc presence of urine or feces on the skin
fora prolonged time can lead (o skin g) and wn. Bowel

for the p of

1, bowel di drug side

effects. or acute illness.

Peripheral vascular disease. (J1f = checked] Poor circulation places resi atrisk of p

ulcer formation, especially in heels and ankles. Any decrease in blood flow permits ischemia
(lack of tissue oxygenation) in areas where pressure is applied. This can happenquite rapidly (i.c..
within 2 hours). If peripheral vascular disease is present, physician referral should be considered.

DRiabetes mellitus. (J1y = ked] Diabetes, panticularly
risk, probably from the effects of diabetes on vasculature or blood flow. Although not proven,
contro! of blood sugar may minimize this risk factor.

Hip fracture. {K2c = checked] Recent fracture of hip (or lower limb) increases risk in that a
fracture can lead to decreased mobility and increased time spent in one position.

Weight loss. [L2c = 1] Weight loss should raise concems about malnutrition. Malnutrition can
lead to decreased skin integrity and muscle weakness, which can impair repositioning ability.
Malnutrition also impedes healing.

Pressure Ulcers |
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Pressure uicer history. (N3 = 1) Persons with a history of pressure ulcers are at risk for a
recurrence. Current risk factors should be assessed.

Impaired 1actile sensory perception. [N4b = checked] Skin that is not sensitive to pain. pressure or
dmomfonmy:mpedelbﬂnymdwxge of blunted resp to pain, which can
bea is and

Medications, {O4a = 7) Daily use of annpsychouu. can retard mobility, exacerbate incontinence.
or lead 1o mental confusion — conditions that i the risk of p " ulcer fi

Restaints, [P3b, P3cor P3d = Zlnmuuseofmmnnlslcadsmlmmobﬂity.immasesutﬁme
spaumuzposmmdemsummdmdualsabdnymchmgcpomums As pressure to a
p area (cg. or hips), p ulcer risk

. GUIDELINES

Review the MDS items listed on the RAP KEY for relevance in understanding the type of care that may
be required.

C ficating Conditi LT :
Consider carefully whether the resid ibi itions or is iving that may either
place the resident at higher risk of ping p ulcers or compli their Such

conditions include:

Izhei Di i other d Animp
severe end-stage dementia, can lead to immobility.

in cognitive ability, particularly in
Edema. The presence of extravascular fluid can impair blood flow. If prolonged or excess
pressure is applied to an area with edema, skin breakdown can occur.

Antidepressants and antianxiety/hypnotics. These medications can produce or ibute w0
lessened mobility, worsen incontinence, and lead to or increase confusion.

A variety of factors may explain this occurrence: however, they may suggest the need to evaluate current
interventions and modifications of the care plan.

« Review the resident’s medical condition and other nsk famots 10 determine whether the care
plan (for p ion or cure) all p i causes o

* Review the care plan to determine whether it is acwally bemg followed (e.g.. is the resident
being tumed often enough to prevent ulcer formation).
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Even if pressure ulcers are not present, determine why this course of p! ion is not being provided to
a resident with risk factors.

« Is the resident new to the unit?

« Do few or many risk factors for the development of pressure ulcers apply to this resident?

« Are staff concentrating on other problems (e.g., resolution of behavior problems) so that the
risks pressure of ulcers are masked?
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PRESSURE ULCERS RAP KEY
—= ]
TRIGGERS GUIDELINES
1. Pressure Ulcer Present [N2=1,2, 3 or 4) Other factors that address or may compficate

treatment of pressure ulcers or risk of ulcers:
2. AtRisk for Pressure Ulcer when Both of

Following (a&b) True: 1. Diagnoses: Alzheimer's disease [Jth],
Other dementia {J1i], Edema [K1d]
a. Qne or More of the Following are_Present:
2. Interventions/Programs:

— Bed mobility/Transfer Problem Protective/preventive skin care [N4c)
[Elaor Elb=30r4) Tuming/repositioning (N4d]

— Bedfast. Hemipiegia, Quadriplegia Pressure relieving beds/chair pads {Nde)
(E4b, E4d, E4e = any checked] Wound care/treamment (N4f]

— Incontinence (F1a or F1b = 3 or 4] Use of restraints (P3]

— Peripheral Vascutar Discase
[J1f = checked] 3. Medicsations:
Diabetes Mellitus {J1y = checked] Antipsychotics {O4a)
Hip Fracture {K2¢ = checked] Antianxiety/hypootics [04b]
Weight Loss {L2c = 1] Antidepressants (O4c}

Previous Pressure Ulcer [N3 = 1]
impaired Tactile Sense [N4b = checked]
Daily Antipsychotics [O4a = 7]

Daily Trunk, Limb or Chair restraints
[P3, P3c or P3d = 2]

b.  Absence of ALL of the Following Treatments:




RESIDENT ASSESSMENT PROTOCOL: PSYCHOTROPIC DRUG USE
e - - r———— —r - ey

PROBLEM

Psychotropic drugs are among the most frequently bedagamtoteldeﬂymmngbomemdm
Studies in nursing facilities suggest that 35% 10 65% of residents receive psychotropic medications.

When used appropriately and judiciously, these medications can enhance the quality of life of residents
who need them. However, all psychotropic drugs have the potential for producing undesirable side
cffmmagmvmgm&lmmcsmmdmmoremngmm An important example is

postural hypotension, a condition associated with serious and life-threatening side effects. Severity of
delirium side effects is dependent on: med&mdosageordmg.mmxswnhoumdmgs.amm
age and health status of the resident.

MnmmguwmduusmmmmmdmwubcmmmuHmInnzuhmmmm
with drug side effects are imporant goals of therapy. In reviewing a psy dmg gimen there are
several rules of thumb:

. Evnwﬂnneedrouhedmg(e,g,.mmderammmdtypcommm
nonpharmacologic interventions, pros and cons of drug side eﬂects in relation to distress without
the drug). Distinguish between treating specific di ‘,, di and treating
sympeoms. Spesific psychiatric disorders (¢.g.. hize ia, major d ion) have specific
drug treatments with published guidelines for dosage and duration of weatment. However. a
recorded diagnosis of a psychiatric disorder does not necessarily require drug treatment if
symptoms are inactive.

Start low, go slow. If needed. psychotropic drugs should be started at lowest dosage possible. To
minimize side effects. doses should be increased slowly until cither there is a therapeutic effect,
side effects emerge, or the maximum recommended dose is reached.
EachdmghasmownsetofacuomaMmdeeffecB.somemomsenousdnnoﬂm these should
be evaluated in terms of each user’s medical-status profile, i g with other
medications.

Consider symptoms or decline in functional status as a potential side effect of medication.

TRIGGERS

The RAP should be completed when the resident takes any psychotropic drug and one or more of the
following S combinations of MDS conditions are present:

Potential for Drug-Related Hypotension if:
1. Antipsychotic AND/OR Antidepressant Use (O4a or O4c = 1-7) AND ANY of the following:
* Hypotension [J1e = checked}
« Dizziness/Vertigo {K1c = checked)

= Syncope [K1m = checked])
¢ Accidents [K2a, K2b, K2¢ = any checked)
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Potential for Drug-Related Movement Disorder if:
2. Antipsychotic Use [O4a = 1-7] AND ANY of the following:

Parkinson’s Disease {Jlm = checked]

Poor Balance (E4a = checked]

U dy Gait (E4i = checked]

Difficulty Positioning/Tuming (E4j = checked]

Tardive Dyskenisia [J2 = 333.82]

Partial/Total Loss of Vohmtary Arm/Leg Movement [E4f, E4h = any checked]
Motor Agitation [Hlc = checked]

Chewing/Swallowing Problem [L1a, L1b = any checked]

Potential for Drug-Related Gait Disturbance (other than antipsychotic induced) if:
3. Antianxietymypnotic Use [04b = 1-7] AND ANY of the following:

= Poor Balance [E4a = checked]

. L Gait {E4i = checked}

« Difficulty Positioning/Tuming [E4j = checked]
« Dizziness/Vertigo [Klc = checked)

« Accidents (K2a, K2b, K2c = any checked]

Potential for Drug-Related Cogniti iorial Impaiment if:

4. Any Psychotropic use [O4a, O4b or Odc = 1-7] AND ANY of the following:

Delirium/Disordered Thinking [B5a, BSb, B5c, B5d, BSe = any checked]
Withdrawal (H1d = checked]
ansu’m {Jlg= checked]

- Klg= h

Major Difference in ADL Self-Pe {E7d = checked]
in C C ication, ADL. Conti Mood and/or Behavior
(Boes or 62 or EBo2 or Fde? or H62 or HI=2]

Potential for Drug-Related Discomfort if:
S. Any Psychotropic (O4s, O4b or Odc = 1-7) usc AND ANY of the following:
« Constipation [Kla = checked|

. Mlmpumm(l(le checked]
« Urinary Retention {J2 = 788.2)

Psychotropic Drag Use 2




1L GUIDELINES

If any of the triggered conditions are present, complete the following:

Step One:
Conduct the following reviews:

1. Rmug review {from record]

+ Length of time between when the drug was first taken and onset of problem
+ Dose of drug and how frequently taken

« Number of classes of psychotropics taken

+ Reason drug prescribed

2. Rewi — " — : -

+ Acute condition(s)
« Dehydration
+ Impaired liver/renal function

3. Review behavi -

+ Current problem status

* Recent change in mood behavior
» Behavior management program
« Psychiatic conditions

Step Twp:

Compare the drugs the resi is y taking with side effects listed below. Referto
Tables A, B, and C for clarification.

POTENTIAL PSYCHOTROPIC DRUG-RELATED SIDE EFFECTS
Hypgtension.

Postural (onth in blood p: upen ding) is one of the major risk
factors for falls rel:ued © psychouoplc drugs. Iis comnumly seen with the low-potency antipsychotic
drugs (chlorpromazine, thi ) and with Both classes of drugs have
anticholinergic propernties. Within each class, dmgs with the most potent anucholmcrglc properiies also
seem 1o produce the g hype ive effects. Symp of di €rtigo upon sitting or standing
I'rorn F lymg posmon. syncope (fainting), and falls/fractures should be seriously asp

i In addition, these symptoms may be duc toa
disturbance of heart rhylhm whxch could be aggravated by a tricyclic ant ep The of

any of the afi ymp q assessment of postural vital signs and heart rhythm.

» Measurcment of postural vital signs. Measure blood pressure and pulse when the resident is lying
down. Remeasure blood pressure and pulse after the resident has been on his/her feet for one to
five minutes (if unable to stand, ensure after the resident has been sitting). Occasionally,further
drops in blood pressure occur after the person has been up for some tme. While a drop of more
than 20 mm Hg systolic is always ab itisp if by
dizziness, loss of balance, or standing blood ptcssun of l:ss than 100 mm Hg. A large drop may
be clinically significant even if the lower pressure is not abnormally low, particularly in residents
who have some degree of cerebrovascular disease.

Psychotropic Drug Use 3
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Movement Disorder.
High fover AND/OR muscular rigidity. Antipsychotic drugs can interfere with temp lati
which can lead to the p ially fatal problem of hyp ja. Also, when high fever is accompanied
by severe muscular rigidity, Ui i " synd: must be suspected. Fever above 103
degrees in a resident on an antipsychotic drug is a medical g b of the disturbed
temperanure regulation. Even lesser degrees of fever, if accompanied by severe muscular rigidity, are
i jes, Temp must fore be monitored especially closely in residents on
psychotropic drugs with anticholinergic propertics. In addition, nonantipsychotic drugs with

anticholinergic propertics, such as antidepressants, may aggravate fever by impairing sweating.

i 's di This condition is known 10 be aggravated by all antipsychotic drugs. A times it is
difficult to know whether parkinsonian symp (X pecially of hands: pili-rolting of
hands: muscle rigidity of limbs, necks, trunk) are due © Parkinson's disease or Lo present or recent
antipsychotic drug therapy. There should be a sirong bias in favor of reducing or eliminating

psy ic drugs in resi with Parkil ’s disease unless there are compelling behavioral or
psychotic indicat Antiparki drugs should be Y ipsychotic drugs are clinically
y in resi with Parkinson’s disease.
Five are iy d in residents on antipsychotic drugs. All of these
i can ly affect a resident's quality of life as well as increase his/her risk of accidents.
The triggered MDS items in Group 2 are signs/symp of these di To clarify whether the
resident is suffering from one of these di all resil on antipsychotic drugs should be
periodically for the ing conditi
Parkipsonism. As with Parki s disease. this condition may involve ANY combination of

p and rigidity of muscles in the limbs, neck, or trunk. Although the
most common is a pill-rolling or altemating tremor of the hands, other kinds of remors are
occasionally seen. Occasionally, a resident with Parkinsonism will have no remor, only rigidity
and shuffling gait. Symp pond to antiparkinson drugs, but not always completely. Dosage
reduction or substitution of nonantipsychotic drug, when feasible, is the preferred management.

Akinesia. This condition is characterized by marked in sp often
accompanied by nonparticipation in activity and seif- . Itis by ing the
antipsychotic drug or adding an antiparkinson drug.
mmnia,nﬁsdisnmuisnmtedbytnldhmofﬂzmckormmkinnigid.unmxuralposmu.
Usually the head is either hyperexiended or tumed to the side. The condition is uncomfortable
mdpmnpluumulwimmmdpartimondmgcanbehelpﬁu.

Akathisia — the inability to sit still. The resident with this di is driven to
movement. including pacing, rocking, or fidgeting, which can at times persist for weeks, even
after the antipsy ic drug is stopped. The conditi pond ionally to antiparki

drugs, but less consistently than parki ism or dy i i p or
beta-blockers are helpful in treating the symptom, although dosage duction is the most desirabl
treamment when possible.

Tandive dyskinesia — persi: imes p induced by long-term
antipsychotic drug therapy. Moatypiulmmningmovem:msom:mngm.movemmof
the lips, or ing or p i These i Y can clearly interfere
with chewing and swallowing. When they do, the dyskinesia can be suppressed by rising the
dose of the anzipsychotic drug, but this will make the probiem more permanent. When possible, it
is usually preferable to reduce or eliminate the antipsychotic drug, because the symptoms of
dyskinesia will often decrease over time after drug inuati

Psychotropic Drug Use 4




Other variations of tardive dyskinesia include ab | limb movements, such as peculiar and

mmmposmmormehamsmarms orrockmgorwmhmgmmkmovunm There is no
y effective i of the ic drug leads to eventual reversal

ofuusympmmsovermmymmusmaboutw%ofcasa

Long-acting benzodiazepine amnmuety drugs have been mphcawd in increasing the risk of falls and

quent injury by prod of bal gait, and positioning ability. They also produce
marked sedation, often mamfmed by shon-t:nn memory loss, decline in cognitive abilities, slurred
speech, drowsi in the jon, and linle/no activity involvement If an amianxiety
drug is needed to treat an anxiety dnsorder. a short-acting benzodiazepine or buspirone would be
preferable to a long-acting benzodiazepine. Buspirone is nonsedating and takes several weeks 1o work,
Dosage should be increased slowly.

Cosmitive/Behavior Impai

Pericdic disordered thinkine/awareness. These MDS items, which tap the syndmme of acute confusion
or delirium, can all be caused or aggravaied by psychouop:c drugs of any of the major classes. If the
resident does not have acute confi related to a medical illness or severe depression, consider the
psychotropic drug as a cause. The most helpful information in establishing a relationship is the linkage
between staning the drug and the occurrence of the change in cognitive status.

DRepression. Both anti-anxiety and anupsychouc dmg; may cause sympwms of deprmwn s a side
effect. or may aggravate dep ina with a dep ives these drugs
rather than specific antidepressive therapy.

While these are often symptoms of mental lllness. all of the major classes of
psyCholmplc drugs can acmauy or aggravate D drugs, the more
anucholmergxc antpsychotic drugs. and the shoncr-acung i and

are most icated in causing visual hatluci Visual hallucinations in the aged are
vmuauy always indicative of brain related disturbance (¢.g., delirium) rather than a psychiatric disorder.

Maijor differences in AM/PM sclf-performance. Al classes of psychotropic drugs can have an effect on
a resident’s ability to perform activities of daily llvm.g Emblxsmng a link between the time a drug is
taken and the change in self-per is helpful in eval

Decline in cognition/communication. Decline in these areas signals the possibility that the decline is
drug-induced and the need 10 review the relationship of the decline with initiation or change in drug
merapy All major classes of psychotropics can cause impairment of memory and other cognitive skills
m vulner.xble residehts. While memory loss in nursing facility residents is caused primarily by

and other logic disease, psy pic drugs, particularly those with
anucholmerglc side effects, and Iong-acung benzodiazepines. definitely contribute to memory

or psy can p usable memory,

which is very much disrupted by severe psychiatri :um If memory worsms after initiating or
increasing the dose of a p: drug, id inuing the drug, or substituting a
less anticholinergic dmg Fora resident wuh anxiety, a shont- acung bauodmzepme or buspirone is
preferable 10 a long-acting benzodiazepine.

Dxcline in mood. (See reference to Depression above.)

D:shn:_m_b_:hauq.[, Problem behaviors may be aggravated and worsened by psychotropic drugs as they
difficulties, and agitation.

Decling in ADL Stamus. Drug side effects must always be considered if a resident becomes more
dependem in ADLs. In addition, psychmmp:c drugs can precipitate or worsen bladder incontinence
either through a change in or through a direct action on bladder function.

Psychotropic Drug Use §




219

Discomfort

Constipation/fecal impaction Any ic drug with anticholinergic effects can cause or aggravate
wmpamﬂneﬁemmmnmdmmmcydxcmmmandwnhlow-pomy
a:mpsydmcdmgssmhasddomnmomunnmm Milder cases of constipation can be treated
with stoo} softs bulk-ft agents, and i d fluid; more severe constipation is best managed
bymbsnmnngamarmdnhmgmagau.ordecmsmgordlscommungmepsychomcdmglf

drugs can ipati xt'meysedammemsadmlmmeponmma
fluid intake or is is impaired Thc, blem can be handled by swi g t0 a less sedating drug,
decreasing dosage, or di: inuing the drug if possibl

Urinary retention, This condition may be manifested by the inability to urinate, or new onset or
wmsuungofumurylmotmxm(cwsedbyoverﬂowofunmfmmafu.llbladdcnhalcaxmempty
perly). Any psy pic drug with anticholi f can produce or aggravate urinary
retention. The problem is best d by ing a less anticholi ic agent., or or

discontinuing the psychotropic drug if possible.

Drymouth This symptom is a common side effect of any psy pic drug with
properties. Dry mouth can aggravate g and 1 Substituting a less
anticholinergic drug may be helpful Oxher remedxcs include amﬁc:al saliva or sugar-free mints or
candies (sugar 10 cavity f

WHEN TO DISCONTINUE DRUG TREATMENT

1. Drug treatment that is ineffective after a reasonable trial should be discontinued or changed.
The ition of a trial depends on the drug class and therapeutic indication.

2. Whena medxcauon is effective, but produces troublesome side effeczs cither the dose should be
duced or the should be replaced by a agent less likely to
cause the problematic side effect. If this is not feasible, or if doing n leads 10 a recurrence of
symptoms, specific medical therapy for the troublesome side effects should be considered. For
example, if the best drug for treating a resident’s causes pation, stool
laxatives, or bulk-forming agents can be pmcnbed

3. When a medication is effective and does not cause troublesome side effects, it should be continued
for a defined period, and then efforts should be made (o taper and eventually discontinue the drug.

4. F ication shouid be ribed on a p basis only if symptoms have
mmcdmnleasuwoptmmmmplsmuperﬂumedxmonaﬁendernedpenodol
therapy.

Psychotropic Drug Use 6
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COMMONLY PRESCRIBED PSYCHOTROPIC DRUGS AND THEIR SIDE EFFECTS

TABLE A. ANTIPSYCHOTIC (NEUROLEPTIC) DRUGS

'Alwananha:mvnhdldumlewcndeeﬂms.

of Side Effects
Anti- Extra-
cholinergic pyramidal
Generic Name Brand Name Sedati Hyp S; ! S: 2
Chl Th i Marked Marked Marked Mild
Thioridizine Mellaril Marked Marked Marked Mild
Acetophenazine Tindat Mild Mild Moderate Mild
Perphenazine Trilafon Mild Mild Moderate Moderate
Loxapine Loxitane Mild Miid Moderate Moderate
Molindone Moban Mild Miid Moderate Moderate
Trifluoperazine Stelazine Mild Mild Mild Marked
Thiothixene Navane Mild Mild Mild Marked
Fluphenazine Prolixin Mild Mild Mild Marked
Haloperidol Haldol Minimal Minimal Mild Marked
TABLE B. ANTTDEPRESSANT DRUGS
Incidence of Side Effects
Anti-
cholinergic
Generic Name Brand Name Sedation Hypotension Symptoms'
Cyclic antidepressants
Imipramine Tofranil Mild Moderate Mod-strong
Desipramine Norpramin Mild Mild-mod Mild
Doxepin Adapin Mod-strong Moderate Strong
Sinequan
Amitriptyline Elavil Strong Moderate Very Strong
Triavil
Nortriptyline Aventyl Mild Mild Moderate
Pamelor
Maprodiline Ludiomil Mod-strong Moderate Moderate
Amoxapine* Asendin Mild Moderate Moderate
Fluoxetine Prozac Variable Nil Nil
Triazolopyridine
Antidepressant
Trazodone Desyrel Mod-strong Moderaie Mild
MAQ inhibitors* Nardit Mild Moderate Mild
Phenelzine Pamate Mild Moderate Mild
Tranylcypromine
Wellbutrin None Nil Nil
Other May cause
Bupropion agitation
High incidence
of seizures

constipation, winary reiention. blurred vision, confusion. discrientation, short-term
, memory loss, hallucinasions, insomnia. sgitation and resletsness, picking behaviors, fever.
2 , such as Parkinsonism. dylkmems. and akathisia (described in text).
ics do not produce side effects.
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COMMONLY PRESCRIBED PSYCHOTROPIC DRUGS AND THEIR SIDE EFFECTS (cont.)

TABLE C. ANTIANXIETY AND HYPNOTIC DRUGS

Gemeric Name Brand Name Duration of Actioo

Benzodiazepines
Triazolam Haicion Very shoet
Oxazepam Serax Short
Temazepam Restoril Short
Lorazepam Activan Short
Alprazolam Xanax Medium
Chiorodiazepoxide Librium Long
Diazepam Valium Long
Chlorazepate Tranxene Long
Flurazepam Daimane Very long

Barbiturates

Antihistamines

Dephenhydramine Benadryl Moderate
Hydroxyzine Visanil Moderate
Chloral hydrate Noctec Long
Other
Buspirone Buspar Not meaningful

Psychotropic Drug Use 8
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PSYCHOTROPIC DRUG USE RAP KEY

TRIGGERS

GUIDELINES

Potential for Drug-Reisted Hypotension if:

1. Antipsychotic AND/OR Antidepressamt Use
[O4a or O4c = 1.7] AND ANY of the follow-
ing:

Hypotension (J1e = checked}

RN
3
8
B
E

Accidents (K2a, K2b, K2¢ = any checked]
Disorder

Py for Drug:

2. Antipsychotic Use [O4a = 1-7) AND ANY of
the following:
— Panial/Total Loss of Voluniary Amm/Leg
Movement (E4f, E4h = any checked]
Ui y Gait {E4i = checked)
Panial/ronl Loss of Ability to Position,
| Tum Body/Bal While S

I |

(Eda, E4j = any dwekedl

Motor Agitation (Hlc = checked]
Parkinson’s (JIm = checked}
Tardive Dyskinesia (J2 = 333.82)
Chewing/Swallowing Problem
{L1a, L1b = any checked]

Potential for Drug-Related Gait Disturbance
(other than antipsychotic-induced) if;

3. Antianxiety/hypnotc Use (O4b = 1-7) AND
ANY of the following:

— Poor Balance (Eda = checked|]
y Gait [E4i = checked]
— Difficulty Positioning/Tuming
{E4] = checked)
— Dizziness/Verigo [Klc = checked]
— Accidents (K2a, K2b, K2c = any checked}

If resident is triggered, review the following:

L

Drug review (from record] Length of time
between when the drug was first taken and onset
of problem: Dossofdmgmdhowfreqmnﬂy
taken; of classes of p: pics taken;
Resson drug prescribed

I :
Acute condition [K3b}; dehydration (L3b];
impaired liver/renal function [J2; Plc; from
record]

Review BehaviorMood Stamus:

Current problem staws (H1, H2, H3)
Recent changes (H6, H7) -
Psychiarric Diagnoses (J1p, J1q, J1r; 321

Then Consider:

Clarifying Information For Hypotension:

1. Postural changes in vital signs {from exam}
2. Drugs with marked anticholinergic properties
(from record)

Clarifying Information For Movement
Disorder:

. High Fever (K1f] AND/OR Muscular rigidity
{from record, observation]

2. Tremors, especiatly of hands; pill-rolling of

hands; muscle rigidity of limbs, neck, trunk

(Parkinsonism) [ record, observstion]

-

3. Marked
(Akinesia) (from record. observation}]

4. Rigid, unnatural, uncomfortable posture of
neck or trunk (Dystonia) [from record,
observation]

5. Restlessness, inability m sit still (Akathisia)
[from record, observation)

. Persistent movements ofﬁn mouth (e.g.,

lhmsnng of tongue, movements, of lips,
AND/OR peculiar and

mnem postures of limbs, trunk (Tardive

dyskinesia) {from record, observation}

(-




Potential for Drug-Relsted Cognitive/Behavioral
Impeirment if:

4. ANY Psychotropic Use (Oda, O4b or O4c =
1-7] AND ANY of the following:
— Delirium/Disordered Thinking
[BSa, BSb, BSc, BSd, BSe = any checked)
— Withdrawal [(H1d = checked]
— Depression [J1q = checked)
— Hslocinaions/Delus;

{K1g = checked)]

— Major Difference in ADL Self-Performance
(E7d = checked]

— Deterioration in Cognition, Commumication,
ADL, Continence, Mood and/or Behavior
B6=20rC6=20rE8=20rFd=20r
H6=20rH7=2]

Potential for Drug-Related Discomfort if:
5. ANY Psychotropic Use (Oda, O4b or Odc =
1-7] AND ANY of the following:

— Constipation [K1a = checked)
— Fecal Impaction (Kle = checked]
— Urinary Retention {J2 = 788.2]

2. Recent dosage increase {from med record}

3. Shon-term memory loss; Decline in
cognition; Sturred speech (B2, B6;
observation)

4. Decreased AM wakefulness; Linle/no
activity involvement (11, 12]

Clarifying Information For Cognitive/

Behaviora! Impairment: .

1f neither of the following are present,

psychotropic drug side effects can be considered

as a major cause of problem:

1. Acute confusion (defirium) related to medical

Clarifying Issues For Drug-Related
Discomfort:

1. Dehydration (L3b]; Reduced dictary bulk:
Lack of exercise (from record]

Other potential drug-related discomforts that

may require resolution:

2. Dry mouth, if on anti c or
antidepressant (observation)




RESIDENT ASSESSMENT PROTOCOL: PHYSICAL RESTRAINTS

I. PROBLEM

Smdxuofmmngtnmcsﬂmwdmbam”md%ofmdmnmwyuauymm Thi.lu
quite serious since negative effects of restraint use include declines in residents’ physical

(e.g., ability to ambulate) and muscle condition, contractures, increased incidence of infections, and
development of pressure sores, delirium, agitation, and incontinence. Moreover, restraints have been
fmmdmmnmmmusemeumdmoflelsmdometwudm(eg..mgmm) Finaily,
residents who are restrained face the loss of autonomy, dignity and self-respect. In effect, the use of
physical restraints undercuts the major goals of long-term care — to maximize independence, functional
capacity, and quality of life. Thus, the goal of minimizing or eliminating restraint use has become
central to both clinical practice and federal law.

Mpmwmmpmfuwplymgmwmpmmﬁmmmdwdm

Facilitics are also concerned about p ice claims that might resuls if residents
should fall Omm\samdformmuxmdudetopmwdepomnn or positioning for
i to facilitate (e.g.p g from pulling out IV lines or NG tubes), and o
behaviors such as ing or physical aggressi

The experience of many health care providers suggests that facility goals can often be met without the
use of physical restraints and their negative side effects. In part, this involves identifying and treating
health, functional, or psychosocial problems that may be causing the condition for which resiraints were
rdered (e.g., falls, deri Minimizing use of restraints also involves care management
alternatives, such as: momfymﬂnmmmwmakeltnfenmmmmmmmsmmuy
munn: mglesunnmvemalmdsohdmmnngmedwnimsnﬂmnﬂw: recognizing and

g to * needs for psych d support, respoasive health care, meaningful activities,
andleg\narexeruse.

I. TRIGGERS
D:ﬁmm Physxcalmmmmymumlmahodorphynulmmedzmuldevm.mn&or
P d or adj 1o the resi ’s body that the resident cannot easily remove and that
icts fi of or normal access to his/her body.
ANY use of trunk restraint, limb int, or chair that pr rising (P3b, P3c or P3d =1 or 2}

. GUIDELINES
In evaluating and reconsidering the use of restraints for a resident, consider needs, problems, conditions,
or risk factors (e.g., for falls) which, if addressed, could climinate the need for using restraints. Refer to
the RAP KEY for specific MDS items to consider as you review the following issues.
WHY ARE RESTRAINTS USED?

The first step in determining whether use of a restraint can be reduced or eliminated is to identify the
reasons a restraint was applied.

* Review the resident’s record and consult primary caregivers to determine reason for use. J

Physical Restraints )




225

+  During what time of dav is cach type(s) used?

. m::ﬂnmdmmm(eg_.ownmommbed.chmmhznmyﬂ

» How long is the resident restrained cach day?

«  Under what circumstances (e.g., when left alone, after family leave, when not involved in
struciured activity, when eating)?

»  Who suggested that the resident be restrained (c.g., staff, family, resident)?

CONDITIONS ASSOCIATED WITH RESTRAINT USE

It may be possible to identify and resolve health/functional/psychosocial needs, risks, or problems that
caused restraints to be used. Byaddmngﬂnwedymgcmmuon(s)mwme(s) the facility may
climinate the ap need for the i In jon, a review of underlying needs, risks, or
problems may hdpmdenufy other potential kinds of treatments. After dcmmmmg why and how a
restraint is used, review the appropriate areas described below.

Probtem Behavior.
To d of a behavi review the MDS. lfdcbehaworforwhxchmeresxduuu
msumned was no( exhibited in the Iast 7 days, was it d the from
(e.g ident was ined and could not wander)? If a behavior problem was present during
the last 7 days or the resident was restrained to prevent a p behavior, the to have
P and review Behavi Problem RAP as indicated.
Many probk iors are ifestations of unmet health, functional, and/or ps; | needs that
can often be reduced. elimi d, or d by i u\ewndmomumpmduceddnm (See
RAP on Behavior Problem). Conditi i with p and int use include:
« Delirium (acute confusional state)
* Impaired cognition
« Impaired communication (e.g., difficulty making needs/wishes understood or understanding
others)
«  Unmet psychosocial needs (c.g., social isolation, disruption of familiar routines, anger with family
members)
« Sad or anxious mood
« Resistance 10 di
«  Psychotropic drug side effects (¢.g.. motor agitati ion, gait disturb
o Ifa xsmplace.doesnadequmelyaddressumcausesonhcnsl-
dent's particular problem behaviors?
Risk of Falls.

Almouﬂlmmshavenmbeenshownmsafegwdmdmu from injury, one of the most common
reasons given by facilities for restraining residenas is to prevent falls. In some instances, restraints have
been reported to contribute 10 falls and mjunu of the i d with

use, many physi and g d exploring altematives for preventing falls, such
as treating health pmbl:ms and making environmental modifications.

« Review risk factors for falls on RAP KEY. Refer to Falls RAP if these risks are present or if the
restraint is being used to prevent falls.

Physical Restraints 2




226

Ireatment Regimens
Another reason facilities give for using restraings is to prevent a resident from removing tubes.
If the resident is being restrained to manage resistance to any type of tube or mechanical device

(e.g., indwelling/extemal catheter, feedmgmbe,mvmhne.oxygmmsk/camuum wound
dressing), review the following to facilitate decisi king:

+ Is the mbe/mechanical device used to treat a life-threatening condition? .

* Does the resident actuzily need a particular intervention that may be potentially burdensome to
him/her? Are there less intrusive treatment options?

* Why is the resident reacting to the tube/mechanical device with resistance? (¢.g.. Does the
device produce discomfort or irritation? Is the resident really resisting or is the device just
something to fidget with? Is the patible with the resident’s wishes? Does the
resident understand the reason for the method of t? Has the resident/family been
informed about the risks and benefits of treatment options?)

HCFA Guideline: “If there are madical sympwoms which are life th i (such as

clectrolyte imbat urinary blockage) then a int may be used temporarily to provide Yy
lifesaving ueatmem. Physical restraints may be used for brief periods to allow medical trearment to
if there is d id of resident or legal approval of the treatment.”

» If an indwelling or extemal catheter is present, review the Urinary Incontinence RAP for
alternatives.
« [f a feeding wbe is present, review the Feeding Tubes RAP
ADL Self-Performance.

Inrare int can a resident’s ability to be more self-sufficient, IF the restraint use
is suppontive and nme-hmned

Review the MDS to ine if the i i to the resi s self-perfc of an activity
(e.g.. wheelchair belt suppons trunk while resident wheels self, geri-chair used only at meals enables
wandering resident to attend to feeding self).

Other Factors,
Resident's B R .
In evaluati int use, it is i p lolevxewmemdzmsmacuonmmmnu(eg.

positive and negative, such as passivity, anger, increased agitation, withdrawal, pleas for release,
mll.s for help. constant attempts t untie/release self). This will help determine whether presumed

ighed by negative side effects.

Review MDS items on other p ial negative effects of int use, such as declines in
ﬁmmﬂs:lfpufombodymolskmmummoodmdeogmumumemnm
have been in use.

Alternatives to Restraints

Many interventions may be as effective or even more effective than restraints in managing a
resident’s needs, safety risks, and problems. To be effective the intervention must address the
underlying problem. Enmplu of alremanves mdude use of familiar, comfortable chairs;

that are i programs:; judwwus use of
psydmmpicdmgsmmwuve,, jatric di (cg.,., panic
cheduled toileting plans; and regular ise for agitated resi

Physical Restrains 3
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have been tried.
If alematives to restraints have been tried, what were they?
How long were the alematives tried?

‘What was the resident’s response 10 the altematives at the time?
Hn:uxnmﬁve(s)mpmdmimfecﬁve.whndxwmned?
Mwymmmmmmped?

Philoscphy and Attitades,

In idering the use of ints for a resid ider the philosophy, values, attitudes, and
Mo!umnmgmmmuwuumofmmﬂy/ﬁwﬁmmm
mmumdmmwmﬁmmm

« 1s there consensus or differences among affected parties in choosing between resident
indep and freedom in favor of d safety?

Physicat Restraints 4




PHYSICAL RESTRAINTS RAP KEY
e ey

TRIGGERS

Potential for decline if:

1. ANY use of Trunk Restraint, Limb Restraint, or
{P3b, P3cor P3d=1or 2]

Review factors and complications associated with
restraint use:

Problem Behavior: Motor agitation {(Hle), Any
problem behavior [(H3), Part of behavior
management program (HS)

RlﬁofFlllx:Fllk(Kh.KZbl.

L
Bedfast or Hemi/Quadripiegia or Poor leg comrul
[E4b, E4d, E4e, E4h)

Treatments:
Unstable/acute condition (K3a, K3b].
Hip fracture (K2c): Catheter [F3b, F3c}
Parenteral/IV and/or feeding wbe {L4s, L4b]:
Wound careAreatment {NAf]; IV meds (P11];
Respiratory/Oxygen [P1h}

ADL Seif-Performance (E1)
Confounding problems to be considered:
. Delirium [BS)

Cognitive loss/dementia (B2, B3, B4}
. Impaired communication (C4, C5}

" 4. Unmet psychosocial needs [G1, G2, G3)

. Sad/anxious mood (H1, H2)
. Resistance to treatment/meds/nourishment

{H4a; observation}
8 Psydmupicdmxddeeﬁ'ects[m]

Other factors to be considered:
Rdda:lupomewmm.(s).useof.alm
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WHAT IS THE RESIDENT ASSESSMENT INSTRUMENT?

MINIMUM DATA SET (MDS)

RAI émccmzs (RAP KEY)

RESIDENT  ASSESSMENT

PROTOCOLS (RAPS)

. 083




WHAT DOES THE RAI DO?

hd PROVIDES INFORMATION ON THE RESIDENT’S CONDITION
. HELPS DEVELOP A PLAN OF CARE

. MEANS OF TRACKING CHANGES IN RESIDENT STATUS

WHO DO WE USE IT ON?

¢ ALL RESIDENTS REGARDLESS OF PAYOR SOURCE

1€¢



WHAT INFORMATION SOURCES DO WE USE?

hd OBSERVATION OF THE RESIDENT
b COMMUNICATION WITH THE RESIDENT

. DISCUSSION OF RESIDENT’S PERFORMANCE WITH NURSING ASSISTANTS ON
"~ ALL SHIFTS

. DISCUSSION OF RESIDENT’S STATUS WITH PHYSICIAN
* DISCUSSION OF RESIDENT’S STATUS WITH FAMILY MEMBER

. DISCUSSION OF RESIDENT’S STATUS WITH OTHER LICENSED HEALTH
PROFESSIONALS

* REVIEW OF THE RESIDENT’S RECORD

44




WHO IS RESPONSIBLE?

¢ REGISTERED NURSE

. ANY INDIVIDUAL WHO COMPLETES A PORTION MUST CERTIFY THE ACCURACY |

WHAT IS RN RESPONSIBLE FOR?

d RESPONSIBLE FOR CONDUCTING OR COORDINATING

* RESPONSIBLE FOR CERTIFYING COMPLETION OF THE ASSESSMENT

| WHO COULD COMPLETE THE MDS?

. ADMISSIONS * PHYSICAL THERAPY
¢ SOCIAL SERVICES * OCCUPATIONAL THERAPY
¢ RECREATIONAL THERAPY * SPEECH THERAPY

. DIETARY * NURSING




WHERE IS MDS KEPT?

. ALL COMPLETED RESIDENT ASSESSMENTS ARE PART OF RESIDENTS
PERMANENT RECORD

®  ASSESSMENTS COMPLETED IN LAST TWO YEARS MUST BE EASILY
RETRIEVABLE (ON THE ACTIVE RECORD)




WHAT DOES SIGNIFICANT CHANGE MEAN?

g DETERIORATION IN TWO OR MORE ADLs OR COGNITIVE ABILITIES THAT
APPEAR PERMANENT

hd PERMANENT LOSS OF ABILITY TO FREELY AMBULATE OR USE HANDS TO
GRASP SMALL OBJECTS

. DETERIORATION IN BEHAVIOR, MOOD OR RELATIONSHIPS THAT CANNOT
IMPROVE UNLESS STAFF INTERVENES

¢ ' DETERIORATION IN RESIDENT’S HEALTH STATUS

¢ MARKED OR SUDDEN IMPROVEMENT IN RESIDENT’S HEALTH STATUS

NOTE: "LIKELY TO BE PERMANENT" -- HAVE FOURTEEN DAYS TO DECIDE

g€e



FREQUENCY OF ASSESSMENT / REASSESSMENT

WITHIN FOUR WORKING DAYS OF ADMISSION

ANNUALLY (7 days before or afler anniversary date of last full MDS
PROMPTLY AFTER  SIGNIFICANT PHYSICAL OR MENTAL
CHANGE

QUMY MDS (every 90 days) «o. ~ocoo o o

READMISSION

WITH CHANGE IN CONDITION: CONDUCT FULL MDS

WITH NO CHANGE IN CONDITION: DO NOT CONDUCT - FULL
MDS
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FLOW OF RAI-ICP INFORMATION

MDS

WORKSHEET / TRIGGER SHEET

RESIDENT ASSESSMENT PROTOCOL SUMMARY SHEET

PROBLEM / NEED LIST

INTERDISCIPLINARY CARE PLANS
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MINIMUM DATA SET SECTIONS

IDENTIFICATION AND BACKGROUND INFORMATION
COGNITIVE PATTERNS

COMMUNICATION/HEARING PATTERNS

VISION PATTERNS

PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS
CONTINENCE IN LAST 14 DAYS

PSYCHOSOCIAL WELL-BEING

MOOD AND BEHAVIOR PATTERNS

ACTIVITY PURSUIT PATTERNS

DISEASE DIAGNOSES

HEALTH CONDITIONS

ORAL/NUTRITIONAL STATUS

ORAL/DENTAL

SKIN CONDITION

MEDICATION USE

SPECIAL TREATMENTS/PROCEDURES




7.

9.
10.

1L

14

16

17.
18

MDS TRIGGERS

DELIRIUM

COGNITIVE LOSS/DEMENTIA

VISUAL FUNCTION

COMMUNICATION

ADL FUNCTIONAL/REHABILITATION POTENTIAL
URINARY INCONTINENCE AND INDWELLING CATHETER
PSYCHOSOCIAL WELL-BEING

MOOD STATE

BEHAVIOR PROBLEMS

ACTIVITIES

FALLS

NUTRITION STATUS

FEEDING TUBES

DEHYDRATION/PLAIN MAINTENANCE

DENTAL CARE

PRESSURE ULCERS

PSYCHOTROPIC DRUG USE

PHYSICAL RESTRAINTS
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Note, Other
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4. Communication N
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Rehabititation Potential
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Catheter
1. Pixchosocial Well-Being H
R Mood Suate H
9. Behavior Problems S
10.  Activities A
It. Falls N
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#1 DELIRIUM

SHORT TERM GOAL

THE RESIDENT ('s) WILL /WILL BE ABLE TO

Memory Problem * be alert and oriented 10 fime, place, p findicate frequency]
Memory Recalt Dissbilicy o i
Deily Decision-Makiag Disability « speak clearly and comteat will be related to topic. queacy]
+ mot exhibit motor agh {pacing, kandwringing, picking] findicate fr Yl
+ make independent decisions in all si )
. Comaweication Declinc
Inability t0 cxpress information o« decisi inc daily tasks and ADLs fsclecting clothing, aticads
Imability t0 waderstand information aaMliuo(eioioe.uc.[ModiﬂedIndependcwe.m-edmlmllthwuthuoﬂyl
Inability %0 hear information
+ make simplc choices about daily tasks and ADLs with reminders, cues, and supervision [Modemely impaired:
decisions poor; cucs supervi quised)
. Behavior Decline
Wanderiag ¢ express, und and hear infd ion a3 evidenced by [stating meods, following directions, asd
Vertally Abusive poading y 1o questions)
Piysically Abusive
Socislly Insppropriste Beh ¢ p pate a1 flevel] in activity progr foimn k)

* ot injure seif or others
* not {ihreaten, scream, or curse] a1 others
* not fhit, shove, scratch or sexually sbuse] others

* not exhibit socially i behavi ldismpciag :ouuds or loues, scream, self-abusive acts, disrobe
inpuhlu.mmnrowloodorlwa, ge through others’ belongings)
not cxperi Ralluc

o take medi A s ord

. [independent/assisi] in ADLs with [verbal ind

assistive devices, physical cucs and supervision
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#1  DELIRIUM

APPROACHES DISCIPLINES
Oricat 10 time, place, and persoa PRN N, D, §S, ACT
Eacoursge fesideat 10 cisborate oa reality-based ideas N, SS, ACT
Correct misconceptions abowl self, eaviroament andlor expericnces through N, D, §S, ACT
recall of cveats aad wc of probiem-solvisg

Whea residest expericaces saxiety, change lopic, [If resident is sble to N, SS, ACT
discuss topic of anxicty, eacourage himvher to cxpress self

Avoid seasory oves-stimutation (c.g., watching TV, listening to radio for N, SS, ACT
peoloaged time periods)

¥ resideat’s respomses sre incorrect provide correct Information is kind N, D, §S, ACT
and geatle manner

Listca carcfully to atiempts to speak N, D, SS, ACT
Avold inicrrepting residest N, D, SS, ACT
Allow time for communicstion efforts N, D, SS, ACT
If iaapprop s il pt to di but do N, SS,ACT
ot cxiticize him/er

Provide positive feeddack to  reinforce positive behaviors and N, SS, ACT
sccomplishments

QGive simple siep-siep di (task segr ) to foster positi N, SS, ACT
Schaviors

Avoid reinforciag hatluci N, SS, ACT

Lve



APPROACHES

DISCIPLINES

Provide comsisicat daily routine

Provide comsisteat eaviroament

Provide a catm eaviroament
memhm%wmwwmﬂm

Neuro assessmeat: Freq:

age a

Test for passibic visual and hearing deficits

Uummnhuonmﬁqne.p.ma.qemuhdn

expremions, posture, tonc of voice, and gesturcs 10 eacoursge resideat 10
respoad

E age indep p p ia self-care

Iavolve resideat as much = p ia daily decision-maki

Modily tais, tmo-fame, & and ©
iadepeadeace

mwmmﬁagwmmw

mwmpwmﬂ.ndumiummhunyiu
out ADLs

Mhdnphnulbelmmnymune

§S, ACT
SS, ACT
SS, ACT

§S, ACT
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MINIMUM DATA SET SECTIONS

B. COGNITIVE PATTERNS
D. VISION PATTERNS

E. PHYSICAL FUNCTIONING

STRUCTURAL PROBLEMS

NURSING DIAGNOSIS

COGNITIVE DEFICIT RT

VISUAL DEFICIT R'T

ADL DEFICIT:_(SPECIFY)
SELF-CARE DEFICIT: (SPECIFY)

Bed Mobility
Transfer
Locomotion
Dressing

Eating

Toilet Use
Personal Hygiene
Bathing

BODY CONTROL PROBLEM RT
MOBILITY DEFICIT R/T




MANAGEMENT OF THE RAI

ISSUES SOLUTIONS
TIME . INTERDISCIPLINARY TEAM
. 'l'RAINlNG . TRAINING MANUAL
SCHEDULING . REVISE TICKLER FILES
CARE PLAN . WRITTEN PRIOR TO CONFERENCE
DETAIL/COMPLEXITY . COMPUTERS AND JOB AIDS
INFORMATION USE . CREATIVE EXPLORATION

INTERFACE WITH CURRENT ASSESSMENTS . MDS AS LAUNCHPAD




THE RAI AND LTC NURSING
THE FUTURE IS BRIGHT!

RESPECTS NURSING PROCESS
(asssssment, planning, implementation and cvaluation)

STANDARDIZES LANGUAGE

STRENGTHENS ASSESSMENTS

STANDARDIZES APPROACHES

STRENGTHENS DELIVERY OF QUALITY CARE

ESTABLISHES LTC NURSING DATA BASE
(uational identification of resident problems and meeds)

ESTABLISHES COST OF NURSING SERVICE

192
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RESIDENT ASSESSMENT
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And This Is Home?

Carter Williams

Jewisk Home and Infirmary Day Services, Rochester, New York 14621%

In Webster's New World Dict

y, a home is d ns “a place where
one likes to be; [the) place lhought of as the center of one s nffechons. {a)
restful or congenial place.” In an is d as “an
organization having a social, educati or ligi P [such) as a

school, church, hospital, reformatory, etc.” (1). . The du:honarv does not
confuse home and institution, nor should we, but we are dealing with an

where the ] qualities of the two must meet for the
benefit of the people living in it.

It has been my privilege over the past 10 years to work with many persons
in their elghth, ninth, and tenth decades of life for extended periods of time
both before and after they entered long-term care institutions. Because of
this experience and my knowledge of numng homes through consulhng
work, | have d the chall of g for others—that is, for the
people living in institutions.

Recognmng that one can onl) ﬁgumnely walk in another’s shoes or sit
ins in hair, we shall enter into the lives of some
people | have known nnd vwrlu:d with. In this way, we can perhaps gain a

is of und: ding about the problems with which these in-
dividuals are trying to cope. We can then proceed to some questions about
how teaching and research activities in lohg-term care facilities may affect
them and, in turn, the job of the health care profesnoml

The transition from home to instittition is a time of crisis for all involved,
but most especially for the person making the move, so a look at this period
serves as a good starting point for uhderstanding the experience of insti-
tutional living. We now meet a woman who was my neighbor for many
years, whom we shall call Mrs. Eckland, just as she is expetiencing this
transition.

Mrs. Eckiand was 90, divorced following a brief marriage in her 30s, and
was living alone in her small third-floor apartment, which she had occupied
for 25 years. A licensed practical nurse, she had worked part-time into her
early 30: She had never had children, and her only close relatives were

* Present address: 5202 West Cedar Lane, Bethesda, Manyland 20814,
137

two sisters almost as old as she, both in institutions and both largely slienated
from her and from each other. She was tremendously proud of her career
as a nurse in a period when most women were not financially independent.
And she was proud that her earnings had been substsntia) enough to result
in Social Security payments that allowed het to meet her monthly expenses
and pay for a personal care aide for a half day each week. She was also
proud of her fnmlly background, which mclud:d enlly leltlen in the city,
and of her past ionshi m(hl of i | people. She was
an avid readcr. keenly i d in pnlmc:. in her political opin-
ions, and s warm supporter of the wornen’s movement.

Along with this pride in family and in her own accomplishment a0 &
prickly, at times temp lity. This
by increasing |mmob|lnty, meant that she had few rehhonshnps one or two
by telephone and a few in the neighborhood. Her world had shrunk into
the three rooms of her apartment. Alwuys, she told me, she was compli-
mented by others on the f ght there. She re-
counted in detail her choice of the deep blue rug, her delight in her beautiful
pink bathroom, het dressing table with the fabric ordered from a certain
store, and the set of gold-plated toilet articles carefully arranged on top.
There were her books, too, four shelves of them, and her family pictures,
the clothes she cared so much about, and the mementos from her trips to
India. She sat in her fanback chair and controlled her world, with spirited
comments about the failure of the politicians in Washington to manage
their world as well.

This home, special and beautiful to her, was to others an attic apartment,
poorly lighted and inconveniently armanged. The blue rug was usually cov-
ered with lint, and the odor of urine was strong. There were many piles of
bonh and papers about her room.

, she p mher full d to remain at home
whete she was she wanted to use from
those [ tald her sbout, nnd she bnuhed lsnde -nh anger attempts to discuss
future planning and -term care facility.

‘Then, as had happened four or five times pmnously within the year, she
feil. But this time she lay on the floor many houts, nmble to leacll ecither
of her telephones, which had been g to in-
structions from a consulting occupational therapist. Her Duily Hello caller
alerted a neighbor when she received no answer, and Mrs. Eckland was
admitted to the hospital for the second time in several months in severe
congestive heart failure.

With this background, we may now ptchue her after s period in the hos-
pital on the way to a nursing home, which her doctor has told her can no
longer be avoided. She is out of the hospital gown for the first time in many
weeks and is wearing her familiar raincoat and her fur hat. She is expressing
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conflicting feelings of hope and apprehension as we make the trip in the
chairmobile.

There is no one to greet us at the door. Mrs. Eckland is wheeled upstairs
by the chairmobile attendent and helped to sit in a chair beside a bed in a
double room. The nurse in charge on the floor introduces herself and wel-
comes Mrs. Eckland to her new home. She is thinking and responding slowly
and does not do very well with the questions addressed to her. She tries to
focus as others come in to see her: the social worker, the dietitian, and an
aide in fairly rapid succession. Some address her by her first name or call
her “honey” though they do not know her, and most speak in loud voices
though she is only slightly hard of hearing. Al speak kindly, but rapidly,
and she does not quickly apprehend what is expected of her in the discussion
of food preferences, nor docs she seem to comprehend some of the routs
they describe. Some try to take time to listen to her, but they are obviously
under p of time; their tend to be ped

From controlling her own small domain at home, Mrs. Eckland has been
thrust into a 24-hr-a-day situation in which she is to live by a schedule
decided by others in a setting where she cannot even maintain control over
the position of the itemns on her bedside table, or for that matter what she
wishes to have on top of the table and what is to be in the drawer, a detail
that throughout her year and a half in the nursing home particularly an-
noyed her.

To observers this loss of control seemed appropriate to her condition,
which included lack of urinary control, inability to walk, and some lack of
judgment. To her this experience meant loss of identity. All material clues
83 to who she was and what her life had been were sbsent—no royal blue
carpet to reflect her taste, no books, no family pictures, no closets of clothes,
no mementos of her travels, Wiped away also were the freedoms of living
st home: sitting up reading into the early moming hours, perhaps never
going to bed, or sleeping until 11 a.m., and cating when and what she
wanted. And, finally, the loss of freedom was literaily and figuratively sig-
nified by the experience of being placed in a vest-like garment with long
belts attached by which she was tied into her chair because of her tendency
to slip out of it.

Psy . i lly, and socially, Mrs. Eckland’s familiar
world had disappesred. She had lost control of most aspects of daily living.
She felt vulnerable, acted upon by others. Her personal living space was
greatly reduced and was often invaded by other people. There was little
privacy and no solitude. From the limited social contacts she had st home
at times of her own choosing, she was thrust into constant contact with
others, beginning with a who was a J er. And she
was visibly imprisoned in her wheelchair. Small wonder then that 1 would
find her in her first days sitting in her chair atmest bent double, her eyes
closed. She handed me on my visit to her the day after her admission this

I

message written on the back of the card 1 had left her the previous day with
a message of love on it from me and my hushand. This is what she wrote:

Dear Carter——You know this was not the place | wanted to come. Please

come 10 see me and really prove that you love me. Also please get Ms. B. tmy

fawyer) to conse here. | must talk to him. { loved you more than you loved me
and trusted you. How can | trust you now?

A long period of grieving and depression followed in which Mrs. Eckland
questioned the vatue of living. She was accusatory toward staff and her few
visitors, including her lawyer. The staff social worker and 1 did what we
could to ameliorate the situation, with varying degrees of success: cherished
items of her selection were brought from home as soon as possible—her
chair, family pi and clothing both precipitated more grieving a
very gradually helped her to begin to reestablish her sense of identity and
self-tespect. She decided which pictures she wanted hung and where they
were to be placed. Aides were encouraged to ask her to select what she
wanted to wear each day, but this was only minimally successful because
aides were constantly rotated. Her hair style also changed with the aide of
the day, varying from loose and free-flowing to tight knots and coy orna-
ments and bows. Sometimes spots of rouge and very bright lipstick were
applied, though she had never used cosmetics previously. Mealtime was
often difficult; she had to sit at table for a half hour or more while others
gathered, and she longed for a really hot cup of coffee and real china and
metal cutlery rather than the array of plastic with which she had to cope.

Cradually, several distinctly positive d ts d: she formed
good trusting relationships with the social worker and two aides. She began
to discover that she could help some other resid hrough her
sational ability and the encouragement she offered them. And through the
chaplain, she was reunited with her church from which she had long been
estranged.

Mrs. Eckland’s story has ¢l to the i of the many
older people in our communities who are precipitously transferred from
home to institution via the hospital because of major health crises. But as
hard as the move to an institution was for her, it was probably not as great
a change as some people experience. She also had greater coping abilities
than many who have led more protected and circumscribed lives. She did
not have to be separated from a spouse or other family members, nor did
she leave behind a treasured pet. She also had no language problems. One
must try to imagine what it must be like for the aged immigrant who has
fearned little or no English to enter an institution, or for a black person or
others of another racial cultural minority to enter our overwhelmingly white
institutions. What must it be like for people who have lost much of their
hearing to enter the nursing home environment, experiencing all the loss
of identity and contro! that Mrs. Eckland did and in addition hardly being
able to communicate with others?

(L1
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What lies ahead for people who make their homes in long-term care in-
stitutions if teaching and h functions are added? Even without the
advent of research and teaching, the medical and nursing routines of long-
term care facilities tend to medicalize the smallest details of life. For ex-
ample, Miss Cohen cannot enjoy her Sabbath Fve challsh when it is re-
duced from the warm fragrant chunk she has enjoyed Friday evenings all
her life to a thin cold slice because of her restrictive diet. So great is her
indignation, that her response is to refuse all food. And how can Mr. Denby,
the courtly, dignified former executive, be saved from embarrassment and
identity loss when he is unable to rise to greet or bid farewell to his guest
because he is tied to his chair out of fear of his falling? He tries at times to
work up a little levity about the restraint by calling it his “male brassiere,”
but anothet day he says quietly, “It's a terrible thing to lose your freedom.”
Indeed, his sense of imprisonment is so great that | found him in tears on
another occasion because he was certain the doors were locked and his wife,
who was soon to retum from a trip, would not be allowed in by the jailor
to see him. And where is there privacy for him and his wife when he shares
a double room, and not only is the roommate present but st unexpected
moments a loud voice comes over the intercom demanding to know where
this or that aide is? These sre hardly the circumstances and setting in which
two people can shate intimate moments, whether they be times of quict
convensation or longed-for sexual intimacy.

For anyone who has been in an acute hospital bed, these experiences,
and many more, often strange and dehumanizing, are familiar. But we must
remember, the long-term care facility is usually the person's permanent
home, and the problems are chronic and have to be dealt with not for s
limited number of days but, for most, for the rest of their lives.

Will the mesningful events of every-day life, already so greatly reduced,
be further medicatized hing and h activities? When planning
and carrying out these functions, will health prof Is take time to plan
their interventions into the lives of residents so that their contacts enrich
them and lighten their loads rather than add to their burdens? If the health
professional recognizes Mrs. Eckiand as the proud woman who struggled
for a means of supporting herself after what was at the time the disgrace of
divorce and rejection by her family, he/she will contribute to the regaining
and affirming of individual identity. One also hopes that he/she will take
the time to look for her strengths and not only for her frailties and weak-
nesses. if one goes further to discover how life feels to Mrs. Eckland now,
a néw relstionship will result. If this relationship can be of enough duration
to provide some enrichment and dependability in her life, he/she will avoid
becoming a part of another bewildering parade of faces. For, unfortunately,
some homes deliberately rotate aides every week. The rationale offered for
this policy is that they do not want individual resid b hed
to any one side. Yet this practice runs exactly counter to what the sick,
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* older pcrmv; needs in terms of familiar faces, procedures, and continuing

" dependable relationships. There is a slight possibility of unhealthy relation-

ships d But with itoring for signs of d: ,
this practice of cutting off people living in institutions from attschments to
staff can be avoided. Gricf is always involved when s relstionship ends, but
with appropriate support both to the older person and to staff, this grief can
be worked through. The risk of loss, after all, is one we take throughout
our lives. If we deny ourselves and others all attachments because of the
potential of pain, we deny something essential to us as human beings.

