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Abstract

The Quality of Life (QOL) of elderly people living in US nursing homes is
widely recognized to be lower than desired. As nursing homes face
increased scrutiny and accountability for QOL, there wil be a growing
need for approaches to assess and improve resident QOL.

We have developed a practical and efficient, easy to implement, memod
for improving QOL using individualized “QOL Care Plans.”

Plans are written using information gathered during a Structured
Resident Interview (QOL.SRI) that uses both closed- and open-ended
questions to identify areas for improvement.

The QOL.SRI s based on a validated questionnaire that covers 12

domains: Comfort, Security, Privacy, Food Enjoyment, Meaningful
ivities, Religious Practice, Relationships, Functional Competence,

Individuality, Autonomy, Dignity, and Spiritual Well-Being.

To evaluate the impact of the QOL Care Plan (QOL.CP), we conducted
arandomized trial at three nursing homes. Sixty-Four (64) cognitively
intact, long-stay residents have been assessed and randomized to
sither Care Plan (39) or usual care (25) groups, and will receive 90- and
180-day reassessments. Preliminary results from the first treatment
group residents to reach their 90-day follow-up are reported.
The QOL Care Planstargetspecifi QOL domains. Al reatment group
o ler )
oargetea QOL domains compared to the control group. Further analys.s
will examine the impact of the QOL Care Plan on staff time and other
outcomes.
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3 Significance

Accountabilty for QOL in nursing homes is becoming a reality:
“MDS 3.0 measures resident *Preferences for Customary Routine and
Activities™

Limited guidance for how to respond to those preferences

FEINTG SR e B ) S
(F242), Homelike: (F252)

among S
“Facilities are responsible for “Actively seek ing information from
the resident regarding. .. preferences" and using this as part of the
care plan
“Revised Survey and Certification process “Quality Indicator Survey
(QIS)" requires resident interviews that address autonomy, dignity and
activities
=5Nursing Homes need the technology to meet these expectations.

4 Definition of QOL

Quality of Life Assessment is based on validated measure of Resident self-
reportC QO‘I; dE‘aoh of the following domains is addressed with multiple
losed-ende
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5 Variation in QOL
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6 QOL Assessment and
Care Planning Process

Target Date: 14 days.
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Closed Ended Question Flow (QOL.SRI)

“Are you bothered by noise If Yes: If No:
when you are in your

room?" (CMF 4)

15 Yes 17 Aways 47 Never 1
38 " No
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“Single, discrete task
~Focus on feasibility, practicality

+Assigns responsibility

+Seek consensus regarding problem, goal and task

+Can be implemented using paper or electronically

\Emphasues resident autonomy in the definition of the task
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+*Draws on resident’s preferences elicited during the assessment

“Includes a “Problem" statement and a “Goal/Preference” statement
fitten in 1% person: “I prefer to have my bible within reach.”
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7 Evaluation Design I

Randomized trial of feasibility, outcomes and costs of implementing an
individually tailored QOL care plan
+Hybrid Consultative Model for this pilot project
Assessment conducted by Research SW rather than faciliy staff
Care plan ‘recommendation’reviewed and approved by faciliy staff
Care plan implemented by staff
Comparison group will receive care plan after trial
+Process Measures
Ability to elicit actionable QOL goals
‘Track care plan tasks for completion
Debrief staff about incremental time:
+Outcomes
90-day and 180-day reassessment to measure change
Staff surveys before and after program

8 Study Sites

Factor: Facility A Facility B Facility C
Location Urban Suburban Suburban

Tax Status Non-Profit Chain ~ Faith-Based Chain  Non-Profit Chain
Residents. 137 182 164

Electronic Order System  Accunurse CareTracker Accunurse
Sample 5Tx/5 Ctrl 5Tx/5 Ctrl 34 Tx/17 Ctrl

9 Recruitment and Disposition

90-Day Disposition
Completed 90 Follow-Up 36

D\scharged/franslerredl 1
Deceased

Cognitively Unable 4
Quarantine 1
Refused 1
Scheduled "
Total 64

10 90-Day QOL Outcomes

Change in QOL from baseline to 90-day follow-up in targeted domain.
Treatment residents are grouped by target QOL domain and compared to all
control residents on that domain.
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Observations

Most residents are engaged, willing to talk
Assessment takes an average of 40 minutes
Approximately 10 minutes for consent script
Re-Assessments take about 20 minutes
Staff are enthusiastic and receptive
Allows them to break the monotony of ‘autopilot conversations'
Leadership is supportive and engaged
Focus on care conference has been relaxed due to logistics

12 Barriers

Residents vary in how talkative they are
Reluctant to ‘complain’ even to outsider

Multiple perspectives on ‘what'is the problem
Issues identified by residents are different than family or staff (e.g..
bereavement; complain!
Gaining input from multiple parties raises question of what is ‘best':
resident nominated problem or consensus?

Facilities have limited degrees of freedom
‘Some tasks require ‘systemic' changes
Redirect to individual, person-centered changes

13 Next Steps

Examine other resident outcomes:
Positive and Negative Affect
ain

Important Covariates:
Cognitive function
Physical function
Private room
Depression/Depression treatment
Staff Surv
Percepnon of Resident QOL
Self-Efficacy with respect to improving QOL
Perception f resident’s ability to make decisions.
Examine staff time spent on tasks

14 Conclusions

The QOL.SRI/CP approach yields actionable, discrete care plan tasks
that are tailored to the individual resident.

Care plans have been successfully implemented using paper based
forms as well as with two different electronic order systems used by
aides.

When comparing residents with  tailored care plan that targets a
particular QOL domain to a control group, their QOL scores increase
over a 90-day period.

Although the sample size is too small for inferential statistics, the
direction of this pilot study is promising.

Further research with a larger sample should investigate the best ways
to train staff can be trained to conduct assessments and develop care
plans.
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