When one has given up much that was formetly meaningful and has lost
a large of ] freed one is iculary sensitive to an
attitude of being used—used as an object of teaching or research. So to
every mjdenl of a nursing home who may participate in any project, careful
explanation and feedback about what has been learned by such research
are needed. And time is needed as well to avoid mistaking diminished hear-
ing, sight, and voice strength for lack of response capabilities,

One research nurse wrote me of her experience in this regard as follows:

In our institution, we tske grest care with the consent process. We

esch person s! , carefully sssessi

to understand, j; , and reason, »

2 N

tially sighted man, we copied key parts of the consent onto |

F letters so he could read it fmnrnnlf. We go back the nemm:

if o e lr_non] is unsure and wishes to talk with family or friends, or just wants

to think it over. Wealwkﬂ(pc%-ovmmhmiﬁheychmlhﬁrnﬁw

or have questions (P. Tabloski, i i "
mum‘ut; o IW').( al roe Community Hospital, persone! com.

As to the imp matter of ing to a person’s sense of control
over herthis environment, this may come mainly through sccretion of many
small details—th, h Itation and ag with each person on
timing, on who the | will be, on whether one takes pains to leave
things in the person’s room as they were when found, whether one is careful
to knock before entering, to ask permission to speak with the resident, or
to r;iunl: thn more on ient time; her one to sit down
so that he/she is on the same level as the person being visi
speAnIx sl::lwlk’ :vofiding jargon lme"mcdicnksc.” isited and to

\ word about families, which I have so far neglected. All will agree
"’I!I.I’ understanding of the goals of the teaching and research are cr\n':;.l.
so time pccds to be allowed for contacts with them. They will be nzedeti
as very lm@na‘nt sources of backup, interpretation, and support to their
niration . f.nmnly - b ; To‘i;ctf are D' ies of families, carrying
tives living in the institution. s 1o their sick older rela-

What of the person like Mrs. Eckland who, in effect, has no family? Again
on the basis of personal experience, any such person is so very vulncnble'

M




that it is ) that accept an ads y role wllll and for i/
her. Mrs. Eckland, for le, needed fi about what
happened to her in the nursing home. She needed to be able to turn to
someone outside the home for help and reassurance. My suggestion is that
everyone wha is without close family and friends have an advocate, who
could be a volunteer trained much 25 the ombudsman is and who could be

ited from the through churches, temples, and service or-
ganizations.

This discussion with the Questions i it raises has been prestntcd to sensitize

us to the possible pitfalls of introd and to the home

of the older person with chronic illness. In some of the institutions where
these functions already exist, Ihere are encouraging repom of positive re-
sults for the resid For p ina h project often
does result in 2 wek i in ion and enrich in relati
ships. 1t adds interest and sense of purpose to the individual's life. Results
of some studies can bring about certain immediate improvements in care.
And there is a positive spin-off in the added interest teaching and research
may bring to the wofk of the staﬂ' if they are proptrly prepand for it lnd
are not too d. One physician, highly d in
long-term care fmlllnes. upons that he does not set foot on a floor to Ialk
to any resident until extensive meetings have been held with all nursing
staff in which a full understanding of goals and procedures has been reached
lest rumors and apprehensions abound (D. Bentley, University of Roch-
ester, pervonal communication, 1984). When staffing ratios aré poor, as 1
have known them to be at times in all institutions, but particularly in the
smaller proprietary facilities, it is ded that the teaching and re-
scarch pm'eds bnn‘ in some additional personnel. The good reports. of
and h are always accompanied by this proviso:
time must be spent to prepare the people participating as subjects as well
as their family members, advocates, and staff at all levels.

We need to learn so much more sbout the health and well-being of people
who live in chroniccare institutions and the diseases and systems that affect
them. What sbout the system that from the listic attitude
that pervades most nursing homes—u it beneﬁcal to the people living there?
‘They are, after all, adults and not kind: We need h to leam
bowtoproted::loufmwlmnafllludanmusmlhwl the sense of

need to
know more about how to teach personnel successfully at all levels about
those things that make for personalization, dignity, and a sense of worth,
so that & nurse does not address all she cares for as “honey” or “dear,” so
that the dining room assistant in front of a person newly admitted doesn't
c:II ovet to her supemwr in 2 Joud voice, “Does Smith feed hersel?” which
from Mrs. Smith, “Of course
leed myselﬂ And we need to learn ways of expanding the institution-bound
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144 AND THIS IS HOME?

social worker's understanding and creati , possibly by p ding work
partly outside the institution. The list of queshom regarding all aspects of
care—medical, nursing, social, administrative—is unending.

It is my hope that as one explores these questions, hefshe will include
sensitivity to the person being studied as an essential component of re-
search, education, and clinical care. By procedures that personalize, by oue
findings and their application, we will help to remove some of the bitterness
from the question with which we began: “And this is home?”

LSS



Moving Ahead with the Challenge:
Meeting the
~ OBRA Mandate

Alan Friedlob, Lois Steinfort,
Vittorio Santoro, and Emma Laten

n October L I990 the Hcahh

and reflect the following behavioral
expectations for nursing facilities.

® “The facility must make a comprehen-
sive of a resident’s needs

Care Fi
(HCFA) Office of Survey md
Centification, through its regional offices
- and the state survey and cestification agen-
cies, will implement a revised survey and
certification process to assess nursing
facilities’ compliance with stanutory and
gulatory requi for participati
in the Medicare and Medscaid
This survey process mponds 10 regulatory
changes in requirements for participation
first proposed by HCFA in October 1987
and to Congressional mandases for nursing
home reform found in the Omnibus Bud-
get Reconciliation Act of 1987 (OBRA).
This article discusses four components
of the survey—the quality of care assess-
ment, review of residents rights and qual-
ity of life. environmental quality assess-
ment, and dietary services systems
assessment. For each area, we examine
how these procedures support surveyors

which describes the resident’s capabili-
ties to perform daily life funciions™
(483 20(bKii)).

All care provided by the facility should
flow from the resident’s comprehensive
assessment and subsequent care plan.

® “Each resident must receive and the
facility must provide the necessary care
and services to attain or maintain the
highest practicable physical. mental and
psychosocial well-being in accordance
with the comprehensive assessment and
plan of care™ (48325).

This requirement embodies the expec-
tation that the facility develop restorative
and rchabilitative care goals and that care
and treatment meet these goals.
® “A resident’s abilities in activities of
daily living do not diminish unless cir-
cumstances of the resident’ s thmral con-
dition de thar dimii was

g the principal goal underlying
the new jong term care requirements and
OBRA—that nursing facilities individu-
alize care in ways that will assist each
resident attain or maintain his or her
highest practical physical, mental, and
psychosocial well-being.

Quality of Care Assessment

" Since August 1986, HCFA has required
state and federal nursing facility surveyors
to focus oa evaluating residem care out-
comes, and to de-emphasize review of
structural measures of quality of care,
such as policies and procedksres. The new
resident assessmem and quality of care
requirements found at 483.20 and 483.25
extend this outcomes oriented emphasis
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unavoidable” (483 25(3x1)).
Similar language appears in many of the
othcr qulhly of care roqmremcms Such
the i of
considering change in the resident’s condi-
tion when surveyors evaluate facility per-

in o g A res-
ident’s highest practicable well-being.

The Interpretive Guidelines ask that
surveyors review the quality of a resi-
dent’s care longitudinally in terms of care
transition—of residents improving.
declining. and maimaining their physical,
mental, and psychosocial status over
time. For example, the level of the resi-
dent’s dependency in activities of daily
living (ADL) changes over time. and the

direction and rate of change can move
toward either improvement or decline.
The surveyor must consider the underly-
ing reasons why disability occurred.
Based on a surveyor’s review of a resi-
dent’s comprehensive assessment and
plan of care, the surveyor must consider
for each resident: what changes in ADL
level can be expected and why?

In conducting a quality of care assess-
ment, surveyors should presume that
facility interventions can improve resi-
dents® functioning, except under cenain
clinical circumstances described in the
Interpretive Guidelines. Surveyors should
further assume that declines in function-
ing can often be delayed through applica-
tion of appropriate restorative and pre-
ventative care 3

For some residents, maintaining or
anaining the highest practicabie physical.
mental. or psychosocial well-being may be
observed casily by the surveyor. For
example, a resident arrives in the facility
discharged from a hospital and is dis-
charged ambulatory to their own home.
However. for many residents. restorative
goals and resulting positive outcomes are
less dramatic. though no less significant in
contributing to that resident’s quality of
life. For example. through staff interven-
tion. a resident may be able to wash his or
her own face: ransfer from the bed to a
chair with the help of one person; feam to
use a fork with an adaptive device so he or
she can once again feed himself or herself;
or increase the amount of time spent sit-
ting from 10 minutes to onc hour so that
he or she can visit with family in a chair.

The revised long term care survey pro-
cess provides surveyors guidance as to
how to conduct this outcome-oriented
care review. The foundation of this evalu-
ation is the requirement that each resident




must have annual assess-
ment upon admission, with a review of
that assessment every three months, and a
reassessment afier a “significant change
in status.”

Beginning October 1, 1990. HCFA
requires all nursing facilities 1o conduct &
comprehensnve assessment of all resi-
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medu: care facility conditions of partici-

address resident rights and quality
of life issues. By contrast. approximately
30 percent of the new nursing facility
reqmnmtnu relate to these concems.
These are found &t 483.10.
Resident rights: 483.12, Admission,
lransfer md dlscharge rights: 483.13.

dents using a uniform mil data set
(UMDS) of resident characteristics speci-
fied by the Secretary of Health and
Human Services. The UMDS forms the
core of a “resident assessment instru-
ment.” which the secretary will also spec-
ify. All nursing facilities within a state
will be required to use the same resident
assessment instrument, either the one
specified by the secretary or a

and facility practices:
and 483.15, Quality of life.

Similar 10 quality of care, surveyors
must review resident rights and quahty of

family groups: grievances; notice of rights
and services: and resident security and
personal property. Interviews provide sur-
veyuswuhmfwnmmnbunwhnlhe

Surveyors musi realize that residents
may or may not seize these opportunities.
Bringing resident flexibility or choice
into the nursing facility does not mean
eliminating all mles affecting hvmg ina

life from an

Rather it means
new requirements do nol focuson wnm.-n orpmzmg the facxlny in speuﬁc ways
d that inal that 10 exercise their

policies and p
assure these nghu Rather. facilities musl
demonstrate how lhey posmvely mﬂu—
ence resid

ble instrument selected by the state and
approved by the secretary. All approved
instruments must contain the UMDS as
specified by the secretary. By October 1.
1991, nursmg fullmes pamclpaung in
the Medi progr will
have comple(cd assessments on all resi-
dents using an approved resident assess-
ment instnument that includes the UMDS.
The UMDS and resid

their highest prxtu:ab!e ammomy
Surveyors review of residents rights
and quality of life reduce to one basic
1ask; evaluating how much control over
their lives residents living in a nursing
facility have. Essential 1o the revised sur-
vey procedures conceming resident rights
and quality of life is surveyors learning
from tesndcms how the facility provides

instrument will provide surveyors
lhmughoul the country wuh a smglecom-
for

PP 10 enhance resi * ablllly
to ise ind d 1f-
and competence ina congregate living

betwecn how the nursing fmhty assesses
a resident’s nceds and the outcomes it
achieves in meeting these needs. By Octo-
ber 1. 1991. a surveyor opening a resi-
dent’s record anywhere in the country
should see the same set of core elements,
that is, the UMDS, collected by all mus-
ing facilities in a uniform manner, that is,
adhering to one set of definitions for these
core elements prescribed by the secretary.

In the event the surveyor observes a
negative outcome(s), or a failure to
achieve a desired outcome, that is, a fail-
ure of the resident to achieve his highest
practicable well-being that can be atmribut-
ed to a failure by the facility to provide
needed care and treatment or (o take rea-
sonable efforts 10 mitigate known risk fac-
tors. then the surveyor will trace the ori-
gins of this negative outcome back to the
assessment and care planning process.

In summary, we expect that in conduct-
ing quality of care assessments for resi-

A nursing facility nceds rules of
behavior that are clear to staff and resi-
dems Howevcr the new nursing facuhty

1l the

lhal these rules unduly restrict persoml
autonomy. Rather, surveyors must
assume that the nursing fac:lny 's social
and physical environment is neutral with
respect to residents’ autonomy. The
degree to which residents’ exercise their
autonomy depends on the manner in
which the facility sets up its institutional-
ized practices. Set up in one way, the
facility is receptive 1o autonomy; set up
in another way, it limits autonomy.

The core of the survey procedures
directed a1 evaluating how residents exer-
cise independence. self-control. and com-
peu‘nce m their everyday lives i is slan-

iews held with i
residents; a residents group, either orga-
nized such as & resident’s council or ad
hoc if an organized group does not-exist:

dents. surveyors will need to master an  and family manbasw hpl M
ding of relationships b tives of ick i
resident care pl. and impaf \vho ane mable w0
care outcomes. - speak for themselves:
) ) Individual and famny mt:w;v: focus
Resident Rights on 13 areas related to residents rights and

The new long term care requirements
and revised survey procedures increase
the empfiasis nursing facilities place on
concems of residents rights and quality of
life. Cusrently; approximately 6 percent

ofskilled@:i‘ld”puwﬂdim-_
S s ‘

qualny of life. Examples of areas covered __\
in the interview are: matters of cating.

care routines, decisions about care and

self-control, competence, and indepen-
dence. Through these interviews, survey-
ors also learn how the facility allows resi-
dents to have an on-going role in shaping
the institution—to have a say in how the
facility functions and the rules that shape

Thus in determining compliance of the
facility with resident rights and quality of
life requirements. the surveyor must
examine an individual’s ability to exer-
cise autonomy in the context of a com-
plex, heterogeneous group setting.

The concept of resident autonomy is
also bolstered in the way in which the new
long term care requirements and interpre-
tive gundelmu treat the use of physical
restraints in nursmg facilities. The require-
ment restraint use states:

“The resident has the right to be free
from any physical restraints imposed of

psychoactive drug administered for pur-
poses of discipline or convenience, and
not required to treat the resident’s medi-
cal symptoms.”

In the lmcrpmwe Guidelines, physical
restraints are defined as any manual
method or physical or mechanical device,
material, or equipment aftached or adja-
cent to the resident’s body, which the
individual cannot remove easily because
it restricts freedom of movement or nor-
mal access to one’s body.

In enforcing the requirements, survey-
ors will look for the use of restraints as a
means of coping with suaffing shortages
(that ls."forpurposesnfconmm")or
managing resident behavior in the absence
of a comprehensive assessment of a resi-
dent’s needs (that is, “for purposes of dis~
cipline”). Surveyors are directed to exam-
me lhe appropriateness of the clinicaly,’

for-which the restraint is used.” .

_ They-will look at how the facility has =
" sought 10 use Ieu Msuppomve
; physical Testraints

treatment, security and personal prop
and privacy. Gtwpsummfocusm
four areas: participation in resident and

emdpusptcuve.hh.mhmme
eﬂ‘emofmmmemmﬂal‘spsy
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chosocial and physica! functioning. Using

- (he UMDS and resident assessment
instrument, surveyors will be able to
examine better the possibility that failure
to provide aggressive competent rehabili-
tation and other care over time leads to
the inevitable use of restraints.

Envir f Quality A

In the revised survey process, surveyors
will increase the scope of their review of
the physical environmen to go beyond the

of cleanliness, sanitation. and safety to
include a more rigorous review of how
aursing facilities adapt the physical. envi-
ronment to accomunodate residents” needs.

The new nursing l'x:llny requlmmems

260

p 2

“...surveyors,
may need to
balance potentially
conflicting
demands of the
requirements.”

serious falls attributable to poor lighting.
To remedy this type of situation, the envi-
ronmental quality assessment has devel-
oped ratings of cnvironmental factors
affecting residents® quality of life such as
sound levels, odors, ventilation, and spa-
tial requirements, most of which are
found at 483.15. quality of life and

483.70 physical environment.
The intent of this rating system IS o

y into the
of a nursing I'ncnluy s physical environ-
ment, and lhe influence of the physical
i * quality of life.

pensive i I adopti that
facilities can make 1o assist msndems lo As such, the mvuonmcnul quality assess-
maintain or attain their highest ment b

iented. In con-

functioning levels. Surveyors will focus
on ldﬂmfymg positive examples of the fit

expect p iders to s phy

pports their 3
highest practicale well-being. A nursing
facility's physical environment affects the
behavior and functioning of residems. In
reviewing the physical environment, sur-
veyors are instructed that there are no
ideal or perfect solutions to spatial organi-
nllonm'lmzmtdslyn mamn'smgfacnl-
ity. However, they must ieam to recomxz:
that there are many workable and inex-

and their
mau.thnxs,smmmwhueﬂuphysm]

their i d

ducting this assessment, surveyors will
concentrate their observations on the resi-
dents’ living space, that is. their rooms,
common areas, coridors, and bath and toi-
let facuhucs By breaking the facility’s
into a number of discrete

P and

A major concemn of nursmg facility
providers has been surveyors citing defi-
ciencies related 10 the physical environ-
ment. For example, facilities may be cited
for having a single light bulb bumt out,
and yet there is no documented evidence
of a facility-wide pattern of accidents or

observauons upphcauon of the uniform
| quality rating

system will promote surveyor consistency.
in this review, surveyors may need to
balance potentially conflicting demands
of the requirements. For example, facili-
ties that have liberal policies about the

You will be working with meaagers who “have beea
there.” We reatize that the endless flow of government
and d: can turn into a raging
whirlpool of confusion. Let us heip you chart a logical
clear<ut course for the 90's.
Take advantage of our mew
and techniques. Our full-range of financial services
coupled with years of experience has produced the most
efficient management team in the field. Like our other
features, our accounting and data processing systems are
suhoﬂhen!mdnﬁable Weminlhtpmce-d
g homes

Put yourself
into the picture.
Join a heritage
of quality.

ply use our combined years of knowledge and taient to
help you find that idea! blend of high quality care and

profitability.
You canjnmpahmdo(lhelqulﬂmWe
have Pro-

gram. Your nunlng home will immediately share the
benefit of this in-depth management tool. It utilizes a
unique mixture of self-assessment and outside valida-
tion. Share our enthusiasm for the future of the industry.
Contact us today for turther information.

NATIONAL HERITAGE MANAGEMENT INC.

sonwide. In add
divenltymomhmnpnm:hslnsmdph.mm- 1000 Abernathy Road, N.E.
cllsexpmdsourmnpnblllty Bidg. 400, Suite 800
You will s-ericnted Atlanta, Ga. 30328-5603
il ag . We don't make claims, We will sim- (404) 390-0400
Circie Mo. 198 on Reader Service Cerd

Provider April 1990 17




amount of personal property residents can
retain, a policy that encourages resident
self-control, may experience increased
incidence of theft and loss. Thus. it is
tnllcally mpomm thal surveyots apply
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in thc areas of residents rights. quality of
i for

dietary and nuui!ional services have four
to food sanitati

qualny of life,

P

and distribution; to rate the

dl:ury services remain jally unal-
tered. The dietary services requirement,
483.35 states: “The facility must provide

the extent Io which the numng hclluy
arranges or modifies the physical envi-
ronment to accommodate residents” func-
tional and social needs.

Dietary Services
While the new nursing facility require-
ments and OBRA changed significanly

each resident with a nourishing. palat-
able, well-batanced diet that meets the
daily nutritional and special dietary nceds
of each resident” (emphasis added).

In reviewing dietary and nutritional
services, surveyors must view nutsitional
services as having environmental health,
quality of care. and quality of life cle-
ments. To this end, survey procedures for

envlronmenul quality of facility congre-
gate dining areas; to assess the quality of
life aspects of the dining experience
through observing individual residents:
and to link these dining observations to
individual appraisals of nutritional status
based on the resident’s comprehensive
assessment and plan of care.

The first part of the dietary services
system assessment focuses on inputs and
the process of delivering nutritional ser-
vices 1o resi Surveyors will observe

Tame the Monster!

Your food storage area. It lurks quictly in your dietary dep But
ignore it, even for a short time, and it will ruin your budget, create a
food shortage panic right before mealtime, and leave your residents
complaining about poor quality and taste.

Fortunately, you have a Dietary Manager in command, profes-
sionally trained to tame the monster. Dietary Managers
know the ins and outs of smart purchasing and inventory
management. They have the skills to convert the
mind-boggling maze of cans, boxes and jars into
nutritious, appetizing meals. With so much riding
on your food service, can you afford anything less?

How can Dietary Managers help yowr operstion! Calt 1-800-323-1908.

and rate the preparation and quality of
food served for a designated meal using
standardized evaluation criteria adapted,
in pan, from food service sanitation mea-
sures developed by the federal Food and
Drug Administration. In addition. inclu-
sion of a standard protocol that guides
surveyors in tracking a meal from its
preparation to service will enhance sur-
veyor consisiency in measuring facility
compliance with dietary requirements.

In addition to assessing food prepara-
tion and service, surveyors must also
ascenain quality of life outcomes associat-
ed with dining. This is accomplished
through direct observation of residents
included in the standard survey sample
while they are eating. Through these
observations, surveyors will determine the
residents’ use and need for assistive
devices, the quality of the assistance the
resident receives in dining and the efforts
facility staff take to assist residents main-
tain independent functioning in cating, the
amount of food eaten, and whether what
the resident eats conforms with diet orders.

The most innovative feature of the
dietary services assessment is that it is an
integrative process. Because surveyors
evaluate the quality of dining for all resi-
dents in the standard survey sample.
whether they cat in the dining room or are
bedbound, it is possible to link this infor-
mauon lo the review of each resident’s
jonal status. which is based on resi-

dent and suﬂ' observahons and review of
the resid

and plan of care. ‘Information obtained
from individual and group interviews
about matters of cating will be integrated
with these direct observations of nutrition-
al status to provide a holistic appraisal of
a facility’s compliance with dietary and
nutritional services requirements.’ For
example, obtaining the residents’ perspec-
tive about food in the fu:ilily provides
ms:ghu into how the exercise of autono-
y in l'ood selecl:on and mdlvndual nuln-
tional o
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Related Activities

We have outlined some of the innova-
tions to the long term care survey process
that we believe will enhance the outcome-
based orientation to evaluating the quality
of care and quality of life in the nation's
nursing facilities and enforcing long term
care requirements for participation in the

262

1991, after surveyors and providers have
become thoroughly familiar with the new
requirements and survey procedures.
HCFA is particularly interested in leamning
about the difficulties providers have in
complying with the new requirements and
in their perceptions about the validity and
consistency of the revised survey process

Med: and Medicaid We

pared to the current long term care

will continue to refine this process.

HCFA is also committed to other
efforts 10 meet its Congressional mandate
to improve the effectiveness of its long
term care review systems. especially the
consistent performance of state and feder-
al surveyors. In fall 1990. we will design
and implement a national proficiency test
for state and federal surveyors of long
term care facilities as required by OBRA.
We belicve that the resideni-centered.
outcome-based evaluation focus of the
new survey process places greater
demands on the clinical and professional
competencies of surveyors.

Surveyor competency is assured
through enhanced and on-going training.
To this end, HCFA has developed and
distributed to each of the nation’s approx-
imately 4.000 surveyors a self-instruc-
tional training manual. Nursing facility
providers can also purchase this training
material from the National Technical
Information Service, Department of
Commerce.

HCFA is also committed to a formal
evaluation of the new survey process. This
evaluation will commence around January

ABOUT THE AUTHORS

Alan Friedlob, MSSA. is Chief of
the Nursing Home Branch. Office
of Survey and Certification with
the Health Care Financing
Administration

Lois Steinfort. RN. BS. is a Public
Health Analyst with the Office of
Survey and Certification, Health
Care Financing Adminisrration.

Vinorio Santoro. PhD, is a Public
Health Analyst with the Office of
Survey and Certification. Health
Care Financing Administration.

Emma Luten, RD. MS, is Chief of
the Surveyor Training Branch,
Office of Survey and Certifica-
tion, Health Care Financing
Administration and Chief Dieti-
tian Officer with the U.S. Public
Health Service.

survey. In designing this evaluation.
HCFA will seck the active involvement of
state and federal surveyors. resident advo-
cates, and nursing facility providers.
Finally, HCFA is developing a notice of

rule making on survey and certi-
fication of nursing facilities and skilled
nursing facilities and enforcement proce-
dures. This rule will provide for a number
of remedies to be imposed on facilities that
fail to comply with federal participation
requirements. including specified reme-
dies. in lieu of or in addition to termination
for facilities thai are out of compliance and
specified remedies for state survey agen-
cies that do not meet surveying require-
ments. This regutation will implement pro-
visions of OBRA that were further
amended by 1988 and 1989 legislation. B
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TRAINING SESSIONS PROVIDE INSIGHT INTO KEW PROCESS

Jenean Ericksom

themes and HCFA intent. As implementa-
tion decisions are made. the information in

he Req of P P
(RoPs). often touted as the most exien-
sive segulatory change in long term care over
the last 15 10 20 years. will be applied to
both skilled and intermediate factlities begin-
ning October 1. 1990. Combine that dramat-
ic change with the Health Case Financing
Adminisiration’s (HCFA) reported intent to
(urther shift the survey process from paper
compliance 10 actual outcomes of resident
care. and the necessity of being survey-ready
becomes imminent. Nursing facility manage-
ment siaff MUST begin to focus mare time
and energy on survey management. -
This article provides readers with mw
tant mfomuuou regarding muz changes

“Even though there will be some minor
adjustments in the *fina) final® Interpretative
Guidelines, there will be no radical change
in the new requirements, as they exist today.
The regulations bring into focus the real out-
come-oriented survey process. but will deal
with the same residents. the same buildings.
the same professional stafl members. and in
many cases. the same surveyors. ..

“The new regulations raise the expecta-
tions of nursing facility outcomes only for
those that have not been aggressively deliv-
ering rehabiliation care and services. There
is nothing new about well-done assessments
and a team approach to care planning...

“The regulations anticulate specifically
that nursing facilities must make every
effort to hali, reverse, slow down, and/or
refocus the degenerative process as aggres-
sively as possible...

“Surveyors will ask whether facilities
employed all of their resources to gain the
highest possible goals for cach of the resi-
dens it has accepeed for care...

“The RoPs inent is to keep ‘bad things'
from happening to residents and to ensure
that the [acility has expectations for good
things to happen to each resident.”™

As facility mansgement staff plan impke-
mentation, there are four factors that must
be integrated.

‘The Preamble

First, the preambie to the regulations
(Federal Register 2/2/89) conuins major

* goals for residents. ‘The
'mﬂuﬂ.hﬂwhkeh?earuiptmmm

the p should be used with confi-
dence as intended by HCFA guidelines.

The Regulations

A second factor vital 10 undersianding the
scope of the RoPs are the regulations them-
selves. Know and understand the new regu-
lations and comgpare them with the regula-
tons you currently have in place. To better
andersiand the new expectations. focus on
the envuonmental quality of life scgmen.
the quality of care section. and the resident
nghes secion.  ©

Physical epviromnents must do more that
“look good.” Nursing facilities must use
available space and the entire environment
& 2 partner I the fanctional independence
t should

The obsenation process will stan with 2
record ressew noung such things as:

® Doe the asvessment accurately reflect
the resident”

* Does the plan of care reflect the ansens-
mem?

® Are all sppropnate disciplines mvolved !
* Does drug therapy reflect the assessment
and the regulations”

Sunvesors will then continue observing
the resident and the staff. kecping in mind
the assessment and plan of care. They will
evaluate the care that is given and then
decide if regulations for this resident were
met at the time of the survey.

f\s‘ouplamleepmmmdm:llhemn
dent must be
enough 10 provide sufficient information ©
evatuate the resident’s highest practical level

pendence g all times.

Nursing ﬂ qﬁ also make reason-
able sorw. 08, individual prefer-
ences; nsudﬂ Thould have some controt
over |t;. including tempera-
ture, tighe, J noise.

Surveyors will also be noting if the envi-
ronment promoles social interaction
between residents.

Significant emphasis will be placed on
determining if each resident is receiving the
highest possible care and services needed to
actain and maintain his or her highest phy si-
cal, mental, and psychosocial well-being. as
stated in the comprehensive assessment and
plan of care.

The survey approach to resident rights is
intended to be holistic. Surveyors will be
instructed o focus on the whole individual
and the entire interaction with the facility
and staff. They must be specific. vet discreet.

The Interpretive Guidelines

The third factor will be an understanding
of the Interpretive Guidelines. which explain
how surveyors are supposed 10 interpret the
regulations and survey. It will be criticat for
providers to understand how the new survey
process will work as they determine how
they plan 0 comply. Eduuuon md serious

of joning and MUST be inated by

exh

of the disciplines involved.

Assessmen results should be used 1o

develop the phn nl care. umch must have

and bl I
must involve u\e interdisciplinary team, be
in accondance with the highest protessional
standards, and emphasize a posi-discharge
plan for each resident.

The Institute of Medicine Study called
for reform of both nursing home standards
and the survey process. There will be a new

is on i and
surveyor decision making.

Surveillance is a critical component of the
nursing home quality picture. Nursing homes
must constantly evaluate their own perfor-
mance and see oppostunities K improve care
and services. External surveillance can
enhance this effort. But, sunveillance is only
valuable if the resalts are accurae.

The wurvey belongs 1o your facility. It is
time for facihities 10 challenge unfair allega-
o in the sun ey process when they oveur
and. i the iterest of accurate pudlic infor-
mation and in suppon of dedicated staff
members. t0 ensure surves consistency and
acunte repons. [ ]

Jenean Erickson 15 admumnissrator at York-
shire Munor Health focilits in Minneapolis,
. She is @ member of AHCA’s

attention are imp
The final factor will be the survey pro-
cess itself.

The Survey Process

The resident sample will be chosen at
random, but weighted toward heavy care.
Nurses on the survey team will follow the
heavy care throughout the survey process.

Jacihry standards commistee.




WhatWe Need Is
A NewAttitude

Nancy E. Hinkley

ew federal requirements for
Nexlended and enhanced nurse
assistant training now force those
of us in long term care 1o examine our
management attitudes toward, and expec-
tations of, training and human resource
development. For the nursmg home in
particular, 75 hours of u-umng lot each
nurse i a
The prudenl
and manager will take every step to assure
that this investment is not only cost effec-
tive but also contributes to quatity care.
Training does not guarantee improved
pcrfonnmce and quality. Nevertheless,
we are in the beginning stages of unple-
menting a costly new training program in
the long term care industry. The Congres-
sional Budget Office of the U.S. govemn-
ment has predicted that the cost of imple-
menting the nurse assistant training
component of OBRA for the first year
will be $55 million from federal funds
and $45 million from state funds. This is
a one-year cost of $100 million that wilt
be bomne by taxpayers, residents, families,
and providers. The training cost is in
addition to whatever is now being spent
for orientation and training of total staff

Nancy E. Hinkley, EdD,
is president of The
Hilthaven Foundation,
Takoma, Wa:hmg!an.

in the long term care facility. No one
knows how accurate this figure is—but
we can use it for illustration purposes.
Although the federal government has
prmnbedtfeamwntof75hoursmn~

and, at the option of the provider, may
have three chances to pass this exam. This
is very likely similar 10 procedures being
developed in other states.
But $100 million spent so that nurse
i can each d five skills

ing—not to include for nurse
assistants and has identified specific con-
tent areas, it has left to the individual
states the task of developing or approving
the requisite 75-hour training programs
lnd means for evalunung skills and per-
n and
knowledge and undersmndmg through a
written test. States are now designing their
own systems for nurse assistant training
and competency evaluation.

In a preliminary draft, one state propos-
s that the skills examination will consist

where she is resp

ble for .rtaﬁ and activi-

ties expansion, funding

sources, and the devel-
opment of a research function. The Hill-
haven Foundation has a 17-year history
of commitment 10 improving the qualiry of
long term care in a variety of settings.

of the individual d five skills,
one from cach of five skill categories; the
nurse assistant will have three j
ties to pass the skills examination. The
written exam will consist of 50 multiple-
choice questions written at a 3rd to 5th
grade reading level; the nurse assistant

and answer 50 multiple-choice questions
written at the 3rd to Sth grade reading
level is not “getting our money's worth!”
Over the next few years, hundreds of mil-
lions of dollars will be spent on training
in the nursing homes of this country. We
have to remember:
 Training is not cheap.
« Training is not a quick fix.
+ Training will not change the
quality of care.
Training will not guarantee
performance.
Training does not exist in & vacuum.

Given that this nurse assistant training
will begin and will continue over time,
glvenlhalmsacosdy how can
we “get our money *s worth™ out of this

will have two hours to the exam

? It will require &
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new role for administrators, managers,
and corporate consultants, directors, and
executives. As never before we will all
need 1o be a pant of a facility’s training
program. This applies whether the train-
ing is done in the facility or elsewhere,
for the training program must be seen as
only one element of the human resource
development function of the facility.

An Open System

The facility itself must be understood
as an open system of organization.
wherein all people are interrelated and
everyone affects the outcome of the orga-
nization. For example, as author R. Stryk-
er points out in the book, Reducing
Turnover in Nursing Homes, trained and
well-qualified nurse assistants will move
on if we don’t provide them opportunities
for job satisfaction. “We need trained
nurse assistants 1o give improved care,
but a well-trained effective nurse assistant
is surely not going to remain with an
employer who pays poorly, has capri-
cious personne! practices, provides inade-
quate supervision, does not provide
opportunities for expression of ideas, or
lacks a host of other positive organiza-
tional factors.™

Administrators and managers, not the
trainer. must bear the ultimate responsi-
bility for performance outcomes. Admin-
istrators and managers must also bear the
ultimate responsibility for quality. There
needs to be a commitment from the top
down to the notion that people can and
want to leam and want to do a good job.
Also, there must be a positive artitude
toward employees that emphasizes caring
and communicating expectations. In addi-
tion, human resources development in a
facility is an organization-wide program
that includes orientation, coaching,
appropriate and trained supervision, train-
ing and education, counseling, goal set-
ting. and performance analysis.

administration and management

look more fully at the organization as a
system and-also embrace these three con-
cepts-—commitment, attitude, program—
there will be the possibility of positive
results of investments in training. Let's
take a look at the facility as a system.

tions are doomed to failure from the
start....Any time we try to improve an
individual's output solely by changing the
input of knowledge or information or
skills to that individual, we are making the
naive assumption that the person exists in

Management Commitment

The trainer can teach, the leamer can
learn, the learner can pass a test and
demonstrate competencies, but none of
these guarantees performance. In the
open sysiem, success takes place where
there is a 10 the notion that

ormance vacuum, We are i
that the performance environment—that
*system’—has an enormous impact on the
way people do their jobs and on the results
the organization achieves.”™

What we leam from sysiems theory is
that instead of always assuming that
training is what is needed-—how many
times do we see the phrase “have an
inservice™ in a facility's plan of corec-
tion—we look to the entire system,
including staffing, supervision, peer pres-
sure, and management philosophy. We
also learn that when we speak of goals oc
mission for the training function, we do

people can and want to keam and want to

do a good job. Acting on this premise,

learning. working, and succecding

together become a way of life for the
ization. The admini "

the coach, as Peters and Austin eloquent-
ly describe in A Passion for Excellence:
“There is no magic: only people who find
and nurture champions, dramatize com-
pany goals and direction, build skills and
teams, spread irresistible enthusiasm.
They are cheerleaders, coaches, story-
tellers, and wanderers. They encourage.
excite, teach, listen, facilitate. Their

THE SIMPLISTIC MYTH
Learning = Job Pesformonce = Results

THE PRACTICAL MODEL

Learning = CAPATTY 10 00

Copocity To Do + Reinforcing Job Environment =
CHANGES IN J0B PERFORMANCE

Changes in Job Pesformance + Relevance To Real Needs +
Favoroble Outside

Conditions =

RESULTS AND PAYOFF

not speak of the numbers trained or num-
bers passed or certified. but rather in
terms of improving the organization's

Have you ever heard an employee return
to the floor from an inservice only to be
told, “Oh, don't pay any ion 1o what

Then we begin to under-
smnd why we need to lock beyond the

she (the trainer) said—we don't do it that
way here on the floor!” That scene is prob-
ably repeated hundreds of times everyday
in nursing homes throughout the country.
A training problem? No, a systems prob-
fem. In their anicle, "nlcSys(:msViewof
Human P authors R

g functi job performances
takes place where? Out there. When? All
the time. How? As a part of the system.
Formalized classroom training or infor-
mal training will not produce long term
changes in performance back on the job
unless the atmosphere of the work envi-

forces i Is to use what

and Brache write, “Most attemplts to
improve human performance in organiza-

16 Provider February 1990

they have leamed and supervisors pro-
vide positive reinforcement.

actions are consistent. Only brute consis-
tency breeds believability: they say peo-
ple are special and they treat them that
way—always.”

Role modeling as a coach will provide
daily examples for s1aff. The simplest
example is that of an athletic coach
—rather than assuming a person can't do
something or hasn't learned something,
there are often words of suppont, T know
that you can do it.” Our long term care
staff need to hear that—especially nurse
assistants who in many cases have had
more than their share of negative life.

continued on page 18



Stephen C. Biondi

of the past two years. OBRA "87 has

turked before us casting a shadow of
doutx and anxiety among all operational
[acility staff. It is not so much the content of
tthBRAmguh!ionsdmiscrnﬁngmis

the reduction in the use of physical and
chemical restraints. Obviously, facilities
have an obligation to utitize restraints only
when no other altemative is feasibie. This
means that the resident’s behavioral mani-
festations and other psychosocial approach-
€s must be fully assessed before a physician

anxiety. We betieve whole-

the changes in OBRA will improve lnd
enhance resident care throughout the coun-
try. The problem arises in implementing the
changes consistently and appropriately
throughout our facilities.

The first step in anacking OBRA imple-
mentation by each facility is to fully assess
the changes identified in OBRA and dis-
seminate and communicate those changes
to key management and staff and depant-
ment heads. In order for the new regulations

g resiraint usage.
Thvs requires a re—ednc:non of nursing staff
and all staff in the facility to understand that
observed wandering may be acceptable if it
is not detrimental to the resident or prob-
lematic to other residents.

Security systems at doorways are most
appropriate in assisting facility staff in man-
aging the wandering patient. Considerable
re-education is needed for staff 10 become
accustomed to the reduction of restraints,
both chemical and physical. [t is also

to be a success. itis i that y
have a full understanding of what the
changes are a5 well as who is going 1o be
responsible for ensuring that those changes
occur. Obviously, it is necessary for the
management seaff of the facility 10 delineate
poasi for each of the
and create 3 plan with target dates to man-
should incorporate training throughout all
layers of the facility’s organization while
ensuring that a return demonstration tech-
nique is utitized for proper understanding.

The Admission

There are several key issues in OBRA
that require potential changes in a facility.
The first of these involves the admission
process. Generally. facilities have admis-
sion documents and literature that they
share with prospective residents and fami-
lies prior to and upon admission. Under
new OBRA regulations which stress resi-
dents’ rights. these admission documents
must be clear. concise, casy 0 understand,
and be given 10 residents so that they will
have an opportunity to review them afer
the admission has been compieted. Due o
specificity in terms of residents” rights. gen-
enally, residents will need 10 sign more doc-
uments upon admission. This may be
viewed negatively by some, bt overall it
will ensure that both the resident and the
facility are prowected in serms of notifica-
tion. It is also important that the admission
process be carefully evaluaed and revised.

Lssue of Restraints
Another key issue that is inherent in
OBRA as well as the new survey process is

that the state and federal survey
staff undersiand the concepts employed by
the facility upon entering into an agreement
so that deficiency avoidance occurs. Facili-
ties should share their approaches and plan
for “restraint proper™ concepts with state
and fedenal survey offices so that a clear
undersianding exists. It is also important
that families and friends of the residents
fully understand what is occurring relative
to the facility's approach. Meetings for edu-
cational purposes work well in informing
interested parties of the facility's efforts.
Like anyone else. nursing home residents
are most content when their environment
saiits their needs. Therefore, facility suff
need to be cognizant of what residents pre-
fer in terms of room accommodations. room
lighting. personal effects, personal fumi-
ture, and other quality of life concems. For
example. one resident may wish to clutter
her overbed table with personal memorabil-
ia since that is how she preferved it in her
home. Another resident may wish to wear
the same dress five days a week after
bathing since that is what she has done in
the past. In order 10 understand the resi-
dent’s prior history. 8 complete assessment
must be done, and these personal factors
should be addressed during that assessment.
Assessment of the resident upon admis-
sion and routinely as a resident’s needs
change is a comerstone of how we care for
that resident. All staff must be re-educated
on how to properly assess each individual.
This could be accomplished quite efficient-
ly through a monthly training plan that is
broken owt into small. tangible components.

Over time, nursing and other professional
staff could become more adept at assessing

‘PUT YOURSELF I THE PLACE OF THE RESIDENT. ..’

the resident's needs and identifying the
appropriate plan of care.

The Power of Choice

How many of you like to choose an
entree when going (o a restaurant or going
through a cafeteria line? Well. most of us
prefer to choose. It is importan: that cenain
choices be made available 1o residents in ali
areas of care. For example. when preparing
entrees and vegtables for a meal., a facility
should offer a second choice of entree and
vegetable so that the resident can exercise
his or her right to choose. If evaluated prop-
erly, a choice of entrees can be just as cost
effective as providing one major entree for
each meal. Perhaps the facility can sian out
with a choice of two or three different
desserts and eventually go to entrees and
salads as choice items.

‘What about shower times or whether to
take a shower or bath on a centain day?
Providers can set up a sysiem in their facili-
ty 10 request resident choices upon admis-
sion and a mechanism for them 1o alter their
choices as time goes on.

The key component in OBRA is the
i ion of a quality com-
mittee and program. Through a quality
assurance program, a facility can identify
areas that are weak and recognize those that
are performing weli. One of casiest ways is
to incorporate existing standing committees
and expand their role to be quality assur-
ance oriented. Providers can ke key
aspects of the new survey process and uti-
lize those 25 audit criteria to determine how
well they're doing. Be sure 10 specify quan-
tifiable outcomes so that success can be
measured against a standard.

Although we have a few months remain-
ing to complete our implementation of the
changes addressed in OBRA., 1 feel that our
industry as a whole will do so with enthusi-
asm and creative ingenuity. Each step that
we take [0 improve the lives of the residents
within our facilities is a step closer to being
in harmony with our expectations for care if
we were the recipients for that care. One
parting thought to providers: If you are
unsure as (o whether your approaches to
implementing OBRA have been successful
or not. put yourself in the place of the resi-
dent and honestly share your opinions. 1l

Stephen C. Biondi is vice president of qual-
ity assurance and clinical services for Uni-
care Health Facilities. Inc.. in Milwaukee,
Wisconsin.
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continued from page 16

work, and educational experiences. We
cannot afford to say that we don't have
time to be a coach; we cannot afford to
uylhansnotowstylewbeaooach
we cannot afford o say that coaching is
someoneelsespb

must
havupnsxnvemmndemardemployeu
that emphasizes caring—the human pan
of human resource development. It is not
ble 10 expect our employees to be
more caring to our residents than we are
to them as Nurse assi

created by Only
careful attention by management 10 the
second and third steps of this practical
model will make the job training worth-
while. So, what can we conclude?
+ Training will not guaransee quality care.
* Training will not guarantee a caring

and productive staff.
« Training wnll not guaraniee
any level.

« Training cannot compensate for

programs.
» Training cannot compensate for
derstaffing.

will treat res:dmulthe way that they per-

ceive that they are treated. Can we leam

to put oursclves in xh:n pamculzr nurse
s shoes? Additi

tration and management must have apos-
itive attirude toward the training function.

+ Training cannot compensate for
language/communications barriers.
« Training cannot compensate for
lack of understanding of the systems
of the
With ﬁrsl -year start-up costs for

We must see it not only as a requi

and an administrative responsibility, but
also as the single most important tool to
help achicve goals of high-quality care
and financial stability.

Human Resource Developmznl System

OBRA req

$100 million, we must be assured that we

will get full value for this investment.

Training is mded—bm alone it offers no
of perft

and trainers alike must understand the

concept of transfer of leaming. We should

Human resource develop is a pro-
gram, a system unto itself. not merely a
of inservice classes offered to
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not merely lhe perfunctory

d 16 hours of ori ion, but 2
meaningful system that works toward
individual and organizational goals. The

ber that passing a competency tést
is no guarantee of desirable perfor-
mance. The facﬂny should be seen as an
open system in which the administrator
and managers, not the trainer, bear ulti-
mate responsibility for performance out-
comes. The work environment must
molivate individuals to use what they
have leamed, and supervisors must be

and

system is so effective that line
naturally work with and take over respon-
sibility from the trainer. Transfer of leam-
ing from the classroom to the work sefting
is expected, for supervisors and managers
are held responsible for the day-to-day job
performance and the employee’s integra-
tion of new skills, There is an old adage,
“When there is a problem, do not fire the

itable to monitor p o
provide positive reinforcement.

Finally, the expenditure of time and dol-
Jars for OBRA -related oc any other type of
staff training must be viewed as an invest-
ment rather than a requirement, so that
trainers and managers alike become accus-
1omed to looking for ongoing performance
outcomes rather than the results of paper

doer, fire the supervisor.” Harsh
perhaps, but it lays it on the line—the
trainer is responsible for learning and
evaluation, the supervisor is responsible
for daily job performance. Most of us tend
to believe the simplistic myth: Leaming
=Job Performance= Results. We need
instead to consider a more practical
model: Learning = Capacity to Do;
Capacity to Do + Reinforcing Job Envi-
ronment = Changes in Job Performance:
Changes in Job Performance + Relevance
to Real Needs = Favorable Quiside Con-
ditions = Results and Payoff (see chasts
on page 16).

The Hidden Challenge

We have 1aken a giant step forward
with OBRA-related nurse assistant train-
ing. We need trained caregivers. The
nursing link lies in the day-to-day envi-

y testing. B

References

Hegland A. “Drawing a Bead on the
Cost of OBRA "87." Today's Nursing
Home, March 1989, pp. 1,26-27

Hoffman, E.D. “Training Technology's
Next Frontier: On the Job Performance
Objectives.” Training, September 1989,
pp. 57-59.

Peters. T. and Austin, N. A Passion for
Excellence. New York: Random House
1985.

Rummler, G.A. and Brache, A.P. “The
Sysiems View of Human Performance.”™
Training, September 1988, pp.45-53.

Stryker, R. Reducing Turnover in Nurs-
ing Homes. 1989.

Texas Health Care Association. Nurse
Aide Training Updase. March 1989.



268

POSITION STATEMENTS

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
325South Patrick Street & Alexandria, Virginia 22314-3510 A (703) 549-5822




269

POSITION STATEMENTS

Table of Contents

Advance Directives - February 1990 2
Administrator’s Responsibility - March 1988 3
Resolution on Long-Term Care Nursing - 4
March 1988

Licensure of Long-Term Administrators - 5
January 1987

Resolution of Patient Care - May 1986 6

Principles of Long-Term Care Financing- 7
September 1986

Quality Care - September 1986 8
Resolution on Reciprocity - January 1982 12

~ AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
325South Patrick Street & Alexandria, Virginia 22314-3510 & (703)549-5822

1



4

T285-6¥S(E02) V¥ O1SE-PIELT eTUIRIIA ‘BUpUEXD[Y W 13306 YOUIR] YINOS STE
SYOLVULSININGY TIVD HLTVIH 40 IDITIO0 NYORIENY

0851 Aseniqey
-a81e|

-Je-AJrununuod ay3 ui pue nai|
-fw1 dwoy Suisinu Ayl UM
Y10q SIANDAIP JdUeApE JO
asn ayy ajowoud 0} szoyensTUnNU
-pe 4q sioy3 soddns Ajpanoe
a8aj10D ays ‘a210uLIdymy
‘siseq ased-Aq-ased v uo Jur
-Ajos-wajqoid 10§ papuawwo
-J31 Osje a1e sani[oe) Sursinu
UM SIIPIWWOD SIYId JO
UOHEAD YL "SIALDAIP ) JO
uonejuawardwul 3y Ul [2Uuos
-19d uten o3 swreaSoid juawdo
-[3ARp-[IDis apsut o3 pade
-MOOUS afe SIO}eNSTUTWIPE 318D
IeaY] ‘23118 J13Y} UL SIANDP
ueApe jo uondope uodn
‘SIojenSTunU
-pe ared yiesy pue ‘sdnoid
A[19p[a ‘SUIZNID [212UdT ‘suols
-sajoxd [e8a pue Suisinu Ted
-1pau 3y} JO SIAUIAW IpNPUL
PINOM SI3YMUIOD ISAYL ISTXD
ApuaLro jou op 4Aay) aiaym
$3JEIS Ul SIARIAIP DUBAPR
3mynsul 03 paysi|qelsa aq s3d)
“nunwod Areuridpstpnnuw jewy
spuaunuo031adafjo)ayL

‘sIojeNSIUTWpY
a1e) yjjeay Jo a8a[jo) uedUIY Y3 JO
SO 30 IPOD) Ay} U1 P03 pue SISy
3O [11g 33 UT YI0J J3S S© UOLPUTULIIIP .

-§12s 03 IYSuz 3y sey ueduwWy L1aA

‘uomeu Y} Ut Aes
£19A3 ur S9ARdANP duEApR
noqe Suuq o) suoya sioddns
SIOjensuIIIpY are) yiresH
jo aday10D uedUBWY YL

-aqqrssod £je8
-3] Ju3IXd Y} O} N0 paILLILd
pue umowy are fenpiApuI 1
Jo sayswm a\ yeyy amsua dpy
SIUSWINDOP 3SAY], "SUOISPIP
Supdagye-ajil 1940 [ONUOD
SureldI [eMplATPUL 3y ‘aed
yireay Joj Aauwrone jo samod
ajqemp Suraey se [asunod (el
-3] 10 puaLy ‘Iaquiaur A[rurej
‘asnods e jo uoneuSisap ay
pue s SutarieySnony],
"SIATIAIIP [EDIP3W dUrAPE
ySnonyy paasssaid aq ued
UOHRUIULISIP-§3s JOo Jamod
s,uosiad 1oy quaunean e
-1paw J13y) Surpre8al suosp
-3p pauLIojul 3YewW O3 A[qeun
Areyuaw 1o Aqed1sAyd sawoo
-3q [eNpIAIpUI Ue UaYM
*3J1] 5,3U0 jO uoy
-emp pue Ajenb ayp Suipre8
-31 suoIspap Mew o3 Aifiqe
ay) sapnpur y3u syL

S3AILOTHIA FONVAQY

SLNINWNITILVIS NOILISOd

0L




POSITION

271

STATEMENTS

ADMINISTRATOR’S RESPONSIBILITY

Whereas, the ACHCA
National Standards of Prac-
tice for Long Term Care Ad-
ministrators delineates the
scope of practice and defines
the administrator's role in
setting and implementing
polides to ensure quality pa-
tient/resident care; and

Whereas, the role and
responsibilities of other li-
censed health professionals
such as physicians and nurses
are governed by relevant prac-
tice acts; and

Whereas, the conduct of
such licensed health profes-
sionals is subject to review by
the appropriate state licensure
board;

Now be it therefore re-

hereas, the administrators of long-term
care facilities place the health, welfare,
safety, and happiness of the patient/
resident before all else; and

solved that the ACHCA af-
firms that the administrator
shall establish and implement
to the best of his/her ability
measures which assure that
patient/residents health and
safety are not endangered; and

Beit further resolved that
the administrator shall not be
held culpable for the profes-
sional practice of other licensed
health professionals unless
such culpability is the direct
result of administrative negli-
gence in performing the role
as delineated in the ACHCA
National Standards of Practice
for Long-Term Care Administra-
tors. (Journal of Long-Term
Care Administration, Vol.15.
No. 1, Spring 1987, p. 11.)

March 1988
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Whereas, the caring and
competent nurse is the linch-
pinindirect provisionof qual-
ity care in long-term care set-
tings; and

Whereas, all nursing per-
sonnel involved in direct pa-
tient care, specifically, regis-
tered nurses, licensed practi-
cal nurses/licensed vocational
nurses, and nurse aideshavea
directimpact on the quality of
care and the quality of life of
long-term care patients/resi-
dents; and

Whereas, the shortage of
nursing personnel at all levels
is critical within the long-term
care sector.

RESOLUTION ON LONG-TERM CARE NURSING

hereas, The American College of Health
Care Administrators is committed to
quality patient/resident care; and

Be it therefore resolved
that the American College of
Health Care Administrators
supports efforts to enhance the
image of the long-term care
nurse, to recruit individuals
into long-care nursing, and to
encourage nursing personnel
to make career commitments
to long-term care; and

Beitfurther resolved that
the American College of Health
Care Administrators desires
to facilitate communication
and work with other long-term
care and nursing organizations
to make long-term care nurs-
ing a desired, respected, and
rewarded career.

March 1888

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
325South Patrick Street & Alexandria, Virginia 22314-3510 & (703)549-5822
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LICENSURE OF LONG-TERM CARE ADMINISTRATORS

ithin the therapeutic milieu of the long-
term care facility, the administratoris the
key individual who not only provides
leadership in policy determination, but

The knowledge and attitudes
of the administrator have a critical
impacton medial care, as well ason
the entire staff’s sensitivity to emo-
tional, social, behavioral and men-
tal problems among the residents.
Moreover, the administrator is the
primary contact with families of the
residents and the community.

The critical role the adminis-
trator plays in the delivery of qual-
ity care and the enhancement of
quality of life for the residents of
long-term care facilities has long-
been recognized by professionals in
the field. The American College of
Health Care Administrators has a
quarter-century history of dedica-
tion to quality services through com-
petent and caring administration.

The College requires adher-
ence to a Code of Ethics for its

ip and has in place a strong
self-regulatory system for monitor-
ingand takingactiononalleged vio-
lations of that Code of Ethics. The
Code includes assurance of quality
for those we serve.

National Standards of Prac-
tice for nursing home administra-
tors which define acceptable proce-
dures for providing quality care to
nursing home patients and residents
have been established and will be
used by state licensure boards when
reviewing nursing home adminis-
trators.

support from Procter and Gamble,

the College developed a professional
certification program for long-term

also sets the tone for the total program.

careadministrators. This voluntary
certification program hasbeen cited
as a model for other health profes-
sions, in that the program includes
measures of both knowledge and
skills and comparisons of individ-
ual results with national standards
of competency for professional
administrators.

Through the Foundationof the
American College of Health Care
Administrators, research efforts and
other policy determination activi-
ties are conducted to increase the
knowledge base and enhance deci-
sion making in the long-term care
arena.

Educational programs which
keep professional administrators on
the cutting edge of new technolo-
gies and management skills required
in these changing times of health
care are developed and evaluated.

Itis the College’s position that
professional standards of excellence,
specifically theCode of Ethics, Stan-
dards of Practice, and Professional
Certification Program, should be
incorporated by all licensure boards
and regulatory bodies in determin-
ing criteria for admission to reten-
tion in, and reciprocity for, the prac-
tice of long-term care administra-
tion. Furthermore, all administra-
tors of long-term care services, in-
cluding hospital based facilities,
foster care programs, Veterans Ad-
ministration facilities,and any other
program or facilities which provide
long-term health care, should be held
to the same standards.

January 1967
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RESOLUTION OF PATIENT CARE

Whereas, many people
seeking admission to long-
term care facilities are more
frail and in more serious physi-
cal condition than in previous
times; and
Whereas, rédatory and
reporting requirements place
increasing time consuming
documentation demands on
administrators; and

Whereas, administrators
are under increasing pressure
to be responsive to varied and
splintered segments of soci-
ety, including governmental
bodies, consumer groups,
third-party payors, regulatory
agencies, and others.

hereas, the administrators of long-term
care facilities are faced with one of the
most complicated and consequential as-
signments in today’s society; and

Now therefore be it re-
solved that the American Col-
lege of Health Care Adminis-
trators affirms that patient/
resident care is the foremost
concern of long-term care ad-
ministrators.  Ensuring the
quality of services to the na-
tion’s elderly is a paramount
responsibility of the long-term
care field.

Beit further resolved that
the administrator will place
the health of the patient resi-
dent before all other role ex-
pectations and dedicate his/
her career to achieving qual-
ity patient resident care.

May 1986

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
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PRINCIPLES OF LONG-TERM CARE FINANCING

ong-term care financing is a paramount
concern of all professions related to ag-
ing. Representatives of five major na-
tional organizations associated with long-
term care and aging began meeting in

mid-1985 to develop a policy statement on long-term
care financing that would cut across disciplinary in-
terests and provide generic solutions.

These organizations were
the ACHCA, the American As-
sociation of Retired Persons,
the American Health Care As-
sociation, The American As-
sociation of Homes for the Ag-
ing, and the National Associa-
tion for Home-Care. The work
of this group resulted in a docu-
ment titled, “Principles of
Long-Term Care Financing.”
The ACHCA Board of Gover-
nors adopted the principles in
September, 1986.

Central to these principles
is acommitment to quality pa-
tient-resident care based on
sound financial support. Pro-
tection against catastrophic cost
accompanying long-term care
services would be based on
the concept of risk pooling.

Universal coverage for all
ages would be provided within
the parameters of a single
system of care.

The financing systems
would be developed with pri-
vate-sector emphasis, (a mini-
mal government role), and
employ case management utili-
zation control to assure that
services were being delivered
in a setting that was congru-
ent with patient needs. The
benefits under the financing
arrangement would be pro-
vider-neutral.

The informa-case network
(primary family) would main-
tain its vitality and viability.
Flexibility, competition, and
individual choice would also

be preserved.
Septsmber 1986

AMERICAN OOLLEGE OF HEALTH CARE ADMINISTRATORS
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QUALITY CARE

he major focus of the American College
of Health Care Administrators is on
quality assurance activities that enhance
the knowledge and skills of professional

admmlstrators and assure quality care and quality of
life for nursing home patients and residents.

The American College of
Health Care Administrators sup-
ports the following premises re-
lated to quality assurance:

I. Voluntary credentialing, ac-
creditation, and self-regulatory pro-
grams are more effective in assur-
ing quality care than government
regulations and surveillance pro-
grams. Voluntary programsreflect
a professional commitment to pro-
viding quality care. both
protect the public and facilitate the
identification of competent profes-
sionals and quality institutions.

The individual's participation
in the voluntary assessment, analy-
sis, and remedial action programs
of certification and accreditation
assures the integrity of the quality
assurance efforts.

During the past several years,
there have been a number of in-
stances of increased government
regulation of the nursing home in-
dustry and, thereby, the profession.
Yet reports such as the Institute of
Medicine Study (1986) and the Heinz
Study (1986) highlight poor quality
care. It appears as though the
amount of government regulation
and current surveillance techniques
do not correlate positively with
quality care.

Instead, surveillance tech-
niques to assure compliance with
govemnment regulations indeed may
have a major negative impact on
quality care.

A recent study by Mullen(1985)
demonstrates a direct relationship
between dealing with regulatory
agencies and causes of stressamong
nursing home administrators. This
important study revealed the fol-
lowing conditions to be the greatest
source of stress for nursing home
administrators: (1) inconsistencies
among government surveyors’ in-
terpretations of rules and regula-
tions; (2) negative attitudes of sur-
veyors; and (3) negative attitudes
and conduct supporting such atti-
tudes by legislators.

In another 1985 study of non-
renewers of membership by the
ACHCA, it was found that approxi-
mately 34% had left the profession.

The ACHCA supports many
of the conclusions of the Institute of
Medicine Study, and in fact has testi-
fied before the Committee on Nurs-
ing Home Regulations of the Insti-
tute of Medicine (Siebel, 1984) to
endorse:

A.Implementation of a revised
system of surveys that at a mini-
mum, incorporates the following
elements:

1. Aflexiblesurvey cycle of 90
days to two years, based on the
history of the facility.

2. Adoption of a systern of both
screening surveys and abbreviated
surveys that would allow for a pre-
determination of the need for a full
survey.

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
325 South Patrick Street & Alexandria, Virginia 22314-3510 A (703) 549-5822
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3. Licensure and certification
that could be granted for variable
periods of up to three years.

4. A reevaluation of the cur-
rent set of standards, with the goal
of reducing the number of items to
focus on patient care-related items
and eliminating the sources of ele-
mentsand factors that have little re-
lationship to quality.

B. Inconjunction withour first
recommendation above, a system
to make better use of the complaint
investigation procedure already in
place, in lieu of frequent surveys of
all facilities regardless of past per-
formance. In increasing the impor-

ity as a middlerman between the regu-
lators and any physician who has a
patient in a nursing home. Instead,
regulatory agendies should discipline
those physicians who feel they are
not following the intent of the rules.

F. Expand the use of geriatric
nurse practitioners in nursing homes
toassist in the monitoring of quality
of care and to provide those patient-
related servicesthat, by trainingand
experience, they are capable of pro-
viding.

G. Expand the scope of the pres-
ent survey process for state licen-
sure and Medicare/Medicaid certi-
fication by including a fadility ad-

tance of the complaint sy , it
should be required that complain-
antsidentify themselvestotheregu-
latory agency for their complaints
to be investigated but continue to
remain unidentified to the fadlity
involved.

C. Broader authority to the sur-
vey agencies to have access to the
owners of fadilities when a facility
administrator cannot or will not
provide necessary corrective action
to identified problems. While guide-
lines would be needed to avoid abuse
of this increased authority, we un-
derstand that there are instances
when a facility administrator, de-
spitebeing the licensed professional
responsible for the operation of the
facility, is not in a position to make
changes. Tn those instances, regula-
tors need access to those entities
that hold ultimate control, and we
su| well written guidelines
which provide that authority.

D.Expand the scope and na-
ture of the “exit conference’’ to in-
sure that all surveyors who partici-
pate in the survey are available to
the facility personnel at the confer-
ence, and strengthen the require-
ments that all standards or condi-
tions that are being out of

i be divulged and dis-
cussed at the exit conference.

E. Eliminate placing the facil-

istrator and, possibly, a facility
director of nursing on the survey
team.

H. Allow for the inclusion of a
citizen, who may or may not be a
family member of a resident, to par-
ticipate both in survey of a facility
and in the analysis of a state survey
agency.

L Establish minimum sug-

guidelines for surveyors,
which would include requirements
for formal education, experience in
the health care field in general and
in long-term care specifically, mini-
mum salary levels, and continuing
education to keep surveyorsabreast
of changes in the field they are regu-
lating.

J. Establish criteria to open
lines of communication between
regulators and facility profession-
als, outside of the formal survey

. Periodic meetings, includ-
ing joint in-service training on
changes in the field and discussions
of ways to improve the process,
should be encouraged.

K. Work together to remove the
barriers to wider use of nongovern-
mental programs to improve qual-
ity.

L. Begin work cooperatively,
instead of competitively, with regu-
lators and third-party payors, par-
ticularly Medicare and Medicaid.

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
325 South Patrick Street & Alexandria, Virginia 22314-3510 & (703)549-5822
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The ACHCA does fully share
the conclusion in the Institute of
Medicine Study that regulation is
not sufficient for high-quality care.
The ACHCA supports a comple-
mentary and synergistic combina-
tion of government regulations to
deter poor care by facilitiesand vol-
untary programs to assure quality
of life for nursing home patients
and residents.

1L Standards for entry into a
profession, professional competen-
cies (both initial and continuing),
professional practice, and cthical
behavior should be national in scope;
should be established and moni-
tored by the professional society;
and should adhere to the principles
of professional peer review, with
input from the public. Professional
codes protect consumers, enhance
public health and safety, and effec-
tively encourage the maintenance
of high standards of conduct. Input
from the public is an important safety
valve for professional societies. Op-
erationally, the ACHCA effects this
philosophy through the election and
selection of peers and public mem-
bers on its Professional Certifica-
tion Committee which develops stan-
dards and review applications for
professional certification.

LI. The governunent is vigor-
ously encouraged to provide incen-
tives to voluntary programs through
recognition of such programs in gov-
ernmental licensure requirements,
facility certification programs, and
third-party reimbursement pro-
grams. If voluntary programs are
assumed to be more effective in as-
suring quality care than government
surveillance and regulations, then
the government ought to recognize
successful involvement in these pro-
grams as an alternate to govern-
mental surveillance programs.

IV. The long-term care profes-
sion and industry are at a distinct
disadvantage among the health pro-

fessionsand within the health indus-
try with regard to substantial accep-
tance of voluntary standards of pro-
grams for several reasons:

A.The industry as a “health
care” provider and the profession
are relatively young.

B. Because of the newness of
theindustryand profession, national
standards and sclf-regulatory pro-
grams had not been fully developed
or implemented before the 1970s,
when, as a result of its role as pur-
chaser of services, the federal gov-
ernment began to excrt control over
the industry and profession through
an external regulatory system.

C. Concurrent with this new
plethora of government regulation
and surveillance in the 1970s was the
rise of the consumer movement in
the United States. The industry and
the profession dealt with one of the
most emotionally laden issues in
America: the placement of a loved
one in a nursing home. The con-
sumer movement helped to expose
certain nursing home practices that
resulted in poor quality care. The
effect of this consumerism no doubt
was increased sensitivity by provid-
ers, as well as consumers and the
government, to programs that as-
sure quality care to nursing home
patients and residents. Unfortunately,
the route to quality assurance se-
lected by the government and con-
sumer groups has been only increased
governmentregulations and surveil-
lance.

As voluntary programs were
developed during the 1970s and 1980s,
and were tested and found to be
valid and reliable ways of assuring
quality, it was difficult to educate an
emotionally involved group of con-
sumers already biased toward gov-
ermment intervention regarding the
value of voluntary certification and
accreditation.

D. The ACHCA acknowledged
the need for, and supports the con-

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
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cept of, continued research on and
development of quality assurance
strategies for long-term care with
emphasis on the predictive validity
of the voluntary certification and ac-
creditation standards, on determin-
ing indicators of quality of life in
long-term health care, and on meas-
uring the relationship between qual-
ity-care and quality-of-lifeindicators
and the costs of assuring them. Clearly,
a standardized data collection sys-
tem to form a data base on long-term
health care is required for these ef-
forts. The ACHCA supports the de-
velopment of this kind of national
data base.

Itis unfortunate that the response
of the national media to the Institute
of Medicine Study has focused only
on the negative aspects of care pro-
vided by nursing homesin the United
States today. The public is left with
theimpression thatquality assurance
activities do not exist. The truth is
that there exist a number of effective
voluntary programsthatassurequal-
ity care and quality of life for nursing
home residents.

The ACHCA has long been
active in quality assurance activities.
It has developed national standards
of practice for nursing home admin-
istrators that define acceptable pro-
cedures for providing quality care to
nursing home patients and residents.

The ACHCA is constantly de-
veloping educational programs that
keep professional administrators on
the cutting edge of new technologies
and management skills required in
these ever-changing times of health
care delivery. Presently, the College
offers 42 educational programs, with
59 nationaily acclaimed experts serv-
ing as faculty.

Through a major grant from the
W.K. Kellogg Foundation, the Col-
lege has developed a professional cer-
tification program for long-term care
administrators. This voluntary certi-
fication program has been cited asa

maodel for other health professions,
in that the program includes meas-
ures of both knowledge and skills
and a comparison of individual
results with national standards of
competency for professional admin-
istrators.

Candidates for professional
certification assess their knowledge
and skills during a three-day ex-
amination process; review the re-
sultsinrelation to the national stan-
dards of competency; prepare a pro-
fessional development plan designed
to strengthen any areas of weak-
ness; have the plan reviewed by a
panel of nationally elected peers and
publicmembers;and implement the
plan over a five-year period. A re-
assessment occurs every five years.

Even those professionals whose
knowledge and skills meet or ex-
ceed the national competency stan-
dards are encouraged to develop a
plan to assure that their knowledge
and skillsarecontinually upgraded.

The College requires adher-
ence toa Code of Ethics for its mem-
bership and has in place a strong
self-regulatory system for monitor-
ing and taking. action on alleged
violations of that Code of Ethics.
The Code includes assurance of qual-
ity care for those we serve.

It is incumbent upon the pro-
fession and the media to inform the
public about the quality assurance
activities of organizations such as
the ACHCA in order to relieve the
arudety caused by the media to nurs-
ing home patients, their families,
and the families of potential nurs-
ing home patients who are in the
process of making a very difficult
personal decision. It is equally im-
portant and necessary that the fed-
eral governmentrecognizeand sup-
port voluntary quality assurance
efforts in order to most effectively
insure quality care and quality of
life for nursing home residents.

September 1966
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RESOLUTION ON RECIPROCITY

Whereas state licensure
boards have an important
responsibility recognized, by
the Professional Certification
Program, to assure that indi-
viduals entering the profes-
sion meet “minimal, entry level
requirements in the protection
of the public’s health, safety,
and welfare...”

Now therefore be it re-
solved that the American Col-
lege of Health Care Adminis-
trators (ACHCA) endorses the
principle of cooperation be-
tween state licensure boards
and the Professional Certifi-
cation Program in relation to
professional standards for
nursing home administrators;
and

hereas the Professional Certification
‘Program has been organized to pro-
mote quality patient/resident care
through better long-term care admini-
stration; and

Beit further resolved that
ACHCA recommends that
each individual state licens-
ing agency responsible for
nursing home administration
consider the granting of state
licensure by redprodity for pro-
fessionally certified and li-
censed administrators who can
suitably demonstrate knowl-
edge of state rules and regula-
tions; and

Be it finally resolved that
ACHCA recomuends that
each state consider granting a
partial waiver of continuing
education requirements to
those individuals who are cur-
rently certified by the Profes-
sional Certification Program.

January 1982

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
325South Patrick Street & Alexandria, Virginia 22314-3510 a (703)549-5822
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THEAMERICANCOLLEGEOFHEALTHCAREADMINISTRATORS

CODE OF

ETHICS

PRESCRIPTIONS: The Health Care
Administrator shall:

Avoid partisanship and provide a
forum for the fair resolution of any
disputes which may arise in service
delivery or facility management.

Dlsdose to the govemmg body or

PREAMBLE
The tionof the high - the confid trust, and respect of
dards of integrity and ethical princi- the general public.
Tak N i di

palsisvitaltothe succssful dxscharge
of the professi bilities of

PF

criminati ‘basisofrrace,mlm,sex,

P
all long-term health care administra-
tors. This Code of Ethics has been

Igated by the American Col-
lege of Health Care Administrators
(ACHCA) in an effort to stress the
fundamental rules considered essen-
tial to this basic purpose. It shall be the
obligation of membersto seek toavoid

religion, age, national origin, handi-
cap, marital status, ancestry, or any
other factor that is illegally discrimi-
natory or not related to bona fide re-
quirements of quality care.
PROSCRIPTION: The Health Care
Administrator shall not:

Dlsdose pmfessmnal or pexsonal

not only conduct ifically

P of

P pro-
scribed by the code, but also condud
that is inconsistent with its spirit and
purpose. Failure to specify any par-
ticularresponsibility or practice in this
Codeof Ethics should notbe construed
as denial of the existence of other re-
sponsibihhes or practices. Recogniz

service to unauthorized personnel
unless required by law or to protect
the public welfare.

EXPECTATION 1 — Individual

hall

other asmayb
any actual or potential circumstance
concerning him or her that might rea-
sonably be thought to create a conflict
of interest or have a substantia] ad-
verse impact on the facility or its resi-
dents.

PROSCRIPTION: The Health Care
Administrator shal.l not:

Partici; i

bly may be thought to create a conflict
ofinterestor havethe p ialto have
a substantial adverse impact on the
facility or its residents.
EXPECTATION IV - Individuals
shall honor their responsibilities to
the pubhc their profession, and their
with coll and

P

bers of related prof

maintain high standards of profes-
sional competence.

Ad,

ing that the ulti bility for
applying standards and ethics falls
upon the individual, the ACHCA es-
tablishes the following Code of Ethics
to make clear its expectation of the
membership.

EXPECTATION I — Individuals shall
hold paramount the welfare of per-

PRESCRJFI'IONS The Health Care
i shall:

Possess and maintain the compe-
tencies necessary to effectively per-
form his or her responsibilities.

Practice administration in accor-
dance with capabilities and proficien-
ciesand, whenappropriate, seek coun-
sel from qualified others.

PRESCRIPTIONS: The Health Care
Administrator shall:

Foster increased knowledge within
the profession of health care admini-
stration and support research efforts
toward this end.

Participate with others in the com-
munity to plan for and provide a full
range of health care services.

Share areas of expertise with col-
leagues, students and the general

sons for whom care is provided. Actively strive to enhance knowl-  public to increase awareness and pro-
PRESCRIPTIONS: The Health Care edgeofandexp inlong-term mote ding of health care in
Administrator shall: hrough g general and the pmfesswn in particu-
Strive to provide to all those en- ed! and professional develop
trusted to his or her care the highest ment. lnform the ACHCA Standards and
quality of appropriate services pos- PROSCRIPT TONS: The Health Care Ethics Comumittee of actual or poten-
sible in light of or other shall rot: tial violations of this Code of Ethics,
constraints. Misrepresent qualifications,educa- and fully cooperate with ACHCA's
Operate the facility consistent with ~ tion, experience, or affiliations. sanctioned inquiries into matters of

laws, regulations and standards of

Provide services other than those

professional conduct related to this

practice recognized in the field of for which he or she is prepared and Code of Ethics.
health care administration. qualified to perform. PROSCRIPTION: The Health Care
Consistent with law and profes- EXPECTATIONII—Individualsshall Admini shall not:
smnalskandaxds. protectthe confiden- smve in all matters relating to their Defend support or xgmore unethi-
tiality of i ing indi- to mai a cal ctperp g
vidual rec:pxents of au pmfessxonal posture that places para-  peers, or students.
Perf: d with mount the i of the facility and
the personal integrity that will earn its residents. April 1989
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STANDARDS OF PRACTICE FOR

LONG-TERM CARE ADMINISTRATORS

AMERICAN COLLEGE OF HEALTH CARE ADMINISTRATORS
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by SUSAN M. SMITH. JANIS M. CAMPBELL and HELENC. LUKSIC
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Secrets of Success in
Long-Term Care

Flexibility and participative management provide an atmosphere

conducive to excellent patient care and staff job satisfaction.

‘N’ hy are there “good” long-
term care nursing facilities
and “excellent” ones? How do you
facilitate successfully the opera-
tions of a nursing facility when mul-
tiple factors impact on day-to-day
events? How do you develop at all
levels an enthusiastic, caring, com-
petent staff. who are responsive
both to short-term and long-term
care needs of the residents? The
answer lies with nursing manage-
ment, those who provide the leader-
shipanddirectionandserveascata-
iysts for needed change.

Successful nurse administrators
in long-term care (LTC) expertly
idenufy the problems and issues
hindering the accomphshment of
organizationalandresidentcareob-
jectives, plan alternatives to solve
these problems and issues and per-
sistently strivetoimplementneeded
changes through orgamzing and
directing the staff's activittes. To
continue the management cycle,
they diligently evaluate. evaluate
and evaluate the effecta of the
changes, making modifications

SUSAN M SMITH. MS, BSN. RNC. s 8
Genatnc Clinical Nurse Speciahist, Senior-
Care, Miam: Valley Hospital (MVHy
JANISM CAMPBELL. PhD. RN.1s Asso-
ciate Professor at WnghtState Univeraty-
Miami Valley School of Nurming: and
HELEN C LUKSIC. RN, Director of Nurs-
wng. formerly of Fnendship Village 1s now
Director of Nurmng of Lincoln Park Manor.
Kettenng. Ohio. The guthors would like to
acknowledge Celesta Warner. MS. RN, for
revieusng the manuscript. Ms. Warnerisa
Clinical Nurse Specialist at MVH and a
memberofthe Boardof Directorsat Friend-
ship Village.
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and adjustments as needed in the
original plan and implementation
process. Sound vaguely familiar? It
should — it's the nursing process all
over again. [t1s also the universal
conception of management, better
known as the “traditional model”
described by the acronym PODC
tplanning. organizing, directing and
controlling).!

Thekey nurseadministratorinan
LTC facility is the Director of Nurs-
ing (DON). Considering the reim-
bursement rate of long-term care,
the ever-looming recruitment com-
petition of desperate acute-care fa-
cilities,and thedevalued "image” of
long-term care nursing staff. how
can the DON recruit competent and
stable staff so that resident care is
provided expertly. with both intelli-
gent and compassionate continuity”
It 1s possible. and is being done
successfully by Friendship Village
in the greater Dayton. Chio metro-
politan area. Founded in 1972, this
is a multi-level retirement commu-
nity composed of 385 residential
units for independent living and 97
skilled care beds in the health care
center.

At Friendship Village, the key to
success can be attributed to the per-
sistent efforts of the DON in foster-
ing an environment which encour-
ages participatory management and
shared responsibility. Under the
leadership of a 32-year nursing vet-
eran. and with the support of the
facility's administration and Board
of Directors, the changes made at
Friendship Village over the last 12
years have earned it the right to be
called “state-of-the-art™ in care pro-

vision for older adults. Dedicauon
and hard work, a strong belief in re-
storative care, and an intense inte-
rest in the ongoing development
and monitoring of the nursing staff
havebeenimportantcontributorsto
that success.

The nursing philosophy at Friend-
ship Village is refreshingly straight-
forward and simple — “‘the belief is
in rehabilitative and restorative
care for the older adult versus main-
tenance care ... the staff is taught
that they are caring for a loved on¢
and they are held accountable for
care outcomes.” A conscious effort
is made by nursing management to
be available to residents and their
families and to the nursing staff. to
discuss concerns and to help solve
problems.

When Friendship Village's DON
took the position. major changes oc-
curred to foster nursing stabiity
and staff commitment. The facili-
ty's administration agreed to allow
the DON full authority to make the
changes needed in order to enhance
resident care. A “confrontation-ne-
gotiation™ style of leadership be-
came necessary to meet issues di-
rectly and enable resolution in a
limited time.: Risk-taking became a
daily occurrence, and changes were
proposed with the realization that
some efforts would be rewarded
with positive outcomes and others
would not.

The events which followed paral-
leled the rational model of organiza-
tional change: recognition of the
problem. identification of possible
courses of action to achieve the de-
sired performance and implementa-



tion of the chosen action within the
organization.: Because the provi-
sion of quality care to residents was
the motivating concern for change,
problems were approached related
to specific needs of the residents
rather than in terms of the mechan-
ics of the problem itself.: Despite
confrontations, the final stage of
therational model. adoption (accep-
tanceof theimplemented change by
organizational plavers' also was
achieved — although not without a
price. For the first six vears. long.
sometimes frustrating. hours were
devoted toencouraging the changes
and promoting the teamwork needed
to facilitate the adoption stage.

Signiticant changes
The first action initiated was to cor-
rectaperformancegapincareprovi-
sion by undertaking a major over-
haul of the staff. Hiring focus was
on identifying personne! who not
only were enthusiastic about caring
for older adults, but viewed their
. work as a career rather than “justa
job.” An Assistant DON (ADON)
was hired to assist with staff devel-
opment. policy and procedure de-
velopment and to monitor compli-
ance with federal and state regula-
tions for reimbursement.

Adhering to the restorative care
framework. new emphasis was placed
alsoon the physical therapy depart-
ment. [n the past. a physical thera-
pist (PT). hired on a contractual
basis. was the sole person in the ther-
apy department. Personnel changes
included hiring a full-time PT, sup-
ported by a Rehabilitation Aide and
a Restorative Nursing Aide. A major
policy change also was implemented
thatrequired all residents to receive
amandatory PTevaluation. Friend-
shipVillagenow boastsastaffofsix
in the PT Department. who work
closely with the nursing staff to
achieve restorative care goals.

The next priorities were to pro-
mote staff professianalism. educa-
tion and flexibility. Capitalizing on
the belief that the older residents
tended to identify the nurses as the
“ones in white.” the professional
nursing staff changed from their
multi-colored uniformed attire to
their traditional white uniforms
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and caps. This change was ap-
plauded unanimously by the resi-
dents and inspired a new sense of
confidence and purpose in the care
providers.

To address the problem of retain-
ing dedicated and competent nurs-
ing staff. scheduling flexibility was
initiated. For the professional nurs-
ing staff (RNs and LPNs). the typi-
cal eight-hour shifts were replaced
with 12-hour shifts. Full-time status
wasdefined asthree 12-hourshiftsa
week. with the requirement to rotate
working every other weckend. The
12-hour shift change had the active
supportof the nurses and substanti-
ally improved staff morale and pro-
ductivity, as well as reducing the
nursing shortage problem.

A concentrated effort was placed
on staff education in order to train
adequately newly hired staff mem-
bers and retain the seasoned ones.
Providing knowledgeable, compe-
tent and satisfied nursing profes-
sionals was the overall goal. The
largest percentage of the health cen-
ter's budget. beyond salary needs,
is devoted to staff training. Every
newly hired nurse participates in a
planned orientation program which
includes the typical review of poli-
cies and procedures. along with in-
service education about normal
changes and common chronic and
clinical conditions in older adults.
This information is augmented by
practical application of the knowl-
edge on the nursing units with men-
toring provided by an experienced
RN staff member. Additionally, each
nursing staff member is required to
take the Cardiopulmonary Resusci-
tation (CPR) and Emergency Medi-
cal Training (EMT) courses offered
bythe American Red Crossand area
hospitals. These initial courses and
annual refresher courses are paid
for. without hesitation. by Friend-
ship Village.

Under the supportive guidance of
the DON_.ADON. and other nursing
staff members. the nurses continue
to develop and nurture their reper-
toire of assessment skills which are
essential for providing quality long-
term  sre nursing. Peer supportand
inter-staff education and sharing
areencouraged.Since theaging pro-

cess causes many changes in the
older person which are not seen in
other parts of the population, care-
ful, on-going assessmentoftheolder
adult is directed at preventing com-
plications and maximizing func-
tional abilities. Skilled monitoring
and implementation of medica! in-
terventions (i.e., medications and
treatments) and nursing actions di-
rected at preventing the undesired
consequences of these interventions
also are required. Educational em-
phasis is on instilling the impor-
tanceofthestaff memberastheresi-
dent’s personal advocate and liai-
son with the medical and nursing
staff. Nursing care plans, utilizing
the nursing process and the nursing
diagnosis format, assist the staff in
communicating the priority needs
of residents.

Staff flexibility was advocated to
enhance the quality of care for the
residents. Versatility of the staff
was viewed as an essential compo-
nent of smooth operations. Although
continuity of care is an important
vonsideration, the professional staff
is interchanged among the four
skilled nursing care wings. This
approach is successful in prevent-
ng the possible boredom which
could come with a long-term care
caseload. Additionally. it tends to
increase the nurse’s assessment ob-
jectivity, resulting in an increase in
frequency of nursing interventions
when providing resident care.

Flexibility also extends to the non-
professional staff. For example, to
ensure that the residents received
hot breakfasts, arrangements were
made with the housekeeping staffto
begin their shift at 7:30 am (rather
than the customary timeof 8am),in
order to feed the residents who re-
quire help. PT aides also are re-
quired to replace nurse aide posi-
tions when sick calls and vacation
days occur. These displays of team-
work and inter-staff cooperation
have strengthened the feeling of
camaraderie among staff members
and have added to the goal of im-
proving resident care.

Using participative management
theory. full-time professional staff
members are given the opportunity
to assume administrative responsi-
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Secrets of success

bilities that are necessary to resi-
dent care and required by federal
and state regulations. Decentraliz-
ing these responsibilities places the
decisi i iblity on
the persons directly involved in the
residents’ care, and thus improves
the overall quality of care provision.
Additionally, the pride of being sole-
ly responsible for a specific area
heightens nurses’ self-esteem and
confidence. which is reflected no-
ticeably in direct care provision.
These opportunities for additional
responsibility include coordination
of professional staff education. edu-
cation and supervision of nurse
aides. monitoring infection control
issues in the health care center and
care plan coordination with the pro-
fessional staff members. The extra
time devoted to these additional re-
sponsibilitiesis rewarded with com-
pensatory time, taken at the discre-
tion of the nurse and the DON. and
with paid attendance at formal edu-
cational programs directly related
to the chosen area of additional re-
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sponsibility. No problem has been
\dentified in finding nurses willing
to assume the additional work; in-
stead. they are eager to accept these
duties, have performed exceptional-
ly well and have enjoyed extra rec-
ognition for completing work be-
yond theirrole’s usual expectations.

Although nursing autonomy and
independent judgment are valued
highly at Friendship Village. nurs-
ing management believesinregular
supervision to monitor and main-
tain standards of care. Reinforce-
ment of positive caring behaviors
and prompt feedback to discourage
undesirable staff behaviors are con-
sidered paramount to successful
care provision. The DON makes
nursing rounds at least once daily.
while the ADON completes unit
rounds regularly throughout the
day. Both resident and staff feed-
back are elicited in order to identify
any performance gaps in care.
Walkie-talkies are used to ensure
accessibility of nursing manage-
ment to the facility staff.

In summary. the care at Fnend.
ship Village is “state-of-the-art” for
many reasons. The key variable in
the formula for success is the ability
of the DON to provide strong leader-
ship and apply creative and effec-
tive management techniques. Staff
members are motivated because
nursing administration takes an ac-
tiverolein interdependentdecision-
making and care provision. Quality
care can flourish and thniveonly in
an atmosphere conducive to open-
ness, trust and support from man-
agement. a

Reterences

1. Shortell. S. and A. Kaluzny. (Eds).
Health Care Management — A Textin
Organizational Theory and Behavior,
{New York Wiley, 1983)

2. Lewinger. M..“The LeadershipCrimissn
Nursing.” Nursing Adminsstration, 1974,
4021.29.

3 Schwaeger. J.. The Nurse as Manager,
1New York. Wiley. 19300,

92 + NURSING MANAGEMENT

LING EAMCARE EDTON
e ———

vOL 20 NO' T



INursmg

288

I-F-4

ENSURING QUALITY CARE THROUGH
PARTICIPATIVE MANAGEMENT

Linda C. Pulley

ew regulations, budget cuts,
Nstaﬁ'mg shortages. and maximum

utilization of staff are al! familiar
|ssucs in today's long term hcallh care
env . Therefore, it is impe:
that employee productivity increases so
that residents receive quality care. The
guidelines for implementing quality
assurance programs are clear. The chal-
lenge, however, is 10 reach expected out-
comes despite fiscal constraints and staff
shonages This can be accomplished by
ensuring a quality work I|fe for nursmg

“Quality circles incorporate
and use staff knowledge to
guarantee quality.”

ties for personal growth and develop-
ment. and enhancement of self esteem.
Participative management allows those
employees who are directly involved with
the work funcuons o pamc:paxe in their

staff and by
style of management. Togclher. lhcse
measures can assure quality resident care.

Nursing’s role in the quality assurance
process is paramount because of its
impact on the entire long term care facili-
ty. The quality of care thai a resident
receives can easily be overlooked or com-
promised when there are limited resources
and a lack of focus. The nursing staff’s
quality of work life can also be ignored
when faced with a multirude of demands.
Effective management of these concems
will yield results that are beneficial to the
resident. siaff, department. and facility.

'

Meeting the Chalienge
Quality assurance programs monitor

and evaluate the quality of resident care.
A key ingredient to any quality

‘s deci g process.
For example. in a nursing home. partici-

pative would

tion. The commitiee must understand the
definition of quality assurance, reasons for
implementation. roles and cxpcclallons of
staff. motivational and probl, in
techniques, and tcam.| bulldlng concepts.

Utilizing Quality Circles

Quality circles incorporate and use
staff knowledge to guarantce quality.
They focus on the volumary involvement
of groups of employees in the decision-
making process The groups, consxsung
of app: y 3 to 10 employees, are
trained in problemsolvmg techniques.
The object of the quality circle is to iden-
tify, analyze, and develop solutions to
work-related programs. while making

T ions to 2 at

input from the nurse assistant, who
spends more time with the resident than
any other discipline. This technique also
permits workers to find solutions to prob-
lems that they have identified.

appropriate levels for implementation.
Quality circles work particularly well
at the unll level because the managers

Quality care cannot be
dissatisfied employee who has no stimulus
for increased productivity. Quality of work
life and quality circles are both concepts of
participative management. Increased
morale. commitment, and greater job satis-
faction are all signs of a concemed. saus-
fied employee. They are also natural by-
products of a quality work life.

Program Structure
The i ion of a successful

program is providing employees with a
quality work life through the practice of
participative management. Quality work
life is essentially the fulfillment of
employee needs by the employer. This
occurs, for example, when employers
provide each employee with opportuni-

quality assurance program in nursing is a
challenge. Management sets the tone. and
its commitment—reflected through sup-

have a | ledge and an
of the employee for whom lhcy are
by a le. Unit-level staff (all

three shifts). chaired by the charge
nurse/unit manager. provide an opportu-
nity to focus on quality assurance issues.
and they permit staff to identify prob-
lems. Resident falls, medication errors.
and infections are problems that are
applicable to quality assurance/quatity
circles. A trained manager welcomes the
input and is able to motivate staff to find
solutions. The opportunity for a smooth,
flow of i ion, as wel}
as recognition and achievement of staff.
are natural outgrowths of quatity circles.
The utilization of participative man-

port. training. and deter-
mines the program’s success.

The quality assurance program begins
al the department committee level. The

Linda C. Pulley. RN. MPA, CNA. is direc-
tor of nursing at The Washington Home. a
180-bed faciliry in Washington. D.C. She
was also a qualiry assurance coordinator.

28 Provider November 1989
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and a rep ive of staff
from all levels, plans the program and
identifies goals and objectives. Education
and training are the key to implementa-

and quality circles is not the
panacea to all of the problems in nursing.
However, these management techniques
are inherent to a quality work life, and
they can increase productivity while
being cost effective. Most importantly,
the use of participative management and
quality circles can be an assurance that
residents are receiving quality care.
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Quality of Care

Team Approach Makes This NY Dementia Care Unit Work

A multidisciplinary team approach and
one-on-one attention from a primary care-giver
offer numerous advantages to dementia pa-
tients served by Morningside House in the
Bronx, NY. This 386-bed not-for-profit facility
provides special programs to its residents as
well as to persons in the community.

The facility established its first dementia
care program in 1977, after its leadership ob-
served that a large number of "ambulatory con-
fused” patients could not be categorized easily
as requiring either intermediate or skilled
care_ ecalled Cynthia Wallace, RN, MS, execu-
tive vice president of Morningside House and
of Aging in America, an affiliated agency
serving community-based elderly.

An integral part of the organization's suc-
cess in managing dementia patients is its
"whole team approach,” she said, which com-
bines therapeutic recreational programming,
family support, and multidisciplinary assess-
ments involving a physician, nurse, dietitian,
and social worker.

Nurse aides, serving as primary caregivers,
also are assigned to specific patients indefi-
nitely. As a result, they "don’t bave to guess,
‘Does this woman wear glasses? Does this
woman have a hearing aid? They get to know
their patients very well ... and are able to no-
tice a changing condition and call someone’s
attention to it much more quickly,” she said.

The primary care concept worked so well on
the Alzheimer's unit that Morningside House
has expanded it throughout the facility. "Now
all residents have a primary care giver, and all
units have a team,” said Wallace. For example,
each unit has its own recreational therapist
and dietitian.

Because New York's resource utilization

group (RUGs) reimbursement methodology for
nursing homes initially left out Alzheimer's pa-
tients, many of these patients remained in the
community with their families. To offer some
respite to these families, Morningside House
decided in 1986 to open an adult day care pro-
gram, again using the whole team approach.
The facility now operates two such programs in
the Bronx and in Westchester, each serving
mostly Medicaid clients.

The program worked so well that Morning-
side House established a similar in-house day
care program for its residents "to improve the
quality of their lives. The residents with
Alzheimer's come off their regular nursing unit
and spend the day in what we call our SHARE
(Specialized Help for Alzheimer's in a Residen-
"al Environment) program,” Wallace said.

A nursing-social work-physician team op-
erates the program, which serves about 50
residents. One group of 25 residents attends
the program three days a week, and another
group of 25 attends two days a week.

To be eligible for adult day care, patients
must have a diagnosis of Alzheimer's disease
or some type of dementia. “They come in the
early stages; they come in wheelchairs; and
they come incontinent,” Wallace noted.

Administrators who are planning special
programs for dementia patients should con-
sider ways to provide a full spectrum of ser-
vices, she recommended. "If you are interested
in providing continuity of care to a patient with
Alzheimer's, this is a great way to do it because
you're serving them while they're still in the
community. Then you have quality programs
in place to support them when they do come
into your facility.”
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Consumers fully appreciate the critical role of nurses in aursing homes,

Nurses are in the forefi of ing and a healthy living and
working nursing home environment. Still, nurses can and must be doing much
more if all nursing homes are 1o provide quality care and life for their residents.
Those nurses who do make a difference do so in partnership with allies within
the nursing home and witiiin the community. tn our remarks, we draw on
the inspiration and direct
us what can be done.

¢ of very special nurses who have shown
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PARTNERSHIP

Partnership between nussing and nursing home residents starts with personal
caregiving. Nurses must see themselves as partners to residents and must see
residents in ail their strength and ability, not just in the context of their needs
and disabilities. Many nurses have jenced situations in which residents who
had appeared out of touch or unable to relate to their circumstances actually
connected in astute and powerful. ways when new or different caring practices
were used or new opportunities or choices provided. It is a necessary challenge
for all of us cominually to seek strength in the people we serve. But as nurses
focus on residents’ well-being, in the broadest sense of the word, they must

jly reach beyond i diate i i with resid

To build partnership with residents, nurses need to build partnerships with
everyone clse concerned with quality care, including community friends and
advocates, other caregivers within the nursing home, and the entire nursing
staff, especially nurses’ aides. Each of these allies in the effort to achicve quality
caren nursing homes has an important role to play and needs the support
of others committed to the same end.

Beyond the care setting, nurses can have a major impact in the policy arena
as ad: for 1 i ion, and enf of the laws
and regulations necessary to achieve quality care.

The bottom line in partnership is mutual support for mutual effort. Nurses
can not and should not shoulder the effort alone. By relying on others inside
and outside the nursing home who are committed to quality care, nurses can
accomplish a great deal more. Nurses are in the forefront of leadership when
they are open to the ity, to other professionals, to co-workers and
staff, and 10 residents.

P hips with the C
Community involvement takes many forms. Long-term care ombudsmen
serve as officially desi d ad for resid: Other ity groups
may also ads for resi: as a natural of the friendships that

develop through visiting and other outreach programs. Some assist in sup-
port of resident and family councils. Many advocacy groups promote exten-
sion of community services and social activities to nursing home residents.
Community organizations often provide public education about nursing homes
and public i in policy and di i
The National Citizens' Coalition for Nursing Home Reform (NCCNHR)
works to support all of these endeavors. Ultimately, our vision is that nussing
' homes will be viewed as a vital part of a neighborhood and that the com-
munity will relate to nursing home residents as friends and neighbors. Ad-
vocates know fully that no institution can, or should be asked to, meet all the
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needs of all who live there. Communities need to do a great deal more to serve
their neighbors in nursing homes. Nursing home nurses can support comrmunity
involvement and help channel it where it can be of greatest help to residents.

In this effort, it is necessary to first work peratively with the long-t
care progr Lo, d: i are facili and can help
amplify the voices of resid While d and resi

raise concerns, they do not expect perfection in every aspect of human in-
teraction within the nursing home. Advocates hope to find, among nursing
home staff and management, an openness to listen to residents and a genuine
desire 10 respond constructively and cooperatively to their concerns.

Because ombudsmen/advocates and nurses alike share a common goal—to
achieve quality care in nursing homes—they need cach other's suppon, infor-
mation, and perspective. Ombudsmen/advocates can serve as strong allies in
support of needed changes within the nursing home, community, or public
policy arena.

While it is natural to be itive about criticism, it is imp to
that the ombudsmen/advocates’ role is to voice concerns that already exist,
that have not been tved, and, theref need to be add, d. If nurses
can see d ‘advocates as p in the effort to achieve quality care,
then they can be catalysts (o assist the facility to face problems that staff are
well aware of but unable to address alone. Ombudsmen/advocates can facilitate
needed di ion within the ity of people who live and work in the
facility. Ombudsmen/advocates can provide leverage and support to stafl who
want to do a good job but cannot on their own overcome the constraints that
exist' by choice or circumstance within the nursing home.

Ombud: d need ion as they work to understand your
nursing home, what may be causing problems that concern residents, and what
may be the best way (o resolve such problems. Residents need your support
10 reach out for outside assistance when needed. The ombudsmen/advocates®
effectiveness depends on the full and willing participation of nursing home
staff who ultimately must believe in and carry out any activities to resolve
identified problems.

Ultimately, ombudsmen/advocates and nursing home stalf should be able
1o call upon each other to assist in efforts of mutual benefit, such as petition-
ing the community-at-large for more support and services to residents and
working for regulatory and legislative reforms.

Nurses are welcome advocates on all issues affecting nursing home care, not
just on issues specific to their profession. When nurses call for more support
for social workers, activities professionals, and others, they kend great strength
10 efforts to achieve needed services by other qualified professionals. When nurses
advocate for stronger resi rights p G better i ions and enforce-
ment, and prohibitions against Medicaid discrimi they help build a system
that will aflow and promote more humane treatment for residents.

163
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Working to strengthen public policy in selation to all aspects of nursing home
care, instead of focusing narrowly on nursing-specific issues, can help m?kc
the nursing home environment a healthier place in which to work and live.

Partnership Among Nursing Home Staff

The same principle holds true in cach individual nursing home. Nurses need
(o wotk in mutual collaboration and support with the other professions within
the home. As true partners to residents, nurses need to advocate for the best
care residents can receive from all qualificid professionals.

When professionals expend energy debating who is in charge or who is better
qualified to direct or perform a given service, it is residents who lose needed
services and support. Service providers also lose because, regardless of whether
of not they are better qualified 10 conduct a particular activity, no individual
or individual discipline alone is able to do aif that needs 1o be done.

To be partners with residents, nurses need to draw on the best possible par-
ticipation their co-workers can have in every aspect of a resident's care. In
turn, nurses need to respond positively when called upon to support and par-
ticipate in aspects of care that do not originate in their domain but in which
their assistance is needed. o

Given the complex human dynamics in nursing homes, most care situations
sre multi-dimensional and require multi-disciplinary approaches. Participa-
tion by all appropriate pr ionals in the and care planning pro-
cess is essential. Nurses are in a prime position to advocate for interdisciplinary
involvement. Nurses must approach care delivery from an interdisciplinary
point of view as well. Nurses can support the work of activities professionals
by directing staff to be available 10 bring resi 10 duled activities.
Nurses can benefit from counseling by a sociat worker when a resident faces
emotional siresses that affect his or her condition or his or her responsiveness
to medical interventions. It is basic good nursing care 10 advocate for the in-

| of other pr i to support residents’ physical, mental, or
psychosocial well being.

Nurses can do much to weave cooperation among disciplines into the very
fabric of nursing home life. Nurses can:

* Use the new quality assurance committee mandated by the 1987 Nurs.
ing Home Reform Amendments (contained in PL 100-203) as a vehicle
for identifying problems and solutions among disciplines.

* Routinely seek consultation and share information to maintain a col-
lective understanding of residents’ needs and sirengths and 10 support
cach others' efforts (o create a good nursing home environment.

* Establish routine formal and informal interdisciplinary care planning
sessions.

¢ Include other department heads in preservice and inservice training
sessions for aides and bring other disciplines into the nursing school
classroom,

® Assign student nurses to rotations with other health professionals
during the clinical part of their training.

* By their actions, set an example for student nurses and aides that multi-
disciplinary teamwork helps everyone do their job better, for the benefit
of residents and staff.

Partnerships Among Nursing Staff

Teamwork among all nursing personnet is essential. Nurses need to see li-
censed practical nurses (LPNs) and nurse aides as partners and support their
efforts to care for residents. Providing a good working environment fosters
better care. Aides, in particular, need appropriate supervision and support,
training, sufficient numbers of co-workers with the right mix of skills, and
enough supplies and equipment to respond (o residents’ needs.

Aides need to be treated with dignity to influence their ability to do their
job with loving kindness. They need continuity in their job assignments and
a good match with co-workers and residents. In NCCNHR's work with

idi we i y find that resid identify i ion with nurse
aides as the key to quality care. Kind, caring staff who provide opportunities
for choice, treatment with dignity, and respect for their individuality were iden-
tified as key by residents in NCCNHR’s 1985 study, A Consumer Perspective
on Quality Care: The Residents* Point of View. When nursing home staff
discuss what makes their work satisfying, their rapport with residents is a pro-
minent factor,

Continuity of job assi; enables resid and staff to establish rap-
port sensitive to residents’ individuality, Aides need proper orientation to the
specific residents to whom they will be assigned, inctuding proper training in
special skills that may be needed to provide care to those residents.

Teamwork, ication, and role-modeling that draws on the strengths
of staff are basic principles of good management. Nurse supervisors can do
much to enable staff to support residents’ dignity and y. For aides
and LPNs under their charge, nurse supervisors can:

* Provide more flexibility in the work routine to accomodate residents’
personal preferences.

* Build more r ive care ises and social i ion time into
the caregiving routine.

¢ Schedule time for personnel 1o help residents attend planned activities
or pursue their own individual or group interests.

G663
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+ Encourage all personnel to call upon and work with other health
disciplines to earn about and share insights about residents’ strengths,
weaknesses, intercsts, and needs.

« Establish support groups in which all personnel raise questions, air
concerns, share experiences, and provide their perspective on how to
improve living and working conditions within the home.

+ Take a team approach to caregiving, among staff and across care
disciplines.

« Include all nursing personnel in assessment and care-planning sessions
for residents to whom they are assigned. :

« Conduct frequent mini-care conferences to determine how individual
assignments are progressing and how the unit is functioning overall.

These ideas are drawn from care praclices that work in nursing homes. Good
mangement practices keep lines of communication open among staff and
between staff and supervisors. They provide opportunities for employees 1o
contribute their knowledge and experience to evaluate and improve overall
facitity operations and individual care situati

Nurses can offer a powerful voice in public policy debate, advocating for
policies that create a better working environment, such as sufficient staffing
levels, training for aides, better wages and benefits, recognition of the impor-
tant work aides do, and certification to acknowledge aides' achievement of
a centain level of competence. Aides have the most direct and consistent con-
1act with residents of any staff in the nursing home. They face an almost im-
possible work challenge and nced the support, trust, and encousagement of
nurse supervisors and the nursing profession to care for residents in a humane
and empowering manner.

Partnership with Residents and Families

As partners to nursing home resi and their rep ives, nurses must
work in a way that supports residents’ self-determination and hetps residents
to be the most able they can be. The care agenda must be resident driven.

How Residents Define Quality Care. In our 1985 study, A Consumer
Perspective on Quality Care: The Residents’ Point of View, we convened
discussions among groups of residents in 15 cities. We asked what made life
g0od for them and what could make their lives better. Across the country,
the most frequent answer was staff. Residents described the following factors
as important characteristics of staff:

® Helpful.
* Kind-nice, good to residents.
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« Enough numbers of staff.
* Respectful of residents’ dignity.
* Polite and courteous.
¢ Friendly, cheerful, pleasant.
o Patient, interested, takes time with residents.
® Listens, talks, takes residents seriously.
 Relates to others positively with good personality.
© Qualilied, trained, skilled.
* Well-supervised.
* Continuity/tenure,
Residents discussed how important choice and self-determination are to the
quality of their lives. They identified their interest in exercising choice in:
* Food.
® Time to get up and go to bed.
* To come and go in and out of the facility.
* Privacy.
* Activities.
* Roommate and room assignment.
* Bathing.
* Doctor and medications.
® Meeting with the ini and staff regarding probl

¢ Personal care attendant.
* Whether to have the television on or off; noise level and channel.
* To help oneself or not. ’
* To participate in outside activities with transportation.
+ To do by ourselves what we are able to do.
* To live in a nursing home or not.
® The kind of choices we would have if we lived in the community.
* Simple choices of daily living.
* To know what our choices are.
The message from residents in our 1985 study was clear and affirming of
the best instincts of many service providers. Their needs are quite simple and

basic.'Vd our ability to meet their needs has been elusive. Why don’t these
basic ingredients to quality care occur routinely in nursing homes?
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Why Residents Don’t Receive Quality Care as They Define it. Society is
plagued by low expectations of what kind of life nursing home residents can
aciually live. Residents and carcgivers share 1hese low expectations that also
pervade nursing home care and nursing home regulation.

Mosi people come to live in a nursing home in the face of growing disability
or significant losses in their personal lives. The losses are real and would set
back individuals of any age or circumstance. But at other stages of life, people
are expecied to bounce back. People who enter nursing homes, however, are
expected to become more dependent and limited.

Just as al any other stage in life, here too, nursing home residents need
tremendous support 1o work hard and fight their way back from the physical
and emotional setbacks that have brought them to the nursing home. At this
point, the way they are treated by s1aff can dictate the qualtiy of the rest of
their lives, Staff need to move beyond compassion 1o help empower each nurs-
ing home resident to regain control of his or her life to the greatest degree

possible.

How Does Our View of Residents Affect Their Carel. The challenge to
residents and service providers alike is to see and work toward residents’ poten-
tial rather than to focus on and aim toward their weakness.

Many service providers have experienced turn-arounds when residents who
seemed so disabled or disorienied were clearly able and very oriented. Often
whal made the difference was an opportunity for the resident to contribute
or connect. We must be aware of how much a resident's circumstances and
environment affect his or her behavior and abilities, as would be true for any
of us in any situation,

Our own perspective in a given situation certainly impacts on a resident’s
self-view. For example, do we see a cane as a sign of dependence? Perhaps
that cane is a sign of independence because it is an enabler—enabling an other-
wise dependent individual to remain mobile and steady on his or her feet.

How can We Overcome These Antificial L We need inuall!

to relate to each individual's strength and provide opportunities for cach resi-
dent to do the same, We must draw on who cach is as a person—how they
have survived until now—what they bring to where they are. We must start
where they come from, with what is important to them. We know full well
that physical rehabilitation and restoration of ability is a painful process. Emo-
tional rehabilitation—restoring nursing home residents’ ability to rely on
h Ives and exercise self-di inati quires painful practice as well.
Any of us who have faced emotional challenge know that after the grief and
the loss, we gain strength, ever so slowly, and the process of survival and
recovery usually makes us stronger. Caregiving in nursing homes needs to
provide emotional as well as physicat healing and rehabilitation,
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We fully recognize that some individuals suffer tremendous mental disability.
Though they present a greater challenge, many residents who are unable to
fi i Ily on it healthy levels are still able to express
preferences and react with pain, sorrow, delight, and pleasure to their cir-
cumstances. More able nursing home residents often have learned how (o live
beside others with mental disability and have found creative ways to com-
municate with and understand their neighbors, methods that can serve as
valuable models for nursing home staff.

Op lizing Emp in Caregiving. How staff talk with
residents, how staff care for residents, what choices are routinely available
to residents, how staff explain services and options, how much control residents
may actually exercise over their lives—each of these situations provides an
opportunily for nursing home s1aff to foster resident empowerment and

in the daily operation of the facility. Here are some specific ideas:

* Involve resi and their rep ivesin the and care-
planning process.

* Provide help and services geared toward self-help, such as restorative
nursing and maintenance therapy.

*E 8 i to
themselves.

to try to do as much as they can for

* Staff sufficiently to allow time for staff to encourage and wait for

residents to act independently.
" ® Be open to alternatives and creative in balancing residents’ rights and

staff responsibilities.

® Seek and utilize advice from individuals and groups of residents in
all scrvice areas, such as dietary, acitivities, nursing, quality assurance,
and housekeeping.

¢ Utilize residents’ energy and talents to improve life for other residents
(for ple, ask resid to and orient new residents).

® Foster ion and activities among resid that p friend-
ship and social and intellectual interaction.

¢ Provide opportunities for residents to feel more at home (for exam-

ple, have areas available for residents who may wish to visit guests
privately).

* Involve residents in hiring, orienting, and evaluating staff.
® Involve resid, in ori

of new staff d to their care.

* Utilize residk inp ing inservice prog on resi rights,
communication skills, and nursing skills.
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« Routinely ask residents to help evaluate the home’s care and identify
how care should be improved.

Recidents’ Ei

' Fostering ivity to in the Nursing Class-

room. Nursing schools provide opporlumllcs for students 10 become sensitive

{0 resident empowerment as a critical part of their role as nurses. A few ways
10 do this include:

o Utilize in the ¢ for resi * rights di ions and
to provide the care recipient’s perspective on basic nursing skills (for
example, have a resident talk about the experience of being spoon fed
or washed or being incontinent).

Place greater emphasis on residents’ nghls and quality of life in the
nursing curriculum. Offer and skilts
classes. Generate debate on how to resolve apparent conflicts between
residents’ rights and staff responsibilities.

Assign students to work with resideni and family councils, and with
other nursing home staff as part of a clinical experience.

Role play disabilities so studenis can begin to understand how it fecls
10 be dependent. Ask residents with disabilities to talk about how they
compensate for their losses and how they survive.

» Coltect and disseminale best nursing practices which promote
empowerment.

Speak Out. In the classroom, in the nursing home, in public poficy debates,
nurses must continue 10 join in the call for nursing home improvements for:

 Sufficien staffing levels, among all echelons of nursing and non-
nussing personnel.

* Belter wages and benefits for all nursing home staff.

* Comp! ive aide training with the needs and educational
characteristics of aides.

. C hensi it y

* Requi for lifi lessionals in nursing homes, such as

activities directors, social workcrs dietitians, and others.
* Strong resident and family councils.
* Strengthened ombudsman programs.
* A good inspection system and effective enforcement of standards.

® D simbneament el and acconntability Tor public fundy
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CONCLUSION

Those nursing home nurses who do speak out have already provided a
powerfutl voice in the struggle 10 achieve quality care in nursing homes. Yet
the silence among the majority of nursing home nurses is deafening and
disheastening. NCCNHR fully appreciates the difficult challenge faced by
nurses in nursing homes and betieves nursing home nurses have not yet tested
the full weight of their influence. Nurses must stand up for quality care and
residents’ rights, drawing upon expericnces that serve as models and visions

of what is possible in nursing homes.

Nurses can reach out to the concerned pubtic, ombudsman/advocacy pro-
grams, co-workers, and residents, 10 break down the barriers to quality nurs-
ing home care. Expanding the vision of what is possible, nurses join the ranks
of courageous residents, staff, and advocales who work toward what can be
a more positive nursing home environment,
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Primary
Nursing:

It Works in Long-Term Care

Adaptation is the
byword in implementing
a successful primary

nursing system in
nursing homes.

by Susanne Devine Campbell,
MS, C

ow can gerontological nurses

assure the delivery of individ-
ualized. high quality care

which results in therapeutic
attainments for the older adult” Nurs-
ing’s goal in long-term care facilities
has been to provide individualized nurs-
ing care which guaramiees each elderty
person the opportunity to reach his or
her maximal level of physical. mental,
social. and spiritual well-being. This
challenge-~t0 develop and implement
individualized programs of care incor-
porating both reactive and proactive
interventions—has been ever present.
The triumphs and. at times the faitures,
of health professions to reach this goal
within the nursing home field are real.
Inthe past years. the scandals within
lhe nursmg home industry drew

ion to our sh

within both the practice and delivery
systems. In Questioning this it was felx
of the i

by the “eam" mudalnyofdelrverm;
nursing care was

team s\ througn suck appfgaches
as correctn: action or rcu'm'p'oq
Qualin nursing care may be aifficult to
realizz. gven the mitatons i ‘posed
by the \ldflmn pattern and the cen-
tralization ot authonty.

The nontherapeutic outcomes of the
team delivery svstem can be seen in
many areas. With few people rehabilita-
ted (o lower levels of care. both staff and
patients often begin to regard the nurs-
ing home as the “last home." Con-
comutantly. the middle manager. profes-
sional. and auxiliary staff alike may
experience a general sense of job dissat-
isfaction from an inability 1o fulfill their
commitment to the older adult. Con-
sequently. a major problem experienced
in many long-term care facilities is a
high nursing tumover rate.*

While not all the above consequences
are exclusively linked with the team
delivery system. the method through
Which care is delivered is a critical fac-

m.ﬂdn%ofmenum is to provide
individualized nursifig cafe which will
human p ial and treat the

Team nursing. the ) nursing
care delivery sysiem in long-term care,
operares by dividing the nursing staff
into task-oriented teams aimed at meet-
ing the patient care needs.* There are

person’s response to illness. then what
1S needed is a framework
which alloy/s for and promotes this

1t became within our lt;x;g-mm

some intrinsic difficulties one
ters when operating within this syseem.
A significant factor that interferes
with insuring conti ponsib
nursing care is that the team of people
assigned to care for the patient todsy
may not be the same team assigned to
care for tha patient tomorrow. There
may be dzy-to-day accountability, but
00 one person is assigned the respon-
sibility for developing and implement-
ing a holistic plan of care for the elderly
patient. While the work may get done,
the nursing care delivered is often frag-
menked. with no one nurse responsible
for the care delivered.
Froma t perspective. the
head nurse is generally given the
and responsibility for insuring
the quality of nursing care on a particu-
lar unit. Because of :hu bmlly mem-

ings.'-2-* While one may anribute some
of these horror stories to sensa-
tionalized reporting. the exposure
required the nurse to reflect on the defi-
ciencies and competencies existing

12

bers, p and Y
team members may all seek audience
with the leadership person. This fre-
quently leads to an inunduased and inef-
fectual middle manager.
Anempts 10 effect change within the

care facility that if we wanied to realize
the delivery of quality nursing care, we
needed to change the care delivery sys-
em.

Primary Nursing:
Definition
Al the Primary Nurse Convention
(1977). primary nursing was defined as:
The delavery of comprehensive. coor-
dinated. continuous. tndividualized
patient care through the professtonal
nurse who has autonomy. accouni-
ability and authonty on 8 24 hour
basis.®
Essential elements of the system. as
outlined by the University of Minnesota
Hospuals include:

1. The assignment of each patient t0 a
nurse who has primary respon-
sibility for assessing. planning. and
coordinating the nursing care deliv-
ered to the paiient throughout the
hospital course of stay:

2. The provision of 24 hour respon-

Journal of Gerontological Nursing Woi. 17, No. 12
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Team nursing LTC

Noncontinuous nursing

care fragmented
Fragmented nursing care
Custodial nursing care
Job dissatistaction

CONCEPTUAL MODEL

Primary nursing LTC

Individualized nursing care
Holistic nursing care
Rehabilitative nursing care
Job satistaction

sibility for the nursing care deliv-
ered for the primary patients: and

3. The processing of information

related to the patient. including

information penaining to discharge

ing and insuri inuity of

P 8 ]

care.”

These components assist one in
ding th 1 el

c

of the primary nurse delivery system.
However. the mode! of practice needs to
be viewed not only as a staffing panem.
or as a different patient assignment
regime. but also as a philosophy—a
way of thinking about patient care. It
requires a commitment from the nurs-
ing profession to deliver the best possi-
ble care according to the gerontological
nurse’s level of experise. The nurse is
called to become an advocate for the
patient within the health care system.®
Addinonally. there needs to be a strong
conviction among those in nursing
administration that supports and

acute care setting rather than the long-
term care seting. Some inherent dif-
ferences between the environments of
acute care versus long-term care may
account for primary nursing’s receiving

greater attention in the hospital.
Primary nursing is described as a
patient care delivery system imple-
A L

aurse v prasice with accountabihn.,
auinostty. and awonomy The dilemmis
ana suggested resalulion are snown in
the Figure

Implementing Primary
Nursing

According to Schein®; if change 1s to
be accepted and become pant of the
regular system. the wnvolved parties
must be active early in the diagnostic
and change planning process. With this
in mind. a planning meeung was called
with the key leadership personnel. At
this time. an assessment tool on the
team nursing delivery system was dis-
tributed t0 management personne! who
would be responsible for instituting the
change.

Head nurses were asked to identify
the need for change as well as the
strengths of the present team system.
Results of the assessment revealed that a
change was needed 10 insure better
planning and continuity of care. and to
increase the accountability for care
delivered. It was anticipated that pri
mary nursing would lead to and result in
greater job satisfaction among nursing
suaff bers. We sought to strengthen

mented by the regi p

nurse. Owing 10 the lower reimburse-
ment rate. long-term care would not be
able to support an exclusive RN staffing
pattern. Neither would an RN unit be
considered cost-effective. given the
physical care needs of the patients.
Another difficulty in mecting this
requirement lies in the fact that nursing
homes often have greater difficulty
attracting a sufficient number of regis-
tered nurses.

nursing efforts in rehabilitation and
communication with other disciplines.
coworkers. and the patients’ family
members.

Concemns raised that needed consid-
eration prior to implementing the
model included educating the staff.
adjusting staffing panerns. and explor-
ing ways to address potential bumout.
Subsequent planning meetings were
held to address these issues. to raise
consc ding the need for

How then does one impl pri-
mary nursing in the long-term care set-
ting? In view of the essenual dif-
ferences between the acute care and

8
change. and to obtain a managenal
commitment to the philosophy and con-
cept of primsry nursing and goal

3 21 the dele-
gatton of authority to the primary

nurse—so that the primary nurse is

accounubie for the care delivered.

In seeking an alternative to the team
system. the primary nursing model
appeared to offer a framework that
enabled the gerontological nurse to
meet accepuable standards of practice.

long-t settings in werms of phil
phy. purpose. population, and staffing
ratios, the mission before us was 10
adapt the elements of the primary nurs-
ing model 1o the long-term care setting,
while at the same tme preserving the
spirit of the decentralized model.

The aim of implementing primary
nursing was seen as twofold: 1o create

H mer g the it
was noted that much of the discussion

focused on primary nursing wizhin the

anen and a process for max-
imizing the health care for the skilled
nursing patients, and 1o enable the

Journsi of Gerontological Nuraing Vor. 11, No. 12

ac In p it 1s appar-
ent that these efforts to include key
leadership persons 1n the change pro-
cess were essential 1o the success of the
program.

Douglas and Bevis'® stress the need
for the change agent 1o provide as much
information as possible. Considering
this axiom. articles on pnmary nursing
were distributed on the skilled nursing
units. and staff development programs
were conducied by management.

17
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Since primany auning s noterely o
reorzanzation of tashs but s redetini-

uon ot protessional tunction ! the
plunned renrgamization calted tor g
restructuring ol the framework The

prilosophy und purpuse of tne nursng
dIvINUON Was FEW MIUEN L0 CMPRasIZC the
atm ot providing individuahized patient
care. The new philosuphy used the goal
that each pauen: would reach and main-
tamn his or her maximum level of tunc-
tloning.

Job descripuons for all levels of nurs-
ing staff were redefined to reflect the
decentralized nursing care system. For
example: the head nurse’s title and job
description were changed. The nursing
manager on the skilled nursing unit was
given the title of *Health Care Coordi-
nator.” The primary function of the
health care coordinator became
organizing the care delivered by the
primary nurses. Particularly in the early
stages. a key component ¢ of this role was
for the health care to delib-

individual competence. require closer
observatinn and support from super-
vison penonned. Theretore. the role of
assestant health care coordinator way
created on each shilled nurang unit.
This penson. under the direction of the
health care coordinator. hud respon-
sibilin for providing more direct con-
sultaion for the LPNs. for conducting
unut staff’ development programs. and
for responding to siaffing/unit needs
that might arise. In this way. the
assistant was able to provide the neces-
sary guidance for the LPNs. and the
unit had a buili-in backup system for
meeting both unit and patient care
needs.

Théesublished plan was to staff each

the turang treatments und nursing
orders for patienls within e st
Subseqgue treat.ner cars were ; ur-
chased o e used by the nurse 1n
adsminestermy the treatments more eth-
crentts. Assignment sheets were
developed und used by all shafts 1o out-
line daily nursing responsibilities.

Signs were posted listing each dis-
trict’s pnmary nurse. In this way, peo-
ple new to the unit. family members.
and visitors were familiarized with the
primary nurse system and providers of
care.

Other means of communication
included regularly scheduled district
meetings and primary nurse meetings.
These gathcnngs were useful in dis-

blem solv-

district with one primary/
nurse who had responsibility for assess-
ing patient care needs on the assigned
district. This nurse was also required to
ensure patient carc delivery. Working
wuh this nurse would be either two

erately and consistently reinforce the
decentralized model by referring peo-
pie to the primary nurse. Both the job

igned nursing asst or

an LPN/mde mix. dependmg on the
nursing staffing pattern on a given unit.
Initially, it was thought that it would

cement the

description and the conscious actions of  be better to have the primary nurse work
the Iudmweneededlo:llumum with two assxslanls Th:s would
h and 4 role fi Hi in

roles within our new primuy aursing
system.

Structural changes were also made.
The 60 bed units were divided into four
color-coded districts. each district hav-
g 15 residents. A primary nurse was

ing. discussing patient care goals and
progress to daie. Without these estab-
lished networks there may have been
more staff conflict and fngmemauon
Di ion in these g

staff concerns and miscommunica-
tions.

Grand Rounds, forums where the pri-
mary nurse presented a case study and
requested peer review, were also estab-
lished and regularly conducted to rein-
force excellence in nursing practice and
to foster inuity of care.

practice there were several

10 the primary/LPN/aide mix. The LPN

provided the primary nurse with greater

flexibility owing 1o the ability 1o dele-

gate a broader range of acuvities. Such

functions as participating in multi-
i " and "

Once primary nursing was firmly
established on the day shift. the goal of
incorporaung the concept of pnmary
nrursing on the evening and night shifts
was pursued. Evening and night super-

assigned to each district. W
possible. full-ume registered nurses
were appointed primary nurses. They
then assumed the responsihility,
authonty, and accountability for care
delivered to pattents within the
assigned distncts.

One real obstacle 10 imp

visors. ther with the health care

patient care conferences were more
easily accomplished with this comple-
ment of staff

Central 1o the success of impl

coordinxt;rs. met o explore methods
of implementing the primary nurse pro-
cess.

Modifi

were made in the rudi-

ing primary nursing in long-term care
was the creation and institution of com-
tools and p In

primary nursing in long-term care is the
issue of staffing. How does one make
use of licensed practical nurses and
nursing assistants within the primary
nurse system?

It was decided that licensed practical

nurses who had demonstrated lead-~

ership potential and high levels of com-
petency would be considered for district
responsibility. and given the title of
“Associate Primary Nurse.*" However,
due to differences within the regulated
scope of practice. LPNs, regardless of

14

addition to formulaung new job
ducﬁptions the appraisal system, pol-
ncm and procedures were revised to

ments of the pnmary nurse system. and
global aspects of the concept were
applied. Districts were assigned to pri-
mary care aides. The aides were super-
vised by nurses calied “'primary nurse
extenders.”” These nurses were

ide with the ch in job

d responsibility for primary care

respoasibilities.

The nursing Kardex® was revised to
provide the nurse with a communica-
tion format outlining a holistic. 24 hour
nursing care plan. Tools were
d:veloped and/or obtained to assist the
primary nurse with organizing and del-

areas in two districts.

The primary nurse maintained
responsibility for the care provided by
soliciting feedback from the 24 hour
nursing saff. A procedure for “flexi-
ble™ time was developed and instituted
with the primary nurses. From this
broader p

egating the nursing care. For
treatment books were utilized 1o outline

. the primary nurse
was :ble to nsess more accurately the

Journsl of Gerortological Nursing Voi. 11, No. 12
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Campbell

QUESTIONNAIRE RESULTS
Primary Tesm Percentage
Care delivered nursing nursing difference
Individushzed 418 3.0 -23%
Knowteoge of resdent 4t 30 ~2%
Mestng of resioent NEeCs a9 28 -25%
resdont as 28 ~20%
Percaphons of resident’s response
© nursing care 43 2 2%
Percsphons of tamily's response
© Pureng cae 45 30 +30%
Relationship with others
IMerachon with peery/same shift 40 32 -10%
C 'with gther 40 30 +20%
INYSracton with Peers/other shifts a3 23 +20%
Staft mestngs 38 28 +20%
Relatonshp with HCC 42 a3 +10%
with nursng kL) 27 +22%
Professionsl nursing practios
Profesmonal satistacton 39 26 +*20%
Level of accountability 48 32 +26%
Abiity 10 Wnplement nursing
44 24 +40%
Abiiity 10 IFDIismMent NUIEING Care
uUSING NUISING Process 42 31 2%

patient status,® and subsequently evalu-
ate the delivery of nursing care more
effectively.

Evaluating Effectiveness

To measure the effectiveness of pri-
mary nursing, several variables can
indicae goal achievement. Since our
administrative aims were (o increase the
quality of care, we used patiént care
outcomes (su:h as mcldence of
y status,
dlschugswlowef lcvelsofm.el: )
1o assess the cfficacy of the primary
nursing mode!. A secondary aim was ©

year after the primary nursing system
was msutuwd a 75% reducuon m the

uate the effects of primary nursing with
respect 1o care delwered professional

lmmmm in mhabulmuve mus-
can be

hip with

o(her dmnphnes. and individual job

pm :hmugh du:harw to lower levels
of care and throwgh death rate. Compar-
ing statistics before and after the imple-
mentation of primary nursing, it was
found that there was an 11% increase in
patient discharges to lower levels of
care. and an 18% decrease in the patient
death rate.

stff were asked to rate
each category on a zero (o five scale,
with zero being low and five being high.
Those siaff members who had worked
under team nursing and primary nurs-
ing were asked to rate the category as it
applied to team nursing and then to
pnmary nursing. The two ratings were
compared and the results of the ques-

The of lized nursing
care filtered through to the nursing
who were ible for

T we
examined the turmover rate before and
after primary nursing was instituted.
Additionally, we solicited nursing bed-

can be seen on the Table.
1t is difficult to accurately measure
the effectiveness of the primary nurse

mmwofmumshownm
the 36% increase in the number of
y patients two years after pri-

back by means of a
developed to determine the e(fec-
tiveness of primary nursing in meeting

Joumns! ot Gerontological Nursing' Vor. 11,

mary nursing was esiablished.
Primary Nurse Qunlnnnln—A
w0 ail

model pared 10 team nursing using
solely subjective responses. However, it
is noteworthy that staff related that they
felt more accountable for the outcome
of professional acts (by 26%). more
able to make and unplemem numng

nunesmywnhnhepnmlrynmu
had bee duced to the
mﬂswmmm&ndmml-

No. 12

m(by%),mdmablewplm
and implement nursing care using the
nursing process (by 22%).
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Probahis the most signifivant and
cramauc difference can b2 wen in the
tumover rate. a ngure which. v con-
venuonal v used to measur? b satis-
facuon. One vear after the implcmenta-
tion of primary nursing. tumuver rate
was reduced by 29%.

In ciosing. having been pan of the
birth and delivery of pnmary nursing
within a long-term care facility. one 1
1N 4 position to refiect upon how it hap-
pened and how 1t could be done better.
Educational efforts were locused on

b

nursing staff s. Pri

tor of pnmany nursing A Shuklaf
posnts out, other pu ssibiltities nced to
be recognized For instance. other
changes that teok place concurrently
with the phasiny tn of pnmary nursing
included the introduction of a tissue
trauma nurse and a decubiti reporting
system. the addition of a mental health
nurse. and the distribution of a cost-of-
biving adjustment. However. the way in
which pnimary aursing decentralized
authonty and empowered the nurse to
meet patient nceds was integral to the
noted.

nformation formally to the other dnscu-
plines may have increased the openness
wuh whuch the idez was received by
y tleam Shar
mg the model lhmugh such established
forums as the family council may have
resulted in greater family involvement.
There was some tension among those
LPNs who were chosen as associa
primary nurses. This group voiced a
request that they be given the title of
primary nurse. This request warrants
consideration.
Not all of the positive outcomes can
be atuributed solely to the implementa-

rPrimary Nursing \

One drawback that was observed was

that staff began to lose a sense of unit
ibility as refl

such as “That's not my pzuem." To

minimize this trend. each staff member

was assigned a unil responsibility to

with :he necessary wols. 10f des¢rnp-
tons. guidance. and refinement ot tne
wstem.

Belief tn the nursing staff: to respond
to cnange. to be fiexible. and in the
inherent ability of the nurse to respond
willingly and competenily to the
pauent needs. are essenual assump-
uons that must be made by all levels of
nursing. An openness to learning. and
an acceptance of mistakes and the lim-
wauons of how much can be accom-
plished m a day. are anitudes which
need to be fostered and endorsed.
Lastly, confidence in the primary nurse
to make ‘an effective difference in the
delivery of quality nursing care contrib-
ute to making primary nursing a worka-
bie reality in the long-term care setting.

foster the sense of unit-wide commit-
ment. This decreased tension on the
unit and contributed 1o a more
organized unit environment.

Another factor that needs considera-
tion is that the change (0 primary nurs-
ing involves a large investment from
nursing administration. Much time and
energy is consumed by providing staff

nursing: It works in long-term care. J Gerontol Nurs

1985; 11(12):12-16.

Key 10 the SUCCESS Of impiementng on-
mary NUrSING N 3 IONG-HT Care 1aCHtly
@ "5 e Cradton and msuuton of Com-
1004S |

w00 3 Svs-
1em. PONICI®S aNC DIOCETUres ware
1evi3e0 10 CONC108 with he n
TESDONBIDHIES

The nursing Karcex® was revised so Mat o -

NUrSEs with & KOMMat whach Out-

.Mwmunaw.am
fursng cam olan

Toots were ceveiopeo andir oDLaned 1o
#3181 (he pomary nurse
OMMunICaung For

s
an0 ¢ the nureng care
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00 4. manc ordiersnce Can De S6eN N the tumn-
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Using ethnographic data, the two worlds of the nurse’s aides were examined, the world in
which they live and the world in which they work. Because the institutional culture of the

nursing home often adds to the adversity of their personal life, the nurse’s dides move between
the two milieus in a self-perpetuating negative cycle. Aides carry to the bedside of elderly
residents the affective and psychological burden these two worlds place on them.

Key Words: Long-Term care, Elderly people, Nursing homes, Nurse’s aides. Quality of care

Quality of Care and the Burden of Two
Cultures: When the World of the Nurse’s
Aide Enters the World of the Nursing Home'

V. Tellis-Nayak, PhD? and Mary Teliis-Nayak, RN, MSN?

The National Citizens’ Coalition for Nursing Home
Reform (NCCNHR, 1985) concluded from a national
study that what nursing home residents value most is
good staff. Good staff, in the words of some resi-
dents, mean everything in a nursing home. Despite
this telling clue. however, NCCNHR neglected to
pursue an obvious line of inquiry: What specific role
do the nurse’s aides play in the life of residents?

Nurse's aides loom large in the life of nursing
home residents for an obvious reason. On an aver-
age, the nursing staff includes 15% registered
nurses, another 14% licensed practical nurses. and a
hefty 71% nurse’s aides (Institute of Medicine, 1986).
And it is these aides who provide six times as much
personal care as registered nurses and five times as
much as licensed practical nurses (Administration on
Aging. 1980). Moreover, nurse’s aides care for resi-
dents in the most intimate way, helping them to
dress, groom, bathe, feed, and toilet.

Good training, skills, and knowledge are not what
residents prize most in the staff; they place staff
credentials way down, ninth, on their wish list. Resi-
dents do not even ask most for adequate staffing;
they place it third on the list. Rather, what the frail
residents of nursing homes treasure most is staff
attitude: They appreciate staff who are willing to be
helpful, to be *kind, nice and good to you.” Repeat-
edly, residents say how much they value the human
qualities of their helpers. They cherish it when the
staff are “‘polite,” ‘‘courteous.,” “‘respectful,”
“fnendly,” “cheeriul,” and ""pleasant.” They appre-
ciate being treated with dignity: when staff are pa-
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tient, concerned, and sympathetic; when they listen
and take their complaints seriously (NCCNHR, 1985).

As advancing age strips elderly individuals of their
symbols of independence and authority and shrinks
their social world, nurse’s aides assume a larger-
than-life role in the life of the residents in the nursing
home. Thus, dependent residents pay less attention
to the qualifications, training, and skills of the aides;
but they indeed appreciate when the aides assist
readily without complaint, take time to listen, show
sympathy without condescension, and respect both
the frailty and the dignity of old age.

Thus, researchers face a crucial question: how can
residents be assured of caring and sympathetic con-
cern from nurse’s aides? Advocates are often trou-
bled that the meager training of nurse’s aides and
their heavy turnover profoundly affect the residents
(Holbur, 1982; Waxman et al., 1984). They often be-
moan their poor wages and inadequate fringe bene-
fits as well as shoddy management practices that do
little to evoke a commitment from nurse’s aides.
Seldom, however, do advocates take nto account
the two most profound influences that determine the
commitment of nurse’s aides. To begin with, they
1gnore the unique milieu from which the average aide
comes to the nursing home. Itis aworld apart, and. in
metropolitan areas. it can leave deep scars on an
individual's emotional life. From such a setting the
nurse’s aide enters the nursing home and may find
that in ways both subtle and overt the home com-
pounds her problems: it erodes her fragile optimism
and hardens her attitude. Thus, unkind life-experi-
ences at home and in the nursing home shape atti-
tudes of indifference, apathy, and cynicism. Then it is
the vulnerable resident who reaps the bitter harvest.

Too often researchers frame staff 1ssues as prob-
lems of attitude, motivation, training, and incen-
tives; they commonly ignore the wider cultural and
organizational context in which these problems have
their ongin. To explore the two worlds in which the
nurse’s aides live, this study relies on an ethno-
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graphic approach, which regrettably is used too spar-
ingly in gerontology (Fry & Keith. 1986). It discusses
how nursing home quality is tied closely both to the
social background of the staff and the institutional
culture of nursing homes. The analysis follows not
dissimilar ethnographic attempts such as Stannard’s
(1973) study of resident abuse in nursing homes
emanating from institutional conditions and stafi
background: Gubrium’s (1975) investigation of the
culture of the nursing home in which he uses the
concepts of “worlds” to convey the separate and
distinct interactional logics and staff troubles; and
Vesperi's (1983) inquiry into how the institutional
concept of old age sets the stage for poor quality of
care in a nursing home.

Method

In this study the data is mostly drawn irom that
collected in the course of two major projects spon-
sored by the Illinois Department of Public Aid. The
first project was focused on eight representative
nursing homes in Illinois that were noted for their
excellent quality and that were contrasted with some
mediocre homes. Uncovered in the analysis were six
different strategies that model homes pursue to
achieve high quality (Tellis-Nayak, 1988). Examined in
the second project was the role of the residents’
families in improving the quality of care in nursing
homes (Tellis-Nayak, 1987).

From the copious data from these two field stud-
ies, ethnographic data were culled that pertajn to the
life of nurse’s aides in a metropolitan setting. The
primary sources of information were structured in-
terviews with 132 nurse’s aides in 8 nursing homes;
nonstructured interviews with 53 nurse’s aides in 12
homes: nonstructured interviews with 31 persons in
management positions in 11 homes; numerous con-
ferences with nursing home residents, their families,
nursing home operators, staff, surveyors, and others
famuliar with nursing home life: and ongoing ethno-
graphic observation of life in 8 nursing homes.

This inquiry, therefore, is focused on the social
ecologv of nurse’s aides and on the institutional
milieu of the average. and oiten less-than-superb,
nursing home in the metropolitan Chicago area.
Bearing in mind Viadeck's (1980) discussion of qual-
ity in-an average home, and given the nature of the
settings of this study, its conclusions would, in ail
probability, prove refevant to nursing homes in other
metropolitan contexts. The analysis, however, side-
steps the achievement of nursing homes of excep-
tional character that succeed in transforming their
nurse’s aides into caring caregivers. Their success
rests precisely on creating an institutional culture in
which the harshness of their personal world is miti-
gated (Tellis-Nayak, 1988).

Findings

The Social Origins of Nurse’s Aides

The diverse social roots. — Nurse’s aides come to
the nursing home from disparate contexts. In rural
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and small-town America they are often white and
retain firm roots in the community: on the average
they are older than their metropolitan counterparts
and they may have worked at the same institution for
longer years. In contrast, nursing homes in urban
centers attract a variety of workers. In the Chicago
area, the largest portion of aides are blacks who are,
however, distributed unevenly in the area. Around
the central city, nursing homes are often exclusively
staffed by black aides: towards the city's fringes
black aides decline in number but stilt predominate;
and they do so also in the immediately contiguous
suburbs. They become less visible in nursing homes
farther removed from the city. Still, the picture is
complicated by the variable presence of the white
nurse’s aide. White aides outnumber black ones in
homes located in the staunchly white ethnic enclaves
of Chicago. or in its suburbs. But as neighborhoods
change, and as nonwhite labor becomes available
nearby, racial composition among staff shiits rapidly.

Around Chicago. both white and black nurse’s
aides come from lower-income families. On average
neither group enjoys much better than a high school
education; and frequently they have only slight sate-
able skills. They seek work in nursing homes for
various reasons, and rarely as their first, most desired
choice. Many of the younger ones have come to test
the health care job market, or to hold down a job
while still students, or, occasionally, urged on by a
youthful idealism. Many of the older ones have
served for longer periods, because not infrequently
they are short both on self-confidence and career
opportunities.

The Chicago area nursing homes hire another type
of aides that a small town rarely sees: foreign-born
workers with diverse backgrounds. At one end of the
spectrum are some Polish, Chinese, Filipino, and
other Asians sometimes trained as nurses, pharma-
cists or other professionals in their native land. Once
here, thev iind the hurdles of language and entry
exams insurmountable. So they enjoy little choice
but to work at low-status jobs in the health care neld.
These foreign-born aides almost always choose to

. work in nursing homes located in mostly white or

nonblack ethnic neighborhoods and suburbs. in
such homes they can account for as much as 1 in 5

"among the nurse’s aides, and occasionally for even

more. Curiously, however, Chicago area nursing

" homes rarely employ Hispanic aides. At the opposite

extreme among these foreign-born aides are the
undocumented immigrant aides mostly from Central
America and the Canbbean. They are generally un-
skilled and little educated. There is no way to deter-
mine how prevalent they are, although some nursing
home operators, it is said, have in the recent past
maintained discrete links with these sources of
cheap labor. They mav pay these aides below mini-
mum wage and hardlv anv iringe benefits.

Despite their diversity, nurse’s aides share a com-
mon denominator: their socioeconomic class. They
are mostly women and belong to the lowest rung of
the health care labor market: they are the least edu-
cated, the least skilled, and the least paid. oiten
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barely above the mimmum wage, and they endure a
low occupational status. Thev share the lower class
lifestyle. perched precariouslv. as most of them are,
just above the poverty line. straddling that uneasy
fence that separates the two lowest classes, the
working class and the lower class.

The cultural ambiance: Four profiles. — Economic
conditions alone do not define the social milieu of
the nurse’'s aides. To appreciate what informs their
viewpoint, what explains their apathy and what
evokes their commitment, it is necessary to examine
the distinctive ethos in which the nurse’s aide’s life is
rooted. For it is their subculture that both mirrors
and shapes their attitudes. values. and lifestyles. To
provide a glimpse into that subculture, four ethno-
graphic portraits of nurse’s aides in a metropolitan
setting are sketched here. These portraits are true-
to-life accounts, atthough names have been changed
to protect their identity. Although the profiles do not
fully describe the diverse social roots of nurse’s aides
even in a metropolitan setting. they are representa-
tive: they highlight the themes in the social ambi-
ance at the bottom of the economic scale, and how
they shape their sensibility and color their manner.

April fones: April, an attractive 27-vear-old black woman,
works as a nurse’s aide in a large nursing home in Chicago.
April moved out of her mother’s apartment over a year ago
because she could not take the wretched ways of her
stepfather and the passes he made at her. Apnl's own
father, an alcoholic and an inveterate womanizer, left
home vears ago. The stepfather holds a good job at a
pharmacv. but rarely brings home a pennv. and lives off hus
wife, with whom he ins a | hate rel h
Apnil's mother, Gail. is a licensed practical nurse and the
mainstay in the tamity of five children. She demanded and
received good behavior and good grades when April was
in high school. April made the honor roll wn the tnner-city
school she attended. but never told her mother about the
abortion she had at the age of 15.

The aursing home was not April's iirst choice for employ-
ment. But jobs were hard to come by, or the hours bad, or
the racial and sexuat h. not always b ble. April
makes just over $4 an hour on the evening shiit, but gets
hardlv any innge benents. The unton takes a bite of her
wages. Whenever she can. Apnl works extra hours, be-
cause she has 10 scrape 10 pav the 18% interest on the over
$2.000 she owes on her credit card. which she charged
mostlv to set up her apartment. She has even received
court summonses when she has fallen seriously behind.

Her one-bedroom apartment is in an old. statelv neighbor-
hood that has seen better days and is now intested bv drug
dealers. April pavs $290 a month for it. She 1s on her second
used car in 2 vears: she does not insure it, because she
cannot atford to. But she needs the car, because the
nursing home is half an hour’s drive. and she is not impru-
dent enough to take the train home at night.

April also depends on her car to attend college 20 minutes
n the opposite direction. Without the car she could not
make it 1o work when her classes get over at 2 p.m. At 5204
a college credut, April can ill aiford her nurse’s training; so
she has taken a student loan, and aiter 3 vears of schooling.
she 15 almost a junior now. But she s afraid that her poor
grades may put her on academic probation again. But the
bills keep piling up.-and the strain shows by the third week
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everv month. especially when a stern protessor will not
vield on the deadline 1or exams and term papers.

Last month Apnl missed work and school ror 2 weeks just
when the mid-term exams came around. A persistent patn
in her abdomen meant that she had to see a phvsician. Apnil
cannot afford. and theretore does not carrv. health insur-
ance, just like 36 milhon other non-poor Americans whom
AMedicaid does not cover. Atter hours an the waiting hne,
she was finallv examined and then admitied to the Cook
Countv Hospital. “*As soon as 1 was discharged. | went atter
Loren with a crowbar,” savs Apri. “'The doctor <avs he must
have given me that intection. And now | mav never be able
to bear a babv.” Apnil knows that Loren has 4 wandering
eve, and worse, he makes no secret ot st. He has hved ots 08
her tor 2 vears. but he never visited her in the hospital

Martina Davis: Despite all her struggles. Aprit considers
herselt luckier than Martina Davis. another black nurse’s
aide who is April's triend. Martina’s is 3 gnm background.
Whatever semblance ot tamily-hie she had was brutish: «t
has lett an indelible mark.

Martina knows little about her father, because her mother
has had several entanglements over the years: the four
sibhings bear four different last names. Her mother was
hardly around when Martina grew up. “"Once she even
stote my savings and went to the Bahamas with her sugar
daddy, leaving the kids with me,” says Martina without
much teeling. At the age of 16 | could roll in at night at 2
a.m.. and she would not look up in bed and ask where |
had been.”

Martina was introduced to drugs early: she has been raped
twice: she has not completed high school. Now at the age
ot 13, she is pregnant again with no prospective tather 1n
sight; her little bov. 3 years old, seems to get ill too oiten.
But tor the moment ~he teels lucky that she is a certified
nurse’s aide. Her working conditions are worse than
Apnl's, and she mis<ed 2 days this week because her molar
ached so badly that she finally went to the doctor. Martina
does not keep in touch with her mother, and her grand-
mother 15 the onlv person in the ramily she ts close to.

All the pressure sometimes pushes Martina oft the deep
end. It ss then that she seeks solace in drugs. and dark
suicidal thoughts haunt her. Martina has been somewhat
stable since Apnil took her and her baby under her wing.
AMother and child have hived with Apnl tor 4 months,
caretully avording being detected by the tandlord.

Emehe Chin: Emelie. a nurse’s aide in a 1or-pronit nursing
home. 15 a Chsnese woman n her late 40s. A gemal and
kindly attitude can be sensed behind her worn lace. Her
Enghish limps badly and 15 heavily accented. but the resi-
dents hardly mind, because Emelie has that canng touch
they all prize.

The director of nursing values her even more because
Emelie is aworkhorse. she never complains. she nevertalls
Wll, she is always ready to work the extra shitl. and she gives
excellent care. After 5 years she has moved up to a $5.05-
an-hour wage. In those 5 vears Emelie has never come in
late and never cailed in sick.

Emelie. her husband. Seng. and her two children came
trom Taiwan 3 vears ago. Back home she had worked 1or 20
years as a professional nurse 1n a tamous teaching hospital.
and Seng was a lawver with the government tor 30 vears.
Unlike other Taiwanese emigrés thev know. they were
iortunate that the tamilv oi four came together to the
United States. Many among the 1ormer have prospered in
this country. But as tor herselt, try as she may. Emelie has
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never been able to get through the nursing board exam.
The intricacies of the English [anguage and the psvchology
partbf the test have alwavs proved to be her undoing.

But 1t 1s even worse with Emelie’s husband: Seng has vet
to make the nrst base with English. So Emelie talked with
her director ot nursing and got him a job at mimmum wage
in the laundrv at the nursing home. But tirst she caretully
wrote out all the laundry instructions in Chinese, so that
Seng was spared the stran oi dectpherning his boss's
orders.

Rather than Ine in Chinatown 5 miles awav. thev first Ined
in an apartment in the shadow ot the nursing home. It
spared them the cost ot owming a car. Thev all worked
hard. scnmped, and in 5 vears bought a house and a car.
The older daughter. now 19. 1s pursuing nuclear engineer-
ing at the University ot lthnots in Champaign.

Both husband and wife always look for overtime work.
Emelie can find it easily, because over 90" ot the nurse’s
aides leave work 1n a year at the nursing home. In an
average week she chalks up 32 hours ot overtime, and not
long ago in one 2-week period she put in an unbeltevable
100 overtime hours in addition to her 80 regular working
hours! She s also on call at a recruiting agency That sup-

. phes temporary nurse’s aides to hospitals and nursing
homes, With that heavv schedule, she sull attends a com-
munity college 2 nights a week because the dream of
becoming an RN drives her on.

Emelie is hardly home, so Seng does all the household
chores. Husband and wife care very much about each
other’s well-being. True to Chinese tradition, the tammly is
very close and a source of strength. especially because no
Chinese live :n the neighborhood.

Emelie and Seng are well-iked at work. but they have
made no close friends. The black. white, Haitian. and
Filpino aides all move in their own circles, each group
finds little 1In common with the other, each stereotypes the
other. considers it clannish, and accuses st of gossip. Being
the only Chinese, they do not seem to belong anywhere.
But Emelie’s family gets together with the Inends thev
knew in Tawan. Although most ot them have moved up
socially, thev do not seem to notice that Emelie is sull a
nurse’s aide and Seng a taundry worker.

Rita Pucci: Rita. a 53-vear-old white woman. and a nurse’s
aide for 22 vears, 1s 1 of only 3 white aides at a very large
nursing home west of Chicago. She has worked there for
the last 17 vears.

Rita got pregnant when she was a junior in high school.
dropped out. and got married. It was hellish living with a
severe alcoholic, but she bore him two chiidren before she
got a divorce. That expenence did not deter Rita from
jumping right into another marnage. She has now been
marned tor 23 vears to a construction worker, a man with a
shght handicap. who seems out of work more than he
works. The marnage shows no passion and litle atfection;
it has produced no children. Husband and wite rarelv do
anvthing together

Rita sought work as a nurse’s aide early in her second
marnage when her children were still young and there was
not enough monev coming in. Certification was not con-
sidered important back then. But Rita learned quickly on
the job. Part of what she learned was not to get involved
100 much. In her 17 vears there, she has seen the nursing
home change hands nve times. Admunistrators and direc-
tors of departments have come and gone. And so have the
stanr and residents with great trequency. She has witnessed

all the unsavory aspects ot how a nursing home is ryn. and
has learned to keep her peace.

For the last 3 vears her daughter, freshly divorced. has
moved in and brought along Rita's grandchild. So Rita
babysits during the dav and works on the night shiit. The
arrangement suits her. as she 1s very tond ot her grandchild
and does not have to be home at night with her husband.
She 1s inends with the other 2 white nurse’s ardes at the
home, who, like Rita. are both older women and hive
close to the facititv. Thev sociahze whenever they get the
occasion.

With all her experience. Rita only makes $5.30 an hour.
These days she ures easilv. and her weight 1s oniv part of
the problem. Atter all these vears, there is verv little she
does not know about nursing home care. But hke most
other aggravations of nursing home lite, she accepts it
without a word when 50 often a new supervisor or an eager
consultant sets up classes to teach the aides new tech-
mques of care.

The subcultural ghetto. — These four true-to-life
accounts of April, Martina, Entelie, and Rita illustrate
how the majonty of the nurse’s aides exist in big-city
America. They live in an underclass subcultural
ghetto. The analysis has profiled them as falling
roughly into two categories: the Aprils and Emelies
belong among the group of the determined Strivers,
whereas the Martinas and the Ritas belong to the
group of the disaffected Endurers.

No ready statistics can be used to document how
these two patterns prevail in the nursing homes. But
the data support the common impression that nurs-
ing homes hire Strivers far more than the Endurers,
perhaps by a margin of 2 to 1. But because the
Strivers keep therr sights high, they often make up
the great nursing home staff exodus. Thus. at any
one time, Strivers form only a minority among the
nurse’s aides in a given nursing home.

Strivers like April have triumphed against the cruel
odds of their personal circumstances. Some. like
Emelie, are even blessed with special family and
other resources. With sheer eifort, with singular
determination and at a heavy price. these Apnils and
Emelies seek awav out of an oppressive liiestvle. And
eventually they witl succeed and, sadly, will be lost to
the nursing homes.

But the Endurers, Martina and Rita among them,
will continue to five precariously on the edge. some
caughtin exploitative marriages or heartless liaisons.
some as single parents valiantly seeking a better
future for their children, some full of dreams but
with few skills to match their hopes, and others
turned cynical because. being realists, they have
little hope left. Most of them had looked elsewhere
for a job, but they all ended up at the nursing home.
The nursing home 1s always short of nurse’s aides.

It is a distinctive social world from which most
metropolitan nursing homes recruit the caregivers of
elderly people. Thev come to the nursing home
weighed down with economic hardships. And more-
over, those who have existed for some time tn that
rugged world bring with them as well a view of life
tempered by a hardy existence. An abbreviated
childhood may have exposed them early to life’s
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seamier side. Their tough attitudes and values have
helped them survive and even triumph in that de-
manding environment.

And now if in a middle-class work setting nurse’s
aides appear to be dispassionate and indifferent at
times. it is because life has been a good teacher. A
skeptical and wary attitude has served them well.
That attitude is born of expenience: it has become a
part of their character and of the seli-concept some
aurse’s aides bring with them to the nursing home.

The Institutional Culture of the Nursing Home

Some nursing homes in the Chicago area endure
over a 100% staff turnover each year (Day & Berman,
1989}. This constant outflow not only drains dollars
(Stryker, 1982), but also cruelly disrupts the fragile
social wortd of elderly residents. Personal care suf-
fers when aides leave and take with them the knowl-
edge of residents’ idiosyncrasies, habits, and medi-
cal conditions. Relationships are severed and the
precious semblance of continuity in the life of elderly
residents disappears. especially when the home rou-
tinely relies on temporary help from nursing pools.

The temporaries and the part-time nurse’s aides
only underscore the principal frustration of resi-
dents: personal care without commitment. It is not
that the aides neglect. but it is the soulless service,
the cheerless attitude, the coldness in the touch that
bothers the residents. Why does the aide ignore
when she sees the need? Why does she seem not to
hear when summoned? Why does she not take a
complaint seriously? Why does she make that sarcas-
tic remark within earshot? Why does she sometimes
not say as much as a friendly word when she helps
groom or bathe?

The impersonal old-age business. — Of course the
elderly resident is not privy to all that weighs on the
aide. Her child is ill at home. and she has not bought
the medicine the doctor prescribed; her rentis over-
due. and she needs a different excuse this time: and
she did not get the advance on her wages that she
needs to fix the car. Being in a loveless marriage, her
husband 1s again gone for 2 days, and she pretty well
knows where. Returning home from her evening
shift in this white neighborhood, last night she en-
dured more jeers from a clutch of white young men,
and a flying rock just missed her as she quickly made
it to the train station.

Such cares dog many a nurse’s aide as she serves
her 12 heavy-care elderly charges. Aides would have
to be sanguine optimists, biessed with uncommon
psychological reserves. not to let these personal
troubles intrude on their work. The nursing home, of
course, ofiers no counselling service, which they
sorely need. but can ill-aiford on their own. The
supervisors have little time for, and less interest in,
their personal problems; they have heard all these
tales before. The nursing home is an institution, after
all, and an institution can be impersonal, and even
heartiess; how can it cater to the private needs of all
its workers?
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In turn. nurse’s aides learn to keep their distance.
and even feel cynical. How else.can they react when
what the management always says so blatantly con-
tradicts what they in fact do? The pious platitudes
about “commitment’”” and “"caring” seem only a thin
mask for what they really want: productivity and
etficiency. Why else would they skimp on stati? Why
would they bargain so hard to keep wages down and
cut fringes? How come thev eagerly install new car-
pets and fancy decor. vet begrudge the necessary
supplies? How come they show more concern ior
paper compliance than for the caring touch? Clearly.
they are in the old-age business; they pav aides to do
the caring. And aides understand it all; nobody need
teach them how to play by the cynical rules of an
uncaring game.

Routine indignities. — Neither do aides harbor any
illusion as to how much the nursing home values
them and their work. The cues are everywhere, like
the poster that hangs jokingly in the office of an
administrator: ""A New Incentive Plan: Work Or You
Are Fired!"* No matter that they work hour after hour
changing underpads, cleaning dentures. bathing,
toileting, feeding, and doing other repetitive, menial
body-and-bed tasks. They better find satisfaction in
their daily toil and not expect anyone to pat them on
the back. They know that the management carefully
watches when they arrive or depart, and how long
they linger on their funch break; the management
supervises them ceaselessly, gives them little room
for initiative and rarely much benefit of the doubt.
After all, their work ranks lowest in status and wages.
it calls for no exceptional skill, and merits no ad-
vancement. An aide, in fact, is expendable.

When in private, mediocre managers even express
their disdain freely, as one did to one of the authors:

1 can't expect responsibility from the aides. because they
are not responsible 1n thesr private lives. Thev live harsh
lives and exist in a violent subculture. So | can’t expect 100
much canng from mv aides.

So. rather than create a climate to relieve the pres-
sures of their arduous personal world, he adopted a
stvle that reminded his aides of how little thev were
really worth as persons and as workers.

Nursing homes oiten change ownership, hire new
management, and alter their policies. Managers hire
endless consultants, bearing the state inspectors in
mind. With all these changes come more staif in-
services, which experienced aides suffer through in
silence. They have seen it all before. they understand
how the game is plaved, and so they endure the
implicit assault on their experience, maturity, and
insight.

Little comfort or grautude. — There is little in a
nursing home that compensates for such routine
indignities. Their fellow workers may not otter aides
much help. When the work torce is mixed, aides
tend to move in cliques formed along racial and
ethnic lines. Such factions are a rich source of gossip.
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rivalry, and backbiting. They may even secretly align
with the management to win favor or to settle a score
with the rwvals.

Nurse’s aides cannot depend much on their el-
derly wards either. Aides come not to expect much
gratitude trom them. Rather, aides learn to endure
those among the confused elderly who will kick or
strike, the artfut ones who become incontinent only
to spite or to get attention, and the stubborn ones
who refuse to cooperate.

Aides are often remarkably tolerant and under-
standing. They even enjoy their wards, especially
their remarkable life-stories. Yet aides will point to
their share of the crusty, disgruntled elders, who can
be “too demanding,” “impatient,” “ungrateful.”
and even “foul mouthed.”” Nursing homes are not a
racial paradise, and some elderly people are not
above acting on their ethnic stereotvpes and throw-
ing racial slurs: "Why don’t you go back to Africa?”
“You are a Nazi, you know that?” And the visiting
families are hardly much different.

In sum. the nursing home 1s just a workplace,
rarely very inviting, and hardly a refuge for aides’
personal problems. The work is menial and monoto-
nous, the setting often cold and impersonal, the
managers and clientele hard to please; scarcely a
context suited to bolster the aides’ self-worth.
Rather, the institution helps turn the malaise of their
personal life into alienation, it strains the fragile
idealism of the Strivers like April and Emelie, its adds
to the hopelessness the Endurers like Martina and
Rita experience. The Strivers, their optimism and
commitment sorely tested, find an added reason to
leave long-term care. The Endurers, calloused and
detached. continue to play the passionless game.

Fortunately for the elderly residents, nursing
homes continue to draw the young and the ideahst
caregiver. The Strivers, and those particularly
blessed with uncommon family resources and per-
sonal strength. survive the institutional inequity, just
the way they have prevailed over their social con-
straints. But tvpically these optimists move on, leav-
ing behind the Endurers. And these latter hold out in

the nursing home as they do in life, protected by the '_

cover of indifierence and skepticism.

Personalizing the institutional problem. — The el-

derlv residents and nurse’s aides behave the way-

most humans do. Rather than point the finger at
msttutional inequities, they personalize life’s prob-
tems and make each other the target for their frustra-
tion. Thus, if elderly residents lead less than digni-
fied lives in many nursing homes, the blame should
rest principally on society’s indifferent commitment
to them. For it devalues old age. it provides the
skimpiest resources to nursing homes, it calls upon
the least skilled of workers to provide the care. and it
then holds nursing homes in scant respect (Vladeck,
1980;. The elderly resident, however, scarcely pon-
ders on these societal issues. Rather, in the day-to-
day interaction, the anxious resident particularizes
the problem and blames the irustration on the lacka-
daisical wavs of the nurse’s aide (Vesper:, 1983).

On their part, nurse’s aides barely fault society for
their personal circumstances or for their poor work-
ing conditions. Not that they are unaware how sqci-
ety has uncaringly dumped the frail elderly residents
into their care, nor how the profit-seeking nursing
home invests minimum resources, seeks maximum
returns, and creates difficult work condrtions
(Rango, 1982). They sense that some elderly people
seek o protest their institutional indignities through
incontinence, refusal to eat, and untoward behavior.

But in too many nursing homes the institutional
culture prevails. Within it aides are only hired hands;
no one provides for their affective needs nor cares if
it alienates them. And being in the constant company
of dependent elderly residents, the aides, too. begin
to individualize their problems. Thev make their
wards the ready target of their discontent and resent-
ment.

And that completes the vicious cycle. Two parties,
both powerless, little respected, and hardly recog-
nized by society are made to face each other in a
difficult setting not of their own making. They are
bound in an intimate association, but enjoy little
intimacy. Neither party controls the institutiona! en-
vironment in which they exist. neither can break the
negative cycle, and so the problem feeds on itself.

Conclusion

The national discourse on quality of life in the
nursing homes has scarcely addressed the serious
issue concerning the front-line caregiver. It is not
merely the skill ot nurse’s aides, but above all it is
their commitment that determines the quality of the
care they give. The personal world of nurse’s aides,
however, is far removed from the culture, and largely
shielded trom the eyes. of middle class America,
which largely populates and runs the nursing homes.
Thus the institutional culture of the average nursing
home not only ignores the affective needs ot the
nurse’s aides, but it even assaults their selt-esteem.

In their concern tor qualitv, advocates and policv-
makers alike often take the easy way out: thev re-
duce a complex problem to the simple issues of
statfing and training. Thev ignore the social history
behind statf apathy and unconcern, and they seldom
recognize how the institution mav estrange an aide.
Such a simple-minded approach is not unlike the
ingenuous production strategies that have created
the crisis of modern business. Successtul Japanese,
Amenican, and European companies, however, bear
eloquent witness that worker morale, commitment,
and productivity respond well to a management pol-
icy that respects the social. psvchological, and orga-
nmizational needs ot the emplovees (Chera. 1986; En-
gland, 1987; Lohr, 1987a: Lohr, 1987b).

There indeed are exemplary nursing homes that
break the hopeless cvcle that spawns a common
atiliction that betalls manv nursing homes: severe
statf attrition, sagging morale, and inditterent care.
These homes create an nstitutional structure that
remains sensitive to nurse’s aides’ needs, nurtures
their idealism, and values their central role. Thev

The Gerontalogist




boost their self-esteem and foster a family spirit that
compensates for the troubles of their personal world.
They evoke their loyalty and devotion. Loyal nurse’s
aides become attached to the residents and they walk
the extra mile to serve them. That, however, is the
substance of another study (Tellis-Nayak. 1988).
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Establishing a Restorative
Nursing Program in LTC Facilities

Creative strategies involving both educative and administrative approaches may hold the
key to maximizing functional performance of residents.

by Catharine A. Kopac

G iven the current personnel shortages in nurs-
ing and rehabilitation, and the prospective
payment systems that are affecting all health care
delivery, long-term care is particularly vulnerable
to the effects of staffing problems and cost-

containment strategies.

This comes at a time when the number
of elderly is increasing, particularly the
number of frail elderty with multiple health
care problems. Nurse managers are con-
fronted with the task of providing quality
care that moves beyond the “bed and
body” routines to an individualized
restorative focus.

Nursing's Responsibility. Restorative
care for many nurses is synonymous with
rehabtlitabon and. because of this perspec-
tive, a feeling persists that restoration is
the responsibility of the physical therapist.
Restorative nursing, however, is the re-
sponsibility of nursing. A physical thera-
pist. occupational therapist or speech
therapist sees a resident usually for less
than one hour per day. During that time,
the rehabilitation professional focuses on
skilled assessment and evaluation, the
establishment of protocols and the provi-
sion of skilled services.

Photo courtesy of J Robert Strckier

Despite i disciplinary care pt
meetings, restorative protocols that re-
quire the support and parbcipation of nurs-
ing personnel are rarely developed for the
nursing care staff. In addition, those
routine, repetitive procedures (e.g., learn-
ing to dress oneself, learning to mnsfer.
passive and active range of motion exer-
cises, supported ambulation, etc.) that re-
quire nursing time are often seen as less
important than distributing medications,
keeping residents clean and dry, and feed-
ing them. Unfortunately, it is the repeti-
tive, time-consuiming tasks that constitute
the bulk of restorative care.

28 X'NC tone pay

The foliowing case is ail too familiar: A
frail. older person 1s admitted in an am-
bulatory state to a long-term care facility.
Dunng the first few days that he is in the
facility the staff observe that he is weak
and unsteady on his feet. Fearing that he
will fall, he is instructed not to walk without
assnsunce Hei is caughl seveﬂl umes
at to Iv and

admission.

The downhill course that this scenario
describes can and often does apply to
other activities of daily living as wel). How
a long-term care facility chooses to ad-
dress maximizing the functional perform-
ance ofits residents is a question that often
goes unanswered. Perhaps the solution
lies in addressing the need from both an
educative and administrative approach.

The Educative Approach. Nursing
educators know that the basic elements
of restorative nursing are taught during the
mmducmry fundamental course at the be-
ginning of a nurse’s education. It is at this
time that transfer techniques, range of mo-

{ tion and body mechanics are addressed.

Unless the nursing curriculum has a
specific focus on rehabilitation, a nursing
student rarely receives further instruction
that would prepare kim/her for restorative

; procedures. [t should be mentioned that

this is often accompanied by timited educa-
tion in nursing care specific to the aged,
and the majority of nurses in practice to-
day have received their knowledge of nurs-
ing care of the aged through imited contin-
uing education offerings.

Consequent)y a nurse manager is often
wuh nursmg 1, both

} and p: J, who
have basic nursing ‘skills but who have had
limited instruction in care for the aged and
no instruction in restorative care beyond
some very basic procedures taught in a
fundamentals course. Because restorative
procedures do not require advanced skills
or instruction, nurses often believe that
they know what to do and do not need fur-
ther education in restorative care. This is
not true.

For example, many nurses do not

P

after several days is rcslmned to pr:venl
ambulation without assistance. Within one
month after admussion the older resident
is weaker, less able to ambulate and is
more dependent than at the time of

d d the difference in the teaching
of transfer, or the transfernng of a resi-
dent who has had a “right-sided” stroke
versus one who has had a “left-sided”
stroke. And, a resident with Parkinson’s
disease who requires assistance with am-




bulation is approached very differently
from one with 2 fractured hip despite the
fact that both residents may be learning
how to use 3 walker.

M restorative procedures are to become
2 part of the daily nursing care of a long-
term care facibity. then the nursing care
staff (professional and paraprofessional)
will have 1o be taught restorative pro-
cedures. Nothing is more frustrating for
a rehabilitation professional than to spend
several days working witha resident inan
attempt to teach inde pendent transfer only
to find that the nursing stafl transfers the
resident or the resident is transferred
inappropriately.

The Administrative Appraach. Educa-
tion by itself cannot create a restorative
nursing care prog Such a progr
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rehabilitanon  professional but can be
suvcmsed by a nursing professional once
traming is complele

The remaining nursing assistants who
have been trained. but not as intensively.
Qve nursing care that is supportive to the

for le. per-
forming tnnslers cometll)

The restoratve nursing assistant works
with those residents who have been
evaluated by a rehabilitation professional
and had protocols established. When there
is no need for skilled services and a resi-
dent is placed on a restorative program,
he/she should be evaluated at least month-
Iy t0 determine the effect of the program
and whether there is a need to change the
protocol.

needs the support of a facllity’s admirustra-
tion, not only to educate the stafi, but to
create a system that will allow for the per-
formance of restorative procedures. Such
a system must take into account the cur-
rent staffing shortages and type of pro-
cedures that make up the preponderance

The nursing (RNA)
prwndes anatural “bridge” between nurs-
ing and the rehabilitation professionals.
The RNA can be administratively respon-
sible 10 nursing while being program-
matically responsible to the physical
therapist or the occupational therapist who
determines the protocol for the patient.

of restorative care. It must also add

the interdisciplinary nature of restorative
care because without the collaborative ef-
forts of nursing and the rehabilitation staff,
a restorative program cannot be
successful.

This ar enables nursing to
supervise the work of the RNA and deter-
mine if the nursing care staff is providing
the support for the restorative program-
ming. [t enables the rehabilitation profes-
sionals to monitor and evaluate non-skilled

RESTORATIVE
NURSING ASSISTANT
Programs of Responsibility RNAs
May Be Trained In:
* Basic Therapeutic Exercrse
» Posinoning and Range of
Motion
* Ambulation
* Activities of Daily Living
e Application of Modatties (Hot
Packs. Ice Packs, Massage)
« Support Assistance to
Rehabiiitanon Professionals
Evaluations. Tests and Com-
plex Treatments -

procedures for which they may
have neither the time nor a reimburse-
ment mechanism to provide the service.
It enables nursing to have effective carry-
through on restorative procedures be-
cause if a trained RNA is assigned to per-
form only restorative care, then those pro-
cedures which often are ignored in favor
of “bed and body care” are a part of a par-
ticular individual's job description and,
therefore, are more tikely to be carried
out.

Summary. Nurse managers in long-term
care are confronted with providing quali-
ty care despite personnel shortages and
decreasing monies. Creative strategies
need to be used to move toward and/or
intain a nursing care focus that goes

One approach to providing ongoing
festorative care is to traib nursing
assistants in restorative procedures.
training is above and beyond the training
mentioned earber. In this training, one or
two nursing assistants (the number
depends on the size of the facility) are
carefully selected by the nursing admen-
istration for a four- to six-week training
peniod, during which the nursing assistant
works directly with a physical therapist and

beyond “bed and body™ services to one
of individualized, restorative care.

One such strategy is to use both
educative and administrative approaches
and create a restorative nursing program.
Such a program has the advantages of hav-
ing educated staff, designated personnel,
and administrative support to carry out
procedures and protocols that make a dif-
ference in the everyday functioning of long-
term care residents. 8.0.0.

Jearns specific non-skilled procedures and
protocols that can be carried out at the
direction of the physical theraps

Camanne A Kopac ANC PhD. sanurse
researcher and proect manager wih Rehab
Inc i Alexandria Va arehabiditation fiym that

restorative nursing assistant does not need
to be under the direct supervision of the

wnplemenied
g programs in long-lerm Care facdes 1n
Vegrua

nurs:
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RA COORDINATED REHABILITATIVE
EXERCISE IMPROVES QUALITY

Nancy Farnham and Judy Moffett

or eight years, Villa Maria, a
132-bed skilled long term care
facility in Fargo, North Dakota,
used restorative care aides (RCAs) to
assist in the rehabilitation ofpauenu not

would have no purpose other than the
brief physical exercise.

Another area of concern with the RCA
method was that it fragmented the resi-
dents’ care. We have worked with holistic
pnmaryunfoxuwnlyunmd found
it is essential for w:h resident to forge

requiring physical or
therapy. The RCAs provided assistance
with resident activities such as walking
and range of motion (ROM) exercises.
In 1987, however, we decided to climinate
the restorative care assistant positions
and reassign those duties to resident
assistants (nurse assistants). The change
has proven 1o be very effective.

Need for Change

The RCA position had many inherent
problems associated with it. One areaof
great concern was the way were

a with a caregi
This allows the resident someone who
understands all of his or her specific
needs, instead of having to deal with
several different caregivers who each treat
only a portion of those needs.

RCAs worked with residents who no
longer required the higher level of
therapy. One side-effect of this was that
the primary caregiver had lirtle direct
contact with the physical therapist, thus
mhxbmna communication. Adding to the
moonsmenq RCAs were only on duty

h h Friday, leavmn I’CSI-

scheduled into time slms to walk or do
ROM exercises. The RCA h did

d:nu wuhout a.ny mmse

day basis, which can affect activity levels.
The relationship resident assi

have with residents is motivational
because residents trust their caregivers
and realize the RAs understand their ca-
pabilities and limitations. RAs know
each resident’s routine and activity in-
terests, which enables them to fit exercise
into the residents’ schedules in a conven-
ient, functional way. And since resident
assistants are on duty seven days a week,
residents receive more consistent exercise.
The elimination of the RCA position
has opened up the lines of communica-
tion from the physical dunpm to the
RAs. This means the direct caregivers are
geuing expert advice firsthand, maximiz-
ing their ability to provide high-quality
care.

A New Start

of this new approach

ennalduohm

not wake into the 's time

took three months. During this time we
ducted several educational sessi

frame. A person’s activity desires or other
interests became secondary to the restor-
ative care aides’ time schedule. Villa
Maria’s pride in being a resident-directed
facility did not coincide wuh thei imper-
sonal scheduli

d that, for some id it
was "hke sumng over'' every Monday.
g exercise duties to m:dm!

for resident assistants, including a work-
shop for lhe RA team Indm with the

assistants (RAs) had many p
effects. The procedures are now done in
a more functional, mumnsful manner.

with the existing program.

Neither did !htRCAlppma:h provide
any motivation. A restorative care aide
might walk a resident the length of the

and back to his or her room at
10:30 a.m. every day. The walk itselfl

Nancy Farnham, RMT-BC, LSW, is the
coordinator of the rekabilitation and
recreation department of Villa Maria.
Judy Moffet, RN, C MS, is an aging ser-
vices specialist with Lutheran Hospitals
and Homes Saciety (LHHS), a heaith care
multisystern which owns and leases 35
Jocilities in 11 states. Villo Maria is a sub-
sidiary of LHHS and both are located in
Fuarga, North Dakota.

. Provider Soparmier 1998

For i are done while
dressing in the i a resi-
dent's awareness and motivation for the
exercise. The resident finds it is easier to
put on a sweater by anarm out
just a little bit farther.

Many residents are leaving their wheel-
chairs to walk to activities or to the din-
ing room for meals. This gives walking
a purpose and also allows people to use
regular chairs for meals. Sitting closer to
the table makes it easier to eat unassisted,
and the decrease in wheelchairs has made
the room less congested.

The change has also meant that the
person who is walking with the resident
knows him or her very well and is aware
of how he or she is feeling on a day-to-

on
walkmg saf:ly. positioning, and ROM
exercises. Written material was available
for all RAs on these subjects. The RCAs
worked side-by-side with RAs to show
their approaches with different residents.

The physical therapist also worked
with the RAs, checking techniques and
offering suggestions for individual resi-
dents. A new communication system was
put in place to make sure residents did
not **fall through the cracks’” when they
no longer needed physical therapy. We
also developed a documentation system
for the RAs’ new duties.

The quality of care at Villa Maria has
improved markedly through this new
approach. Moving rehabilitative exercise
within the responsibility of the RA is not
only more efficient, it is a much more ef-
fective way to serve the resident. @
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Removing Restraints: Changing
The Face of Long Term Care

New Hampshire nursing home
administrator Jeanne Sanders no

and family guilt have to accom-

longer sees unshackling resid
from physical and chemical re-
straints in the relatively narrow
terms of changing a standard of
practice. A year after the New
Hampshire Health Care Associa-
tion declared New Hampshire
would become the first restraint-
free state, she has acquired a new
vision of nursing homes.

*A place where visitors like to
visit and employees like to work,”
she says. “Where residents can in-
crease their level of functioni

panynursinghome placement. She
has rel d 126 resid from
restraints and seen people acquire
a new zest for life after entering
the nursing home.

“They're animated, smiling, they
have more visitors,” she says.

Residents whose sole exercise
used to be passive range of motion
go on their own to a mobility room
where their activities include
punching a boxing bag. A native of
Sweden who was both physically
and chemically restrained has a

enjoy themselves, even go home
ain.”
Sanders, who is president of the
NHHCA and owner/administrator
of Golden View Health Care Cen-
ter in Meredith, says she has seen
changes in her facility in one year
that make her question why dread

tutor helping him learn to read in
English.
Maine ombudsman Joan

Sturmthal, who is applying for
funds to bring a program like New
Hampshire's to her state, calls

Golden View “amazing.”
*“The morale of the staff is just
see New Hampshire, p. 3

Quahty Care Advocate is supported by the American Association o!f Retired Persons




Providers Find No Magic Formula:
‘You Have to Assess! Assess! Assess!’

New Hampshire, from p. 1

incredible,” she says.

Sturmthal visited Golden View
with an administrator she knew. She
said he observed the smiling, active
residentsin Sanders' facilityand told
her, “Your residents are in much
better shape than ours.”

“But they weren's,” Sanders told
him.

Eliminating Restraints

Sanders is committed to elimi-
nating, not reducing, physical and
chemical restraints, but several
Golden View residents are still
chemically restrained.

“It hasn't been an easy time,” she
says, stressingthather nursinghome,
like other pioneers, is groping to find
underlying causes and treatment for
conditions that cause aggression,
wandering, screaming and falls.

More formal research about these

ditionsisneeded, but while,
providersarerelyingheavily on their
own assessmentsof residents’ needs.

“Asgess, Assess, Assess!”

“Everyone wants to know what's
the formula,” says Sanders. “I tell
them everyone is different — you
have to assess, assess, assess!”

In looking back at how residents
came tobe restrained, she says, staff
often find a one-time situational oc-
currence.

For example, a new resident is
admitted, becomes disoriented, and
falls. The nurse calls the physician,
who orders a physical restraint,
which makes the resident belliger-
ent. Achemical restraintis then pre-
scribed to control the belligerence.
By now, the resident has acquired
behaviors that make staff afraid to
remove the restraints.

Now, says Sanders, staff keep
asking why residents act as they do.

“We tell staff everybody here is
somebody justlike you are. Put your-
self in their place.”

Inspiration for Movement
The inspiration behind the move-

ment to end restraints in New
Hampshire is Vivienne Wisdom, ex-
ecutive director of the NHHCA. Wis-
dom says her inspiration came from
NCCNHR consultant Sarah Burger.

“If it could be done,” Wisdom de-
cided after listening to Burger, *1
decided my members should have
the information.”

Since the spring of 1989, at least

homes is a piece of cake by eompari/
son,” she tells nursing home staff of
the days when mental hospitals were
releasing physical restraints and
remotivating institutionalized pa-
tients who were sometimes violent.
Bateman’s training is in demand
throughout New England, and Wis-
domandhermembershave addressed
providers in numerous states, in-
luding K ky, Indi Okla-
homa, Iowa, New York and Arkansas.
Joan Sturmthal says Bateman
“makes so much sense you wonder
why nobody thought of this before.”
Sturmthal has}alked to several

34 percent of NHHCA’s bers
havebecome “virtually restraint free
and maintain a restraint-free phi-
losophy,” she told the American
Health Care Association in June.
“The other 66 percent have made
significant progress.”

NHHCA's Guru
The “guru” of NHHCA's training

NewH hire istrators who
have followed Bateman's program
on eliminating restraints,

“It’slike they’'ve been converted to
a new religion,” she says. “Once
people have the tools, they feel a lot
more confident.”

Training Program
The first recommendation

program is Eileen Bat, areha-
bilitation nurse who was invalved in
mental health reform in the 1950s
and 1960s.

“What we're doing in nursing

Phylils Foster. J S

of Golden

Bat givesisnottotrytobecome
restraint-free overnight. Releasin;
more than two residents a week ma?
overwhelm staff.

see New Hampshire, p. 4

Vivienne Wisdom,

of the New H;

red their

oxperiences with restraint

with other

Health Care

Associstion meeting in Washington, D.C. When Golden View decided to become restraini-
free, It hoid 8 restraint-burning party to fet the community know about lts philasophy.
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,‘Expectations Have Changed,
And We Can Change with it’

New Hampshire, from p. 3

says
cannot be rushed, either. They should
be assessed for medications that con-
tribute to loss of blood pressure, dizzi-
ness and falls. If drugs are reduced or
discontinued, residents need a few
weeks toget t.hem out of the:t system.

at her facility have not occurred
among residents who would have
been restrained.

“The standard of practice in the
past was safety with no risk-taking,”
says Wisdom. “Now the standard of
pmcuce will be independence to the

t extent possible, which will

us look at a]l drugs — cnrdlac.
‘hypertensive,”saysJeanne Sanders.
“Five years from now we'll realize we
give too much of all of them.”

Mobility Program

A mobility program to get unused
muscles moving again also is essen-
tial, l, says Bateman. S'he warns that

include some risks.”

Families

tells providers to educat.
families about the risks of using, as
well as not usmg rest.rmnts S}:e
hold
a social event where the new federal
guidelings are posted gnd surveyors’

whose

contracted or whose joints are dis-
eased by arthritis may not be able to
stand or even tositina chair with

are

If family members or legal guard-
ians wantaresidenttoberestrained,
sher dsrequiringthemand

some kind of restraining device.

“We may never retrieve these
people,” she says, *but 95 percent
can be released.”

Bateman helps nursinghomes set
up mobility rooms where residents
can continue to build physical
strength and increase activity.

Bateman says eliminating re-
straints does not require more staffin
nursing homes t.hat. comply with

reposmon resn'lents at least once ev-

removingrestraints, staffasked them
how they would feel in their parents’
place.

“What would their mother do if
ghe made the judgment? As they saw
what was happening, they embraced
our philosophy.”

Meeting Expectations

Wisdom does not believe in re-
proaching providers who have used
restraints.

“We were meeting expectations.
Now those expectations have
changed and we can change with it.”

Addressing the American Health
Care Association in June, Wisdom
told fellow providers, “Restraint re-
duction is changing the public’s per-
ception of us. It will change the face
of long term care.”

For more information, contact
Jeanne Sanders, Golden View Health
Care Center, RFD 3, Box 51, Rte.
104, Meredith, NH 03253. (603)279-
8111 Vivienne Wisdom, New

the resident to sign & form ack -
edging they have been informed of
the dangers.

Jeanne Sanders says when fami-
lies at Golden View were resistant to

hire Health Care A
125 Airport Rd., Concord, NH 03301
(603)225-0900. ‘Or Eileen Bateman,
RR 3, Box 716, Wells, ME 04090.
(207)646-7329. | ]

Consumers, Providers Respond to Call
For Training to Reduce Restraints

tions are sponsonng training and
othered 1 programs for their

ery two hours. Restrained C d groups, om-

require more time than those whoare budsmen and industry iati

able to take care of their own needs. throughout the country are respond-
ing to the opportunity to educate

Fear of Imunel their about eliminating

Fear of injuries and lawsuits cre- restraints.
ates provider resi to Washi State Nursmg Home
restraints, but Bateman and Wis- Resident C: for and

dom agree with research showing
that falls cause fewer injuries —and
less serious injuries — than re-
straints. [See page 5.)

“There are 40 to 50 deaths a year
from restraints,” Bateman says, “and
not)ustfromnmpmperuseof?oseys

“I address the negatives up front,”
says Sanders. “Falls, litigation, run-
aways — some negative things will
happen.®

Even so, says Sanders, most falls

the Land-of-Sky Regional Councﬂ in
North Camhnu have sponsored con-

members. The Kentucky Association
of Health Care Facilities reportsit is
*advocating a healthy restraint free
environment and doing everything
ibl te our bers on
the best possnble way of achieving
this goal.”
'l‘he New Hampshire Health Care

ferences that i s
and offered inui ducati

T ds that states

d their own experts, model

credits for nursing home personnel
The Canton, Ohio, Alzheimer’s As-

facxhhes and programs to address

sociation held a workshop on re-
ducing physical and chemical re-
straints as part of a series on Qual-
ity of Life Issues for Nursing Home
Residents.

A number of state trade associa-

p , such as falls, that concern
their constituents,

“Use someone from outside for the
first exposure,” says director
Vivienne Wisdom, *but you'll have
members succeeding very soon who
can share.”
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Change of Pace For
Alzheimer’s Patients

" Patiently prompting a severely demented
resident to manage ADLs can be more
appropriate activity therapy than hurrying
her off for conventional recreation.

JEANINE NIEMOLLER

hen the interdisciplinary
team walked into the din-
ing room in our nursing

home. the noise was deafening. One
resident was shouting “Here, here.
You, come here.” Another was recit-
ing the Hail Mary in time to the bang-
ing of her spoon. Few residents were
eating.

The caregivers themselves looked
harried and unhappy. The activity
board read “Ring Toss at 1:30,” and
the activity aide was urging staff’
members to hurry up and “get these
folks down to the activity room.™

The residents included people
with Alzheimer’s and other demen-
tias, cortical atrophy, and cerebro-
vascular accident or disease. They
had memory loss, language deficits,
and behavior problems; many were
withdrawn or loud. All of these resi-
dents had previously been scparated
from the alert and oriented patients
in other parts of the nursing home.,

Despite our best cfforts, the unit
was floundering, and our staff was
frustrated. The Medicare survey
team had suggested the recreational
program was lacking.

Help Them Help Themselves

The multidisciplinary tcam—an
occupational therapist. physical
therapist. activity director. social
worker, a nurse practitioncr, nurses’
aides. and the director of nursing—
got together 10 brainstorm.

We wanted better care for these
residents and staff satisfaction. For
any expenditures from the corpora-
tion, such as for added staff, we
needed a goal and justification. We
started by putting our philosophy in
writing: To enhance the quality of
careand dignity of life for residents by
allowing them opportunity for partic-
ipation in activities of daily living in-
cluding mobility, eating, dressing,
grooming. hygiene, toileting. and de-
cision making in these activities.

This seemed very simple and ba-
sic. but we felt that hurried. marginal

Jeanine Niemolter, RN-C, is assistant dirccior
of nursing at bvinson Mcmorial Hospital Ex-
tended Care Facitity, Laramic. WY. She
carned the NADONA/LTC Founder’s Award
for this project.




care had evolved in our desire to
meet schedules for meals,

and other activitics. Up to now, carc-
givers had found ivmorcexpedient to
perform grooming. dressing. and
other tasks rather then the
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the occupational therapist and the
nurses documented personal infor-
mation including family history, res-
ident likes and dislikes. previous
hobbics and life expcmnces and the

ident’s medical Theoc-

residents to care for th Ives. It

scemed more cificient 1o place resi-
dents in wheelchairs rather than en-
courage them to walk part way to the
dining room. Because they were mes-
sy and reluctant to cat, it was faster to
feed the residents than let them usca
spoon.

In our new program, amvnms of
dally living would be d ac-

| th physical thera-
pist. and director of nursing evalu-
ated each resident in five areas:
® Sensorimotor function: reflexes,
fine and gross motor coordination,
muscle h. physical

Talking about children was partic-
ularly helpful during grooming. Even
the most resistant of residents would
usually respond to this topic. The re-
sponse was so (avorable, it prompted
the social worker to purchase a doll
for a resident 10 “mother.” When the
resident was allowed to care for her
“baby,™ her resistance 10 caring for
herself declined and. at times, disap-
peared entirely. Grooming became a

body awarcness. .
® Cognitive function: orientation,
bl hsiion

® Psychosocial function: d

tivity therapy. This change would re-
duce the number of other “recrea-
tional™ activities ptanned for these
mentally limited rcsudcms. who fre-
quently found d. ion to

making and ability to interact.
. Dally hymg skills: physical and

be beyond their mental
Traditional recreation would be re-
placed by simple self-care activities
tailored to each person’s abilities and
needs.

This new concept was introduced
to the s1affin inservice courses. Most
staff thought of activity therapy only
in terms of games, music, and par-
ties. Hair and nail care, washing, and
walking were asaide duties rath-

abilities, for
) work, play. and lclsure
ability 10
late the cavi
A treatment plan with shon- and
long-u goals was d d for

each parnticipant. Thme-mamh re-
views were done 10 measure change,
and care plans were adjuslcd as
chan;cs occurred. The major activi-
ties d were toil dress-

instead of a bat-
lle Residents were observed dress-
ing, feeding, talking to the dolls, and
being caregivers.

At the end of one year, we had a
mountain of dala. We felt the pro-
gram had made a difference, butuntil
the data were analyzed, we had no
clear picture. The University of
Wyoming Schoo! of Nursing's Re-
search Center helped us sort through
it. In all, we were able to use data
from 17 of the 21 residents in the
sample who were involved for the
year. Indicators of improvement or
loss of ability were idemified, and
status was recorded as improved, un-

ing, grooming, fluid intake, meal
transfer, and mobility. Leveis of par-

cr than resident activitics. As we pro-
moted the new unit as a Rehabilia-
tion Unit, otherinterested and caring
staff people were recruited to work
wilh our special tcam.

Administration agreed to addi-
tional staffing hours. Several new
staff members were hired, including
a new swafl nurse who cared for only
these patients.

The social worker and occupation-
al therapist taught the saff how 10
use validation instead of reality ther-
apy with severcly demented resi-
dents. The physical therapist intro-
duced rehabilitation concepts and
-techniques.

Measuring Self-Sefficiency

Now that we had decided how we
wanted tochange things, we needed a
way to tell if the changes were im-
proving the functioning of our elders.
The dircctor of aursing and the occu-
pational therapist couldn’t find a
uscful measurcment tool. so we de-
signed our own.

As part of an activity consultation

were listed for leisure/
helping activitics and social/mental
status.

Nurses™ aides had master sheets
that enabled them 10 record resi-

or iting ioss of ability.
Loss of ability was rare.

At the end of the study, 7 (41%) of
17 residents improved in sensory
motor skills and 4 (24%) had better
cognitive function. The most observ-
able change was psychosocial, where
8 (47%) improved. Therapeutic ad-

dents’ level of partici in each
activity everyday for one month. For
each lcuvny. this sheet offered three
levels of pamc:pauon the aide could
circle: self, prompting, and with
help.

Giving Creative Assistance

For each activity, the caregivers
were instructed 1o allow self-care
first, then try prompting. If neces-
sary, the aide could provide set-up
and some assistance. Only after sev-
eral trials would the aide perform the
activity for the patient.

The caregivers were instructed to
give verbal cues and discuss the task
in relationship to the resident's past.
For cxample, during hair care, the
aide might ask if the resident had
evergoneloa beauly shop; (h:s might
causc the resi to the

showed no change in all but
two residents. Two residents de-
clined or showed no improvement in
all areas. We felt the improvements
were significant as all participants
wereexpecied, by virtue of their diag-
nosed ilinesses, to decline in ability.

Now, aftera year, the picture in the
dining room is noticeably different: -
The aoise level is lower; repetitious
noise and self-stimulating behavior
aregone. The resident who a yearago
was shouting “here, here,” now
smiles and waves hello. And the care-
givers themselves are smiling as they
give one-on-one care.

Is this type of program worth the
extra cost? Our corporation thought
so. Afier seeing our results, they kept
the extra nursing staff that had beén
hlred nnd also kept the occupauonal

care with a more pleasurable experi-
cnce and bring about discussion.

as a They
agreed that the program we designed
had made a big difference. GN
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The Medical Director:

A Job Description
For The 1990s

Medical directors wear many hats, and it doesn’t look like
there will be many dull moments in the future, either.

by Roman M. Hendrickson, M.D.

great diversity exists in the
responsibilities of medical di-
rectors within their respective
institutions. Few, if any, facilities
have evolved a firm job description
replete with guidelines. There exists
no mechanism for certification or
licensing of such individuals, and
there are no uniform methods set
forth for evaluation of their activities
within long-term care facilities.
Looking forward to the 1990’s, we
need to address where the medical
director has come from, where he
currently finds himself (or herself),
and where medical directors will be
in the future
Mandated by federal legislation in
1974, the medical director was to be
responsible for “overall coordination
of medical care within the facility,
and to insure the adeq and ap-

Although no one medical director
will perform each task described
herein, most would agree that the
tasks described represent the spec-
trum of activity addressed by medi-
cal directors of long-term care facili-
ties today. Using this base, a more
stan ized approach to the gener-
ation of a job description for all med-
ical directors can evolve for the com-
ing decade.

The medical director serves in
many administrative roles. These in-
clude, but are not limited to, the fol-
lowing activities:

® Meeting and working regularly
with the administrator and director
of nursing.

¢ Creating and monitoring the
mechanisms for enforcing institu-
tional policies and procedures, and

intaining their review periodical-

propriateness of the medical services
provided to patients” Additionally,
“the medical director was to main-
tain surveillance of the health status
of the employees, including freedom
from infection and routine health
exams.”

Dramatic Expansion. The position
of medical director has expanded
dramatically from its original limit-
ed description in 1974 to encompass
many major areas of activity within
long-term care facilities. Shaped by
the geographic, administrative and
financial characteristics, and re-
straints of each locale, and given the
individual talent and styles of med-.
ical directors as individuals, the job
description emerges as slightly
different at each facility.
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ly. (Legislation mandates review at
least annually.)

» Keeping the medical staff in.
formed of any changes in policy and
procedures.

* Developing medical criteria for
admissions, discharges, and utili-
2ation.

* Participating in utilization re-
view, infection control, patient care,
pharmacy, and safety committees.

* Reviewing medical staff creden-
tials, as well as organizing and
monitoring the medical staff.

* Maintaini ication be-
tween administration and all pro-
viders of professional services within
the facility.

* Monitoring and evaluating the
psychosocial and physical environ-

ment of the facility.

« Identifying social, medical, and
economic changes and incorperating
them into policies and procedures in
an effective fashion.

* Maintaining knowledge and
skill needed to address ethical issues
related to long-term care.

* Participating in any required
disciplinary action of the profession.
al caregivers within the facility.

¢ Participating in establishing and
monitoring criteria for employment,
as well as employee effectiveness.

 Preparing the medical director’s
written report to the administrator
(at least quarterly).

An Educator’s Role. The medical
director must also act as an educator
in a variety of circumstances. These
include education of family mem-
bers, administrators, insurers, regu-
lators, political figures, patients and
patients’ families, as well as attend-
ing physicians and other profe -
al caregivers within the institution.
Some of the tasks specific to this role
include:

* Attending and conducting regu-
lar meetings with the professional

ing staff to develop and cond
educational programs.

« Identification and development
of appropriate topics for in-service
training, pertinent to the specific in-
stitution, evolved through observa-
tion and evaluation of an on-going
patient care within that institution.

* Ensuring medical education ad-
dressing new care techniques and

ases.
 Participating in educational pro-




grams for patients, patients’ family
bers, and the nity at

» Providing educational offerings
to the professionai staff concerning
ethical, regulatory, and legislative
matters.

* Obtaining and ensuring his or
her own personal continuing educa-
tion for self improvement in areas
related to geriatrics and long-term
care, as well as appropriate govern-
mental regulatory matters.

* Where appropriate, writing arti-
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to make summary d con-
cerning admission, orders, and/or
transfers which might be considered
inappropriate.

* Conducting regular meetings
with providers within the facility.

* Participating in patient care
plan generation and review, not only
for his or her own patients, but the
patients of the facility as a whole.

Care Evoluation. Involvement in
medical care evaluation so as to
assure appropriateness and quality
of patient care is imperative for the

dical di of today’s long-term

cles for in-house publications.

Service ion. The medical
director must also act asa ooordma
torof,,," and profe
services relating to the delivery of
patient care. It is within his or her
job description to define the respon-
sibilities and establish systems of
accountability for the delivery of
professional services. Some of the
tasks involved in this area include:

¢ Organizing the medical staff.

¢ Developing and instituting peri-
odic review of the by-laws governing
physicians services within the fa-

care facilities. Programs designed to
assess quality care also ensure com-
pliance with governmental regula-
tions. Tasks directed in this vital
area include:

¢ Establishing basic standards
and criteria for quality medical care
and physician performance.

* Monitoring physician perfor-
mance as it pertains to patient care
within the facility.

¢ Evaluating and reporting the
results of on-going medical care
evaluation studies to the medical

ity. He or she must be pre.
pared to explain, define, and plan the
role for that facility.

It is the medical director who iden-
tifies issues and negotiates solutions
to problems involving outside insti-
tutions and programs where pos-
sible. In this role, he or she actsasan
advocate for the facility within the
community and promotes a more
positive image for the facility. Tasks
relative to this function include:

 Participating in the activities of
the local medical care community,
including those activities of the hos-
pitals, hospices, professional organi-
zations, and charitable organizations
of the lay community.

* Assisting the community, both .
medical and lay, in achieving a real-
istic understanding of the facility’s
capabilities and services through
public appearances and other com-
munication vehicles.

* Encouraging and facilitating
community invelvemnent within the
facility’s activities.

 Participating in health care plan-
ning for the community.

staff and nursing home . Panxcxpanng in geriatric com-
* Ensuring compliance by the . Makmg r dation: that and long term care commit-
professional staff with local, state, | lead to revision or creation of p tees of ions where
national, and facility requirements. | and procedures within the institu- possible.
 Facilitating the activities of | tion, stemming from the results of | ¢ Netwurking with all appropriate
inter-disciplinary team acuvmes in ity assurance program activities, ity, lay and medical groups.
patient care. . Pamcxpanng in commmee ac- » Representing the facility in the
¢ Arranging for and ensuring the | tivities resp for i ting | event of untoward events.
availability of quahﬁed consultative | policies and procedures, including | Health And Welfare. Employee
staff. Assisting in the ibility | those dated by law, such as drug | health surveillance, health promo-

of assessing and assuring quality,
timeliness, and appropriateness of
services rendered to patients within
the famlxty, as well as their " appropri-
ated and
of quality records.

¢ Providing medical coverage for
emergency situations of all individu-
al patients within the facility, as well
as assuring that appropriate emer-
gency equipment and drug suppli
are kept available to meet emergen-

level monitoring, laboratory indica-
tor monitoring, etc

* Maintaining knowledge and im-
plementing national standards of
care where appropriate.

» Reviewing, on a regular basis,
admissions, transfers, and dis-
charges of patients so as to assure
appropriateness.

¢ Establishing criteria and par-
ticipating in the monitoring of qual-
ity of life within the facility, and

¢y patient needs. assuring that the confidentiality of
* Assuring the availability of ser- | information concerning residents
vices and staff necessary to carry out | and staff is maintained.
the goals oft.he facility.  Particip in the ing
o Parti in the devel and evaluation of injuries and ill-
of PRO contracts, and momt.onng nesses among employees and resi-
PRO activities. dents of the facility.
¢ Developing policy and proce- | Public Relations. The medical di-

dures related to those individuals
participating in educational activi-

rector acts as the representative of
the long-term care facility to the

P

| pr ion as well as the lay
y. It is his or her respon-

nes thhm the faclhty, tuding
dical stu-

dent.s. and student nurses.
* Reviewing and being prepared
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sibility to articulate the facility’s
mission within the medical and lay

txon,andmaxmenameufsafetylsan
additi bility assigned to
the medical director and mandated
by federal regulations.

The medical director should have
input into evaluation of employee
skills and competency, as well as the
health and welfare of the staff, and
by doing so will also help promote
and improve motivation and compe-
tence of the staff. His or her role in
participation of the pre-employment
assessment, wellness program, as
well as back to work program for the
injured and, where appropriate, care
for the injured and ill employee is in
this direction. Specific tasks associat-
ed with this role of the medical direc-
tor include:

* Participating in a pre-employ-
ment process on employees that
includes a physical capacity assess-
ment.

* Participating in a program to
monitor, evaluate, and modify activi-
ties of employees so as to prevent in-
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Jury and where possibl quip etc

 Developing and ing pol- o Participating in the facility bud-
icy to help ensure the health and get process to assure availability of
safety of visitors, volunteers, and for medical functi
residents. * Maintaining competence in

* Promoting employee wellness interpretation and communication
programs, such as weight reduction, | to the administration of the facility,
exercise, moving and lifting therapy, | of the social, regulatory, political and
ete economic factors that affect medical

* Assisting in the development | care within that long-term care
and monitoring of programs to con- | facility.

trol patient behavior and prevent
employee injury.

© Helping to develop a modified
work program more appropriate for

Leadership. The leadership role in
research and development activities
mthmlongtemenrefaahm;aan

d role of the medical di

all individuals within the facility is
required. Specific tasks related to
this ethical-legal role include:

© Using the patient bill of rights as
a guide to assuring patients’ rights.

 Establishing a system for iden-
tifying and monitoring abuse :
developing a profile of the potent...
abuser.

* Assuring that policies and pro-
cedures reflect the intent of the pa-
tients’ bill of rights

¢ Establishing a mechanism for
ensuring that ethical and legal
rights of incompetent patients are

health care delivery within long-

injured employees. ‘Where appropriate, applied h
* Encouraging the use of assistive | activities may serve as a planmng . Malntnmmg current under-
devices by employees. tool and allow the medical director | st. as it applies to established
« Participating in the activities of | an opportunity to develop and imple- | legal precedents relating to resi-
the safety committee. ment the results of such studies, | dents’ rights.
* Working with a program for em- mcludxng the federally mandated  Identifying community resources
ployees with social or substance dical care eval 80 ilable to help resolve ethical and
including intervention and re- | as to increase the effectiveness and | legal issues, like the health depart-
habilitation, when appropriate. efficiency of patient care Some of the | ment, ministerial association, etc
* Monitoring community trends in | tasks relative to this area include: © Helping to assure the rights of
infectious diseases. Semng asa chamnan of an in- | patient self-determination through
* Helping to identify to review re- | the use and promotion of living wills
resources avni]able for search projects, with special attention | and durable powers of attorney.
ith psychol 1 ar social p to assure that proper safeguards are ® Assisting to assure that family
¢ Helping to develop policies and for pati involved | concerns are addressed in patient
procedures to monitor and control | within those research projects. care p|
healthhmrdsforemployees © Serving as a mentor to medical * Establishi licies and proce-
On-geing Expertise. Mai school stud physicians in train- | dures for physicians to follow in de-
and application of on-going expertise | ing, other physicians, and other | termining a limited treatment p],"-
in socml regulntory, political, and | health care professionals who might such as “No Code’ and variatit__
rs relating to p be involved in a training role within | thereof.
care services is also an imperative | the institution. o Participating in the activities of
for the medical director of today. As- ¢ Understanding and maintaining | the institutional biomedical ethics
surance that the medical director is | confidence in basic h meth- i where one exists.
- informed and active in this area can | odology. « Ensuring the patients’ rights to
avert an adversarial relationship * Applying pertinent research | privacy and confidentiality.
with local, state, and federal regula- | findings to policies and proceduresas | A Comsensus Opinion. The afore-
tory agencies who are more and | well as quality assurance, mentioned nine roles and the myriad
more active in the monitoringof | « ing a facility-wide de | of tasks iated with each reflect

that is supportive of research and

a consensus opinion generated by a

term care facilities. Specific tasks | open to change group of nationally prominent med-
associated with this role for the med- . Assummg respoxmblhty for de- ical directors. They were produced at
ical director include: 1 t and imp of fi held in Janu-
* Continuing efforts on the part of informed consentlpermxssxon forms ary 1988, under the direction of Dr.
the medical di to maintain cur- | forr JamJ PatteeattheUmvemtyof
rent knowledge and updates on fed- o Utilizi sound h metho- | Mi This was con-
eral rules and regulations, as well as | dology when conducting medical | vened in an attempt to better define
those of local and state regulatory | care evaluation studies. the role of the medical director, and
agencies. ¢ Promoting educational opportu- | how it should evolve. This presenta-
* Maintaining a current under- | nities that exist within the long-term | tion was excerpted from the opinions
ding of hanisms involved | care facility for students preparing | generated during that conference,
in long-term care reimbursement. | for positions in the health care | and it is hoped will give some direc-
* Maintaining an on-going effort essions. tion to current medical directors in
to achi deq imt Ethical And Legal. Medical director | further evolving their own job
for medical di and ding | participation in ethical and legal ac- | description for the 1990s. (€819
physicians. tivities within the long-term care fa-
® Actively participating in cost- | cility is another important role. His
containment decisions that affect orherpam::panonmt.hembhsh Roman M. Hendrickson, M.DNwer
medical care, such as the use of for- | ment of policies and p that id lect of the American Medical
mularies, contracts, appropriate lab | are designed to assure the rights of Directors Association.
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The Role of the Medical Director
in the Nursing Home

James J. Pattes, M.D.

In the founeen years since the federal articles of

d that & physi serve as a
medxuldlmmtmnnmnghom there have been
auempts w eliminate the position, as well as attempts
10 define the role. At the present time, there are no
empirical data that support the role of the medical
director in the nursing home. Boards of directors,
adnmummandmrecmofmmgauhvemymg

the i

of medical dsrecuon
ical events in the

In this umcle 1 will describe
of the role
that

thedelcplulnlhc conv;nﬁon hollydebaudthe
of the

rcqmmmcm. AHCAmpponfmlhnnqumenllo
retain the q y
passed. Obvi ‘y.lmungthe ini and
other providers of care within the nursing home, there
still exists a question about the value of the medical
director. The ambiguity that surrounds the role of the
medical director is probably a source of some of the
differences of opinion.

The Role Depends on Who Defines it

‘What is the role? Every nursing bome has group
decision-makers, such as the board of directors or
owner, the administrator, the director of nurses, and

ician, as well as the medical director.

ol’ the medical director, a
was held in Minneapolis in 1988, and then describe
the course which has developed as a result of the
consensus conference.

On three scparate occasions since 1975, the federal
government has attempled o rewrite the articles of
participation. In each draft, initially, there was an
attempt 1o eliminate the requirement for a medical
director. Each attempt Lo eliminate the requirement
was defeated because of the overwhelming support of

Each of these individuals bas s role to play in the

orgamunon This role is determined by the

expecuuons of each of the individuals within the

nu.rsmg home orgnmuuon The behavior of the

by the ions of the

bomlofdn'ecm thedn'eclanfnw:u.mdlhe
in the This

muul‘csmxm of what the administrator thinks otha
people expect him to do--thus the role of the
ndmnmsqamr is cast. Admmmnmrs have

consumu' groups for the medical dueclor
Thc i

P of a dicat different
dmini may have different expectations.

Medical Di

Therefore, we have different behaviors of medical

Medical A

i nnd the A
Gemmc Society all voiced their support. However,
the voice of consumer groups was most persuasive.
Society expects physicians o be involved in the care
of residents of nursing homes, and the consumer
groups felt that the requircment for a medical director
was one way Lo assure physician involvement. Even
lherecanOBRAmgﬂzmnspmposedmmumelha
a nurse take over the functions of the nursing home
medical director. This proposal was rejected, but not
without some serious discussion.

directors in differcnt nursing hormes--that is, decision-
makers within an organization may vary in their
expectations. Thercfore, the medical director's role
within the nursing home has been slow to evolve and
remains shrouded in ambiguity.

A national survey of medical directors by Dr.
Fenderson and myself was reported in Topics about a
ywuomdclwlydamnﬂnmdﬂmmmno
unanimity smong the medical directors over their role
mmenmnxbmm Some stated that they made no
since all the decisions were. made at

In the early 1980s, at a national of the
American Health Care Association in New Orleans,
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by the Minnesota Association of Nursing Home Medical Directors, 222

P Others d that they
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enjoyed their work and were closcly involved with the
board of directors, the directors. of nurses, and the
dmmm in decision-making within the amrsing

1988 Consensus Conference

In 1988, a conscnsus conference was held in

o identify the role, function, and tasks of
the medical director in the nursing home. This group
omeediuldimcmwhomfmldayandah‘lf
also had extreme difficulty their role, since
uch pm:elvedll\emlc differently. This dllﬁcully

our ion that the decisi in
nursing homes have dxfru-mg expectations of the
position of medical director.

‘The consensus conference was a turming point in the
understanding of the role of medical director. While
the medical directors in attendance could not agree on &
clear definition of the role, they had no trouble in
identifying the functions of the medical director, that
u.whmbdleydowunymttggmleoﬂhgmdml

1. ‘The medical director participates in administrative
licies n

5. The medical director helps articulste the long-
term care facility's mission to the community.

6. The medical director participates in surveillance
and promotion of the health, welfare, and safety
of employees.

7. The medical director acquires, maintains and
applies a knowledge of social, regulatory,
political, and economic factors that relate to
patient-care services.

After listing the f the medical di

identified tasks that they perform to carry out each
function. . For each function, 20 or 30 tasks were
developed. Each medical director did not perform every
task, but someone in the group carried out the task
that was described. Since tasks were often performed
for more than one function, there was much
duplication of tasks throughout the process. The

<seekingfundm [

following tasks were felt to be the most important
tasks far Function 1.

Function 1: Themedwddnmpuucmmm
administrative decision making and recommends and
approves policics and p

Tasks:
Highest Prioi

1. Meets regularly with the administrator and
the director of nursing.

2. Organizes and monitors medical staff.

3. Keeps medical staff informed of changes in
nursing home policies, procedures, and
state and federal regulations.

Priori

1.  Ensures the medical staff has necessary
ential

2. Mainti L imi
istration and providers of professional
services in the nursing home as well as
Crpanizing ad inegrtng iner
activities in the facility.

3. Develops and provides leadership needed w0
achicve medical care goals.

4. Uses all means available to stay informed of
intemal and extemnal changes in long-term
care.

A Course that Helps Medical Directors
Understand Thelr Role and Functioning

Following this consensus conference, Dr. 'l‘om
Alwmeaer and I have identified competencies
perf g the functi and have devel
objectives for an i for medical
directors. During the year 1988-89 we held two
medical direciors training courses in Minneapolis,
which were attended by a total of 45 physicians. This
year we have another group of 34 physicians going
through the training course. These medical directors
are from throughout the United Siates. We are
i the training p
to other sites in 1990-91. If successful, we will
attempt to establish several training sites for these
kinds of opportunities.

A syllabus and books are distributed to those in
auendance to augment the lectures and encourage self-
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study. The course upluenbdoverlnx-mh
pmodnltnaﬂne-daym One parpose is 10

worker's compennuon Other conient areas are
biomedical ethical issues, the medical director’s role in
developing policies and procedures in the nursing
home that respect patient autonomy while protecting
l.h:mmofeveryone lhensldeut.uhanndmu.

Concepts underlying medical organization and
administration snd the quality assurance program are
stressed. Rﬂleﬂaunmwenhmmevumnf
med.mlm The entire is less

d with providing hands-on tools, h
some are available, than with g the
whachgwemmnlemdmppmformeﬂ'emnmk
of medical direction.

Because the course lasts only nine days (accredited for
63 hours of Category I AMA credits and AAFP
credits), & major intent is to stimulate the medical
d.m!m broaden their understanding by seeking out

and educati iti It is our
m»mmdemmm
be presented in half-day or one-day segments.
Hmvamuumhumnmhmmmmm

experience for me and other members of the medical
i s i The ' from those

who have ded and periodic feedback from them
state that ‘the course bas been exceptionally
mmuhnnlloumrlhmhngnwdlumvidmg
them with a unique background which ensbies them 1
eﬂecuvelylnddrmdyptw:debemmedml
leadership in the narsing home.

in my .,'

. " 3 vl

in the decisi ..'.'_.mthenumn;
hane.lhequak!yofmmthenummwillbe
hmm:d.thmemnmlvuuldlbemednl

medical

funmmdnshollhemdmlm and as these
become more d and d, the
mlcothemedluldnecmrwﬂlbemaecluﬂy
identified.

Why Is There So Much Controversy Over
the Role of the Medical Director in the
Nursing Home?

R. B. Breltenbucher, M.D.
Dr Panee's dn:mm should pvvth some lhoug!l.

modnlumnnhvemymhmmhe
for teaching and the

mmwnnmmwmm
very supportive of the progress of this

effort. llumenuemofuwupnmnmtodevelop
cmanwhwhwdlbeusedwndam!ynﬂwmhvho
have i d their
mdmadmmmuvenbxhuulhmu;hlmdamn
specified continuing medical education courses. When
these criteria are met, the American Medical Directors
Association will issue a centificate recognizing the
educational achicvements of a medical director. The

intent of this certificate is to provide boards of -

directors and administrators of nursing homes some
help in identifying physicians within the community
who have i in medical directi

The development and participation in this medical
directors training course has been a very rewarding

mgmmolmulnldnmmyhvemnd

in large part from the controversy over the medical

vmlhesocnlmoddolnwnnghm. lnlh

past, when i d, it

wuetnulomdamndlhehamfucmﬂwﬂly But

mlodlylnursmghumeﬂmeunbenombnhl
lem:

Care system of Hennepin County Medical Center has
.me&anleulhnnso‘hmw% Furthermore, the
number requiring heavily skilled care has increased
dramatically. Many patients in nursing homes now
were kept in hospitals with daily visits by their
physicians in the not too distant past. Should this
care now be relegated entirely to nurses with monthly
visits from a physician? Why is the question of need
for a medical director even asked? Why was the vote
to resain medical di oaly 1y approved by
administrators?
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Dr. Pattee points out that the function of
nmnuumuhplymﬂmdbywm

layers at the bladder outler Muscle bundles from the
onmmdmmhym:wecpdownmdmumuh
over the entire length of the female urethra

who have an over-riding
m,homu.:hmldbeallm_ememsp

and most of the length of the male urethra to perform
the function of the internal under P

regulation? lhavaccmmmofmhnin
my i the of have
been cager to get opinion from the medical director.

Could it be that a significant number of administrators
have been in the lack of direction and by
_the indecisive role af their medical direciors?

1 suspect those of us who have been medical directors
for a number of years sort of fell in or were pushed

certainly fulfills s nced. In a smaller way, it is hoped
that Topics can also help,

Urinary in the Nursing

Home
R. B. Breltenbucher, M.D.

Umuymcmumuulcmmmnffhmoflhe

elderly, affecting 5% to 15% living in the community

MSO%ammmnnmnghmm. Despite the

fmthuuunm:nmnednblecomeqmof

aging, considerable apathy about it uusu among
i alike.

of the pelvic diaph and
the external sph It is under voluntary control
The i les are also
under control and can be used to sugment
i fm:umt‘cr being subject to

In pr | females the thi of the
it hral mucosa w

orethral resistance.

Naurgphysiology

Bladder ion is imarily by the para-
sympmhem: nervous synem Beta adrenergic
ion of the

bladder. Clonneoflhemmmlmuhnlmis
med.uud by llpln adrenergic stimulation. The
center m lhe brain stem u primarily

physicians, nurses, and
costs amount 10 0.5 10 1.5 billion dollars per year for
msumnoulwedelderly Evenmcleunpumtmlhe
socnllnd,,, ,"cosuol

i isol and ion. It
is imp "} gnize that most i i in
the elderly can either be ameliorated or cured and that
long-term catheterization should be employed only as

for and g ng reflex arc

loop 2 (ﬁzum 1). An mhlbnory center in the frontal
lobe (loop 1) monitors the micturition center. [t
inhibits loop 2 and bladder contraction until the
bladder is full. Sensory input of loop 3 inhibits tonic
motor impulses to the pelvic floor musculature,
passive ion of the pelvic floor during

a last resort. Theullmommmplmofduhnl
with urinary in elderly bosp
patients by use of indwelling catheters and then
mdmgthunwnumn;hunumlhompufamn;

y studies w0 factors is
tnbedq:laed.

Anstomy of the Lowsr Urinary Tract

The bladder wall consists of an intertwined mesh of
smooth muscle bundles which differentiate into three

bladder ﬁlhnz Loop 4 maintains volitional control
over the pelvic floor muscles and external urethral
sphincter.

“Urinary Incoatincnce in the Nursing Home" to be

continued in March 1990 issue of Topics in Geriatric
Medicine and Nursing Home Care.
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REPRINTED WITH PERMISSION OF
Dr. Steven Levenson
Medical Director
Levindale Geriatric Center
c/o Medical Department
2434 West Belvedere Avenue
Baltimore, MD 21215
AN ATTENDING PHYSICIAN'S GUIDE TO
THE MEDICAL ROLE IN NURSING HOME CARE

Prior 1o admission .

* personally approve 8 resident’s admission to a facility, and the level of care

» advise the facility if you know that a mentally ill or mentally rctarded prospective NF
admission has not been appropriately screcned by a state mental health agent prior to admission

On admission

o assess the resident, and wrile admission orders

* jndicate whether the individual has discharge potential

* place a medical assessment on the chart within 48 hours of admission, which includes a
medical review of past history and current status, and an cvaluation of physical and psychological
condition and functional status;

* advise the sialf about a resident’s decision-making capacity

* help ensure that the resident is informed of his health stalus, including medical condition, in
a comprehensible language . ’

* cerlify when residents arc incapablc of sclf-administration of medications

* help other stall undcrstand the relationship of the medical plan of care with those of other
professional distiplines

* write admission orders which reflect an individual’s physical and psychological needs, and ~
wishes, as much as possible; . .

* designate an activity lcvc] consistent with condition and prognosis, as well as specily
pertinent limitations to, or precautions for, such activities

* consider whethcr the patient meets the criteria for recciving Pneumovax or flu vaccine.

Physician visits .

* arrange, or provide for, altemative coverage in case you are unavailable

* at each visit, review the resident’s total care plan, including medications and treatments, and
write, sign, and datce a progress note ’

* in the SNF, visit a resident at least once every 30 days for the first 90 days aficr admission,
and ai least once every 60 days therealter

* in the NH, visit the resident at least once every 30 days for the first 90 days after admission,
and 8t least once cvery 90 days thereafter -

¢ make scheduled visits within 10 days of the scheduled date

« make the initial visits personally

+ arrange, where desired, for alternate visits (o be made by an appropriately supcrvised
physicisn assistant or nurse pracitioner

During the resident’s stay, as necded

« perform or request an appropriate assessment of functional Jevels and rehabilitation
potential, and request or approve specific rehabilitative services

* write appropriatc orders for the use of restraints, protective devices, and psychotropic
mcdications

« consider and order, as indicated, specific trcatments or services that may help the staff
maintain or enhance a resident’s quality of life and seif-determination

* prescribe activity levels consistent with a resident’s needs, condition, and interests

* arder appropriate measures (o try (0 prevent and manage declines in ADL function

¢ order apprupriate treatment and assistive devices to try to maintsin vision and hearing
capabilities
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* order appropriatc measurcs to prevent of ireat pressure sores

* order appropriate evaluation and g { of urinary incontinence

¢ appropriately assess behavior and mental status changes, and consider the possibility of
treatable medical illncss or psychiatric dysfunction as a cause

* order evaluation and treatment to try to maximize movement and prevent contractures

* order appropriate intervention, testing, and treatment to try to improve or maintain
psychosocial functioning

* order appropriate evaluation, diet, or treatment to maintain adequate nutritional and
hydration status

* order tube feedings appropriately and judiciously

¢ order appropriate measures and assistive devices (o try 1o reducc a resident's risk of
accidents

* order appropriate therapeutic diets, as indicated

* strive to order medications judiciously, and observe for untoward side cffects and
complications --especially regarding psychotropic medications

* monitor for possible drug complications in specific residents

* periodically revicw and sign off on an interdisciplinary care plan

* provide relcvant medical information to other caregivers

* periodically reevaluate a resident’s physical status and nceds, psychiatric and behavioral
status and needs; mobility; functional limitations; nutritional status; rehabilitation potential and
needs; activity level; and oral status and needs

* request evaluations, consultations, of tests as needed to help clarify a resident’s condition,
prognosis, and potential to benefit from programs and services

* respond in a timely manner to notification of problems or changes in condition, and status,
and order appropriate monitoring, tests, treatments or transfers

* consider the value of certain primaty, secondary, and tertiary preventive measures which
might improve function, reduce pain and discomfort, enhance autonomy, reduce morbidity and
mortality, prevent the spread of communicable illness, reduce subsequent need for more costly
and prolonged medical care, or permit a more comfortable dying process

* periodically document in orders and progress notes the reason for the continuation of
protective devices

* periodically review the tesident’s use of, and nced for, PRN mcdications

* specify whether a resident will require medications during a short- or long-term leave of
absence, and authorize appropriate supplies

* periodically review the resident’s level of care, to cnsurc that the rcsident’s needs are being
met and the placcment is appropriate for that level of care

* wrile necessary medical orders for: pads, mattresses, or cushions; splints or orthotic devices;
protective devices; supplemental oxygen; respiratory thcrapy equipment, or suclioning

* write orders for appropriate special precautions, consistent with an individual’s condition or
illness

Moving the resident ]

* certify and document the medical necessity or appropriateness of admissions, transfers, and
discharges

* provide an appropriate discharge summary, which includes information about: diagnoses,
post-discharge rehabilitation potential, clinical course, current medical orders, and other
information pertinent to the individual’s care

* as nccessary, make or facilitate transfer arrangements.

* provide a pertinent and timely discharge summary

2
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General

* ensure that your orders comply with cstablished policics and procedures, and are consistent
with standards of appropriate gcnamc care

* respond appropristcly and in a timely fashion 1o questions or items raised by the pharmacist
consultant

= provide appropriate orders for necessary laboratory and radiology testing, and follow up in a
timely fashion on the results of these reports

* include pertinent asscssments, medical care plans, and progress notes in the medical record

* review and cosign physician assistant or nurse practitioner notes and orders on subsequent
visits, as required by law or regulations

* complete medical information on the death certificate, in accordance with legal
requircments

* as needed, fill out and sign the medical portion of any appropriate incident reports or
forms.

Special situations

» assist the medical dircctor and facility in prevention, management, and reporting of
significant infections and outbreaks

* order appropriate precautions, preventive measures, vaccinations, or treatment of actual
infections, consistent with accepted standards of geriatric medical practice

* assist the medical director in informing steff caring for residents with potentially serious or
reportable communicable illncsses

* ensure that the admission of any AIDS patient is consistent with applicable regulations,
facility policy, and the capacity of staff to provide nceded care

* assist the staff in dealing with difficult families, by providing adequate and timely
information and support

Resident rights and ethical issues
* attempt Lo help other staff respect and enhance certain resident rights, including the right:

1) to know the identity of his primary attending physician

2) to information from a physician about his condition and prognosis

3) to know about proccdures and who will do them

4) to refuse to be a research subject

5) to frcedom from resiraints, except as specified by a physicians for justifiable medical
and psychiatric necds

6) to transfer or discharge only for medical reasons or personal welfare

7) to be involved in care planning and decisions about care and trcatment

8) to exercise free choice of medical carc

9) to preserve personal privacy and confidentiality

« inform the medical director if the resident’s wishes, needs, or condition limit or restrict your
ability to provide adequate and appropriate care

* offer the resident or family member appropriate information about care and treatment, or
any changes in that care or treatment

* help ensure that the resident (unless incompetent or incapacitated) parlicipates in planning
care and treatment

* discuss the usc of feeding tubes with the resident, or with family or other substitute decision
maker, as appropriate, before ordermg them

« assist the faclhtys stuff in managing the tcrminally ill resident, including understanding the
condition, prognosis, and carc plan
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* upon admission, clarify the status of any resident with a known terminal illness or condition

* determine, or request a review of, the resident’s decision-making capacity

* inform the facility staff if you arc awarc of the existence of any documents, such as durable
power of attorney or living will, or other statements of the resident’s or family wishes

¢ encourage the resident and family or other substitute decision maker to complete
appropriate forms and documents to provide ample written evidence of their wishes and
intentions

¢ order any appropriate medications to help relieve pain or make the dying process more
comfortable

* help provide the residcat, family, and facility staff with pertinent information about
condition, prognosis, treatment options, and possible or likely outcomes of treatment

* consider whether the individual has previously expressed any treatment preferences, or
issued any specific instructions for care

* present the treatment options to the competent resident, or to the substitute decision maker
for the incompetent resident

* as necessary, inform the administration of any need for the facility’s assistance in obtaining
an sppropriate substitute decision maker consistent with state law

* periodically review a DNR order after reassessing the resident’s condition, 10 ensure that
the order remains appropriate, and consistent with the resident’s needs and wishes

* clarify any implications of the advance direclives for specific treatments such as antibiotic
usage or transfer to an acute care facility.
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NATIONAL ASSOCIATION OF SOCIAL WORKERS

Social Work Services in Long-Term Care Settings

Social work services in long-term care settings focus on the emo-
tional and social impact of physical and/or mental illness or
disability. Goals of social work services may include:

=}
o

o

°.

preserving and enhancing physical and social functioning,
promoting conditions essential to assure maximum benefits
from long-term health care services,

preventing increased disability or dysfunction, if pos-
sible, and

promoting and maintaining physical and mental health and
an optimal quality of life.

The social work service functions which respond to these goals
generally include, but are not limited to:

000000

oo

[+
=]

planning for preadmission and discharge,

providing psychosocial assessment at periodic intervals,
care planning as a member of the interdisciplinary team,
counseling and other psychotherapeutic services,
developing and utilizing community resources,

assisting in the preservation of family and other social
relationships,

maintaining community ties,

working with other nursing home staff to facilitate resi-
dents’ adjustment to the facility,

advocating for patients’ rights, and

promoting understanding of each resident as an in-
dividual.

The social worker in a long-term care facility should participate
in the following:

-]
-]

o
o

policy development and program planning,

counseling to residents, families and groups at the time
of admission and throughout the placement as required,
development of a therapeutic environment in the facility,
assessment and care planning to meet the psychosocial and
mental health needs of the residents,

work with resident and/or family councils, and

quality assurance. k
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Recommended Qualifications for Social Workers in Long-Term Care
Settings ~

For recommended qualifications for social workers see:

"NASW Standards for Social Work Services in Long-Term Care
Facilities".

For more information contact:

Joan Levy 2lotnik, ACSW

Staff Director

NASW Commission on Family and Primary Associations
301/565-0333

REFERENCES
Brody, Elaine M. et al, A Social Work Guide for Long-Term Care
Facilities (Rockville: National Institute of Mental Health 1976)

Committee on Aging,
- NASW Committee on Aging (Washington,D.C:
National Association of Social Workers, 1981)

Conger, Shirley and Moore, Kay,Social Work in the Long-Term Care
American Health Care Association (Boston: CBI Publishing
Co., 1981)

Dobrof , Rose and Litwak, Eugene,
- : (Rockville:
National Institute of Mental Health, 1977)

Dobrof, Rose (ed.) ' :
Issues with victims and Their Families, New York: The Haworth
Press, 1986.

Silverstone, Barbara and Burack-Weiss, Ann, "The Social Work
Function in Nursing Homes and Home Care, "

- special issue of Journal of
Gerontological Social Work, 5 (Pall/Winter, 1982) pp.7-33.

Manning, Doug, When love Gets Tough, The Nursing Home Decision, In-
Sight Books, Inc. Box 2058, Hereford Texas 79045. Videotape and
books available.

Something for the Families, (Includes "Making Visits Count")
Videotape plus guidebook for group leader and guidebook for
famjilies. Wisconsin Vocational Studies Center, University of
Wisconsin-Madison, 964 Educational Sciences Building, 1025 West
Johnson Street, Madison, Wisconsin, 53706
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an Phsical TF Associtk

Standards of Practice for Physical Therapy

PREAMBLE V.

The physical therapy profession 1s committed to provide an
opumnmlevddmnndhmwformﬂmmpmre
The Hm of Delegates of the American Physicai Therapy

fesswn attests tolhls t by d

as the responsible body rep i lhupro-

prng. p

of

ppiying
Practice. Thm Slnmlmds of Pmmczm the pmfesslons state-
ment of condi which are ial for
quality physical !henpy They provide a foundation for
assessment of physical therapy practice. .

ADMINISTRATION OF PHYSICAL
THERAPY SERVICE

L

and Goals

A written statement of purposes and goais exists for
the physical therapy service which reflects the needs
of the individuals served. the physical therapy per-
sonnel, the facility. and the communty.
¢ Define scope and limitation of service
* Contain current description of purpose
List objectives and goals of services provided
* Are approp for the pop v)

served
* Provide a mechanism for annual review

ional Plan

A written organizational plan exists for the physicai

therapy service.

¢ Descnibes the interrelationships within the overall
organization

¢ Provides for direction of service by a physical
therapist

* Defines sup v within the prog
service

* Reflects current personnel functions

Policies and Procedures
\Wnitten policies and procedures, which rerlect the
operation of the service. exist, and are consistent with
the purposes and goals ol the physical therapy service.
* Address p about the

chmal education

clinical research

cniteria for access, initiation, and termunation ot

care

equipment maintenance

fire and disaster

infection control

job description

medical emergencies

patient care poiicies and protocols

patent richts

personnei-related policies

quality assurance

record keeping

VL

VIL.

satety VvIIL

staif onentation

supervisory relationships
*  Meet requirements ot externai agencies and state law
* Meet requirements of overaii organization
¢ Are reviewed on a regular basis

.

Aphvs:ul‘ is responsible for the di

of the physical thenpy service.

o Assures that the service is consistent with estab-

lished purposes and goais

Assures that the service is provided in accordance

with established policies and procedures

Assures compliance with local, state, and federal

requirements

Complies with current APTA Standards of Prac-

tice and Guide for Professional Conduct

« Reviews and updates policies and procedures as
appropriate

« Provides appropriate education, training, and re-
view of physical therapy support personnel

Staffing

The physical therapy personnel are qualified and
sufficient in number to achieve the purposes and
goals of the physical therapy service.
o Meets legal req

andvor certifi of ap

Provides expertise appmpnate to the case mix
Provides adequate staff to patient ratio
Provides adequate support staff to professional
staff

Phynnl Setting
1. The physical setting is designed to provide a sare
and effective environment that faciitates the
achievement of the purposes and goals of the
physical therapy service.
Meets all applicable legat requirements for health
and safety
© Meets space needs appropriate for the number and
type of patients served
P is safe and icient to achieve tne
purposes and goals ot the physical therapy senvice
Meets ail appiicable leeal requirements tor heutn
and safety
Meets equipment needs appropriate tor the
number and type vt patients served
Provides for routine satety iInspection of equipment
by a qualified individuai
Fiscal Affairs
Fiscal planning and management ot the physical
therapy service 1s based upon sound accounnng
principles.
Include preparation and use ot a budget
Contorm to legal requirements
Are accurately recorded and reported
Provide for optimum use of resources
include a plan for audit control
E~:ablish the basis tor a tee <chedule consivzent
with cost of service and within customary norsy
of fair and reasonable

Quality Assurance

A written plan eusts for the assessment of. and acton

to assure. the quality and appropnateness ut the

physiai therapy service.

* Provides for a current wrtten plan for assessment
ot the service

19




* Provides evidence of ongoing review,

of the service
. Rnolvaldmmﬁedpmblm
o is : < of external agy
Staff Development
Awnmnphnm::whﬂmbtwm

ongoing development of staff.

o ls b d by evid d i jon or

PROVISION OF CARE

X. Initial Evaluation
Thephyudﬂmpaﬁwmsndwdsmmmﬂ
appro-

pmtzcmforthemdmdull
¢ Is initiated prior to treatment

e isp by the physical therapist in a timely
manner
lsdncumented,datzd aMsw\edbvﬂ!phy!ta.l

. Idemﬁa phyuul thtnpy med;o':‘!!hle:hm
g:

himry

diagnosis

problem

complication and precautions

physical status

functional status

critical behavior/mentation

social/environmental needs N
Provides sufficient data to establish time-related

goals
The physical therapist shall render care within
the scope of the physical therapist's education

and experience. Appropriate referral to other

practitioners shall be made when necessary

The physical therapist utilizes objecti

to establish a baseline at the hmz of the initial
evaluation

Is documented, dated, md sgu\ed bv the physical
who p

P

Plan of Care
1. The physical therapist establishes and remrds a
plan of care for the individual, based on the results
of the evaluation.
¢ Includes realistic goals and expected outcome
¢ Is based on ldtnnﬁed needs
¢ Incud v, and du-
ration
. R
with other prdzssmlyservm
o [s documented. dated, and signed by the physical
th!rlplst who 5nbhshed the plan of care
. The physical the individual
slgmixcam other in the plan. implementation. and
revision of the treatment program.
3. The phvsml therapist phm for dls-:harge of the
idual, taking into goal achieve-
ment. and provides for appropriate follow-up or
referval.

of care

American Physical Therapy Association
1111 North Fairfax Street
Alexandria. VA 22314

Treatment

1. The physical therapist provides or delegates and
supervises the physical therapy treatment consistent
with the results of the evaluation and plan of care.
Is under the ongoing personal care or supervision
of the physlul therapist
Reflects that delegated responsibilities are
msmwuhd\equmﬁunomnﬂhephyml

therspy personnel
Is altered in accordance with changes in individual
status
® Is provided at a level consistent with current
physical therapy practice
lThephynaltha:pmmrds on an ongoing
basis, treatment rendered, progress, and change
in status relative to the plan of care.

the indt f and
modxﬁgsthephnoiumnmdmd
. bpeﬁmwdbythephwmmmmhaﬁnuly

. deasuunhe dividual's d
rehmwuumlevaluzmn-ndphnofcm
. lsdocumented d.ned andngmdbvthephvs:ul
who p d the

EDUCATION
XIV. Professional Development
The physical th ;

¥ e is T
individual p U P and
competence in physical therapy.
Stadent
The physical therapi icip in the ed
of physical therapy students and other student health

professionals,

RESEARCH

XVI. The physical therapist utilizes research findings 1n
practice, p and ges or particip
in research activities.

COMMUNITY RESPONSIBILITY

XVII. The physical therapist participates in community
activities to promote community health.

LEGAL/ETHICAL

XVIIL Legal
The phvsical therapist fulfills all the legal requirements
of the jurisdictions regulating the practice of physical
therapy.
Ethical
The physical therapst pumces according to the Code
of Ethics of the Amencan Physical Therapy Assoqation.
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OCCUPATIONAL THERAPY SERVICES
FOR THE ELDERLY

Occupational therapy uses goal-directed activity in the evaluation or treatment of persons whose ability to
function is impaired by normal aging, illness, injury or developmental disability. Treatment goals in occupa-
tional therapy include the promotion of functional independence, prevention of disability and maintenance of
wellness.

Therapeutic activities are designed to assist individuals in adapting to their social and physical environment,
given their functional capacity, through mastery of essential living tasks. Examples of important services in
gerontic occupational therapy are:

education and retraining in daily living skills such as bathing, dressing, and eating,

h dap such as quip and physical environmental design to promote in-
home and community mobility,
sensorimotor for gthening, end range of motion, dination and balance,

daily living adaptation to sensory loss such as impaired vision or hearing,

therapeutic activities for memory, ori ion, cognitive i ion, and the life review process,

p jon and health p jon through pre-reti planning for leisure time, self-management skills,
socialization, energy conservation, body mechanics and joint protection,

'

care of the terminally ill throug] i of independent living skills and meaningful activity.

p | therapy p ] provide services to the elderly in many settings such as:
hospitals

home health programs
community-based health care centers
hospices

congregate living facilities
outpatient rehabilitation facilities
senior centers

long term care facilities

adult day care programs

community service agencies

retirement housing

Currently, approximately 30% of the 40,000 certified occupational therapy personnel in the United States
work primarily with persons over age 65.

OCCUPATIONAL THERAPY: A VITAL LINK TO PRODUCTIVE LIVING

0%

LAOTA e 1383 Piccard Drive ® PO Box 1725 ® Rockville, MD 20850-4375 ¢ (301) 948-9626
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OCCUPATIONAL THERAPY SERVICES
IN LONG-TERM CARE

What are the goals of occupational therapy treatment?
Occupational therapy treatment helps those whose lives have been disrupted by illness and injury to:

¢ restore, maintain, or improve daily living skills

¢ participate as fully as possible in meaningful work, leisure, and social activities

¢ cope with the physical and emotional effects of long term disability

* prevent further deterioration through health education such as energy conservation and joint protection
¢ access community resources and services to help promote independence

¢ organize the living environment and make use of adaptations which promote safety

Who should receive occupational therapy services in long term care?
* individuals who have limitations in their abilities to carry out self-care activities
¢ individuals whose strength and endurance are at risk
¢ those people whose ability to function in the community has been impaired

¢ individuals who would benefit from special adaptive
living

4

to aid in sem P

i o 4

Where are occupational therapy services provided?
Occupational therapy is provided within the many different settings which comprise long-term care such as:
® individuals’ home
¢ comprehensive outpatient rehabilitation facilities
® adult day care centers
® residential facilities
health maintenance organizations
hospitals
nursing homes
hospices

Who pays for occupational therapy services?

Medicare, Medicaid and private insurers pay for occupational therapy services depending upon the specifics
of the case and the individual insurance policy.

What specialized education and experience do occupational therapy personnel bring to long term care?

Occupational therapy education is based on the physical and psychological implications of illness, injury, and
aging, and analysis of the components of acnvny The clinician’s knowledge of adapting tasks and modifying
the envir to comp for functi itations is used to increase the involvement of clients, and to
promote safety and success.

OCCUPATIONAL THERAPY: A VITAL LINK TO PRODUCTIVE LIVING
AQTA ¢ 1383 Piccard Drive ® PO Box 1725 e Rockville, MD 20850-4375 « (301) 948-9626
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Roles and Functions of Occupational Therapy
in Long-Term Care: Occupational Therapy
and Activity Programs

he American O ional Therapy Association, Inc.
(AOTA), submits this paper to reaffirm and illustrate
the role of occupational therapy in the promotion of health

and self-actualization. Blologlul psychologu:al and
| factors may i the ad process
at any time m;hw: lhe life cyde Dysfunction may

and the prevention of disability for individuals requiring occur when activity
long-term care. . facilitates the adaptive ptm
Occupational uherapy {acilitates the f ional ind O i lheapy uhudon xhebehd that purpouful
dence of individ, ding long-term gh the use activity ding its i 1 and envi-
of self-care, play/leisure, and work occupations. Occupa- mnmmulcomponenu.my be used to prevent and mediate
tional therapy services nngelrom:h: tection of jon and elicit maximum adaptation. Activity, as
tic activities to restore, mai h f w used by the O ional Therapist, includes both an
the impl ion of pt d 0 arouse, stimu- intrinsic and a therapeuti
late, and susain muresu and activity levels. ln providing
these services, P P 1 may scrve as

iders of occ lhenpy as di or direc-
mn of activities programs, or as indirect service providers. Definitions:
The purpose of this paper is to distinguish between the use
of activities in occupational therapy and in activities pro- 0. ionel Thevapy: O« I therapy is the appli-
grams, and to clarify the functions of the occupational ther- anon of mwm o¢ goal-directed activity to achieve
apist, registered (OTR), and the certified ional ther- to prevent dysfunction, and to p
apy assistant (COTA) in regard to these services. hallh"l'heunn pation, as used in occup I ther-
fndividual ing p indaily living as aresult apy. rdusmanyacuulyenp‘!dm(uevﬂmun!.tpeafy
of developmental duzbllmu the aging process, or medical ing, and 5P with fi per-
problems are served by o:mpauonal (haa.py in long-term formance (2).
carep Theindep , y of life of these Activities Pr A consist of pl 4
individuals may be th d by ch: d‘“""‘”""‘" amuaMmhdaxgnedwptwndemanunMoppw
asbyi bility and d envi ] sti i i and benee, 10

Long-term care may be provided in institutional and com-
munity settings such as skilled and intermediate care facili-
ties, adult day care centers, hall-way houses, congregate
living facilities, and private residences.

Philosophical Base of Occupational
Therapy

"The philosophical base for the of ional

tunity o engage in p
mulymtcuumdmgmenlxumyn«da.&mvma
o the pt ion of deteri of

me\ul. physical, and social ahlum )]
History/Legal: The involvement of occupational therapy in
Iong-l.am care may be traced to the early 1900s when occu-
were i duced in psychiatric
hospitals and tuberculosis sanitoriums to counteract the
eftects of i y and idleness. The role of
occupational therapy in long-term care was extended in
1965 by the panageo( lhe Medicare legislation that provides

therapy, adopted in 1979 (1), identifies the contribution
occupational therapy makes to ‘health care through its
accent on human activity as a bealih determinant.

“*Man is an active being, whose development is influenced
by the use of purposeful activity. Using their capacity for
intrinsic motivation, human beings are able to influence
their physical through purposeful activity.
Human life includes a process of i d 5

for ient services while on part A
covengt and home bhealth occupational therapy as an
adjuncrive service. The Omnibus Revonciliation Actof 1981
enables clients to receive occupational therapy under the
home health benefit even after iheir need for skilled nursing,
physical therapy, or speech therapy ends. States have the
option to provide home health services, including occupa-
tional therapy, as part of their Medicaid provisions. Activi-

Adaptation is a change in function that promotes survival

ties prog; are included as part of the routine care pro-
vided for residents in institutional settings.
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Occupational Therapy and Activities Programs: Occupa-
tional therapy and activities programs differ in: (a) the pur-
pose for which activity is used, (b) the process of selecting
activity, (c) the role of interests in the selection process, and
(d) the scope of services.

Both occ ! therapy and activities prog make
use of seli-care, play/leisure, and work activities. F

Americen Occupational Therapy Assciation

project would be selected in occupational therapy, rather
than a book discussion group, regardless of interest.

In addition to the use of self-care, play/leisure, and work,
occupational therapy also incorporates therapeutic proce-
dures that do not overlap with activities programs. These
procedures include splinting, body mechanics, positioning,

these activities are used lor different purposes. In o:tupa-
tional |h¢nm amvmes are used m alleviate present or

the p iption of self-help devi tar tacilita-
tion, joint peotection, laclhunon of sensory integraiion,
and time management.

P g from medical or
develop | conditions or restricted envir 1
e ben eicved ad Gchares pars v ben oo Education—OTR and COTA

i sher isd inued

:“" iviti ot d 10 provide - Theth ical base for 'lhtrapyi;dnwnhom
anad level and bal. namulacuvuyw the medical, biological, and b Prod:
and maintain healih. Individual: care ity and sell-relum are viewed a3 2 function 2( the i interac-
may need assistance in using their abilicies because of their ‘a':": an mand the s

may also be needed

because many normal daily activities are not easily carried

out in long-term care seutings. In contrass o occupauonal
od.

lum concentrates on lhrumajofmmﬁm is normal
humzn d:velopmenl over the lile span. Emphnu isonthe
i gical, social, and | factors

therapy thatis p pecific and time-li
programs serve nonnal activity needs and are ongoing. In
occupational therapy, for instance, a client may learn how
to overcome arthritic hand deformities in order o do

nqumd lot competence in daily living skills. The second
area is the functional disabilities associated with disease,
trauma, developmmul disorders, the aging process, and
ion. The third is the occupational

ceramic sculpture. Once the skill has been learned, h
the activities program would provide opportunities for
using that skill.

In both occupational therapy and activities programs, the
selection of activity is based on an individualized assessment
of the client’s needs and interests. For activities programs,
the primary objective of is to describe the tasks
and events the client wants and is able to participate in.
These data are used to judge the adequacy of the client’s
general activity ievel and 10 plan individual and group
activities that provide a variety of physical, mental, and
. social stimulation. In occupational therapy, the selection of
activity relies on problems discerned i in ull-are play/lei-

lhazpypmau.a.udpvovmnknovledgrohhuvaluam

and p ion of § ional disabilities
through occupation. In each of the three curricular areas the
knowledge and skills of the professionally educated thera-
pist (OTR) are more complex and comprehensive than

xho‘e o( the 1 lhenpy {COTA). The
for regi h i (OTR) pre-
pares them br d in | ther-

apy, whereas that of the certified mmanl {COTA) prepares
them to practice occupational lhzrapy undzr the supem-
sionofan OTR. The OTR mai
bility for all 1asks delegated to the COTA allhough the
‘COTA may function independently in conducting activities

sure, and work andonad of
the client’s sensorimotor, cognitive, and psychosocial abili-
ties. Comprehensive assessment is needed to discern func-
tional limitations that are ble to and o
insti the appropriate kind of dial i or
preventive activity. The choice of therapeutic activity
depends on an in-depth analysis of the characteristics of the
activity as well as of the client, and a thorough understand-
ing of associated disease process. For example, for persons
with thought disorders, such as those associated with Al-
zheimer's discase or schizophrenia, occupational therapy
may use a structured activity requiring few repetitive steps
(e.g., one color tile trivet) and progress ta that requiring a
sequence of steps and more (lexibility (e.g.. a mosaic design
using several colors and textures) if the client imptoves.

in activities programs, the client’s interests serve as a pri-
mary determinant in meeting general activity needs.
Although client i are dated in occupa-
tional therapy, they must serve the therapeutic goal. For
instance, if a client needed practice in picking up and plac-
ing objects to increase hand dexterity, checkers or a tile

P

The employment of an OTR or a COTA as an activities
tootdlnzmt does NOt convert an activities program into
occ H . the ed ional back-
ground of the OTR and COTA. especully with regard to
normal human develop 1 gy. and activ-
ity analysis, allows activities programs conducted under
their supervision to have a more rehabilitative quality than
those conducted by personnel without this educational
background. Knowledge of functional skills and medical
pathology is used by the OTR or COTA to guide the selec-
tion of activities appropriate for the client’s needs and abili-

ties. Knowledge of adapting wasks, of iti g clients,
and of mod.llymg cqmpmem to compensate for luntnoml
isusedtoi the invol of clients, 10

facilitate safe performance. and to promote success. In the
case of severely disabled clients, the knowledge and skills of
the OTR or COTA may enable participation that otherwise
may have been precluded. The educational prtparanon of
the OTR and COTA also includes knowledge ol ivi
thai are dicated for certain medical
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Occupational Therapy: Direct Client Care

Occ ional therapy provid i ive, and

designed to assist clients 10 develop adaptive patterns con-
ducive 1o long-term function.

reventive services. which aid clienis to adnm the highest

possible degr'te of functional independence. Therapy is

based on a screening and assessment process.

Screening:

Screening to identify problems in daily functioning is done
by the OTR or COTA. The need for evaluation is based on
an appraisal of the client's life style and general functional
capacity in sell-care, plzy/leusuu. and work occupations.

Screening is gy Iy acc hed th h observation,
interview, and a review of medical ncotd:.

Assessment:

The OTR eval the cliem the nature of the
functional probl The work isal covers h hold

and ck
and paid jobs. The leisure assessment considers the client’'s
ability to participate in recreational, educational, and cul-
wral events. The seli-care assessment includes feeding,
dressing, hygiene, and mobility. The assessment extends o
the undnlymg subcomponmu of these (uncuonzl shlls.
suchas muscular

Activities Programs: Direct Client Care

The activities program is designed to provide physical,
intellectual, social. spiritual, and emotional challenges
much the same as in everyday life. Participation is based on
an assessment of interests and activity needs.

Assessment:

The OTR or COTA as activities coordinator assesses the
interests of each client to determine the activity needs and
preferences. The interest survey may be done by observing,
interviewing, or testing. Family members, friends, and stafl
may also be contacted for information.

Activities Plan:

An activities plan is developed for each client. The plan
identifies the client’s interests, general activity needs, states
goals, and gives the activities to be used 10 achievé these
goals. The client’s needs are reassessed regularly and the
activities plan is adjusted accordingly.

detivitios Pr

nation. Envnronmemal factors thas hinder function are also
evaluated. Observing, interviewing, and testing are used to

1 the client. ion may also be gathered from
family. [riends, and olhﬂ health care providers. Thueeval-

Progrem:
The OTR or COTA., as activiti di 1lab

with the clients to plan, execute, and evaluate a diversified
program suited to identified needs and interests. Programs
are planned to provide a balance of activities perceived by

uative data are used 1o { 1 goals
with the needs of, and accepuable to, the individual or
responsible person.

Treatment:
The wreatment plan is developed by the OTR and imple-
mented by the OTR or the COTA under OTR supervision.
The treatment program may be dum:d oward C

the partici as usdul vork and service, and activities
viewed as i I, and educational. Activities
programs are varied 30 that individual as well as group
acuv-ua are o((cnd. The OTR and COTA as activities

he eff of the activ-

ities program.

of function. mai of fi or p ion of dys-
function. The restorative program focuses on the correction
of disability whether phyucal or psychmnual Such correc-
tion may be achieved th
tion. Fov example an cldcxly person -lh a nglu upper-
extr may be d in using the right
hand (rtmcdnal) or may be trained to use the left hand in 2
skilled fashion (c y).ora bination of both.
Specific treaument procedures are based on the factor inter-
fening with function. Clients. for instance. may not dress
themselves because they lack adequate muscular sirength.
because they cannot recall the dressing sequence. or because
they see no reason to dress. Although the end result is the
same. each causal factor req a differemt

approach. In addition to intervening wuh lhe client, treat-

Occupational Therapy and Activities
Programs: Functions Related to Client Care

Indirect services such as management and supervision, edu-
cation, and consultation, facilitate the provision of client
care.

Manag Role: Occ 1 therapy p 1 sup-
portthe p that good results in the effec-
tive care ol the client. Mznag:mtm responsibilities mclude
but are not limited to: doc prog

tion and development, and committee or team partici-
pation.

Doc ion refers 10 the written record of information

ment may also require i i o
encourage and support luncuonal skills. Programs focused
on ining function are i d for clients who have
reached their highest level of lunumn and require assi

1o ensure the continuity of care of clients. Documentation
includes information on each client’s problems and goals.

in i their abiliti

Revisions of the occ iona) therapy program or activities
prog pto~id¢ plans and the effects these changes have on clients’ perform-
h ance are ded. Records are leted in dance with

practice inthe [un(uonal skills acquired

are di d toward the
prevenuon ol (uncnonal duabnlmes They are begun at the
first signs of difficulty in performing daily life wasks and are

the policies and procedures of xhe long-term care setting.
Documentation of overall effectiveness of the service is also
required.
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?rognm administration rd'm tothe

ing, and di i needed 1o carry out
the occupational therapy or activities programs. Responsi-
bility is assumed for the efficient management of material
and human including stafl, stud and volun-
teers to achieve program goals.

Committee or team participation refers to involvement in
meeting with other health care team members to coordinate
the client’s overall health plan. Participation on commit-
tees, such as discharge planmng, budget, or uuhuuon and
review, permits ] therapy pr | to address
the occupational nceds of clients.

Ed ionel Role: In tion with the educational role,
family members, friends, and staff are educated in the pro-
motion of health th h activity. P ding fieldwork

4,

for in p lherapy and other
health fields also provides a mechanism for participating in
- the education of personnel for long-term care.

C 7 Role: C | is the process by which
expemu n lnmmmed for the purpose of solving existing
ar p ltation is provided to individ-

uals, families, or program sull serving thou with long-lnm

Y
There is a difference between occupational therapy and
activities programs. The nature of the services provided are
different as well as the qualifications of the personnel who
provide them.

REFERENCES

1. The Phil hical Base of Occ | Therapy. The
American Occupational Therapy Association, Inc..
Approved by the AOTA Rzprtsemzuve Assembly, 1979.

2. AOTAR Am |

Occup Thn 31: 599, 1977.

Crepeau EL: Activities Progremming, Durham, NH:

New England Gerontology Center, 1980,

bad

BIBLIOGRAPHY

Bengson, E: Training Programs for Activity Directors. Am J
Occup Ther 28: 108, 1974

Crawiord, J and Strehlow, H: OT in Homes for the Aged.
Am ] Occup Thev 25: 160, 1971.

Diamond, M, et al: The Role of the OT in the Care of the
Geriatric Patient. Am J Occup Ther 25: 139, 1971.

careneeds. The with thead
tor to develop the plan and objectives of consulation,

Jack BA: The OT as Consullant to the Aged. Am }
Occup Ther 24 (8): 573, 1970.

Kaplan, J: The Social Care of Older Persons in Nursing
Homes. Am ] Occup Ther 11: 240, 1957,

Examples of 1asks undertaken by the ¢ 1 include:
instructing staff in technical skills, advising the 'y

ment team on program d and di ing prob-
lems in progr Anqueu for ltation is

often initiated by the desire to upgrade the activities pro-
gram or by code requirements for consultation.

The consultant functions within federal and state codes that
address the qualifications of staff, program content, physi-
cal facilities, and practice. The consultant must be aware of
the code requirements as well as retated professional
standards.

Occ ional therapy phil and theory are particu-
larly appropriate tor the delivery of long-term care based on
a wellness rather than a3 medical model. Hence, occupa-
tional therapy consuliation is well suited to program devel-
opments aimed at such m'vices as lurmional assessment,

P
Amo communuy Imnl. palliative case of the dying, and
f of those needi ppor-

tive ﬂl‘f.

Schroepler, M: A State OT Program for the Aged. Am J
Occup Ther 25: 145, 1971.

Ward, R: Review of Research Related to Work Activities, et
Am ] Occup Ther 25: 348, 1971.

by:
Joan C. Rogers, Ph.D., OTR, FAOTA

for:
AOTA Commission on Practice

John Farace, OTR, Chair

Approved by the Representative Assembly, April 1983

Previously published and copveaghted by the American Occuparonal Therapy Arociaton in 1983 in the Amercan fouraal
- of Ocrupansasi Therapy, 17. 908-810




American Occupational Therapy Associatu

Purposeful Activities. V.15

Purposeful Activities

The American Oceupational Therapy Assaciation. Inc..
submits this puper w clarily the use of the term purposetul
activities with regard o occupational therupy. Occupa-
tional therapists are committed to the use of purpusctul ac-
tivities (1). Purposeful activity is an impoertant legitimate
tool used by occupational therapists to evaluate. facilitate.
restore, and maintain lunction (2).

Individuals engage in purposeful activity as part of their
daily life routine. Purposetul ac . in this natural con-
text, can be delined as tasks or experiences. in which the
person actively participates. Engagement in purposetul ac-
tivity requires and clicits mmdln..\uon between onc’s
phvsical, I, and cogni . An individual

increase attention span. **The activity is in itselfan end. as
well as being a means w a larger end.”” (3).

Occupational therapists divide activities into component
parts o determine which skills are necessary w complewe
the task. This information allows the accupational thera-
pist to adapt, grade, and combine activitics intv therapeu-
tic modalitics.

Occupational therapists adapt activities in  different
ways to promote performance. Activities are adapted by
modifying or changing the sequence of the activity. or
both, such as the position of the dicnt. the position of the
material, the size. shape, weight, or texture of the material,

who is involved in purposciul activity direats attention to
the task itself. rather than to the internal processes required
for achievement of the task. Activities may yield immedi-
ate results or require sustained cffort and multiple repe-
tition. They may represent novel and singular responses or

the proced and the nature and degree of interpersonal
contact. Adaptation involves the process of continually
modifying an activity to mect the specific changing needs
of the dient.

In cach individual situation, occupational therapists
d inc whether the activity will be adapted 10 compen-

be part of complex long ding patterns of behavior (3).
Purposeful activities, influenced by the individual's life
roles, have unique meaning to cach person (4).
Occupational therapists treat individuals whose capacity
1o function v.lhcuul\ is impaired due w injury, ll)ncs

sate for a functional deficit, or to promote restoration. This
decision is bascd on the extent of the client’s disability, as
well as their current level of performance. Purposeful
activities cannot be routinely prescribed.

psvchosocial stress. changing devel | and

mental demands. or lack of skill. This impairment can
diminish an individual s ability to produce. have positive
seli-image. or perform life-enriching activities. and can af-
fect the ability o fultill desired life roles.

Occupational therapy education in activity analysis and
the behavioral and biologival sciences provide the back-
ground necessary 10 use activities as lhcraptull‘ modalmts

for clients with a variety of physical. coe .

and sacial disorders. Ou pational therap evaluate
clients 1o determine an individual’s acti goals. the ca-
pacity to plan and perform purposeful activities. the ability

to meet the functional demands of the environmeni. Based
on this evaluation. the occupational therapist designs activ-
ity experiences that offer the client opportunities for effec-
tive action. These activities are purposcful in that they
assist and build upon the individual’s abilities and lead to
achievement of personal yoals.

A purposeful activity, as used by the occupational thera-
pist, leads to che fulfillment of simultancous goals. One
may be the client’s goal to complete the overall task satis-
factorily. The other may bc |denuﬁtd by the ol:mpanmal

Occupational therapists may present a series of activ-
ities, or change the steps within the activity. Such grading
provides skill develop and th ic exercise to re-
spond to the dynamic changes of the ctient.

Occupational therapists artfully modify routine activ-
itics within the dient’s daily life in order 0 promore psy-
chological or physical development. At fivst tunctional
tasks may be introduced in a controlled environment. As
tr o4 the occupational therapist gradually
changes lhtf environment until the dient demonstrates the
tevel of skills necessary to function in their real life environ-
ment (6).

Occupational therapists use current rehabilitation pro-

“cedures to enhance a client's skill development or task per-

formance. Throughout the activity, occupational thera-
pists modify their method of personal interaction to achieve
the desired results of the activity,

In Y. pational therapists enable individuals
to engage in purposcful activities 1o achieve competence in
work, self-care. and play/leisure. Activities provide direct
and objective feedback about the client’s performance,
both to the occupational therapist and to the client. Success-

h ist as: to p muscle

P '8

ful perfc of purposeful activitics promotcs feelings
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ACTIVITY PURSUITS ACTIVITY ASSESSMENT

1. FUNCTIONING
ACTIVITY PURSUIT REFERS TO

ANY ACTIVITY

LIFESTYLE & PERSONALITY

bl

AMOUNT OF PARTICIPATION

1.) OUTSIDE OF ADLS INDIVIDUAL & GROUP

&=

PREFERENCES
2.) WHICH A PERSON PURSUES
5. TYPE OF ACTIVITY
IN ORDER TO OBTAIN A
PREFERENCES
SENSE OF WELL-BEING
INCLUDES ACTIVITIES WHICH & MEANING OF ACTIVITY
AROVIDE BENEFITS IN THESE PURSUITS
AREAS:
SELF-ESTEEM
PLEASURE LIFESTYLE &
COMFORT ACTIVITY PURSUITS
HEALTH
EDUCATION
CREATIVITY | ACTIVITY PURSUITS
S l. ! ASSEss. ' ' .0
SUCCESS A——
INDIVIDUAL OR GROUP PREFERENCES
FINANCIAL INDEPENDENCE TY7E oF ACTIVITY PaxFERENCES
EMOTIONAL INDEPENDENCE MEISNG O ACTIVETY PURSURS.

Stepping Forward with Activities by Ruth Perschbacher, Bristecone Conmlting Company

Route 2 * Box 458 * Asheville, North Carolina 28805 * 704-298-7357
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FOCUS ON OUTCOMES
THE CENTER OF GOOD PROFESSIONAL PRACTICE

(TCOMES ARE BASEDON THE FOLLOWING:

CUMPREHENSIVE ASSESSMENT INCLUDING AT LEAST:
- PHYSICAL, SOCIAL, COGNTTIVE, EMOTIONAL FUNCTIONING
- INTERESTS, AB{LITIES. CUSTOMARY ROUTINE
- COMPARISON OF CURRENT & PAST HISTORY WITH REGARD TO
FUNCTIONING, INTERESTS, ABILITIES, & CUSTOMARY ROUTINES
-CLEAR IDENTIFICATION OF STRENGTHS WHICH COULD LEAD TO
POSITIVE OUTCOMES
+ - CLEAR IDENTIFICATION OF WEAKNESSES WHICH COULD LEAD TO
NEGATIVE OUTCOMES

OTHER FACTORS AFFECTING OUTCOMES 5
- LENGTH OF ILLNESS
- LENGTHOF TIME INFACILITY
- PROGNOSIS

ACTIVITY OUTCOMES

AN ACTIVITIES PROGRAM SHOULD RESULT
IN THE FOLLOWING THERAPEUTIC
OUTCOMES

SUPPORTIVE OUTCOMES AS
EVIDENCED BY RESIDENT PARTICIPATION
IN ACTIVITIES WHICH PROVIDE
STIMULATION OR SOLACE TO RESIDENTS

MAINTENANCE/RESTORATIVE OUTCOMES
AS EVIDENCED BY RESIDENT
PARTICIPATION IN ACTIVITIES WHICH
PROMOTE OR RESTORE PHYSICAL,
COGNITIVE. SOCIAL & EMOTIONAL
HEALTH.

EMPOWERMENT OUTCOMES THAT
PROMOTE INCREASED SELF-RESPECT AS
EVIDENCED BY RESIDENT PARTICIPATION
IN ACTIVITIES WHICH PROVIDE
OPPORTUNITIES FOR SELF-EIPRESSION,
PERSONAL lBPOliSIBILI". & CHOICE:
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Activities for
Low-Functioning
Residents

Therapies reach out to senses, memories and emotions

by Anne Hegland

A ctivity programs, traditionally geared toward group
endeavors, are now incorporating one-to-one activ-
ities that reflect the needs of low-functioning residents.

With surveyors now focusing on res-
ident outcomes, activity directors are
challenged with providing stimub to
the bed-bound and documenting the
resuks.

New Approach. Using techniques
such as touch, a smile or conversation,
the entire staff can stimulate a
resident’s senses, memories and emo-
tions, suggests Nancy DeBolt and
Mary Ellen Kastner in their book,
“I'm In Here!’ Strategies for One-to-
One Activities,” published by Lu-
theran Health Systems, Fargo, ND.

Using these simple approaches, suc-
cess can be measured by the squeeze
ofahand, or by achieving eye contact,
the authors said. More importantly,
these activities can be incorporated
into the daily care routine and per-
formed by the entire staff, rather than

just those in the activities department,

noted DeBol.

Formerly bingo, the Bible and birth-
day parties dominated the activities
calendar, DeBolt told Contemporary
Long-term Care. Over the last four
years, however, regulatory changes
(PaCS survey process and OBRA '87)
have forced activity directors to de-
velop one-to-one activities for resi-
dents who cannot or will not partic-
pate in group activities, she noted.

An even greater challenge for activ-
ity directors, DeBolt said, is docu-
menting outcomes that show resi-
dents have achieved their highest
practicable emotional, mental and
physical well-being as mandated
under federal law, effective Oct. 1. Ex-
amples of how to document these out-
comes are provided in the book.

“You have to show that what's being




done is i and that some re-
sponse is achieved,” DeBolt com-

mented.
Relationships SUessed. Positive re-
sults can be achieved by developing
hips with resid rather

she pointed out.

“An activity becomes a one-to-one
relationship, rather than ‘Here [ am;
I've got something. I'm going to see
how you respond, and then write it
down." You can't do things to people.
You must do it with them,” said De-
Bolt, activity director at Goshen
County Memorial Nursing Home,
Torrington, WY.

Using this premise, DeBolt and
Kastner have redefined activitiesasan
“outward expression of theinner per-
son.” The staff should determine how
they can establish relationships with
patients to bring them out of their

in or withdrawn state, DeBolt said.

Relationships are established
through techni that stimul

the person to reach out.

Building upon these small re-
sponses, the staff can work toward es-
tablishing a relationship. Once the
resident’s trust is secured, activities
that stimulate memories and emo-

senses, which in turn provoke memo-

tions can be i

On this and the preceding page. artivities
directors use a touch, smile and conversa-
tion to stimulate residents’ senses, memonies
and emotions.

ries and emotions, according to the While the use of touch in sensory
book. stimulation is fundamental, DeBolt
For ple, sensory stimulati poi d out that most touch in the
can begin by touching the resident’s g home is invasive. Thercfore,
hand, with a return squeeze signali d\eapproad'nukznu‘lmpommmob-
a positi P andan ptby (continued on page 60)
LOW FUNCTION, tion, the staff person is also asking the  active listening, reassu
(et frm e 27 resdens questons houther previus o Wb i e con
taining a response. home husband’s name. (0 express emotions both verbally and
Memory Stmutation. One example of  This exercise allows the resident to  through body L

a memory stimulation exercise is

relate something of herself to the

Formerly bingo, the Bible and birthday parties
dominated the activities calendar, but over the
last four years regulatory changes have forced
actruity directors to develop one-to-ome
activities for residents who cannot or will
not participate in group activities

called reality orientation. Here, a res-
ident verbalizes that she is fused
and is visually upset by this. The staff

b the resident that
she understands more than she’s will-
ing to give herself credit for, and re-
orients the resident to the time, date

present day and ime.
Eveking Emetions. Oftientimes, nurs-
ing home residents who are bed-
bound or withdrawn become one-di-
mensional because they have no op-
portunities to vent their emotions.

and location. During this

DeBolt and Kastner's book recom-
mends & exerdises such as

g! Y languagy
Although appealing to the senses,
memory and emotions of residents
may result in very limited responses.
DeBolt stresses that these are suc-
cesses nonetheless, and a foundat
from which to build relationships.
Working Together. To maintain the
continuity of a one-t0-one activities
program, it is important that the ac-
tivities staff and nursing staff work to-
gether. With the activiues director asa
ber of the comprehensive assess-
ment team, her input in developing
the resident’s plan of care can indude
approaches on how the entire staffcan
help meet the person’s activities needs
© Del L

She suggested scheduling a fadlity-
wide inservice to educate all staff on
how tointegrate these techniquesinto
their daily routines.

Also, DeBolt encouraged activity di
rectors — who are more accustomed
to group activities — to educate them-
selves on ways to incorporate activities
for the bed-bound and withdrawn
residents. [L.LR
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1032 COLLEGE ST.
BOWLING GREEN, KY 421021778
Prepared by Ruth A. Morgan for presentation to the Kentucky Health Care
Associations training for Activity Directors September, 1990.

EVALUATING ACTIVITIES FOR CHOICE
INDIVIDUALITY AND DIGNITY

A. Looking At The Individual Resident

~ Was the individual activity plan driven by resident
likes, dislikes and strengths as identified on the
comprehensive assessment?

- Is the individual activity plan consistently
implemented?

- Are changes made in activity plans when the
resident fails to meet the goals?

- Are changes made in the activity plan when the
initial goal is achieved?

- Is the resident aware of the activity goal and is
this the resident’s goal for him/herself?

- Was consideration given to the risk factors and
unique needs of the resident?

- Is the resident involved in activities that enhance
mobility skills or increases stamina?

- Are the activities engaged in similar to the
activities that interest the resident?

- Has the resident made friends in the facility?

- How is information about the resident given to

: those who need it to ensure that resident fully
participates in the activities he/she chooaes to
participate in?

B. Looking At The Program

- Are there several empowerment activities that
promote increased self-respect by providing
opportunities for -self-expression, personal
responsibility and choice (i.e. resident councils,
current event discussion groups)?

- Are these several majntenance activities that
provide a schedule of events that promote physical,
cognitive, social and emotional health?

- Are there pypportive activities that provide
stimulation or solace to residents who cannot
generally benefit from maintenance or empowerment
activities (i.e. playing music to increase
alertness)?

- Are residents generally satlstied with the times
activities are offered; ‘the pumber of activities
offered and variety of activities offered?

-~ Do the activities help residents make friend and
promote socialization?

- Does the activity program have a recognizable
routine upon which staff and visitors can depend?

- How are activities publicized? Is there an
activity calendar? Is the time and place of
activities indicated in large enough print that
residents can read it? Are activities actually

- held at the time and place indicated?
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Are there adequate supplies for the activities
selected?

Do residents attend activities groomed in the
manner that they wish (i.e. well, fitted clothing,
hair combed, beard shaved or trimmed) and that
enhances a resident’s self-worth.

Are there activities offered that involve family
and others from the community?

Are there weekend activities?

Are the religious needs of residents met or is only
one religious perspective offered?

Is there a current list of residents on which
precautions are noted regarding any restrictions on
activities?

Can residents refuse activities or suggest
activities?

Do you use “teachable moments" during activities to
encourage residents to exercise their rights as
residents?

C. Looking At The Facilities

Are the areas where activities held free of
accident hazards?

Are there several program areas where activities
are held? Is there a balcony, porch, patio,
courtyard or solarium where residents can sit and
enjoy fresh air either inside or outside?

Is there an inside area used primarily for
activities?

Is the activity room illuminated suitably to the
tasks performed and to support independent

- functioning?

Is it adequately furnished to accommodate the
specific activities offered by the facility and are
furnishings functional to resident needs?

Is there sufficient space to accommodate all
activities (i.e. No evident crowding)? Do
residents using mobility aids have difficulty in
passage? Do they have equal access?

D. Looking At Staff

what is the training of the person carrying out the
activity program?

Is there adequate staff to ensure that all
residents can participate to the fullest extent of
their ability? .

Is there coordination with the nursing staff to
ensure a team approach?

bDuring activities do staff members speak to
resident in a respectful manner, listen to them
carefully and address them by the name of their
choice?

Does the physical contact and other staff residents
interaction during activities support resident
independent functioning.



ADMINISTRATION

cilities this fall will be working with a new ' dietary care®
concept. Many provisions of the Omnibus Budget Rec-
onciliation Act (OBRA) of 1987 take effect on Oct. 1,
mandating important changes in resident feeding procedures.

Inits simplestform, OBRA s a budget bill with a quality-driven
philosophy. The concept No quality, no government money
and the game is up in federally certified facilities.

Conceptually clear but definitively vague, the specifics of
OBRA are mrremly couched in interpretive guidelines.

Food service activities are still covered under OBRA's dietary
semoes language. But lhe nutritional care activities integrated

the r and guidelines have, in effect,
added a page to dietary managers’ job descriptions.
road, conceptual terms like ' resident rights,* ' resident as-
sess'nem“ and ' highest functional ability* reflect OBRA's goal
of attaining the ' highest practicable quality of life* for residents
and the ' highest practicable quality of care* for facilities. But
what do these terms really mean, and how will the long-term
care industry deal with them?

The term' functional ability* is one of the more clearly defined
concepts with a direct bearing on dietary care. Residents must
now be able to achieve their highest practical level of eating.
For example, a person who tolerates whole buttered bread
should not receive it softened in milk. If he or she chews, swal-
lows and enjoys bread softened in milk, it need not be sent pu-
reed.

OBRA The kitchen may now follow a policy that accommodates in-
dividual abilities, regardless of standards in a diet manual.
But the interpretive guidelines of OBRA extend well beyond
the kitchen.

l TI N OBRA is a resident-intensive, residentcentered law. Stan-
dards are based on the wellbeing of each resident, and OBRA
surveys will start and end with the resident.

In support of that position, OBRA insists that each resident be
* treated as an individual, not as a member of a group. Each
Meeting

Adminimmrs. managers and staff in long-term care fa-

resident, the reasoning goes, has his or her set of nutritional
requirements which may be distinctly different from the re-
new quirements of others in a similar age, sex or activity group.
dietary These needs should be accommodated, according to OBRA,

with the consent and participation of each resident.
regs The mtenl of the law is to rccogmze the needs. desires and
ds of the individual and the individual's family. It's
uptod\ednetaryteamlonegoualeasansﬁctorymenuagree
ment which meets residents’ nutritional needs and satisfies

' their personal preferences.
' Negotiate™ is an operative word with OBRA. Suppose some
SALLY residents don't want to come to the dining room for breakfast
WEERTS The dietary staff now has the obligation to negotiate. They may

s offer the group a cold breakfast in their rooms as an alternative
M’ R.D. toahoxmea]mmedmmgroomOrﬂwynuymeslanalmr
continwed on page 90

48 CONTEMPCORARY LONG-TERM CARE SEPTEMBER 1900




OBRA DIETARY REGS

nateday schedule between room meals
and the dining room.

Creative solutions depend on a balance
between rights of the residentand respor-
sibilities of the facility. OBRA means more
hnmde.mgenenl.fwboﬂlresdcnumd
dietary staff, but it presents challenges in

menu planning.

mdlanmensobvmﬂowmm
the ' highest practicable quality of life” tar-
get for residents who are unwilling or un-
able to eat, eat right, or eat enough. How
does a dietary manager find enough time
to be creative, negotiate, and stll get the
food prepared? Finally, how can dietary
managers comply with the mandates,
guidelines and spirit of OBRA without
going crazy?

Enwrumﬁrsthwofdiemmca
out of the kitchen and away from those
pots and pans. Go out on the floor and visit
with residents. Ask them how the food is.
Look for signs of wellbeing and indica-
tions of problems.

The ticketout of the kitchen and onto the
floor is a systematic approach to food ser-
vice that provides one menu to the house.
‘This one menu offers sufficient variety to
meet the 'individual® requirements of
OBRA, but gives the dietary manager
&eedomfromﬁumumesoldaﬂymem
planning.

A one-menu system limits diet orders to
the few needed by most residents. It akters
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Surveyors want to
be assured that
o facility’s staff Is
aware of residents’
conditions,
that problems
have been acted
upon and that the
» highest practicable
quality of care” Is
being provided

weight and eating poorly, ask her aboutit.
She may be depressed or she may have a
medication complication which affects
her appetite. Try to determine the source
of the problem.

aplan to

continued from page 44

nurse aide feeder have things to discuss.

[f a resident begins dozing at mealtime,
it's time for the dietary manager znd con-
suhant dietitian to ask the director of nurs-
ing about potential causes for the meal
time naps. Going a step further, if the res-
ident is on a new medication that may
cause drowsiness, the dietary, nursing
and medical players form the team.

Creative solutions
depend on o balance
between rights of
the resident and re-
sponsibilities of the
facility

Finally, monitor for results. The monitor-
mgprooessdnﬂdmdudemmtssnoms
to pl d ap

Then, go for a solution. G
of action which soives the problem. The
lpproach may include dietary changes
alone or need other disciplines (e.g., so-
cial, medical or nursing) to be effective.

proaches The documentation of
8’ conditions will be a critical part

of the OBRA compliance process.
will look for systemauc and
written agr s

rk

Now, integrate. This is the
stage where solutions to resident nutrition
problems are communicated to the care

lanning team and inctuded in the overall

ingredients in hundreds of recip
modlﬁespamonsmmmmdn:bw»
dium, diabetic and other th

cu'ephnlt‘sessennalmfmtuonasa
team while assessing and planning care.

Andaonemusystemadhstsm!md
edible portion yields of recipes to ensure
accuracy when the cook aspires to * high-
estquzhty'sun

i i rifiesthat

dxmry care meets OBRA's mandates.
Secondly, assess resident nutrition. Es-
tablish each resident’s status based on di-
agnoses, weight changes, food intake,
medications and clinical signs/symp-
toms. This data should be collected (a
form is available) and saved in the chart

with the consultant dietitian and identify
. the nutritional considerations of each res-

ident
The next step is problem solving. Tak
with each resident about his or her prob-
lems or needs If a resident is losing
continued on page 92

Ifa is losing weight, the nursing
and dietary team players need to talk.
Whenan intake check shows decreasesin
all pureed food eaten, the dietary staff and

observed condition and plan of care.

Surveyors want to be assured that a

fauhty s staff is aware of individual

residents’ conditions, that problems asso-
ciated with the conditions have been acted
upon and that the ' highest practicable
quality of care* is being provided for the
residents. And they'd like to see it written
down in nutrition assessment, care plan-
ning and progress note formats.

Does this make OBRA some heavy-
handed sword about to come crashing
down on the dining tables of LTC facili-
ties? No. With some estimates of malnutri-
tion running as high as 50% in LTC facili-
ties, OBRA can only be viewed as a help.

OBRA encourages a teamwork concept.
It brings new (and welcome) depth to the
meanmxofdnenry care” nutritional care
to gh food pr ion and
delwerybydmarysta(fsAndnmakes
' highest practicable quality” the standard
measurement of resident care.  CLTC

SallyA. Weerts, M.S.,R.D., isfounderans

* president of Dietary Care Systems, Inc.,

Mankato, Minnesota.
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Guidelines.for Assessing the Quality of Drug Regimen Review —_
GUIDELINES
for

FORWARD

GOAL

Assessing the Quality of Drug Regimen
Review Long Term Care in Facilities

The quality of care provided to long term care residents
is an important concern of the public as well as of gov-
ernment, nursing home administrators and health care
professionals. As part of the health care team, consult-
ant pharmacists share the responsibility of providing
quality services and, by assuring the quality of their
drug regimen review activities, have a significant influ-
ence on residents’ health outcomes and quality of life.

The intent of this document is to identify objective and
measurable components of quality drug regimen re-
view. Many of these objectives may be considered as
intermediate outcomes that are necessary steps in
achieving the overall goal of improved resident care
and health.

These guidelines have been designed as normative
standards, ie. they are the current standard of practice
and define a quality of care in the drug regimen review
process that all consultant pharmacists should provide
to the residents under their care. Additionally, these
guidelines may be used in a self-assessment evaluation,
with the results providing guidance in planning for
improvements.

In reviewing this document, the consultant pharmacist
should keep in mind that, just as drug regimen review
is only one of many services provided by consultant
pharmacists, these guidelines represent only one aspect
of an overall quality assurance program. Furthermore,
ASCP recognizes that many consultant pharmacist go
beyond these standards and provide care which in
many, if not all, regards would be considered optimal.
As normative guidelines, this document defines the
standard of care all consultant pharmacists should
provide, but is in no manner intended to discourage or

limit consultant pharmacists in their efforts to pro-
vide optimal care.

American Society of Consultant Pharmacists

© Copyright 1989 ASCP
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m Guidelines for Assessing the Quality of Drug Regimen Review

Evaluating Medication
Orders

American Society of Consultant Pharmacists

The consultant pharmacist determines whether the
resident’s medication orders represent optimal therapy
for that individual,

A resident s medication order represents optimal therapy for
that individual when its use is based on an accurate diagnosis
for which drug therapy is the best method of treatment. Fur-
thermore, the medication selected must represent the drug of
choice based on the health and characteristics of the individ-
ual. Additionally, the drug must have been prescribed in the
formulation, dose, frequency, and duration best suited for the
individual. As part of drug regimen review, the consultant
pharmacist evaluates these aspects of the medication order and
verifies their documentation.

* Routine medication orders are supported by a
current written diagnosis or identified need and
relevant diagnostic data (CBC, total chemistry,
etc.).

¢ As needed (prn) medication orders include spe-
cificwritten indications for use.

* Medication orders’ indications for use are consis-
tent with current medical literature.

¢ Therapeutic goals have been established in writ-
ing for all medication orders.

» Medications selected have a favorable benefit-to-
risk ratio. This includes consideration of medical
history, the significance of any past drug reaction,
and cost.

* Drug products, if generic, are accepted as
bicequivalent to the innovator's drug product by
the FDA publication "Approved Drug Products
with Theapeutic Equivalence Evaluations” with
(Orange Book).

* Medication orders that duplicate other medication
orders currently in the resident’s regimen include
a written rationale for that duplication.

© Copyright 1989 ASCP

42-903 0 - 91 - 12
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Guidelines for Assessing the Quality of Drug Regimen Review

Monitoring Medication
Administration

Page 5

* The prescribed route of administration is
appropriate for the resident, considering
absorption, bioavailability, onset of action,
metabolism and excretion factors.

* The dosage form chosen is compatible with the
resident's needs and/ or abilities, including
consideration of texture (solids or liquid) and
taste.

e The prescribed dose is appropriate to the
resident’s clinical status.

¢ The prescribed schedule of administration is
appropriate for the resident, including
consideration of side effects (such as sedation)
and of compatibilty with the resident's diet
and other medications.

® The duration of drug therapy is indicated and
appropriate for the resident.

The consultant pharmacist evaluates medication
administration to verify that the resident has received
his/her medications in conformance with prescriber’s
orders and facility policies.

*As part of providing optimal drug therapy to the resident, it

is necessary to assure that the correct medication is given as
prescribed, in the correct amount, at the correct time, and to
the correct resident. Although not directly responsible for
administering medications, the consultant pharmacist
should monitor procedures, techniques, and personnel
responsible for this function and intervene when necessary.

* Medications are administered at the frequen-
cies and times indicated in the resident's chart.

* "Stop order" policies are observed.

American Sodety of Consultant Pharmacists

© Copyright 1989 ASCP
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m Guidelines for Assessing the Quality of Drug Regimen Review

Evaluating Response to
Drug Therapy

American Society of Consultant Pharmacists

« Alteration of dosage forms have not impaired
the therapeutic response. For example, medi-
cations should not be crushed when this may
change bioavailability.

o The consultant pharmacist observes the drug
administration techniques of staff and/or
instructs supervisory staff in this process as
needed.

* Residents are evaluated for refusal or inability
to take medications.

o Administration of medications is documented
including the frequency and reason for
administration of prn medications.

* Residents who self-administer medications
are counseled regarding the correct technique
of administration and routinely evaluated by
the pharmacist in the following areas:
therapeutic response, refill frequency, storage
conditions and medication information.

The consultant pharmacist evaluates the resident's
response to drug therapy.

Evaluation and recommendations for adjustment of drug
therapy is the cornerstone of the consultant pharmacist's
role in assuring that each resident receives optimal drug
therapy. The status of the resident s disease state, response
to medication, side effects, adverse drug reactions, and
interactions are among those aspects which should be
evaluated. Based on this evaluation, the consultant pharma-
cist then makes recommendations regarding adjustments in
the resident’s drug therapy.

* The resident's response to drug treatment is
evaluated through the use of laboratory data,
physical assessment, medication administration
record and other objective and subjective infor-
mation to determine if therapeutic goals have
been achieved.

© Copyright 1969 ASCP
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Communicating
Observations and
Recommendations

* Side effects, adverse reactions, and interactions
(drug-drug, drug-lab, drug-nutrient, and drug-
disease) are evaluated; and modifications or
alternatives are considered.

* Based on the resident's therapeutic condition
and response to drug therapy, the resident's
drug regimen is evaluated for unnecessary
medications.

* The risk/benefit of each medication is re-
evaluated on an ongoing basis.

¢ Non-compliance is evaluated by the consult-
ant pharmacist.

¢ Recommendations, including identification of
the concern, specific means to correct the situ-
ation, how and when improvements will be
measured are communicated to all appropri-
ate personnel (prescriber, nursing staff, direc-
tor of nursing, administration, medication ad-
ministration personnel, resident).

The consultant pharmacist communicates obser-
vations and recommendations regarding residents'
drug therapy to those with authority and/or
responsibility to implement the recommendations
and verifies that there has béen a response.

Following evaluation of drug therapy, the consultant
pharmacist must make recommendations necessary for
improved resident care. Information should be com-
munciated in a manner which promotes interaction with
other heath care professionals and is likely to elicit a
response in a timely fashion. Furthermore, the
consultant pharmacist’s responsibility goes beyond the
initial recommendation and includes follow-up to
determine that a response has been made.

American Society of Consultant Pharmacists

© Copyright 1989 ASCP
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Supportive
Environment

American Society of Consultant Pharmacists

o A record of the consultant pharmacist's observa-
tions and recommendations is available in an
easily retrievable form.

¢ Comments and recommendations concerning
drug therapy are communicated in a timely
fashion. The timing of these recommendations
should be sufficient to enable a response prior
to the next drug regimen review.

* Observations and recommendations are pre-
sented in a format promoting dialogue and
interaction between all appropriate individuals.

* The consultant pharmacist follows up on his/
her recommendations to verify they have
been acted on.

¢ Recommendations to residents who are self-
administering medications are presented in a
straightforward and clear manner and include
written as well as oral information when ap-
propriate.

* Recommendations regarding facility policies,
procedures, and/or methods of administration
of medications are made by the consultant
pharmacist when practices jeopardize the
provision of optimal care to residents.

The long term care facility supports pharmacy
practices that promote quality care.

Effective drug regimen review is best achieved in a
supportive environment that recognizes the value of the
consultant pharmacist as part of the facility’s health care
team while the long term care facility’s administrative and
medical staff have the greatest responsibility for creating
this environment, the consultant pharmacist shares

© Copyright 1989 ASCP
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this responsibility as well. Drug regimen review related
activities, such as participation in committees, projects, and
special studies, provide both an opportunity to foster
interprofessional relationships and a reflection of current
attitudes and cooperation.

¢ Organizational authority exists for and
support is given to the drug regimen review
process.

¢ The long term care facility uses the consultant
pharmacist as an active participant on the
pharmacy services committee.

* The long term care facility assures that the
consultant pharmacist is a participant in the
facilitiy’s infection control process.

* The long term care facility uses the consultant
pharmacist in peer review of personnel affecting
drug therapy, for example, physicians,
nursing, and pharmacists.

¢ The long term care facility works with the
consultant pharmacist in establishing drug
utilization protocols for specific drug cate-
gories, such as antibiotics and investigational
drugs.

¢ The long term care facility supports the
consultant pharmacist's efforts in performing
regular drug utilization studies and medical
care evaluation studies.

* The long term care facility supports the con-
sultant pharmacist's provision of in-service
education to all pertinent facility personnel
(nurses, aides, physicians, residents, and
familes).

* The long term care facility provides the con-
sultant pharmacist with the opportunity to be
involved in responding to questions and
comments from licensing agencies and to par-
ticipate in resident discharge consultation.

American Society of Consultant Pharmacists
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American Society of Consultant Pharmacists

o The long term care facility’s policies and pro-
cedure for storage and inventory of medica-
tions subject to abuse are in accordance with
state and federal regulations pertaining to
those medications. Furthermore, those policies
and procedures are observed in daily practice.

o All medications are stored and handled ina
manner that maintains product quality, purity,
integrity, and security.

* The long term care facility supports the
consultant pharmacist’s participation in the
evaluation of residents being considered for
self-administration of medications and in the
detection and prevention of medication errors.

© Copyright 1989 ASCP
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LONG TERM CARE PHARMACISTS
TO PLAY A MORE PROACTIVE ROLE

Lauren Tackel

he structures of health care deliv-
ery and services are changing all
mmd us. The role of xhe consul-
1ant p has d
since the passage of Title XV!I] and XIX
of the Social Security Act in 1965. With
the implementation of OBRA on October
1, 1990, both the nursing home industry
and consultant pharmacy will face even
greater challenges. All of these events
lead up to0 a two-pronged question: Who
is your consultant pharmacist and are
your services valuable?
Assessing the pharmaceutical services
in your facility must begin with a review
of what services your pharmacy is sup-
posed to provide and whether those ser-
vices are being provided to your satisfac-
tion. One scenario would be 10 survey
your nursing staff about the expemwns
and reality of phmmcy urvncu. mpm
from physicians and & Y

“With the ever-
changing regulations
in the long
term care industry,
your facility’s
pharmacy must be
up-todate.”
T —

vide, he or she needs to be adaptable to
change. With everchanging regulations
innnlongtammh\dusuy.ymfacﬂi-
ty'sp must be up-to-date. Does

team members could be helpful.

Available Year-Round

Your pharmacy should be supplying
the facility with a drug distribution sys-
tem that fits the needs of the facility, not
one that fits the needs of the pharmacy.
This system must be tightly lled

yomphumacykeepywlhusloflhe

diets, disease states, and/or diagnostic

tests.

In addition to the above-mentioned
responsibilities, long term care pharma-
cists provide inservice programs (o nurs-
ing staff and physicians; cost-benefit
reviews in terms of decreasing the num-
ber of prescriptions per patient and/or
decreasing the amount of nursing time
spent on medication administration; and
revisions of pharmacy policies and proce-
dures manuals (updating to comply with
state and federal regulations).

Expanded Role

The new Medicare and Medicaid
Requirements for Long Term Care Facili-
ties further expands the role of the long
term care pharmacist. lnlddmontolhe
current responsibilities, your ph
will now be shouldering the monitoring
of the use of antipsychotic drugs, recom-

g drug i

l.,‘am "

for those residents using antipsychotic
medu:allons He or she vnu see o it that

changes in federal and state regul:
on an ongoing basis, or are you the one
Long List of Responsibilities

Long term care pharmacists have
ponsibilities, includi

and accoumt for all doses and
given to each patient. Medications should
be ordered in a simple manner and deliv-
en:donu.imelyhsis. Your pharmacist
and pharmacy must be available 24 hours

a day, 365 days of the year.
This may sound simple to achieve, but
in reality, it is not easily accomplished. It

the facility’s drug-sdmini

tion system and assessing nursing staff
performance in the delivery of pharma-
ceutical services. They also must evaluate
the facility's compliance with federal and
state taws and regulations regarding the
acquisition, disposition, handling, and
storage of medications.

Ph are held for

is your ph ist, not irily the
pharmacy, who can make or break any
service agreement. As an ancillary pro-

ensuring the correct transcription of
pl\ym:nn orders to the medication

Lauren Tackel, RP, is director of con-

sulting services for Specialized Pharma-
cy Services, Inc., in Livonia, Michigan.

no an* .
drug™ and that there are proper dlsmbu-
tion systems for any residents who wuh
to self-admi their medicati
addition, your pharmacist will assess the
drug distribution system of the facility to
be sure that the facility remains free of
significant medication errors.

In evaluating current pharmacy and
pharmacist services, the administrator,
director of nurses. and medical director
must be aware of what the pharmacist is
doing. Both the pharmacy and pharmacist
must be an integral pan of any facility.
Your pharmacist’s knowledge and input
can make or break your survey.

As regulations in the long term care
industry evolve, pharmacy \vl" play a

record. They
monthly drug regimen reviews whu:h
include checking for drug i

with other p ibed drugs, all

more pi role. Your p

must have the insight to team from the
past, be able to act decisively today, and
be to plan for the future. a

pep

Provider February 1990 35
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Moving Ahead with the Challenge:

Making Sense
of OBRA

Thomas Hoyer

he Omnibus Budget Reconcilia-

tion Act of 1987 (OBRA) is good

for nursing homes, just as it is
good for the states. the federal govern-
ment. and the residents. It is good for a
number of reasons. and the fact that
implementing it will not be easy or quick
does not detract froem its real value.

It is often argued that regulations, how-
ever detailed. do not compel good nurs-
ing home care: that only a caring suaff. a
strong knowledge base, and the will to
succeed can produce that result. In its
most fundamental sense. that is true.
Really wanting to do the job is essential. [
also believe, though. that it is a whole-
some thing for the rules that govemn the
Job to relate as closely as possibie to the
task at hand. {t is wholesome for the peo-
ple involved in the job to think seriously
about what they are doing from time to
ume. to reevaluate their jobd and their
goals. and to view things afresh. Nursing
home reform is the calyst that makes it
possible to achieve these results.

Legisiative Expression of Consensus
Though enacted almost overnight in

1987, nursing home reform is not a new

set of ideas. It is the legislative expres-

damental objectives of nursing home
reform even though there have been myri-
ad disagreements about the details of the

fundamental objections 1o nursing home
reform have lintle to do with its principles.

for care—the kinds of statements that
now appear in our Quality of care require-
ments—o discover that these people do
not agree on what makes the sun come
up. A Mof individuals. al! with the
same end in mind, cannot discuss an
mue like the use of restraints, without

mymmhndnmto_"
ad © [}

_ sion of a consensus that has been buildi ad © h & new way
all through the 1970s and 1980s: that had ofmmmbemdm
its expression in the nursing home reform what has been done. and of paying
efforts of the late 1970s and the early  for what has been done. [n many respects,
1980s: that more fully devel- it is the cognitive dissonance that arises
oped in the lastitute of Medicine's  from this reluctance that is the major den-
Report, Improving the Quality of Care in efit of nursing home reform.

Nursing Homes, and thas appeased in the
D:mofﬂullhuﬂumm&t-

There is 00 real dispuse about the fun-

14 Provider Marrh 1990

The typical person who knows about
nursing home care may well say that a
good (acility is as easy 10 5pot &3 8 Sum-
nu.butndoumlmwevuymuy
minuses of discussing OUICOME Measures

g among th tves over
means. The lengthy public discussions
over_the nuts and bolts of nursing home
reform have given us all — providers.
regulators, advocaes, residents, and their
families — a chance to reconsider our
ideas about what kinds of results we want
nursing homes to produce. how they
should produce them. and at what price.

Resistance $0 Change
Commensers on the enforcement sysiem

we have been using for nursing homes over

the past twenty years will not hesitate to




say that it is a peocess that does 9ot pro-
duce consistent results. Also. the current
enforcement system makes it difficult o
focus on the scope and seventy of prob-
lems. especially those problems that may
not be what are now known s condition
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fied in the last few years of work on nurs-
ing homes 15 disagreement among the
parties. Not. | believe, fundamental dis-
agreements on the ends that should be
achieved. but disagreements on the
means by which they should be achieved.

tevel deficiencies. Despite almost ]
agreement on this. however. we have
encountered great difficulty in achieving
change and have only painfully worked

The disp 1 have have to
do with 155ues as various as the nature of
institutional life. the methods by which
quality ol care and quality of life can be

d. and the threshold level of ser-

oward 2 among
of providers. advocates. and states. Why?
A good share of the problem 15 a funda-
mental resistance to the new. an unwilling-
ness (o nsk the potential consequences of a
new system when one at least understands
the strengths and flaws of the old system. {
am convinced that the effort the Health
Care Financing Administration 1s making
10 develop a new enforcement process.
with its all-unportamt survey methodology
and sanctions package. will benefit nursing
homes as well as theur residents. Agan, the
reason is that our efforts are forcing all of
us to focus our attention on what is impor-
tant in nursing home care.
Reexamine Product and Price

Finally. observers of the continuous yet
bhealthy debate over Medicaid payment lev-
els for nursing home care will readily con-
cede that the Iongsundm' nursing home

havelmgsmswppedbemgnmprcm—

sideration for either the Stakes or providers

in rate seting. The annual debate has most
often been over the extent to which a siale
maymuse(ormnmewmﬂen

The A pay debate

rages over many issues of course, but the '

has been the same for 5o long that
the emphasis has been primarily on the
price. The nursing home reform law
requires each state to examine its nursing
home rates and determine what adjust-
ments may be needed to pay for the
improvements required by that law. The
law also contans provisions regarding state
disclosure of the data and assumptions that
underlie the payment changes.

This provision is good for the states
and for nursing homes because it creates
a context in which they can reexamine
not just the pnce as compared with last
year's price but the price as a reflection of

. the new product which will result from
nursing home reform. We have all heard
the fears of various parties that the pay-
mennnuybemoluueormumll but
there is no avoiding the task and it is a
fundamentaily healthy activity for states
and nursing homes to re-examine both
the product and the price.

End Result is Improvement
The one consistent theme [ have identi-

ViCes dpPropnate (0 a nursing home envi-
ronment. Neither these i1ssues. nor the
host of other issues [ have not mentioned
here. are ¢asy ones. [ am under no illu-
sion thai the end of this process will be
the happy agreement of ail panties to the
result. [ do believe, however, that the end
result of this process will be a lasting
improvement over the system we have
known tor the past 20 years. It will be an
improvement because all of us—
providers. advocates. and residents.
—have taken a new look at what it ts we
are downg. and why we are doing 1t and
we are making a new commutment O SUC-
ceeding in our efforts. ]

“The nursing home
reform law requires each
state to examine its nurs-
ing home rates and deter-

mine what adjustments
may be needed to pay for
the improvements
required by that law.”

Thomas Hoyer

Richard Rex

rom the wswr.uve of a provider ¢

services, quality is not necessanly

something that can be bought and
paid for in the traditioftll sense. Quality. in
regard to nursing home-services. is as
much a feeling about how one is being
cared for as it is related 10 the technical
and profe pertise of the

Likewise, it is true that spending addi-
tional sums of money will not guarantee an
increased level of “quality™ of and by itself.
It is also true that simply f¢
lations and enforcing or attempting to
enforce them on an industry such as the
nursing home indusry will not necessarily
enhance quality to a measurable degree. It
may erhance “quality” at the lower end of
the spectrum, but it will have minimal if
any effect at the high end of the scale.

Our industry is essentially a “people
taking care of peopie™ industry. Consid-
ering the myriad of personalities of our
residents and suaff, obtaining a correct
and harmonious balance is definitely
going to be one of the many great chal-
lenges of the 90°s and beyond.

Challenge and Curse

As we emer 1990, the Omnibus Budget
Reconciliation Act of 1987 (OBRA) loor
as both a challenge and a curse. Severa.
items within that piece of legistation will
necessitme expumve changes in the opera-
uon of our nation's long term care facilities.

In this area. the one issue that has

ived the most gnition is nurse

assistant training and inservicing. From
the somewhat limited exposure [ have had
t0 the OBRA costing studies that have
been done in several states. it is clear thar .
aurse assls;am traning will have a pro-
found impact on the cost of operating
facilities. While the implementanion regu-
lations soon to be released may to a small
degree lessen the onerous costs associated
with this issue, it will surely cost a large
number of dollars to. in effect. create 2
new group of “centified” nurse assistants.

Cost Not Limited to Training/Testing

It is important to understand that the
cost associated with this item ts not kmu-
ed to the cost of waining and testing. This
process will undoubtedly lead to a shnnk-
ing of the work force and will inevitably
fesult in higher wages for current as well
as future nurse assiswants. There will be a
“ripple” effect throughout the wage struc-
ture of facilities, which must
recognized by the government payors
as not to place another financial siress on
the industry. This recognition must be




both immediae and complewe in us pay-
ment of these costs. Currently many reim-
i i costs
with a lag ume of up 10 30 months or

. This is not acceptable and cannot

< tolerated by the industry in regard 10
costs associsted with nurse assistant rain-
ing as well as other OBRA-related costs.

Another item of OBRA which. in reali-
ty. may wind up cosung more than aurse

assistant tramming 15 the area of resident
assessment. While «t s hard to assess the
full cost of tns provision ai this ume due
to the fact that final regulations have not
been issued. it (s a the same tme umpor-
tant to recogmze that this change wiil
nally cause dramatk changes to be
accomplished within a facihity’s intemal
operating systems. These changes wil) be
associated with the new formats. umeta-
bles. and other requrements of this area.
Once again. full and current recogmiion
of the costs associated with this item are a
pretequisite for facilities being able to
provide “quality” care to their residents.

The list of individual requirements
which will cause financial stress on our
natton’s nursing home indusiry could be
detasled for pages upon pages. However,
the 1ssue that is of paramount importance
behund the changes is the need for current
and full recogmtion of the additional

/—C{nu. Whether 1t is the costs associated

. th changing from the present SNFACF
-acility designation to NF (nursing facii-
Ty d or the vanous
of the new federal requurements for par-
ticipation. the payment mechanism must
adequately address the cost of operations
of our nanon’s facalivies.

Many dates have been ssued as the
implementanion dates for vanous compo-
nents of these peces of legistation. Prob-
ably the most important date 15 Apnl |.
1990. when the Medicaid State Plan
Amendments regarding coverage of
OBRA costs must be submutted (o the
Health Care Financing Adm:nistration
(HCFA). [t 1s imperative that these State
Plan Amendments receive more than 3
cursory review by HCFA 1n order 1o
appropnately assure that adequate reim-
bursement for these costs has been pro-
vided for un the vanous state Medicaid
plans. As previously stated. this recogni-
uon and payment {or costs must be both
full and timely 1n order to allow our
nation’s long term care faciliies to be
able to comply with the provisions of
these regulations and at the same ume
provide “quality care” 10 the residents Liv-

/\in; i our facilities.
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Other Concorns

Two other issues which [ believe are
of great importance in this area.
although not specifically related to
OBRA or-the new regulations. are both
the applicability of the Boren Amend-
ment to state Medicaid plans and the
issue of spousal impoverishment.

It has long been held that the Boren
Amendment, and its component which
mandates that resmbursement sysiems
must recognize the costs of “efficiently
and economically” opersted (EEO) faci-
ties. must continue to have application to

- the Medicad reimbursement programs of

the vanous sttes. There must be 2 reeval-
uation of many states’ definution of EEO.
which 100 often surrounds issues such as
paymng the costs of only 50 percent of the
state’s facilities. This type of arbitrary

R P he

is
difference between the patient mix at var-
ous (acilities within a state or region.
Just as local and regional taxing authori-
ties use equualized vatue as 3 method for
assuring equity in regard to local taxa-
tion, any payment formula must in the
future include 3 mechamsm for realisu-
cally assessing and taking into account
different patient mixes $0 as to adequate-
ly reflect the costs of providing care. A
simple arnrary S0th percentile guideline
used vn a statewide basis is both unrealis-
tc and borders on unconscionable undet
the current situation. As a proponent of
case mix systems for many years. { feet
that an adequately funded case mix sys-
tem is the only accurate and realistic sys-
tem of Medicaid reimbursement for the
future. [t is aiso important to stress that
any Medicad plan should inctude both

“Without appropriate
Junding, OBRA will
cause problems that
could, in fact, reduce
rather than improve the
quality of our nation’s
long term care system.”

Richard Rau

componenis mentioned abave. The com-
ponents of adequate funding and a true
case mix sysiem are separate and distinct.
Too many people believe that a case mux
system encompasses both classification
and funding. This is far from the quth. The
state of Wisconsin has had many discus-
sions over this issue in the last couple of
vears. A result of that discussion is recog-
mtion of the fact that changtng & classifica-
ton system without changing the funding
vehicle only serves to redistrtbute (some
would say-more equitably) the dollars that
are being paxd for care, but will do linde to
sausfy a statewde underfunding problem.

Impoverishment

The area of spousal umpovenshment 1s
another area of recent regulatory efforts
that undoubtedly wil have an affect on our
ndustry. The raising of limus on assets
and income will have the effect of increas-
g the number of Medicaid residents for
those states which were below these tirmits
prior to enactment of new regulanions.
Some say that this will have a dramanc
umpact on our nanon's facilities. However,
1f implementanon of these new himuts 15
accompanied by an overall enhancement
of the divestment regulations. the botom
line affect on the industry could be posi-
tive. One of the current issues most affect-
ing the industry is the area of divestment.
As long as state programs underfund the
industry, i is and will continue to be nec-
essary 10 supplement revenue through pn-
vate pay residents of the facality.

Since thus source of revenue 1s coming
under increased scrutiny and pressure, it
15 imperative that throughout the imple-
mentation of these new. and any future.
regulations that there be a full and imme-
diste g of a facility's
costs «f quality care is to be provided.

in conclusion. then. | would resterate the
1dea that while cos: and funding are not the
only ssues within OBRA. they are clearly
of great importance and must be dealt with
n a responsible and tmely manner. With-
out appropriate funding, OBRA will cause

that could. 1n fact. reduce rather
than improve the quality of our nation’s
long term care system. |}




uncn over a year and 2 half ago. the
Omnibus Budget Reconciliation
Act of 1987 1OBRA) has consistently
been the Number One topic of discussion

provi
uﬂﬁthwmww
mhuamde.m-dﬁmnnuu
only issues invotved in this compiex sinus-

tion although they frequently form the
foundation upon which other topics are
necessarily built. Without appropriate
funding. OBRA may be nox only & hollow
dmm:mdnvmubhmmw

an opportanity for all individuals involved
in the long term care industry to take &
fresh look a1 not only payment mecha-
nisms but also the entire methodology
through which we conduct our business.
He indicates that a re-evaluation of the
ndustry as 8 whole can and will occur
we seek to implement the provisions of
OBRA. More significantly. he indicates
that. in his opiuon. this re-evaluation will
be a healthy exercise for all concerned.
and will eventually result in a stronger and
more responsive long term care system.

Gennl w with Concepts
ingly. the major

advocacy groups appear w be in general
agreement with these concepus. Barbara
Frank states that some long term care
facilities have allowed basically unac-
ceptable situations to become routinized
and thus no longer particularly notice-
able. To at least some degree. chis is
probably true. lxuu\aedvuymyw
become accustomed to less than perfect
conditions. Thus she would presumably
also agree that Ms. Hoyer's suggested re-
evaluation of all of our underlying long
term care assumptions could yield pro-
ductive results. not only in care delivery
but also in payment methodology.
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and others must also remember that &

long term care facility never operates i

a vacuum. [n addition O stase surveyors.

facilities are constantly subject to out-

side scrutiny by (smily members.
and d

built to easure that the provisions of
OBRA are implemensed in a timely and
orderly fashion. and that payment struc-
tures will be improved to accommocdate
the resultant costs. As you can clearly see
in Mr. Hoyeumtle. the Health Care

groups. Thus, while short-term p

F ion has taken a

may indeed anse. they normally cannot
persist without appropriate corrective
actions being taken. either voluntanly or
involuntanily. Under OBRA. this scrun-
ay will undoubtedly become more
severe and onerous (or more effectively
designed to protect long term care resi-
dents. depending upon your point of
view). Our facilities want 1o meet these
increased demands as best they can.
However. realistic funding levels will
necessarily be a major factor in deter-
mining whether or not we are able to
effectively do s0.

There can be Little question that the lot
of staff in many long term care facilives is
not s particularly happy one. Sulﬁn.

caused by the

thﬁed RNs. LPNs. and nurse mm
as well a3 saffing shortages directy cela-
<d to inadequate funding combine to pro-
duce tremendous stress factors within the
working environment for many of our
employees. These factors necessarily
restrict the quahity of the product which
we seek (o deliver. Payment rate struc-
rures chat address these problems are nec-
essary for any visbie solution 10 be devel-

and pp o
the funding of OBRA costs by working
with both providers and consumers in
order 10 develop regulations which will
sigmficantly improve the Medicad State
Plan review peocess.

Regardless of how good the siae plan
review process may become. however. 1t
will be of little value unless providers
cooperate with thew St&e associalions (o
develop accurate and defensible OBRA
cost estimases. Once these estimates are
developed, a true three-way partnership
must evolve among Providers. CONsumers.
nd munmul officials at the state
level d OBRA is indesd 10 have any real

d0 (0t merely CYReNE “rOIE PapET eXercis-
e3” are precisely on target—OBRA can
and should mesn much more than creang
which may comply wuh the

lester of the new law but ignore s spirit.
1t should be clear by now that. while

cach inserest group may look o OBRA to-

meet its own specific needs. a common

thread must be found to link all of these

interests together. Finding and developing

nnmwmnamvmdof
Iy ad !

oped. . merely ng money
unpmbkmw:llnotwlvemlpm&m.
Payment systems must be d to

ly diverse posi-
mmyumedpwewumuweu

provnd: incentives which accurately target

to be solved. Thus. i some
smes one of the great challenges of
OBRA will be to improve payment

upon
systems which fall short of inducing -

desired ouscomes. [n ocher sumes, howev-
er. where innovative and effective pay-
ment methodologies are already 0 place.
the solution does indeed boil down 10 &
straight-forward master of doilars.

Partnerships Must Evoive

In order to acrually creste an environ-
ment which will be conducive to
improved resident care. 1t is necessary for
the provider community to work with
consumer advocates as well as govem-
mental agencies and legisiazors. Partcy-
larty at the stace level. coalinons must be

by OBRA. L

Thomas Hoyer is the Health Care
Financing Admunistranon’s Direc-
tor of the Division of Provider Ser-
vices Coverage Policy in Balni-
more. Marviand.

Richard Rem is the Admimsmrator
of Mequon Care Center in
Mequon, Wisconsin. He also
serves on the American Health
Care Association’s Paymen: for
Services Conwmitter.

Barbare Fraak is Associate
Direcior of the Narional Cinzen’s
Coalition for Nursing Home
Reform in Washington. D C.
Robdert Froisness is the American
Health Care Association’s Director
of Reimbursement and F inance




Berbars Frank
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health professionals are realizing that 90
pawn'dmnﬁmnmmeswyur

BRA elevates 10 public policy the
principle that each person who
lives in a nursing home should
:ve care and services to “attain or
..atntain the highest practicable physical.
mental and psychosocial well-being.” [n
setting this new standard. OBRA sup-
pons the best efforts of every nurse and
admunistrator, social worker and aide who
has put heart and soul into quality care
over the years.

Consumer advocates know that the
words of OBRA will be fully realized
only ;llh: (1) a public commitment to
provide the resources necessary 10 sup-
port humane and ive care for
fursing home residents and (2) a private
tommumem by nursing home owners

and 10 target
4vailable 10 suppont quality care.

OQRAnnhxmnnnuymgpoimw
support increased public resources as
long as consumers can trust that new dol-
tars will be used to provide berter care.

Focus on Resident Needs

OBRA provides an opportunity to
center the debate about resources direct-
ly}m‘oodcmpttucumdmemeds
o 4,
needs and the new pomb-lmu for berter
care under OBRA places the choices

rely and forcefully before state leg-
. aures and Congress.

Most of OBRA. and the February 2,
1989 Long Term Care Facility Require-
ments. are dcnlned to support funda-
mental change in care expectations and
prmm with new tools such as multi-

care phnnmg. new messures for quality
of life and residents’ rights. and training
for nurse assistants.

These new requirements help build the
case for more resources. The new resident
assessment process provides a formal to
descnbe the complicated needs people hiv-
1ng 10 aursing homes have. and the
amount of effort required 1o respond fully
to them. For example. as nursing homes
discover new ways to support more free-
dom for people who once were restrained.
we find graphic examples of the differ-
ence careful assessment and coordinated
care delivery can make 1n someone’s life.

We are learming about the costs and
benefits of improved care. We cannot
accept new reimbursement systems based
on current practices in nursing homes
which are not cheap, cost effecuve. or
onod for residents. What does care cost 1n

tong run when peopie become totally
psendent after being restrained? As

and

suddenly we see with a new
eye what care is possible. What else do
we accept? Theft? Odor? Boredom? Suff
tumover? Dissatisfaction with the food?
Loneliness? We know many nursing
homes have overcome these conditions
and found it cost-effective to do so. lt is
not in anyone's best interest 10 accept
these situations as unchangeable.
Providers who re-evaluate their care
practices and discover new possibilities
for residents can provide the necessary
ion about any costs.
Good care is good business. Good nurs-
ing home managers know how well their
staff respond 1o a good working environ-
ment and that improvements in care prac-
tices will likely reduce tumover. [t means
more to work a job as aurse assistant
when you've received trainung. It's more
g to work in an here of
restorative aursing where you see
progress because of your efforts.

Provider Commitment Essential

We are heartened by progressive
providers all over the country who have
achieved these changes and whose work
was used to develop OBRA. The
provider contribution in shaping OBRA
was invaluable: provider commitment (o
its full implementarion is essential.

Sadly, the voice of the caring profes-
sional committed to the struggle to
improve services to residents is not
always the vocal voice 1n the provider
community. It is troublesome to advo-
cates to hear OBRA's costs politicized by
industry ives who, on the one
hand. maintain that providers alrcady
meet the OBRA requirements. and on the
other hand. argue that OBRA will cost
billions of doilars.

This argument reduces OBRA provi-
sions—such as calling famtly members
when there is a change in condition—to
role exercises occurring 1n a vacuum.
Advocates see such provisions as vehi-
cles to improve care. Of course staff ben-
efit when they have good contact with the
famuly. If OBRA simply becomes a new
senes of lne ems for the accountants or
rote paper exercises for aursing home
management then every one of us loses.

“...both edvocates and

ment based on residents’

needs and what it will take
for nursing homes to
meet those needs.”

Barbana Frank

OBRA provisions like resident assess-
ment must be valued (or the contnbution
they make to a facility’s ability to provide
care. rather than being cnuicized as an
additional paperwork burden. We will not
get more public dollars to fill out forms.
We may get more pudlic dollars when
those forms sell the story of someone who
leamed to walk again or received enough
stafY support to live without restraints.

As we discuss retmburiement changes
t0 support OBRA. we will advocate that
they come hand in hand with changes in
care practice. When we face proposals
such as wage pass-throughs or case mix
reimbursement. advocates will be strong in
support of more resources for saff. But we
will question disperities in stffing from
one nursing home to another and why the
public should support spending pronties
that do not support good care. Andwevnll
question discrimination in access and ser-
vices based on source of psyment.

Addressing these issues will be essen-
tial to receive public support for increased
funding because the public knows thas
while more money is importan?. it ts not
the only factor affecting care in nuring
homes. The public is (ully aware tha
management decisions affect the quality
of nursing home care no matter what 3
state's reimbursement rate. The public
needs to be able 10 tust that mezung rese
dents’ needs will be the boctom line for
nursing home owners and managers.

It is as ungroductive for nursing home
reform advocates 10 base our posinion on
mistrust as it is for nursing home opera-
mmmwlelynum:ynuum
enough. While aeither can discard these

both and p
must discuss nursing home reumburse.
ment based on residents’ needs and what
it will take for aursing homes to meet
those needs.

Let us build our discussion of nursing
home cost by supporting the changes
required by OBRA. racher than opposing
them. because the changes mean beter
care, a better working environment. ad
better service to the public. If a good
ASSCITMENE Process Costs more money B
is Curendy available. let us talk about te
value of the assessmen. Let us talk about
mmmtdnhmmwm

directon, therapists. and aides. Let us talk
about the contribution 1o quality care & ful
team of heakh care providers will make.

lnmd‘lnhhntmlﬂtnm

improvements in
Wcmnmlyumﬁﬂmlﬂ"'

mgumlummn'f
dm-:ummvdlmhmuﬂ“"“:

improvements for residents.




363

Policy Perspective -

REIMBURSEMENT WILL ENSURE
OBRA’S FOCUS ON CARE OUTCOMES

Lori Costa

he Omnibus Budget Reconcilia-

tion Act of 1987 (OBRA) ended 2

decade of legislation and regula-
tion designed 10 change the “scandalous™
practices that were found in some nursing
homes during the seventies. Not since the
enactment of Medicare and Medicaid
programs in the mid sixtics has there
been such a comprehensive change in the
federal nursing home requirements for
participation. However, the question
remains: will OBRA provide the same
magnitude of change that was brought

from the process/paper compliance evalu-
ation to a care outcome focus. Both the
regulations and the surveyor guidelines
define these cutcomes in terms of an
aggressive, proactive rehabilitation goal
designed to help the resident reach his or
her optimum level of function. The earli-
er Medi and Medicaid dards of
prevention and maintenance have been
replaced by this “can do™ concept.

Al of these aspects of nursing home
reform are laudable, but the question
remains: are they achievable, or will they
continue to widen the gap that now exists
between current standards for care and

about by the of Medi
Medicaid, which not only fulfilted the

in the nursing home?
Expectation and Reality

need for preh ds for
health care delivery in nursing homes, but
also provided a much needed infusion of
dotlars for the delivery of that care?

Clarification Needed
The new nursing home reform law
contains a great deal of detail with regard

Of concem for the nursing home are
the shortages and capabilities of the labor
pool, the inadequacy of reimbursement
systems. the rising acuity levels of the
nursing home resident, and the lack of
developed quality standards, which
resolve the disparity between consumer

10 the requi for p: in

and the realities of industry

ﬂn“ A wl‘ Ai 'J' ur lm

survey and certification process. and
enforcement sanctions. Even with this
detail, more clarification and i

ment are currently causing cri-
sis within the industry and endangering
the survival of the system that is neces-
sary to meet the growing demand for
elder health services. It remains to be
seen if government and consumer advo-
cales are as commiited 1o the funding as
they were 1o the definition of nursing
home reform standards.

A second concem of the industry is the
major labor supply problem that is preva-
lent in nursing homes. The national nurs-
ing shortage is felt most severely in nurs-
ing homes because they lack the ability to
compete with other health care settings
for licensed nurses. Turmover rates for
nursing staff, licensed and nonlicensed.
are as high as 130 percent in some states.
This necessitates the high utilization of

porary help which promises the
ability to provide for consistency and
continuity of care that are so vital to any
quality measurements.

The rising acuity levels of residents
entering nursing homes raises a myriad of
issues concemning the implementation of
reform standards. Two of these. the con-

Although the is itted § tinued inh
10 raising the standard of care in nursing
homes. i 10 the anai of

tion is needed so that providers, survey-
ors and can have a
understanding of what the provisions
mean and how they are to be put into
practice. It is clear that the quality of the
resident’s life and care are important and
that an integral pan of the quality is their
- right to be autonomous and have their
individual needs dated within
the nursing home's health care delivery
system.
Another major theme embodied in
OBRA is the continued movement away

resources necessary to achieve those stan-
dards is not as strong. The consumer driv-
en repeal of the Medicare Catastrophic
Act resulted in a major blow to state
Medicaid budgets, which will be the
major funding source for OBRA imple-
mentation costs. The nursing home indus-
try faces a tough challenge to ensure that
reform standards are funded as required
by OBRA. The govemnment's dual role in
defining standards for care and at the
same time financing 60 to 70 percent of
that care has always been a source of con-

Lori Costa, RN. JD is director, regulatory
programs for the California Association
of Health Facilities.

flict. f policy is to contain escalat-
ing health care costs. The hiatus that
exists b ions/

and

& 7 =9

conflicts caused by the
integration of the medical and social
models of care delivery. and the require-
ment to accommodate “choice™ are of
major concern to the industry. Demo-
graphics show that the average age of the
nursing home resident is increasing. The
number of physical and mental deficits of
each resident is also rising. The trend in
the nursing home is shifting to require
more “nursing.”

The increase in technology caused by
this shift will continue to cause conflicts
with the “homelike™ and social aspects of
the reform requirements. The resident’s
right to make decisions about his or her
care is extremely important. but will con-
sumers and families be willing to accept
the risks invotved in those decisions?
Untying the elderly will increase the risk
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of falls, refusing nutrition and hydration
will increase the risk of pressure sores,
and refusal of medications will increase
the risk of untoward symptoms. How will
the conflicts between the nursing home’s
responsibility to provide for the health,
safety and welfare of the resident and the
resident’s rights be resolved?

The Survey Process

All of these issues will have a bearing
on the survey process. The goal of the
survey process in determining compli-
ance or noncompliance with the reform
requirements is 10 improve quality of care
by making the process more resident out-
come oriented and more accurate and
reliable. In the guidelines to the require-
ments, surveyors are told to take into con-
sideration the normal aging process and
the pathogeneis of resident illnesses when
determining whether or not the resident
has received “...the necessary care and
services o anam or maintain the highest
practicable physical, mental, and psy-
chosocial well being‘.." Currently, there
is a significant void in research and data
on the “normal™ progressnon of chronic
di and the appropr and
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effects of interventions than in other
health areas. Standards of gerontological
medical and nursing practice are in the
infancy stage in comparison to other
fields of practice. Quality standards are
far from being well defined.

. OBRA has made a quantum leap from
focusing on the factors which identify the
nursing homes capacity to give care. to
outcomes of care without any considera-
tion that the definition of the activities
needed to achieve those outcomes is still
in the early developmental stages. Even
the new survey guidelines to the require-
ments suppon the fact that quality of care
in terms of outcomes may be hard to
measure, eg. “Since ideal body weight
charts have not yet been validated for the
institutionalized ¢lderly, look at weight
loss (or gain) as a guide in determining
nutritional status.”

How will surveyors cope with the mea-
surement of quality in a chronic care set-
ting where anainment of outcomes can be
a slow process and occur in very small

2 Wi P
signifying lack of quality of care such as
death, disability, disease, discomfort and
dissatisfaction may not be usefnl" Hope
I'ully the prop

nursing home/surveyor commumcauon
surveyor training and education. and bet-
ter guidelines for regulatory areas requir-
ing considerable judgement, will negate
the need for increased documentation.
The OBRA increase in nursing home
staffing requirements would indeed be
misused if lhe new survey process
requires more paper comphance to sat-
isfy enfi Yy

OBRA has brought to the forefront
such issues as the consumers’ expecta-
tions of nursing home services, the need
for a better approach to the definition of
quality of care, the dilemma caused by
the cost of quality care, and an apprecia-
tion of the issue of rationing services by
default. The standards embodied in
OBRA will be a quantum leap forward,
but only if adcquale I‘mancmg and

incremental stages? Where the physical,
mental, and psychosocial stability of the
resident is fragile at best and where out-
come meastrements for quality lack stan-

for their impl are
provided and better definition is given to
the survey process. a
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TESTIMONY OF
SARAH BURGER, R.N.
NATIONAL CITIZENS’ COALITION FOR NURSING HOME REFORM
Before the
HOUSE ENERGY AND COMMERCE COMMITTEE
July 20, 1990
Regarding H.R. 1649

Thank you for this opportunity to testify about the importance of supporting nursing home
staff to assure quality of care and life for nursing home residents. My name is Sarah Burger. [ am
a Registered Nurse and I am giving my testimony on behalf of the National Citizens’ Coalition for
Nursing Home Reform.

The Nursing Home Reform Amendments of OBRA 87 set a framework for achieving this
higher standard of care. Without adequate, well-supported staff we will not be able to fulfill the
promise of OBRA. We applaud Congressman Walgren for opening for the discussion the critical
issue of staffing, with his proposed legislation, H.R. 1649. We urge Congress to deliberate on these
serious issues and take action to secure quality care for nursing home residents.

Our first organizational work was to address the Plight of the Nurses Aide with a working
paper we issued in 1978. The issues we identified then had been documented in previous reports,
including investigations by the Senate Special Committee on Aging and the House Trailer
Committee on Aging. We find these problems still shape the atmosphere in nursing homes today.

Nurse aides provide 90% of the hands-on care that nursing home residents receive. Yet
aides are often poorly trained, a situation that will change as the Nursing Home Reform
Amendments of OBRA '87 are implemented, beginning in October of this year. While training is
a critical issue, other problems affect the quality of the work environment.

The most critical issue is that of understaffing. Nurses and nurses aides work short-staffed
as a matter of routine in most nursing homes. This means that nursing home residents must go
unattended in their personal care needs and that vital services such as maintaining mobility often
fall by the wayside. The atmosphere in too many nursing homes is one in which residents are
restrained or over-medicated, slowly deteriorating physically and mentally because of the dismal
surroundings and inability of hard-working staff-to meet anything more than their most basic needs.

This is not the picture in all nursing homes and so we look to those nursing homes with a
dynamic and healthy environment to discover what makes the difference. We see:

Good Management which uses good supervision and support to create a sense of teamwork
among staff. This includes hiring sufficient numbers of staff including nurses, nurses aides,
activities staff, social services personnel, housckeeping, and dietary staff. In also includes
a sense that emplovecs are valued, including decent wages, benefits including leave time, and
creative management strategies such as flexible work hours and support for the other
demands in staff people’s lives, such as child care assistance. Part of this is valuing
emplovees for what they know and can contribute, such as including aides in the care
planning conference, giving aides complete information about the residents they are caring
for, having permanent assignments of aides so that they know and can develop a relationship
with the residents that promote sensitivejand knowledgeable care-giving.

42-903 0 - 91 - 13
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care practices that support quality of life and are based on individualized care. If a
nursing home provides good care and respects the quality of life of residents, it will also be
a positive environment in which to work. We have seen dramatic examples of this in the
way facilities which have re-examined their use of restraints have seen reduced staff
turnover, and staff from other nursing settings asking to work at their homes. Staff would
rather help people regain their strength and skills, than mop floors and change soiled
clothing. The facilities which are redirecting their efforts toward the "highest practicable
physical, mental and psychosocial well-being* of residents find their staff morale is high and
that all employees are thinking creatively about how to overcome residents problems and
achieve optimal care.

H.R. 1649 is essentially and basically about values. As Congressman Walgren has stated in
introducing H.R. 1649, that are values are reflected in the kind of care "we expect for ourselves and
our families.”

A prime indicator of the quality of a society is how it cares for its weakest and frailest
members. The frailest members of our society reside in nursing homes. The residents of nursing
homes are our mothers and fathers, aunts and uncles, sisters and brothers, and daughters and sons,
neighbors. Our citizens who reside in nursing homes are elderly, chronically ill and frail persons,
with the most complex of care needs. These care needs cover the entire spectrum of the human
condition -physical, mentat and psycho-social well-being. In no other health care delivery setting
are issues that deal with the essence of human existence so confronted on a daily, long term basis.

Some of the daily on-going care needs of the nursing home resident relate to death and
dying, loss, grieving, human sexuality, ability to communicate, understanding, decision making,
control, mood and behavior, in addition to activities of daily living and physical care. Some of
these activities concern seeing, eating, walking, climinating, sleeping, comfort -- all activities of daily
living. All of these needs and activities relate to quality of care and quality of life.

As we review Mr. Walgren’s bill we are concerned on four levels:

It is clear that to provide quality of care which results in quality of life for nursing home
residents, aides need total institutional support. While ninety percent of direct care is provided by
nurse aides (who have the fewest skills and the least training and technical knowledge), the average
ratio of nurse aide to resident is one nurse aide for fifteen residents. And the average ratio of
registered nurse staff is one R. N. for 100 residents. There are not enough nurses and not enough
nurses aides to meet residents’ needs.

In addition, the knowledge, skills, and attitudes of nursing personnel must be extensive in
order to meet the complex needs of each individual resident. The nurses that are there are not
always able to provide the supervision, training and management aides need to carry out their
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duties. This is because there are not enough nurses to meet all the demands of their job and
because nurses are often not well-trained in these skills with no commitment on the part of
management to provide for the development of these skills. Too often nursing staff tasks are
focused on an endless cycle of deterioration while staff try to keep up with increasing demands.
Yet in facilities that have dynamic programs, such as restorative nursing care and engaging
activities, residents stay healthier and staff can better meet their needs.

To provide care which addresses and attempts to meet these complex care needs requires
extensive knowledge and skill and a humane attitude. It also requires on going and continuing
education, constructive evaluation and supportive management.

The values of quality of care and quality of life for residents must be reflected in the aursing
facility philosophy. Implementation of a resident-centered philosophy rests on the quality of the
nursing staff as evidenced by institutional support assuring the following for nursing personnel:

- Adequate staffing reflecting the real acuity of residents

- Effective and on-going education and inservice

- Nursing supervision and evaluation which is constructive and instructive

- Individualized care plans based on adequate assessments

- Sufficient resources appropriately targeted to implement plans of care which can be
reflected in quality of life.

- Wages and benefits for nursing personnel which reflect the value of the role and
contribution in providing quality care.

Without support nurses experience job dissatisfaction leading to high staff turnover. Nursing
personnel, working under such stress, are unable to provide qualuy of care and quahty of hfe to
residents. The owners and managers of nursing homes have an

quality care.
There are many management strategies that contribute to staff retention:

B Factors which relate to motivating staff to provide quality care are:
- Sensitivity to the needs of the adult learner and care giver,
- Participation in care planning and evaluation which indicates
respect for the activity and resident experience of the worker,
- Recognition of good care giving
- Participation of decision making in the work environment,

B One of the most important management activities for better staff morale, employee
satisfaction, and low turnover rate is to respond to the life circumstances many nurse aides
face. Aides are primarily adult females who are poor and have responsibilities, often as
single parents.  Benefits which reflect employee needs, such as child care, flexible work
hours, medical insurance, retirement benefits and education benefits leading to career
mobility make a tremendous difference. Nurse aides, as single parents, often, out of
necessity must hold more than one job. Therefore, these workers come to the nursing
facility stressed and exhausted and yet they are entrusted with care to the frail and elderly
and are expected to be caring. Management strategies must reflect a sensitivity to the total
life situation of its workers.
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B Education is critical for aides and nurses. Aides often have minimal literacy skills.
Education and constructive supervision is required, appropriate, and necessary on a daily
basis to provide quality caring. Aides need appropriate education and training programs,
and sensitive qualified staff to implement them. The challenge for the education, training
and continuing education activities is to address the complex needs of residents and develop

- the appropriate knowledge, attitudes and skills aides need. Minimum education for nurse
aides is now mandated by law. Resident assessments are also required by law. Licensed
nurses must be taught how to perform these assessments and use the resulting information
to provide quality care and quality of life for each resident.

B Clearly adequate staffing is necessary. High incidence of staff turnover is related to work
load, burnout, and inability to function in an overstressed environment.

(2) Qur Second concern about Mr. Walgren’s bill js that even if we look exclusively at
) 2 . - T

e t_solutj wage:
i omes.  Nursij] are limited in how staff t i t
i ement ems that place a cap on direct ing care expe; il we hav
comprehensive reimbursement reform so that dollars are directed to support residents’
"highest practicab ical, menta] and psychosocial well-being” we wil tinue to
understaffed.

Appropriate reimbursement certainly is one aspect of providing for quality in residents life
and we support efforts to address the critical issue of wages. Reimbursement for nursing personnel
which is comparable to other care giving settings indicates the value society places on those needing
care and the value of providing that care. The Walgren Bill addresses one aspect of what is vital
to provide quality care reflected in quality of life to our frailest citizens.

Although there are more nursing home residents than hospital patients in the United States,
the nursing home settings employs less than 8 percent of all nursing personnel. The reimbursement
level for nursing personnel entrusted with the care of our elderly and chronically il is the lowest
in all of the health care delivery system. For example, nurse aides who provide direct care in
nursing homes receive the minimum wage, less than workers in fast food restaurants.

Why would nursing personnel choose the nursing home setting? In fact nursing home
residents reported in our 1985 study, A _Consumer Perspective on Quality care: The Residents’
Point of View that "Good staff means everything® -- kind, caring treatment by well-trained staff in
sufficient numbers is the number one factor affecting quality. Nurses aides report, in other studies
that they share this feeling, that the primary reason they work in nursing homes is because they care
for their relationships with residents. Dedicated nurses and nurses aides hang in there, in
discouraging work environments where they are poorly rewarded, because they care about the
people living there. The premise is that workers in these facilities care about residents.

All of this relates to the necessity to have quality staff committed to quality care-giving on
a daily, long term basis. Adequate and comparable reimbursement is one factor in assuring job
satisfaction, low turnover rate, and high morale on the job. This translates into a labor force which
would be adequately reimbursed under the Walgren Bill in turn demonstrating society’s values.
Wages and benefits must reflect the fact that the institution cares about those providing care to
residents. However, increased salaries cannot effect good care unless there is also increased
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staffing.

The Walgren Bill addresses one segment of nursing home reimbursement, when, in reality,
the total system contributes to inadequate quality and quantity of staff leading to poor resident
outcomes. For example, in some states the reimbursement level may be too low or a state cap may
force nursing facilities to hire inadequate numbers or mix of nursing personnel. So nursing homes
that try to use the wage pass-through to attract more staff will still face limits on the number of
employees they can be reimbursed for under such a state’s reimbursement system.

Reimbursement systems now are built around a complex array of cost limiters which rarely
have much to do with the amount of resources necessary to provide quality care. When this is
coupled with unacceptable provider practices, described below, residents and staff suffer. Even
reimbursement systems that have gradations based on residents’ acuity can have a perverse
incentive for poor care -- especially if facility reimbursement goes up as a resident’s condition
declines.

We must review our reimbursement systems to make sure they promote and support
improvement in people’s physical, mental and psychosocial function, rather than paying more for
unnecessary deterioration. We must not have caps on patient care that leave nursing home’s short-
staffed and undersupplied. We must discourage those who play real-estate games and engage in
financial paper shuffles with our public dollars and the lives of our citizens.

Comprehensive reimbursement reform must target resources for care and must include
auditing and accounting practices that assure the funds are spent on care.

(3) Technically, we must assure that jf we support wage pass-throughs, we have sufficient

accouqting and audijting practices to assure that public dollars a ent o idents’ care.

Reporting procedures must be implemented which would give a clear picture of how nursing
facilities are utilizing pass-throughs. Some states that have used wage pass-throughs forget to get
baseline data on nursing home staff expenditures before the new monies were passed-through.

The public needs the guarantee that funding is used for direct care costs and not on indirect
cost, profit, and/or administrative services. Auditing procedures are notoriously lax in most states
and bear little connection to care practices. If #ie numbers add up, it rarely matters to the
Medicaid auditors if a facility has been cited for numerous patient care deficiencies.

There need to be regular field audits of the financial records of nursing homes. And there
needs to be an active cooperation between the efforts of the Survey and Licensure Agency and
those of the Medicaid program. If the surveyors find conditions that warrant adverse actions, such
as a ban on admissions, or civil fines, it may very well be appropriate for the Medicaid office to
conduct a field audit to determine how public dollars are being spent by the facility.

(4) We have little fajth in the cost estimates associatéd with j ved qualj . As
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Thus we hear how much resident assessment will cost, but not how valuable it will be to
know a resident better and therefore be better able to take care of them. We hear how much aide
training costs but not how valuable and more efficient it will be for aides to have the skills they
need to perform their care-taking duties. We do not believe that all good care practices are
necessarily more expensive. A facility that works short-staffed, will see serious declines in resident
conditions - residents become more and more dependent as they lose their mobility and other
abilities in activities of daily living. They become more and more expensive and time-consuming
to care for as their needs become more complex and intense. Thus we have been penny-wise and
pound-foolish, saving a dollar on staffing so that we now must spend many more dollars on staff to
care for a needlessly sicker person.

Prevention is more efficient and economical than treating results of poor care. Many of the
more common reasons for neglect in nursing homes can be prevented. For example, decubiti is
preventable by daily assessment and diligence. The financial cost of treating decubiti is $1.5 billion
annually, by one recent estimate. The cost to the resident is physical and mental neglect and abuse.
Increased staffing levels and higher wages and benefits can add to ensuring the prevention
activities necessary to attain quality.

Proper bowel and bladder regimens are humane as well as more cost efficient than treating
the results of incontinence. A study "Profile of Urinary Incontinent Elderly in Long Term Care
Institutions” by Yu, et al Journal of the American Geriatric Society found that incontinence stems
from other mental and physical disabilities which respond to prompted toileting, such as dementia
and poor mobility, rather than primary bladder problems. Rehabilitation is more cost effective than
treating the multiple ill effects of this individualized care.

Low staffing is used as an excuse for use of chemical and physical restraints. Restraints
always lead to decreased quality of life and often to poor outcomes such as skin breakdown, urinary
tract infections, pneumonia, and contractures. These outcomes are expensive to treat leading to
increased skilled nursing services, hospitalizations and increased use of expensive supplies and drugs.

- The HHS Commission on Nursing reported in November 1988 that the cost of increasing
wages is offset by reducing staff turnover and decreasing recruitment costs. In addition, quality and
quantity of nurses is higher, resulting in better care-giving and reduced numbers of costly poor
outcomes. Finally, the frail older member of our society, who we will someday be, will be the
beneficiary of individualized humane care.

Mr. Walgren is to be commended for bringing this important issue to the Congress and
providing the catalyst for a thorough discussion of the factors that affect staffing in nursing homes.
We have an opportunity to make public policy catch up with our values. The Nursing Home
Reform Amendments of OBRA '87 were a good start. But we will not realize the full promise of
those reforms until we invest financially and otherwise, in those staff persons who must carry out
its mandate.
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REHABILITATION PROGRAMS OFFER
COST-EFFECTIVE RESIDENT CARE

Joanwe M. Hamburg

ity of residems ambulate, or does the

ated with incontinence products, but it also
lifts the spirits of the residents. In addition,

} for ion exist? ldcnufy
ehabulxunon allows the geriatric or the number of residents who are ad
di d of Sunshine Vil- | with or who have a high

lage Nursing Home in Pinellas
Park. Flonda. to achieve their maximum
potential. It also enables residents 10 gain
more independmce and self-esteem. From
a nurse’s perspective, the reward of
returning an individual to hls or her h:gh-

potential for developing

linen changes will not be as prevalent.
which will decrease the amount of time

How many residents are unable to feed
themselves? Identifying these areas pro-
vides a strong basis for providing resi-
dents with individualized care.

The R ive Aide

est level of ph | ), and
menal fi des an indescrib
able feeling of excuzm:nL Rehabilitation
is nursing at its best—in any environment.

Parallels can be drawn between reha-
bilitation and the growth of an infant.
where each day brings new triumphs.
Through rehabilitation therapy, residents
can releamn ambulation. feeding. groom-
ing. and dressing. It is more rewarding
for an individua! to rehabilitate than to
become inactive because inactivity can
fead to pain. discomfort, and even depres-
sion. [n short, rehabilitation can enable
residents to become more social and gan
a greater degree of independence.

Selecting a Program

Rehabilitauion begins in the initial
admission process. New admissions are
often disabled. or they have a high poten-
1ial for developing disabilities. If these
residents become furlher d:sabled xhey

Once you have decided on an individu-
alized rehabilitation plan. it is necessary to
select a strong, motivated individual who
can carry out the program on a daily basis.
Al Sunshine Village. it takes an entire siaff
to provide daily, suppontive rehabilitative
service, The bulk of thar suppon is provid-
ed by our restorative aides.

After successfully completing a one-
month training course. the restorative
aides acquire the skills to enable them o
provide daily supportive rehabilitative
service. Each aide works with 10 resi-
dents per day under the direction of the
director of nursing and the physical thera-
pist. The aide documents the care, whnch

When residents are mobile, they
demonstrae an improved appetisc. As resi-
dents et a higher percentage of their food
2t meals, the need for supplemental feed-

enabie the residents 10 feed themselves

—ithereby increasing independence—and
they free suaff for other responsibilities.
Th:coudnuwvemﬂiswoxi-
mately equal to one hour of saff time for
feeding a resident. Once adaptive equip-
mnommmﬁumcanbeused
more Adaptive
also universal, sonnnbe\uedfwmdr
viduals who have limited hand movement.
Range-of-motion activities attack two
problem areas: pressure ulcers and resi-
dent falls. Ambulatory residents maintain
skin integrity. thereby reducing the need
for pressure ulcer products. Of course, it
also reduces staff time and costly treat-

shows progress or the need for redi

if the current mode of rehabilitation does
not bring the outcome any closer to a stat-
ed goal. In essence. the restorative aide’s
role forms a continuity in care.

Benefits of Rehabilitation

are likely to exp

fusion. anger. and denial. Rehabnhuuon
can change that process by providing res-
idents with encouragement and redirec-
uon of their disabilities.

Assessing resident weakness and needs
can help to identify important factors for
individualizing restorative care within
your facitity. For example. can the major-

Joanne M. Hamburg, RN, is director of
nursing ar Sunshine Village Nursing
Home. a 120-bed skilled nursing faciliry
in Pinellas Park, Florida.
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Rehabilitation services can improve
patient care quahty and cost effecuveness

ments i with p ulcers.

Providing ambulation on a daily basis |

improves the residents’ gait. thus decreas-
ing the incidence of falls, which lead t0
fractures. Bone fractures are costly. and
xhey 1ake away from the residents’ valu-

able independence.
Finally. rehabilitative services help
restore human dignity and privacy ata
and

in the areas of i
range of motion, and human dignity and
pnvacy.

The causes of incontinence are com-
plex. and the costs associsted with it are
great. Ambulatory rehabilitative therapy is
one way of decreasing these costs because
ambulatory mhaveham shown o

or show 3 in
mcommence patterns. Not only does
associ-

I cost. G ]
programs retum independence in activi-
ties of daily living skills, which allow res-
idents to feel more a1 home. These pro-
grams also reduce staff time.

At Sunshine Village. rehabilitation pll;
duces positive determination an
increased morale for staff and resi-
dents—and it reduces the costs of care
Rehabilitation is economic nursing ﬂf:
the savings can be
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This unlnopongal study describes fnd amlyzes the clinical and social-structural factors

of nursing home residents. In 48.2% of the cases,

to the b
hosptuhuhon could have been avoided. Factors such as an insufficient number of adequately

trained nursing staff, the mahlny of nursing staff to admi: and

h tack of diags
ibuted to hospitalizat

who are hospitali

services, and p for sfer from the staff and family
in the Umted Smn each year, an estimated 216,000 nursing

b -0

d might be treated in the nursing home, for a
cost savings of $942,763,530.
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Social-structural factors

Factors Contributing to the Hospitalization
of Nursing Home Residents'

J. S. Kayser-Jones, PhD,* Carolyn L. Wiener, PhD,?

Medicare’s Prospective Payment System of Diag-
nostic Related Groups (DRGs) provndes a current
example of the “balloon effect”; squeezing down
costs in one area merely causes them to expand in
another. By reducing the length of hospital stays, the
demand for nursing home care has increased (Lyles,
1986; Older American Reports, 1985; Sager et al.,
1987; U.S. Congress, General Accounting Office,
1986), as has the acuity level within nursing homes
(Smith & Molzahn-Scott, 1986; Stull & Vernon, 1986).
Despite the prospectlve payment system, the aver-
age cost of hospi on has continued to rise. In
1986 hospital bills in the United States rose 19%
(Medical Economic Digest, 1988).

An often-repeated statistic — health care’s con-
sumpuon of 11% of the gross nahonal product — is

[ led with p f life
technologles, such as open hean surgery, organ
transplant, and kidney dialysis. Overlooked is the
fact that high-cost users of health care are more likely
to be persons with chronic medical problems who
are rep y admitted to the hospital (Anderson &
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Steinberg, 1984; Schroeder et al., 1979; Zook &
Moore, 1980). Equally lost is a less dramatic statistic,
one as yet unexamined by health care economists:
The use of the health care dollar for the care of
nursing home patients in the acute hospital.

A few studies have focused on the clinical condi-
tions that necessitate hospitalization of nursing
home patients (Irvine et al., 1984; Zimmer et al.,
1988), but little is known about the social-structural
(i.e., nonclinical) factors that precipitate hospitaliza-
tion. This paper describes the clinical conditions
necessitating transfer of nursing home residents to
an acute hospital. The emphasis, however, will be
on the social-structural factors contributing to
hospitalization.

Methods

These findings are part of a larger study that inves-
tigated the social-cultural factors and other circum-
stances influencing the decision-making process in
the evaluation and tr of acute illnesses in
nursing homes. The study used participant observa-
tion; in-depth interviews with physicians, nursing
staff, nursing home residents, and family members
(100 in each category); and event analysis to gather
data. Event analysis, an intensive study of a particular
event, was the strategy used to study prospectively
215 acute-iliness episodes in three nursing homes.
Analysis of these data is underway. Reported here is
an analysis of those nursing home residents who,
when they became acutely ill, were transferred to an
acute hospital for treatment.

Setting

The research was conducted over three years
(1985-88) in three West Coast nursing homes, includ-
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ing a 1,200-bed government-owned long-term care
facility (Facility A} and two proprietary nursing
homes (Facility B with 135 beds, and Facility C with
182 beds).

Facility A was chosen for its unique features. First,
it had a permanent on-site staff of about 30 physi-
cians, largely internists; other specialists (e.g., cardi-
ologists, surgeons, and gastroenterologists) were
available for consultation. A physician visited each
ward daily, and a doctor was on call at nights and on
weekends. Second, laboratory, pharmacy, and x-ray
services were provided on site. Third, the facility had
an 18-bed acute-care ward where acutely ill patients
could be transferred when they required more inten-
sive medical and nursing care. This ward was staffed
with only registered nurses (RNs) skilled in providing
acute-care services, at a 11to 3 ratio.

Nursing Homes B and C were similar to one an-
other in that they were proprietary, had to rely on
off-site physicians and diagnostic services, and did
not have acute-care wards. They were dissimilar,
primarily, in the socioeconomic status and ethnic
composition of the patient populations. About half
of the patients at Nursing Home B relied on Medicaid
for payment of care and half were private pay; 95% of
the residents were Caucasian. In Nursing Home C,
92% of the residents were on Medicaid; only 8%
were private-pay patients. The residents at Nursing
Home C were multicultural; about half were Cauca-
sian, 40% Chinese, and there were a few black,
Hispanic, and Filipino residents. These three facili-
ties were deliberately chosen to provide a compara-
tive vantage point to investigate the influence of
specific social-cultural factors on the decision-
making process.

Data Collection

Data were collected by two of the authors (/K] and
CLW) and six research assistants (medical and gradu-
ate nursing and sociology students), two 'in each
facility. Data collection proceeded in two stages: An
intensive 3-month period of participant observation,
followed by a 12-month period during which partici-
pant observation continued, but the primary data
collection strategy was event analysis.

Participant observation. — Participant observation,
a research strategy associated with anthropological
and sociological fieldwork, enables the researcher to
immerse herself/himself in the lives of the people
being studied and to observe precise details of their
lives and daily activities.

During the first phase of data collection, field-
workers visited the nursing homes three to four days
aweek, gathered data on a broad range of activities,
and recorded in detail their observations. The pri-
mary goa! of this research phase was to become
totally familiar with the setting, the patients, their
families, and the medical and nursing staff. Observa-
tions took place at all hours of the day, seven days a
week and focused, for example, on the diagnostic
and th ic services available in each setting; all
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relevant interactions (e.g., physician-patient, nurse-
patient, nurse-physician, and family interactions
with patient, nursing staff, and physician); the atti-
tudes, beliefs, and behavior of health care providers,
patients, and their families regarding treatment of
acute illness; and the nursing home milieu and its
effects on decisions regarding treatment of acute
iliness.

During this phase of research, the field-workers
began to gather data informally on acute-illness epi-
sodes, specifically to identify factors influencing the
decision-making process. These data were useful in
refining the interview guide used during the pro-
ject’s second phase.

Event analysis. — In this phase, the focus shifted
from global observations to the specific event. To
obtain prospectively descriptive data on acute-illness
episodes, selected events were intensively studied.
Recognizing that seasonal fluctuations of acute ifl-
ness may occur in the aged population (e.g., respira-
tory infections during the fall and winter), data on
acute-iliness episodes were collected at the rate of
six per month in each of the three facilities overa 12-
month period for a total of 215 cases.

The goal was to obtain detailed descriptive data of
each acute-iliness episode so as to characterize and
explain the unique features of the event with an aim
toward bringing together diverse information from
many cases into a clear and unified interpretation
(Pelto, 1970).

A purposive approach was used to obtain a repre-
sentative sample of the different types of acute ill-
nesses found in each nursing home, as well as to
include patients who would provide a variation of
significant variables such as mental and physical sta-
tus, age, marital status, and ethnicity.

An acute illness was defined as a change in the
individual's health associated with specific signs and
symptoms of recent onset. To ensure uniformity of
data collection, we provided the research assistants
with the following outline of the procedure to be
used.

1. Each week the research assistants will confer
with the charge nurse, asking for a list of the
acutely ill patients. from this list, one to three
patients per week will be selected for investiga-
tion, using a purposive sampling approach;

2. The patient must have signs and symptom(s)
considered indicative of an acute iliness as ob-
served and reported by the nurse in charge;

3. The nurse must call and report the patient’s
signs and symptom(s) to the physician in charge
of the patient’s care;

4. The patients who are treated will be followed
until the acute iliness is resolved;

S. Patients who are untreated will be followed
until the signs and symptom(s) subside or until
the patient dies;

6. Once patients enter the study sample, they will
be followed for the r inder of the data col-




lection period to obtain data on subsequent
acute-illness events;

7. The International Classification of Disease, 9th
Revision, Clinical Modification (ICD-9-CM)
(CPHA, 1979) will be used to classify the acute-
illness episodes.

A semistructured interview guide with open and
closed questions was used. This guide included, for
example, questions on the patient’s diagnosis(es),
signs and symptoms indicating the presence of an
acute iliness, date and time signs and symptom:s first
appeared, who identified them and when they were
reported to the physician, the date and time the
physician tesponded, and treatment prescribed. We
also recorded if the patient was treated in the nursing
home or transferred to an acute-care hospital for
treatment.

The Katz Activities of Daily Living (ADL) was used to
assess functional status (Katz et al., 1963). Since there
was not a previous record of the patient’s mental
status on the chart, and because it was difficult and
often impossible to administer a mental status exami-
nation to patients when they became acutely ill, the
charge nurse was asked to evaluate the residents’
mental status and place them in one of three catego-
ries: none to mild, moderate, or severe impairment.

Because we wanted to investigate the decision-
making process in the evaluation and treatment of
acute illness in nursing homes, patients were not
followed to the acute hospital to observe and record
the treatment they received while there. When pa-
tients returned to the nursing home, data describing
their treatment were obtained from the hospital dis-
charge summaries, which accompanied them on
their return to the nursing home.

During this phase of the research, the research
assistants, the principal investigator, and the project
director were in the nursing homes four to five days a
week. Much of the data were therefore obtained
firsthand. When this was not possible, data were
obtained retrospectively through informal inter-
views with doctors, nursing staff, patients, their fami-
lies and friends, and from written sources such as the
doctor’s orders and progress notes, the nurses’
notes, and laboratory and x-ray reports.

Data collected for each acute-iliness episode were
analyzed by the principal investigator (X)) and a
physician (JCB) with longstanding experience in the
care of nursing home patients. The physician, a key
member of the research team, served as an adviser to
the project and provided a medical judgment regard-

Table 1. Place of Treatment of Acute-lliness Episodes
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ing the appropriateness of transfer and treatment.
The criterion of appropriateness of transfer was
based on whether the acute-hospital level of care
was justified by the nature of the acute illness requir.
ing treatment (e.g., surgery for a bowel obstruction).
That is, could the acute episode of illness have been
treated in the nursing home (e.g., IV therapy), or wag
the acute-hospital setting required?

Findings

Description of Patients Who Were Transferred to
The Acute Hospital

Of the 215 patients followed, 79 (36.7%) were from
Facility A, 70 (32.7%) from Facility B, and 66 (30.6%)
from Facility C. In Facility A, nearly two-thirds (63.4%,)
of the patients who became acutely ill were treated
on the long-term care ward in the facility; 24% were
transferred to the acute-care ward for treatment, and
only 12.6% were transferred to an acute hospital. In
Facilities B and C a much greater proportion of pa-
tients, 48.6% and 59% respectively, were hospital-
ized when an acute iliness occurred (see Table 1).

Of the 215 patients who experienced an acute
illness during the study period, 80 (37.2%) were hos-
pitalized for treatment; 3 were transferred twice fora
total of 83 transfers. Forty-seven percent of the trans-
ferees were from Facility C, 41% from Facility 8, and
only 12% from Facility A. Most of the transferees
were readmitted to the nursing home of origin fol-
lowing hospitalization; a few were admitted to an-
other nursing home, and about 20 to 30% from each
facility died while at the acute-care hospital (see
Table 2). Table 3 presents the outcome for patients
who were treated in the nursing home.

Fifty-three percent of the patients transferred were
female and 47% male. They ranged in age from 33 to
102 years; only 6 were under the age of 60. Based on
the Katz ADL instrument, the patients who were
transferred were functionally very dependent; the

Table 2. Disposition of Patients Admitted to Acute-Care Hospital
N = 83)* -

Disposition

N %

Readmitted to nursing home 5 50

Admitted to another nursing home 220

Died in acute hospital 3 3
ts

% is based on total number of patients in each facility who were .
hospitalized.

in Facilities A, B, and C Table 3. Outcome for Patients Treated in Nursing Home
(N = 215) N =132)*
A 8 C lliness resolved Died

Treatment place N % N % N % Facility N % N %
Long-term care ward within facility 50 63.4 — — - — A H 74 18 26
Acute-care ward within facility Y24 — — — B 15 a7 21 58.3
Nuirsing home — — 36514 27 410 C 19 n 8 30
Acute-care hospital 10 12.6 34 48.6 39 59.0

"% is based on total number of patients in each facility.
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majority (74.4%) were severely impaired; 12.8% each
were none to mildly or moderately impaired (Kaiz et
al., 1963). Their mental status as evaluated by the
charge nurses was: 26% severely impaired, 44%
moderately impaired, and 30% none to mild
impairment.

hi

Chnical p for which pati were lrans-
ferred. — The illnesses for which patients were hos-
pitalized were those that would be expected in a
nursing home population (see Table 4). Respiratory
conditions (25%), symptoms, signs, and ill-defined
conditions (18%), and genitourinary problems (12%),
were the conditions most often responsible for
transfer.

Since the nursing staff reported the patients’ signs
and symptoms to the attending physician, and based
on those symptoms an order for transfer was given,
patients were reclassified using only the primary sign
or symptom. As shown in Table 5, fever (41%)
emerged as the most predominant sign or symptom
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followed by dyspnea, cough, and chest pain (16%).
The patients who were hospitalized did not differ sig-
nificantly from those who were treated in the nursing
home. The only two diagnostic groups in which pa-
tients were more likely to be hospitalized were “dis-
eases of the skin and subcutaneous tissues” (S out of
7 patients} and “injury and poisoning” (9 out of 12
patients). The 5 patients hospitalized in the first
group were residents who had developed severe and
extensive decubitus ulcers, and 8 of the patients in
the second group were hospitalized for fractures
{femur and ankle).

Analysis of Qualitative Data

Qualitative analysis of the acute-iliness episode
data disclosed that in some cases social factors and
structural constraints within the nursing home con-
tributed to hospitalization of p as well as to
the development of acute illnesses, (e.g., dehydra-
tion). To substantiate and quantify these observa-
tions, the physician on the research team analyzed

Table 4. Categorization of Acute-lliness Episodes by Disease Classification

(N = 215}
Patients hospitalized Patients treated
N = 83) in nursing home (N = 132)
I ) C! of Disease Diagnosis Group N % N %
001-139 Infections and parasitic diseases
{exclusive of infections in other categories) 1 12 4 3
140-239 Neoplasms 3 16 3 23
240-X9 Endocrine, nulritional, and metabolic disease
and immune disorders 1 1.2 1 7
390-439 Diseases of circulatory system \ 9 n 3 10
460-519 Diseases of respiratory system il 5 2 24.2
$20-579 Diseases of digestive system 9 n 1 83
580-629 Diseases of genitourinary system 10 12 22 18.2
680-709 Diseases of skin and subcutaneous tissue 5 L 2 15
780-799 Signs, symptoms, and ill-defined conditions 15 18 k) 26.5
800-999 injury and poisoning 9 n 3 23
290-319 Mental disorders [] [ 2 15
710-739 Diseases of musculoskeletal system
and connective tissue 0 [} 2 15
Total .8 100 132 100
Table 5. Categ of Acute-fliness Epi by Primary
N = 215)
Patients hospitalized Palients Ireated
(N = 83) in nursing home (N = 132)
[ Je of Disease Symp! N % N %
Fever N u a 57 9.2
Dyspnea, cough, and chest pain 13 16 17 13
Lower body skeitetal pain and swelling 8 98 6 45
Acute gastrointestinal symptoms 7 8.4 10 75
Changes in emotional and cognitive status 5 6.0 13 10
Changes in cardiovascular status 3 36 77 $.2
Nauses and vomiting 3 36 0 o
Wounds and skin injury 2 2.4 4 3
Genitourinary symptoms 2 24 8 [
Decubitus ukers and cellulitis 2 2.4 5 33
Anorexia and weight loss 1 1.0 5 38
Fail 1 1.0 0 0
Other 2 2.4 0 [
Totwal 83 100 132 100
vol. 29, No. 4, 1989 505



each acute-iliness episode and placed it in one of
three categories.

Category | comprised patients whose medical con-
dition necessitated transfer to the acute hospital,
thatis, the acute hospital was the appropriate level of
care because of the nature of their condition. Forty-
one of the transferees (49.4%), including patients
with hip fractures, sepsis, or acute gastrointestinal
bleeding, were placed in this group. Category Il
included patients whose condition did not warrant
transfer to the acute hospital because their condition
could have been definitively diagnosed and treated
in the nursing home and did not require acute-
hospital level of care. Remarkably, nearly half
(48.2%) of the patients fell into this group. Category
i consisted of patients who were sent to the local
Veterans Administration Hospital for a routine physi-
cal exam; while there, an acute problem was diag-
nosed and they were hospitalized. Only two patients
(2.4%) fell into this subdivision.

Analysis of Patients in Category I

Hospitalization is costly; it is also traumatic to the
patient and may lead to hospital-acquired complica-
tions that otherwise might not have occurred (Zim-
mer et al., 1988; Steel et al., 1981). It is therefore
important to describe those patients in Category Il —
patients whose condition might have been handled
in the nursing home and did not require acute-
hospital level of care.

Seventy percent of the patients (n = 28) in Cate-
gory Il could have been treated in the nursing home
if IV therapy had been available, (e.g., IV antibiotics,
parenteral diuretics or IV therapy for rehydration). In
an additional 15% of the cases, patients were trans-
ferred because of pressure from the family or nurs-
ing staff. The family of a dying patient, for example,
felt the nursing staff could not provide adequate care
and insisted their relative be hospitalized. In several
cases, the nursing staff asked physicians to transfer
patients who required heavy nursing care (e.g., pa-
tients with extensive decubitus ulcers). These resi-
dents were seen as difficult to care for, and in some
cases the administration wanted them moved be-
cause of fear of receiving a citation from state
inspectors.

Another fifteen percent of the patients in Category
1l were transferred for the convenience of the physi-
cian or because of poor doctor-nurse communica-
tion. For example, two patients with nondisplaced
ankle fractures were sent to the hospital, where
short-leg casts were applied. The orthopedist
refused to go to the nursing home because materials
for casting were not readily available. In some cases,
frustrated physicians hospitalized patients after hav-
ing difficulty obtaining reliable information about
the patient’s condition from the nursing staff.

Social-Structural Factors Contributing to
Hospitalization

While it is important to know which clinical condi-
tions lead to the hospitalization of nursing home
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residents, it is also important to identify the social.
structural factors responsible for transfer.

Analyses of data from the acute-illness ©pisode
and participant observation disclosed that the Rurs.
ing home setting shaped and structured decisiong
regarding transfer. The social-structural factors in the
nursing home most commonly contributing to hospi.
talization of Category Il patients were: lack of imme.
diately available in-house support services (X-ray
laboratory, and pharmacy departments); nursingf
medical issues (an insufficient number of adequatefy,
trained nursing staff, transfer for the physician’s cop.
venience, pressure from nursing staff for transfer,
and poor nurse-physician communication); and fam.
ily pressure for transfer. Often many of these factors
interacted dynamically to influence the decision.
making process.

Lack of support services. — Facilities B and C did
not have laboratory, x-ray, or pharmacy depart.
ments. Laboratory work had to be sent out, increas.
ing the time between the nurse’s assessment of 3
change in the patient’s condition and the physician’s
diagnosis and prescription of treatment. X-ray tech-
nicians had to be called in, presenting not only a time
lag, but also decreasing the physician’s confidence,
since the quality of portable X rays was considered
less accurate than those taken in a hospital radiology
department. The lack of these services, therefore,
precipitated hospitalization to accelerate the diag-
nostic process and to enhance accuracy. Conversely,
for some patients who were not transferred, the
delay in diagnosis increased the severity of the prob-
lem. A case in point was a woman who experienced
hyperinsulinism that was not correctly assessed until
five hours later, when the laboratory report showing
ablood sugar of 38 mg/d! was returned. She was then
immediately hospitalized and successfully treated.

Nursing/Medical Issues

Insufficient and inadequately trained nursing staff.
— A large proportion (70%) of the patients could
have been treated in the nursing home if the nursing
staff had been able to administer IV therapy. Typi-
cally, these were patients with acute urinary or respi-
ratory tract infections who needed IV antibiotics, or
residents who needed IV fluids for rehydration. One
woman with hyperinsulinism was sent to the hospital
for IV glucose, and some patients were hospitalized
for IV diuretics. While access to laboratory and x-ray
services are necessary for treating such patients, just
as important is a professional nursing staff who can
monitor their response to treatment and effectively
communicate with the physician.

Most of the nursing care, including the assessment
of subtle changes in patients’ physical and cognitive
condition, was done by a small number of licensed
vocational nurses (LVNs), but predominantly by
nurse aides (NAs). These poorly paid, inadequately
trained workers were ill equipped to deal with the
large number of subacutely ill patients under their
care. When the work load became too heavy, the
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NAs put pressure on the licensed staff, who in turn
urged the physician to hospitalize residents. When
physicians thought the staff was unable to care ade-
quateh for patients whose conditions were deterio-
rating, they transferred them to the acute hospital.

Our data further suggest that in some cases an
insufficient number of adequately trained nursing
staff contributed to a gradual deterioration in the
patient s condition, eventually leading to hospitaliza-
tion. inadequate and irregular suctioning of semico-
matose and comatose patients, for example, un-
doubtedly contributed to lower respiratory tract
infections. One nurse stated that a 55-year-old coma-
tose woman with a tracheostomy should have been
suctioned hourly, but due to a shortage of staff. was
at best suctioned once every eight hours. This same
nurse confided that patients with pneumonia who
were treated with antibiotics might not recover be-
cause of lack of supportive nursing care. “The
coughing and deep breathing exercises, chest physi-
cal therapy, these procedures just are not done here.
And they work, but they are not going to be done
because we do not have enough nursing staff.” In
some cases, undetected fluid accumulation associ-
ated with acute congestive heart failure was not
acted upon, while in other cases an unnoticed de-
crease in fluid intake necessitated hospitalization for
rehydration therapy.

The shortage of nursing staff also contributed to
nutritional problems. In Facility C, for example, one
NA was responsible for feeding five to six patients
simultaneously. Eating was rushed and fluid intake
was not encouraged and/or recorded, resulting in
the dehydration and subsequent hospitalization
mentioned above. Similarly, poor nutritional intake
anda staff too busy to urge the patient to eat and take

q fluids sc jted in the placement

of a nasogastric tube. An NA explained, “Tube feed-

" ing is a lot easier on us. It is so frustrating when they

don’t eat. That's ane job that takes forever. Mrs. L

has been tube fed for years, and she’s doing just

fine.” While tube feeding may be convenient for the

staff, it places the patient at increased risk for aspira-

tion pneumonia; the unskilled, overworked staff

were inattentive to positioning tube-fed patients
property.

In Facility B, one RN was responsible for the care of
135 patients on the evening and night shift. On one
occasion, we observed that there were 8 patients in
this facility with nasogastric tube feedings, a woman
with a tracheostomy, 6 patients in a semicomatose or
comatose condition, and a woman with Jakob-
Creuzfeldt’s disease, who was in a nearly continuous
state of seizure. One RN was responsible for provid-
ing care for these 15 heavy-care patients; she also
had to supervise the care of 120 other residents — an
impossiblie task!

Convenience of the physician. — Physicians are
poorly compensated — financially and psychologi-
cally — for their treatment of nursing home patients.
Reimbursement rates for the one required monthly
visit are low, and if a patient requires a second visit in
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the same month, it is often difficult and sometimes
impossible to be recompensed. Physicians candidly
admitted that it was more convenient to transfer the
acutely ill nursing home patient to the emergency
room (ER) of the acute hospital, where X rays and
diagnostic work would be dorie quickly. The ER phy-
sician would help make the diagnosis, and house
staff and the attending physician would follow the
patient more efficiently. Further, physicians re-
marked that they were better paid for hospital than
for nursing home care.

The time of day and day of the week were also
considered. A physician with 37 patients in one nurs-
ing home remarked: "'t am always trying to tailor the
treatment to keep the calls down. If it is late after-
noon, and the patient has a fever of 102° to 103°, |
know it's either pneumonia or a urinary tract infec-
tion; if it means I'm not going to get the results of lab
work, or a chest X ray, until 11 PM . . . I'd rather send
them to the hospital to be evaluated.” Physicians
noted that they preferred to hospitalize patients be-
cause ancillary services were more readily available,
the quality of nursing care higher, and they would be
reimbursed by Medicare for one or more daily visits.

Pressure from nursing staff. — Nursing home ad-
ministrators encouraged the admitting nurse to
screen incoming patients assiduously in an attempt
to keep a full census without placing undue stress on
their already overworked staff. Since the work load
increased as some residents inevitably became more
disabled and dependent, directors of nursing some-
times pressed for transfer in order to keep the num-
ber of heavy-care patients as low as possible. In these
cases, transfer was seen as an opportunity to extri-
cate themselves from a patient considered burden-
some. Physicians also spoke of “treating the nurse.”
If the nurse sounded anxious and insecure, the phy-
sician hospitalized the p to avoid rep
calls. Furthermore, in an era of close surveillance by
state inspectors, nursing homes sometimes urged
transfer to avoid patients’ dying in the nursing home;
a death may attract close inspection of the chart and
possible citation.

Poor nurse-physician communication. — State reg-
ulations require that physicians be notified of any
change in the patient’s condition — whether a small
bruise or a slight elevation of blood pressure or
temperature. The nursing staff reported that physi-
cians were frequently difficult to reach, often did not
return calls promptly, and were sometimes irritated
by phone cails reporting what they perceived as
insignificant signs and symptoms. On some occa-
sions when the physician did not return the call
promptly, the staff became alarmed, dialed an emer-
gency number, and had the patient hospitalized
without a physician’s order.

Additionally, the physician’s decision-making pro-
cess was observed to be compromised by the poor
assessment and communication skills staff demon-
strated when calling to report a change in the pa-
tient’s condition. In such situations, physicians lost
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confidence in the nursing staff and hospitalized pa-
tients where they were on ““home ground” with a
trustworthy staff.

Pressure from Family

Families reported feeling frustrated by what they
identified as inadequate nursing skills and, fearful
when their relative’s condition worsened, some-
times urged the physician to transfer him/her to an
acute hospital. Transfers also occurred when there
was uncertainty about the severity of the patient’s
condition. In such cases, especially if a concerned
family member was present, physicians hospitalized
the patient out of indecision and/or fear of litigation.
An illustration is the explanation made to the re-
searcher by one physician: “When the family is in-
volved, it's probably safer to transfer him. He may
stroke out on me; he's fragile, there could be a clot.””

The Cost of Transfer

This study initially did not focus on the cost of
hospitalization. It became obvious, however, that
the emotional cost to patients and their families, and
the financial cost to society are considerable, and our
data allowed us to make an estimate of the economic
cost.

Emotional costs. — While financial costs are of
great concern, no less important is the emotional
cost of hospitalization. Foremost is the trauma expe-
rienced by the patient who is being transferred,
often without adequate explanation, to an unfamiliar
location, with unfamiliar staff and an unfamiliar phy-
sician. In some cases when patients were discharged
from the hospital, their bed in the nursing home was
not available. They were therefore placed in yet an-
other strange environment, surrounded by strange
caregivers.

financial costs. — The hospitalization of nursing
patients results in the expenditure of a vast amount
of money. In this study, similar to the findings of Van
Buren et al. (1982) it was found that 48% (40 patients)
of those transferred might have been treated in the
nursing home. In California the average length of
hospital stay for patients over the age of 65 is 7.4 days
and the average charge per patient day is $1,127
(Office of Statewide Planning and Development,
1987). The transfer of the 40 patients in Category I,
therefore, resulted in a total of 296 hospital days at
$1,127 per day for a net cost of $333,592.

When using this same formula to calculate the cost
of Category I transfers throughout the United
States, the figure becomes astronomical. Data from
the 1985 National Nursing Home Survey (Sekscenski,
1987) disclosed that 430,000 patients are discharged
annually from nursing homes to general or short-stay
hospitals (excluding psychiatric units). An additional
20,000 are discharged to Veterans Hospitals, for a
total of 450,000 discharges. If 48% of these transfers
could be avoided, 216,000 patients are perhaps being
hospitalized needlessly.
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The national average length of hospital stay in the
United States (for the quarter ending January 19gg,
for patients over the age of 65 was 6.6 days, and the
average cost of hospital care per day was $6671.3;
(American Hospital Association, 1989). Thus, the
transfer of 216,000 patients annually would result i
an additional 1,425,600 hospital days at a total cost of
$942,763,530, an unacceptable figure in a time of
escalating health care costs.

When estimating national costs, it must be noteg
that Medicaid reimbursement policies vary from
state to state. California has a prospective class or
fixed-rate reimbursement rate. That is, a single rate is
paid to all facilities regardless of the acuity level;
there is no financial incentive for nursing homes to
keep acutely ill or heavy-care patients. (For a ful)
discussion of Medicaid reimbursement policies, see
Swan, Harrington, & Grant, 1988). State Medicaid
reimbursement rates may influence the transfer of
patients to the acute hospital, and it could be argued
that more transfers occur in California than in other
states. With this caveat in mind, it is nevertheless
clear that avoidable hospitalizations result in a large
expenditure of money.

Discussion

The results of this study disclosed that in 48.2% of
the cases, nursing home residents were hospitalized
for social-structural (i.e., lack of support services,
nursing/medical issues such as an insufficient num-
ber of adequately trained nursing staff and poor
nurse-physician communication, and family pres-
sure for transfer) rather than for clinical reasons. A
major question that needs to be addressed is: Can
nursing homes effectively provide acute-care ser-
vices to the elderly? The findings presented here are
consistent with those of Zimmer et al. (1988), who, in
describing an innovative program that reduced the
hospitalization of acutely ill nursing home patients,
emphasized that providing acute care in nursing
homes is dependent upon an adequate number of
skilled nursing staff, the reimbursement of physi-
cians for daily visits, and the availability of pharma-
ceutical and diagnostic services.

It is noteworthy that in Facility C only 30% of the
patients who were treated in the nursing home died,
while in Facility B nearly twice as many (59.3%) died.
This is partially explained by the fact that Facility C
seldom admitted patients who were terminally ill,
and they also hospitalized a greater proportion (59%)
of the patients who became acutely ill.

Itis also noteworthy that in Facility A, only 12.5% of
the residents who became acutely ill were hospital-
ized, while in facilities 8 and C, 48.6% and 59%
respectively of the residents who became acutely ill
were transferred. This was undoubtedly due to the
fact that Facility A had laboratory, x-ray, and phar-
macy services and physicians on site, and an acute-
care ward adequately staffed with physicians and
nurses trained to provide acute-care services.

Facility A is atypical, and due to its size (1,200
beds), it can support on-site medical, diagnostic and
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pharmaceutical services. Since most nursing homes
are small (99 beds or less), it would not be economi-
cally feasible for them to provide support services on
site. These services are generally available by con-
tractual ar through cc cial laborato-
ries, pharmacies, and hospitals (Ouslander, 1988).
Strengthening the professional nursing staff in nurs-
ing homes, however, is a strategy that would reduce
the hospitalization of nursing home patients.

< h
(-3

ing the Profi 1al Nursing Staff

Nursing care is the major service provided in nurs-
ing homes; yet while the average nursing home has
about 41 full-time employees, less than 3 of those
employees are RNs (Sirrocco, 1983). Furthermore,
less than half of all skilled nursing facilities (SNFs)
have an RN on duty 24 hours a day (U.S. Department
of Health and Human Services, 1981). Medicare- or
Medicaid-certified SNFs must have a full-time direc-
tor of nursing and at least one RN on the day shift
seven days a week, and a licensed nurse on duty 24
hours a day. The federal regulation, however, does
not require that the licensed nurse be an RN. On
evenings and nights, the charge nurse may be an RN
or a licensed practical nurse (LPN). Some facilities
have more professional staff than is required by
federal regulation, while others meet only the mini-
mum standard. Thus in many nursing homes LPNs
are in charge of patient care, and the hands-on care is
performed by the nurse aide, who typically is respon-
sible for providing complete care for 10 to 15 patients
on the day shift, 15 to 25 in the evening, and 40 to 50
during the night shift (Harrington, 1987).

1t has been estimated that there are only 1.5 fi-
censed nursing staff per 100 patients in nursing
homes. By comparison, in acute-care hospitals there
is one RN for every 4.5 patients (Harrington, 1987).
Clearly, this dramatic reduction in professional nurs-
ing care is insufficient to meet the needs of patients
who are being discharged, often in subacute condi-
tions, from the acute- to the long-term care setting.

Given these conditions, it is not surprising that, of
the identified social-structural factors contributing to
hospitalization in this study, the insufficient number
of adequately trained nursing staff stands out as the
predominant problem. Correcting this problem
would address three factors that contribute toward
hospitatization: p for fer from nursing
home staff, poar nurse-physician communication,
and pressure for transfer from families who lack
confidence in the nursing staff. Ameliorating the
staffing situation is essential for providing quality
care to the acutely ill nursing home patient. Further-
more, without adequate nursing care, chronic condi-
tions give rise to acute episodes of iliness, and hospi-
talization inevitably occurs.

The problems of inadequately skilled and an insuf-
ficient number of nurses are separate but inter-
twined. Regarding skills, for example, staffing nurs-
ing homes with RNs capable of giving IV therapy

ber of hospital

although the nurses were able to administer 1V fluids
and drugs, some physicians were unaware of this,
and others questioned the nurses’ ability to monitor
1V therapy. At Facility C, the nursing staff did not
administer IVs. Thus, many patients from Facilities B
and C were hospitalized for IV therapy.

Nursing home residents are frail, very old, have
multiple pathologies and physical disabilities, and
many are Ily impaired. Their conditions can
change rapidly; it is imperative that at least one RN
be on duty 24 hours a day, seven days a week to
assess patients and identify subtle changes indicative
of an acute iliness.

In addition to increasing the professional nursing
staff, the use of the clinical nurse specialist (CNS) and
the geriatric nurse practitioner (GNP) in nursing
homes should be encouraged. Early studies have
suggested that GNPs can improve the outcome for
nursing home residents (Kane et al., 1976), and a
recent study by Kane et al. (1988) found that, despite
some difficulty in implementing their role in nursing
homes, GNPs had a positive effect on resident out-
comes. Some studies have demc d that GNPs
contribute to the quality of care by changing the
focus from custodial to rehabititative care (Chaffin,
1976; Gray, 1982). Recent findings from the Robert
Wood Johnson Foundation Teaching Nursing Home
Program, (Mezey, Lynaugh, & Cartier, 1988) along
with data from other demonstration projects have
shown that GNPs markedly increase the ability of
nursing homes to care for acutely ill patients and
those with complex problems (Mezey & Scanlon,
1989.)

GNPs can play a particularly important role in the
care of the acutely ill nursing home resident. In the
absence of on-site physicians, the GNP could take
the responsibility for ongoing patient assessment,
early recognition of acute illness, and implementa-
tion of a plan of care. Further, the GNP could discuss
the patient’s condition with the physician to deter-
mine if 1) the situation can be handled via telephone,
2) the patient needs to be seen by the physician, or 3)
the patient needs to be hospitalized.

The reimbursement of GNPs who provide services
in nursing h has been hat probl {
Mezey and Scanlon (1989) suggest that reimbursing
the GNP under Medicare Part B for services for which
physicians are currently being reimbursed could sig-
nificantly improve quality of care, and it has the
potential for being cost effective. (For a full discus-
sion of reimbursement options see Mezey and
Scanfon, 1989). While there is some evidence thatthe
use of GNPs is cost effective, further studies are
needed to determine cost estimates and savings.

Facility A was a nonprofit organization, while Facil-
ities 8 and C were proprietary nursing h . Given
the increasing numbers of elderly and the escalating
cost of heaith care, we in the United States must at
some point decide if we can afford to sustain long-
term care as a profit-making industry. If the money
that is paid to the nursing home industry could be

directed to purchase additional professional ser-

would significantly reduce the P
izations, as was evident in Facility A. At Facility 8,
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vices, the quality of care would surely improve.
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In many states, nursing homes are not reimbursed
for providing acute or subacute care (Ouslander,
1988). Numerous studies have addressed the prob-
lem of Medicaid reimbursement rates to nursing
homes (Fries & Cooney, 1985; Grimaldi, 1982; Har-
rington & Swan, 1984; Swan, Harrington, & Grant,
1988). Medicaid reimbursement to nursing homes is
a complex topic, not within the scope of this paper.
In view of the rising cost of health care and the
increasing number of older people, however, it is
imperative thata mechanism for reimbursing nursing
homes for providing subacute care be developed
and implemented. Ouslander (1988) has discussed
several strategies, such as the establishment of a
level of care and reimbursement rates somewhere
between the nursing home and the acute hospital.
Innovative approaches are not without potential neg-
ative consequences, as nursing homes may deliber-
ately increase patient dependency and level of care
to maximize reimbursement (Swan, Harrington, &
Grant, 1988).

This study has limited generalizability, because it
was conducted in three facilities in one geographic
area. [ts strength lies in the rich qualitative data that
facilitated the identification of social-structural fac-
tors contributing to hospitalization. Further studies
are needed to determine under which conditions
acutely ill patients can be treated successfully in
nursing homes, and when patients must be hospital-
ized for treatment. Also necessary are studies focus-
ing on which patients would benefit from hospital-
ization and how the outcomes differ for patients who
are hospitalized in contrast to those who are not.

References

American Hospital Association. (1989). National Hospital Panel Survey Re-
port. Chicago, IL.

Anderson, G. F., & Steinberg, E. P. (1984). Hospital readmissions in the
Medicare populations. New England journal of Medicine, 311. 1349-
1353,

Chaffin, P. (19761 Nurse it : Nursing's i to quality
<care in nursing homes. Nurse Practitioner. May-June, 24-26.

CPHA (C 855 P " and Hospital Activiti 1978). Intema-
tional classification of diseases. %th rev. clinicat modification, Vol. 1.
Ann Arbor, MI: Edwards 8rothers, Inc. -

Fries, B. E., & Cooney, L. M. (1985). Resource utilization groups: A patient
classification system for long-term care. Medicare Care, 23, 110-112.

Gray. P. L. (1982). Gerontological nurse speciatist: Luxury or necessity?
American joumnal of Nursing, 82, 82-85.

Grimaldi, P. L. {1982). Medicaid reimbursement of nursing home care.

i OC: A C ise Institute for Public Policy

Research.

Hartington, C., & Swan. ). H. (1984). Medicaid nursing home reimburse-
ment policies. rates, and expenditures. Health Care Financing Review,
6 (11 {HCFA Pub. No. 03176). Office of Research and Demonstrations,
Health Care Financing Administration. Washington, DC: US Govern.
ment Printing Office.

Harrington, C. (1987). Nursing home reform: Addressing critical staffing
issues. Nursing Outlook. 35, 208-209.

510

trvine, P., Van Buren, N., & Crossiey. K. (1984). Causes for hospililiznm,,m
nursing home residents: The role of infection. fournal of the Amencan
Genatric Society, 32, 103-107.

Kane, R. L., lorgenson, L. A., Teteberg, B., & Kuwahara, J. {1976). Is goog
nursing-home care feasible? Jounal of the American Medical Assocy.
tion, 235, 516-519.

Kane, R. A., Kane, R. L., Amoid, S.. Garrard, |.. McDermott. 5., & Keptero.
L. (1988). Geriatric nurse practitioners as nursing home emplovesy,

role. The Ci it 469477, :

Katz, S., Ford, A. B., Moskowitz, R. W., Jackson, B. A., & faffee, M, 1y
{1963). Studies of illness in the aged — The index of ADL: A standardizeg
measure of biological and psychosocial function. foumnal of the Amen.
can Medical Associat'on, 185, 914-919.

Lyles, Y. M. (1986). Impact of Medicare diagnosis-related 8roups {DRGs) on
nursing homes in the Portland, Oregon, metropolitan area, Joumnai or
the AmeriGan Geriatric Society, 34, 573-576.

Mezey, M., Lynaugh. J., & Cartier, M. (Eds.). (1968). Aging and cadem;y
The teaching nursing home experience. New York: Springer.

Mezey, M. D., & Scanlon, W. (1969). Reimbursement options for encourag.
ing geriatric nurse practitioner services. In M. D. Mezey, | E. Lynaugh,
& M. M. Cartier (Eds.), Nursing homes & nursing home care: Lessons
from the teaching nursing homes. New York: Springer.

Office of Statewide Planning and Development. {1987, lan. 1 to lune 10,

gate hospital discharge data California hospitat dss.
charge data. Sacramento, CA: Staff.

Ouslander, 1. G. (1988). Reducing the hospitalization of nursing home
residents. foumal of the Amencan Geriatrics Society, 36, 171173,

Pelto, |. P. {1970). Anthropotogical research: The structure of inquiry. New
York: Harper & Row.

Sager. M. A., Leventhal, £. A.. & Easterling, D. V. (1987). The impact or
Medicare’s prospective payment system on Wisconsin nursing homes,
Journal of the American Medical Association, 257, 1762-1766.

Schroeder, 5. A., Showstack, . A., & Roberts, H. E. (1979). Frequency and
clinical description of high-cost patients in 17 acute-care hospitals, New
England Joural of Medicine. 300. 1306-1309.

Sekscenski, E. . (1387, Sept. 30). [Discharges from nursing homes: Prelim:.
nary data from the 1985 national nursing home surveyl. Advance daia
from vital and health statistics. No. 142. National Center for Health
Statistics. OHHS Pub. No. (PHS) 87-1250. Hyattsville, MD: Public Health
Service.

Sirrocco, Al. (1983, Aug. 11). {An overview of the 1980 national master
facility inventory survey of nursing and related care homesl. Advance
data from vital and health statistics. No. 91. National Center for Heaith
Statistics. DHHS Pub. No. (PHS) 83-1250. Hyattsville, MD: Public Health
Service.

Smith. D., & Molzahn-Scott, A, (1986). A comparison of nursing care

i of patients in long-: geriatric and acute care nursing
units. Geniatric Nursing. 11. 315-321.

Steel, K., Gertman, P. M., Crescenzi, C., & Anderson, |. (1981). latrogenic
illness on a general medical service at a university hospital. New En-
8land Journal of Medicine, 304, 638-641.

Stull, M. K., & Vemon, ). A. (1986). Nursing care needs are changing n

aci with rising patient acuity. Journal of Cerontological Nursing.
12, 15-19.

Swan, |., Haerington, C., & Grant, L. A. (1968). State Medicaid reimburse-
ment for nursing homes, 1978-8. Health Care Financing Review, 9.
3-50.

U.S. Congress. General Accounting Office. (1986). Post hospital care: Dis-
charge planners report increasing difficulty in placing Medicare patients
{GAO PEMD-37-567). ing! DC: US. G Printing
Office.

Van Buren, C. B., Barker, W. H., Zimmer, |. G., & Williams, T. F. (1382},
Acute hospitalization of nursing home patients: Characteristics, cost

and potential p ility (ab G 22.129.
Zipmer, .. €ggert, G.. Treat, A., et al. {(1988). Nursing homes as acute care
i A pilot study of i ives to reduce italizati Joumal

of the American Genatric Soctety, 36, 124-129.

Zook, C. I., & Moore, F. D. (1980). High-cost users of medical care. New
England Journal of Medicine, 302, 966-1002.

{Zweck, Brad (Ed) |. Older American Reports. (1985, Aug. 2). DRGs create
massive new demands on the aging network, 931, pp. 3, 4, 10.

The Gerontologist




381

DETRIMENTAL EFFECTS OF PHYSICAL AND CHEMICAL RESTRAINTS

ON RESIDENTS

Developed by the

National Citizens' Coalition for Nursing Home Reform for the
National Center for State Long Term Care Ombudsman Resources
funded by the Administration on Aging

(These effects may be due to restraints and/or other conditions)

EXFECT

CARDIOVASCULAR

Swelling of ankle
or lower leg/rings
too tight/shoes
too tight.

Death

CALSE

Older people may
have a less
efficient
circulatory
system. Without
enough
exercise,and
changing of
position fluid
collects in hands
and feet.

Cardiovascular
stress response as
fearful resident
struggles to be
free from
restraint.

29

VE [o]

Release, Exercise
every 2 hrs/
change position
often. Lie flat in
bed every two
hours. Use
alternative
methods.

Use alternative
methods.
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DETRIMENTAL EFPECTS OF PHYSICAL AND
CHEMICAL RESTRAINTS ON RESIDENTS

EFFECT

GASTRO-INTESTINAL
GENITO-URINARY

Decrease in
appetite/ weight
loss/sunken cheek
bones/ sores
around mouth
(CR/PR)

Dehydration

Dry skin/dry
mouth/ sunken
eyes/ fever/ acute
confusion. (CP/CR) .

Urinary Retention

Distended lower
belly/complains of
needing to go to
the bathroom/
dribbling when
toileted instead
of good stream/
presence of
catheter with no
other apparent
cause. (CR)

Incontinence

Wet/ complain of
not being taken to
the bathroom/
agitation
especially for
resident with
dementia/presence
of catheter for no
other apparent
reason (CR/PR)

CAUSE

Broken spirit/not
interested in
life.

Discomfort of
restraint/preoccup
ation with
discomfort.

No activity to
work up appetite.
Too drowsy from
drug use to eat.

Cannot reach
water.

Too drowsy to
drink.

Too depressed to
drink. Does not
recognize
decreased sense of
thirst.

Many psychoactive
drugs effect
ability to release
urine.

Not taken to
bathroom/toileting
done according to
facility rather
than individual
pattern/drug
action may cause
incontinence

30

v ON

Use alternative
methods.

Release, exercise
at least every two
hours.

Decrease drug
dose.

Use alternative
methods.

Leave water within
reach at all
times. Offer
fluids/ encourage
to drink between
meals and at
meals.

Discontinue drug.
Use alternative
methods. Use
alternative drug.
Discontinue
catheter use.

Release, toilet,
exercise every two
hours or more
often if necessary
Use alternative
methods
Discontinue drug
Use alternative
drug.
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DETRIMENTAL EFFECTS OF PHYSICAL AND
CHEMICAL RESTRAINTS ON RESIDENTS

EFFECT
GASTRO-INTESTINAL
GENITO-URINARY

Urinary Tract
Infections (CR/PR})
Pain and frequency
of urination,
fever

Constipation/
impaction
Resident complains
of stomach ache/
constipation
Restlessness
Decreased
appetite/
confusion
Preoccupied with
bowels (CR/PR)

MUSC! -SKELETON

Decrease in
mobility such as
unable to walk,
move own
wheelchair.
Wasting of muscles
over time.
Contractures in
extremities
recognized by
hands in fist,
bent elbows,knees
bent toward chest
and moved, if at
all, only with
difficulty and
pain.

Increased
fractures. (CR/PR)

CAUSE

Catheter use, not
voiding regularly,
low fluid intake

Lack of activity
Inability to get
enough fluids

Not taken to
bathroom according
to lifelong bowel
pattern.

Prolonged
inactivity causes
loss of muscle in
all ages, so that
the person
gradually loses
ability to use
them; bone loss
results in

Aincreased fracture

risk.

3

PREVENTION

Toilet to avoid
incontinence,
increase fluid
intake, use
alternative
methods

Release,exercise,
toilet every two
hours or more
often if
necessary.

Toilet according
to lifelong
pattern

Offer fluids
between meals and
at meals

Leave water within
reach

Use alternative
methods

Use alternative
methods: physical
therapy, release,
weight bearing
exercise every 2
hours or more
often if
necessary. Range
of motion
exercises, fit
chair to
individual, use
cushions, wedges
and pillows for
comfort.
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DETRIMENTAL EFFECTS8 OF PHYSICAL AND
CHEMICAL RESTRAINTS ON RESIDENTS

EEFECT
NERVOUS_SYSTEM

Complains of
tension or
exhibits signs of
tension (PR)

Tardive

Dystkinesia (CR)
Repetitive
novements of head,
tongue, hands and -
feet.

Cora/Death (CR)

CAUSE

Restraints are not
relaxing;
stressful from
having movement
restricted

Caused by some
chemical
restraints. Haldol
is a commonly used
drug with this
effect and is
irreversible.

Too iargé dose of
psychoactive drug

PREVENTION

Use alternative
methods, use
restraints for
very short periods
of time.
Discontinue drug
or lower dose. Use
alternative drug
without that
particular side
effect.

Use lowest drug
dose for shortest
period of time.
Keep in mind
general rule of
thumb: 1/2 adult
dose for elderly-
1/4 dose for
elderly with
dementia. (Of
course there are
exceptions to
this) Note that
continuous long
tern drug use
seldom necessary

Use small doses
for short periods
of time
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DETRIMENTAL EFFECTS OF PHYSICAL AND
CHEMICAL RESTRAINTS ON RESIDENTS

EFFECT
PSYCHOLOGICAL

Panic/ anxious
expression/
conmbative/
increased
confusion
(PR/CR)

Lethargy/depress~
ion/ decreased
social interaction
(PR/CR)

Screaming/yelling/
calling out
(CR/PR)

CAUSE

Frightened by PR.
Does not like
restraints. Does
not understand why
they are being
used. Paradoxical
reaction to a
psychoactive drug;
that is, it has
the opposite
effect intended.

Person gives up
when restrained,
withdraws, broken
spirit. staff
ignore restrained
resident. Drug in
too large dose.

Use alternative
options, identify
and meet needs,
comfort

33

PREVENTION

Use alternative
methods. Use CR
and PR for short
periods only.

Use different
drug, lower dose
or no drug.

Use alternative
methods.
Increase
opportunity to
socialize.
Frequent staff
interaction.
Decrease time
restraint used.
Decrease drug dose
or change drugs.

Use alternative
options, identify
and meet needs,
comfort
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DEfRIMENTAL EFFECTS OF PHYSICAL AND

CHEMICAL RESTRAINTS ON RESIDENTS

EFFECT

RESPIRATORY

Resident complains
that chest feels
tight/says "can't
breathe'"/appears
anxious

Pneumonia (CR/PR)
Acute confusion/
shortness of
breath/ chest pain

Death (PR)

SKIN

Bruising/cuts/red-
ness (PR)

Pressure sores
(PR/CR)

CAUSE

Chest/ vest
restraint is too
tight. Resident
fears restraint
and has anxiety
attack

Lack of movement

Lack of movement
allows secretions
to pool, decreases
efficiency of
lungs with
decreased oxygen
exchange and
increase
confusion.
Shortness of
breath when active

incorrectly
applied restraint
leads to death by
strangulation

Incorrectly
applied restraint
or improper size
or type of
restraint.
Resident struggles
against restraint

Resident in one
position too long.
Studies show two
times number of
pressure sores in
restrained

residents.
34

PREVENTION

Use alternative
methods

Loosen restraint
Decrease use of
drugs

Exercise every two
hours or more
often if necessary

same as above

Apply restraint
correctly/ use
alternative
methods.

Apply restraint
correctly
according to
manufacturer'’'s
direction

Use alternative
methods.

Apply restraint
for short periods
only.

Release, exercise,
at least every 2
hrs.- oftener if
necessary.

Use alternative
methods.
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Quality of Life

IV-E-20

CONTRACTURE AVOIDANCE PROGRAM
YIELDS UNEXPECTED DIVIDENDS

Martin E. Casper

|

Iong term care section of the Joint Com-
mission on Accreditation of Healthcare
Orxa;uauons. an organization which also

hen a patient care plan focuses
onthe p ion of a negati
outcome as a goal, we talk

about the maximization of a patient’s life
quality. if the goal is achieved. Our facil-
ity recently experienced a situation where
a program to enhance the life quality of
our r:s:dems at risk of developmg or ex-

had the
tant eﬂ'ecx of improving the quality of life
of another group of our residents.

The proposed new conditions of par-
ticipation for skilled nursing facilities,
issued by the Health Care Financing Ad-
ministration (HCFA), were thoroughly
discussed at our 324-bed skilled nursing
facility’s weekly patiem care planning
conferences. As a result of the proposed
contracture standard in the quality of life
condition, efforts 1o develop an effective
contracture avoidance program had a very
high priority in our discussions.

Al the same time last fall, the new direc-
tor of the office of licensure and certifica-
tion in our siate was placing a great em-
phasis on rehabilitativesrestorative nurs-
ing programs. In addition, we were in the
process of preparing for a survey from the

Marun E. Casper is executive director of

Grevnolds Park Manor Rehabilitation

Center, North Miami Beoch, Florida,

which is accredited by the long term care

s«'llon o] the Joint Commmon on Ac-
Or

these progr to be of great
importance.

Objectives in these areas had not as yet
been effectively implemented when
Greynolds Park was surveyed by the state
during an annual licensure and certifica-
tion inspection in December 1987, We
were fortunate to have two nurses on the
inspection team who were versed in restor-
ativesrehabilitative nursing. Although the
facility received several citations in this
area, the surveyor’s input gave some im-
petus in better focusing on rehabilitative
nursing objectives.

Responding to the Survey
Following the i i Gi Id

an interdisciplinary resident care planning
meeting, our director of activities, Jane
Adelstein, indicated that she had foam
materials which could be cut into pillows
of any shape or size necessary to accom-
modate all rehabilitative requirements.
She also suggested that sewing and stuff-
ing pillows would be a very effective ac-
tivities program for the more able resi-
dents because they would be helping those
less physically or mentally able than
themselves.

The idea was wholeheariedly endorsed
with the provision that the director of ac-
tivities discuss the suggested program with

- the activities group and that a price per

pillow be agreed upon and paid by the
facility to the residents for their labor.
Our residents were enthusiastic about

Park hired a fulHime RN, Peggy Pbsmck
as the rehabilitative nurse coordinator.
This close interrelati
ships with our dietary, occupational ther-
apy, physm.l therapy, speech pathology,
soaal scmc& activities department, and
and mai depart-

ments, in addition to the rehabilitative
nursing responsibilities. Our objective was
to ensure that all departments look at each
patient from the perspective of what we
can do for that individual 10 enhance his
or her life quality.

As one aspect of the rehabilitative nurs-
ing program developed, the staff picked
up on the contracture avoidance program
di d earlier. The rehabilitative nurse

c
of

Mr. Casper has had over IS vears of ex-
perience in administration of heaith care
Jocilities, and holds @ master’s degree in
public health in hospiral administration
Jrom Yale University. He is an associate
pmftssar of community medn:me at

coordinator found an obstacle in efforts
o position patiems properly because a
variety of pillow sizes was necessary for

was acquired for pillow I‘oarn and i it was
agreed that the facility would

$1.50 per pillow. Activities reqmred for
residents to create one pillow include cut-
ting and sewing the case, cutting the foam
into small pieces, pulling nylon thread
from commercial cones, stuffing the pil-
low, and sewing it after it is stuffed. Resi-
dents who are limited 10 the use of one
hand are able to cut foam when foam
squares are secured to the table.

Mlssionud?nrpose

inthep Ll
hada dlsuncx mission and purpose. They
were helping less physically forlunzlt
residents and could see, on a daily basis.
tangible results from the fruits of their
hbor In walking through the facility, this

the wide range of
points. These sizes were not always avail-
able and, if available, the sizes were usually
not exact.

and Rules and Regulations C¢
Florida Health Care Association.

“*

ing
As this problem was being discussed at

k' was visible in pauenl
Wheelc:\zlrs and beds, all moteﬂm pr
tients from developing or exacerbs
contractures. This knowledge ﬂ‘h‘""d
their self-esteem. Patients panticipating it
the program might complain of not f‘;
Continued on pist
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Quality of Life

Continued from page 46

ing well, but would get out of bed to make
pillows because they ‘‘wanted to help
other patients.”” These residents were truly
feeling good about themselves.

Program Results

To date, our residents have produced
115 pillows. A total of 20 residents now
participate in the program. Proceeds are
sometimes spent on luncheons catered
from outside restaurants. Occasionally,
they will bring in Chinese, ltalian, or
delicatessen food. As a result, this pro-
gram has greatly increased the sense of
resident community in our facility.

Now when our resident care planning
committee meets, it looks not only at the
particular problem at hand but also at the
potential for the solution to enhance the
life quality of other residents.

An effective program of rehabilitative/
restorative nursing requires staff to look
at all residents, even those who have been
in Greynolds Park long term, not only as
they are today but also what they have the
potential to become tomorrow, if they are
encouraged and assisted in attaining that
potential. For example, the fact that a resi-
dent who does not need to be in 3
wheelchair all day, but has used it con-
tinuously for five years, does not mean
an effort should not be made to attempt
10 get him or her out of it. Our objective
has been to maximize each indiwdu?l ;
life quality based on his or her physic
limitations. Our pillow program has
helped us achieve that objective for pllk’;v
users and pillow producers alike.

Provider Sepirmber 1588
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Nursing home incontinence

project praises models

by John O'Connor

Dealing with her post-opera-
tive urinary inconti could
have been oft to old
age. Fortunately for “Mary,”
she was at the Boston, MA-
based Hebrew Rehabilitation
Center For Aged. There, it was
discovered that one of her
prescriptions was to blame.
And when her medication was

ltsmh’kzﬂdﬂw:
that Diana Laskin Siegal'is try-|
ing to publicize. As project
director for the recently formed|
statewide Nursing Home In-
continence Project, she is ar-
tempting to identify and repli-

hanged, the problem disap-
peared.
“We've learned that the

mtyandtheun:nlpubhc
bout

a lot of ways to treat inconti-
nence. What's particularty im-
portant is that the patient has
to be seen as a whole person,
medical condition — as wellas
the incontinence problem it-
self,” said Edna Laurino,

tions.

“We're trying to encourage
nursing homes to do a better
job of treating incontinence,”
said Siegal, a public health re-
searcher and co-author of the
book, Ourselves, Growing

Continued on page 35

Incontinence project
From puge |
Older

Siegal swd that while incontinence
is one ol the moust pel we heatth
problems tacing adults, it remains
ane at 1he least undenitond “There
needs 10 he far more rescarch and
education on this subrect.” she said.

‘The demographics of incontinence

Mure than 50% ot the residents in
tong-term care institutions are afflicted
with urtnary incontinence. according
1w an article in the New England Juter-
nal of Medicine (Vol. 313, No. 13)
co-authored by Hebrew's Neil Resnick,
M.D.

Resnick estimated the problem is
costing nursing homes more than a
billion dullars annually, while account-
ing for 3% to 8% of their operating
budgets. The overall cost for the care
of all incontinent elderly is more than
$8 billion each year, according to
Resnick in his article.

In Medical Care (Vol. 22, No. 1),
Joseph G. Ouslander and Robert L.
Kane argued that by increasing atten-
tion, providing a better diagnosis, and
offering more appropriate treatments,
doctors helped about two-thirds of
those afflicted with incontinence in
their study 10 overcome the problem.

Harmful side effects

But 1 the probl
are often hmpemd by the psychologr
cal baggage that incomtinence can
bring. Anxiety, shame, guili, depres-
sion and loss of self-esteem frequently
accompany the problem, Sicgal said.

According to her, these feelings iso-
late people. “It restricts activities and
i1 makes them feel bad about them-
sclves. There are a lot of people who
won‘t even leave their homes because
they are incontinent.”

She added the problem is further
enoerbawd by a lack of physu:nn

take this for granted, go see your
doctor,” because doctor’s often don’t
know what to do, Sicgel said.”

It's crucial for internists in family
practice and general medicine to get
more training from urologists,
“they’re the anes that need to be able
to handle the issue as much as possi-
ble,” Siegel explained.

One success story

The Hebrew Rehabilitation Center
For Aged is a pioneering institution
in the field of incontinence. One of
less than & ha!f doun facilities nation-
wide designated asa hi;
home, it has been receiving g research
funding from the National Institute
of Health since 1983.

“A lot of the work going on here is a
reflection of Dr. Resnick’s work,” said
Debbie Dunn Solomon, director of
public relations.

Hebrew's Laurino, who assists
Resnick’s research at the center, said
that the facility uses a “stepped” proc-
:n to help identify and cure the prob-

Laurino explained that treatment
begms with leehng reverslble causes,
for
mobxlny problems or delenmmnl
whether & specific medical problem
is to blame. Each resident then re.
ceives a tailor-made program.

Don't simply blame age

“We've found that it's not just age
itself that causes the problems of in-
continence. But as we age, other prob-
lems, such as a loss of mobility, takea
toll on an already compromised aging
bladder. But it's not necessarily just
a matter of aging. We've got 100-year-
olds here that don't have bladder prob-

lems,” she said.
Laurino noted she's opumlsnc that
the problem can eventually be elimi-
“a lot more has 10

Sicgal said despite the dearth of
available knowledge and medical train-
ing, she sees encouraging signs. As
more is leamed about incontinence,
and as physicians. providers and the
public learn more about what can be
done, the problem will be more effec-
tively dealt with and may eventually
be conquered, she said.

Alan Balsam, director of the Elder
Health Division of the state’s public
health department is also assisting in
the project.

Other participants involved in the
project include the state’s self-help
and advocacy organization, Living Is
For The Elderly, the Massachusetts
Federation of Nursing Homes and the
Association of Massachusetts Homes
for the Aging. =}

McKaight's Lang: Term Care News
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Dramatic Decrease in
Decubitus Ulcers

A VA quality assurance
program stimulated
changes in care that
paid off handsomely.

MARIJORIE F. BLOM
In the late 1970s, decubitus ulcers

between cell and capillary will im-

percent during 1978, and another 8

pair cell functi and y
lead to cellular death.

While the primary cause of skin
breakdown is sustained pressure,
many other factors contribute.
Among them are metabolic dis-
cases, such as diabetes; peripheral

were a recurring problem at our
V. Adrmin s Medical

Center, a long-term care facility lo-
cated in the midwest. The patient
population was then and is now
predominantly male, with 53 per-

cent 60 years old or over. Clinical’

areas of practice include psychia-
try, intermediate medicine, and
geriatrics.

Maintenance of skin integrity
was one of our most strived-for
goals, yet decubitus ulcers did oc-
cur in this population of elderly,

impairment; loss of vaso-

pe: in 1979, when construction
actually began. During 1980, the
average daily census stabilized a1
580. The patients’ acuity of illness
T ined high through these
three years, with the vast majority
classified in the Veterans Adminis-
tration’s category I or II. Category
I vati

motor l, as in p legia and
quadriplegia; intercurrent illness;
ia; nutritional inadegquacy; in-
P dotoxins (including a
high blood urea nitrogen); stress;
antiinflammatory drugs: and mac.
eration of the skin by urine and
feces(4-6).

Many of these predisposing fac-
tors were present in our elderly vet-
cran population in late 1977 when
the planning for a large construc-
tion project created an opportunity
to review our caseload.

Pr ions to install central air

chronically debilitated

The cost of skin breakd in
dollars and human suffering is
overwhelming(1). E di for

the treatment of a single decubitus
ulcer can range from $5,000 to
$34,000. Other costs accrue to pa-
tients because of delayed dis-
charge, prolonged sickness and de-
pendence, time lost from work, and
the emotional effects on the pa-
tients and their families(2).

ditioning and adapt patient
units for increased privacy required
that some units be vacated. The av-
erage daily census decreased by 12

p are acutely or critically
ill and require intensive nursing
care for extremely severe symp-
toms. Category Il patients need
considerable direct care for subsid-
ing or impending serious illness or
chronic conditions that make them
almost completely dependent (see
Figure 1).

Before the start of patient reloca-
tion in January 1978, workload
data were submitted to the nursing
service office from each of the 14
patient units. Among the many fac- -
tors i d was the incid of
decubitus ulcers and their classifi-
cation. In January, 27 patients had
ulcers. The lack of written guide-
lines for classifying the decubitus

'WM‘YMMPATB‘TS'de

Decubitus ulcers, or localized ar-
cas of skin and subcutaneous tissue
necrosis, are produced by compres-
sion of the small blood vessels that
carry nutrients to those areas(3).
Anything that interferes with nour-
ishing the cell, removing its waste
products, or the exchange of fluid

Marjorie F. Blom, RN, is quality asssrance
coordinator and infection control nerse at
the Veterans Administration Medical Cen-
ter in Knoxville, 1A, She exteads apprecia-
tion to the nursing swaff; research section:
psychology service: and Clintos Boyd, Jr.,

mmmhmnmmm

represent
iEbansive nursing care for acute or critical Bnees, or patients in category § becsuse they
neaded

chief, nursing service, for their
with this article.

direct care for serious iliness or ctwonic conditions thet caused




ulcers resulted in subjecti b
tions with such terms as minimal,
moderate, or severe. The nursing
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quality recog-
nized that decubitus ulcers were a
significant problem, and undertook
an audit.

Quality assurance of ac-
tivities that ensure patients a speci-
fied degree of excellence in care
through luation of

structural components, goal-di-
rected nursing process, and patient
outcome.

Phase One

The nursing quality assurance
coordinator collected bascline data
from January to Junec 1978 on the
number of paticnts with decubitus
ulcers. This was the first six months
of a three-year audit. The number
of patients with such ulcers de-
creased from 27 to 18 in tha1 six-
month period. Seven patients were
admitted with preexisting bedsores
during that time. Of the 18 ulcers
remaining in June 1978, 3 were
classified as severe and 15 as mod-
crate. The need for a more compre-
hensive evaluation system emerged
from those findings.

In a study by Rubin, a weekly
progress report was submitted on
all patients with potential or actual
decubitus ulcers. This information
was drawn from the supervisor’s
daily patient report and used dur-
ing weckly rounds by the supervi-
sor, head nurses, and nursing audit
committee(7).

Phase Two

A similar data collection system
was begun by our nursing quality
assurance committee in July 1978.
This launched phase two of the au-
dit; its objectives were to

® record the ber of

n phase 2, the average daily census wes 605, and 73 percent of these patients were in
category | or I In phase 3, the ADC was 802: 76 percent wers in category | or §.

cach unit identified patients for the
audit population. Nursing units in-
cluded were the 200-bed nursing
home care facility, 96-bed medical
service, 134-bed intermediate med-
icine section, and the 241-bed psy-
chiatry service.

Each patient with a d

through December 1978, the quali-
ty assurance coordmator and a
d every
ulcer and recorded information on
the clements cited above. In addi-
tion, the presence of drainage, the
cleanliness, and any nced for de-

brid and ch in the treat-

ulcer was comprehensively assased

ment or nursing procedure were
d 4

by lhc quality
dividual data sheets contain-

with decubitus ulcers

® monitor nursing care (includ-
ing preventive interventions) for all
patients at risk for skin break-
down

& identify factors predisposing to

m; the following elements were
used for each patient: name, age,
sex, diagnosis, mobility status,
mental status, general physical
condition, bowe! and bladder sta-
tus, location of decubitus ulcer, size

skin breakdown

® heighten nursing staff aware-
ness that early detection is an im-
portant preventive measure.

In July 1978, head nurses on

of ulcer in centimeters, site, predis-
posing factors, treatments pre-

Survey visits were scheduled at
least one day in advance so that the
unit staff could plan dressing
changes to coincide with the visit.
Each visit included all patients pre-
viously surveyed, thosc with newly
developed ulcers, and newly admit-
ted p who had decubitus ul-
cers. These additions to the survey

scribed, and special proce-
dures or preventive measures used.
Every two weeks from July

\} were identified through
mformauon from nursmg staff and
from the 24-hour nursing report.
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Patients whose ulcer healed were
followed for a minimum of one
month to detect recurrence.

A verbal report was given to unit
nursing personnel and the adminis-
trative staff following each survey.
To follow trends, summaries were
written monthly.

Phase Two Findings

Included in the phase two sufvey
were 43 patients who had ulcers or
whose ulcers healed during that
phase. Thirteen, or 30.2 percent,
were admitted with ulcers. These
patients came from homes and
health care facilities in the sur-
rounding communities.

Data for this patient population,
shown in Tables 1 and 2, included
age, mobility status, mentat status,
predisposing factors or significant
conditions, and ulcer site.

Mental status was classified as
confused or alert, based on nursing

Figures obtained con-
cerning mental status did not indi-
cate a significant influence on de-
cubitus ulcer development. Data on
nutritional state were not included
because all patients in this survey
period were classified as having
good or adequate nutrition, as de-
termined by nursing or dietetic as-
sessment. Being well or adequately
nourished was defined as being
within the ideal limits of body
weight and hydration as deter-
mined from standards set by the
Natignal Research Council and
fram the Metropolitan Life Insur-
ance tables.

No ulcers recurred at the same
site during this phase.

The nursing measures used in-
cluded relief to pressure areas,

i nce of cleanli peri-
odic turning and repositioning, fre-
quent skin care, use of sheepskin or
foam pads, padded siderails, and
intermittent bed rest. A water mat-
tress was provided to all patients on
the two units that consistently
cared for those patients at highest
risk for skin breakdown. Mat-
tresses were issued to the other
units as needed.

Treatment of decubitus ulcers
consisted primarily of

® irrigation to cleanse (peroxide,
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saline, aluminum acetate solution
[Burow's Solution], acetic acid)

® debridement of necrotic tissue
by surgery or an enzymatic agent
(Travase, Debrisan, Elase)

® application of topical agents to
promote healing, control infection,
or both (povidine-iodine {Betadine
Helafoam], aluminum and magne-
sium hydroxide [Maalox], thimero-
sal [Merthiolate], bacitracin, ka-
raya, tincture of benzoin, gentamy-
cin [Garamycin}, betamethasone
[Valisons], chioramphenicol
[Chloromycetin], neomycin [Neo-
sporin], Vitamin A and D Oint-
ment, erythromycin  {Ilotycin],

polymixin B and zinc bacitracin
[Polysporin])
® stimulation of circulation with

used by other units in the medical
center. Documentation in the pa-
tient’s medical record became more
accurate as ulcer measurements,
condition, and healing; and plans
for maintenance or continued heal-
ing were noted in writing.

After a review of the phase-two
findings, the majority of the nurs-
ing staff overwhelmingly favored
continuing the decubitus-ulcer sur-
vey on a monthly basis. At this
point, a more precise scale to meas-
ure the degree of tissue involve-
ment was developed by combining
Rubin's classification of ulcer
stages and Clark’s grades for decu-
bitus ulcers(7-8):

® First degree decubitus ulcer—
skin red and blistered

® S d  degree—superficial

ge or sp quip
{whirlpool bath, warm moist packs,
ultraviolet light).

Other Qutcomes

Having two persons collect data
increased objectivity and meant
that unit staff members did not
have to help position patients for
observation of the ulcers.

Communication increased on the
units—nurses talked about nursing
and suggested ways to improve care
and p new approaches.
While conducting surveys, the
quality assurance coordinator was
frequently consulted about the risk
of skin breakdown in specific pa-
tients. These requests created ex-
cellent opp ities for reviewing
the pr eausative factors and
for designing individualized pre-
ventive measures. These measures
were ded on the individual's
data collection too! so that the re-
sults could be observed during the
next survey.

Collecting data with guid

skin layers involved

® Third degree—full thickness
of skin involved, including fat, mus-
cles, and bone.

Phase Three

Data collection from January
1979, through December 1980 con-
stituted the third phase of the au-
dit; 73 affected patients were fol-
lowed (Tables 1-2). Of these, 3 had
first, 55 had second, and 15 had
third degree ulcers. Twenty-one
persons (29 percent) were admitied
to the medical center with a pres-
sure sorc present; 52 (71 percent)
developed one or more at this facil-
ity.

Conclusion

Analysis of the numbers of pa-
tients with pressiure sores during
the three phases of the audit
showed a total of 27 patients in
January 1978, with a decrease to
five patients in December 1980.

from the quality assurance com-
mittee led nursing staff to regard
the surveys favorably. Repeat visits
were requested if another patient
developed an ulcer or an affected
patient was admitted. Interest in
the survey findings and competi-
tiveness among nursing units were
observed. Staff asked about new
products that could help prevent
decubitus ulcers, and about the

This repr d an 81.5 percent
overall reduction. The percentage
of patients with decubitus ulcers
based on total bed census in Janu-
ary 1978 was 3.7; in December
1980 the percentage was 0.9. The
mean number of decubitus ulcers
present in each phase of the audit
was 20.8 in 1978, 13.2 in 1979, and
9.2 in 1980.

In evaluating the three-year au-
dit, the nursing quality assuranc

trcatment for prevention or h g

ed the possibl




role of the Hawthorne effect, or the
human relations concept, on the de-

'y

ceive more attention than usual,
which could account for later im-
, rather than the new in-

crease in the total of pa-
tients with decubitus ulcers.

As Hayter and others have
pointed out, when a new interven-

tion is being tried, patients often re-

P
tervention(9).

No new treatments or nursing
measures were initiated during the
audit period. However, most pa-

@)

tients with pressures sores, as well
as those at high risk for skin break-
down, were cared for on two nurs-
ing units. Patients admitted with
uicers were usually placed on one of
these units, and patients who devel-
oped ulcers after admission were
transferred to one of the two units.
The only “new” intervention was
the audit itself. It seemed reason-
able to conclude, therefore, that the
attitude and interest of nursing

in decubitus ulcers,
through the quality assurance pro-
gram, stimulated the interest and
productivity of nursing staff. At
least partially, this focus helped re-
duce the number of patients with
skin breakdown.

A high percentage of patients on
the two units were in category I or
iI. Nearly all were incontinent,
nonambulatory, or both. Inconti-
nence and nonambulatory status
were the two most frequent predis-
posing factors identified in phase
two and three of the audit. To re-
peat, no one medical trcatment,
nursing measure, or device was de-
termined to be effective for all pa-
tients.

C

q ly, the decli in
numbers of patients with ulcers
confirms the quality assurance con-
cept that a knowledgeable nursing
staff providing care according to a
documented, specified plan deter-
mined for each individual can im-
prove patient outcomes.
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