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Danyce Seney, RN, BSN, IP, RAC-CTA

QUALITY IMPROVEMENT SPECIALIST

Danyce Seney is a quality improvement specialist
and a registered nurse with Lean, Infection Control
Preventionist and Educator for Adult Learner
certifications.

Danyce supports skilled nursing facilities in utilizihg a
quality improvement framework to implement
evidence-based interventions and strategies to
Improve patient safety, improve immunization rates
and reduce avoidable readmissions.

Email: DSeney@ipro.org
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Amy Daly, MA, NHA

SENIOR QUALITY IMPROVEMENT SPECIALIST

Amy Daly is a licensed nursing home administrator with
over 20 years of leadership and long-term care
management experience. In addition to her prior work
as a VP of long-term care and facility administrator,
Amy has served on the boards of the Genesee Health
Facilities Association (as treasurer and education
committee member) and the Genesee Health Facilities
Foundation. Amy serves as an NYS Department of
Health Informal Dispute Resolution (IDR) panel member
and has been an adjunct clinical instructor of dental
hygiene at Monroe Community College. Amy has a
master’'s degree in health promotion and a bachelor’s
degree in health sciences.

Email: adaly@ipro.org
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Scan the QR codes or Click the Links to Complete the Assessments!

CMS requested Alliant Health Solutions, your QIN-QIO, to work with select nursing homes to understand emerging
healthcare needs in nursing homes. Alliant Health Solutions is engaging nursing home leadership on each of these key
areqas to ensure plans are in place to achieve and maintain health quality and equity!

Please scan the QR codes below and complete the assessments.

Nursing Home Nursing Home Nursing Home Safe
Emergency Infection Visitor Policy and
Preparedness Prevention (NHIP) Cohorting Plan
Program (NH EPP) Initiative Training Verification
coviDs Self-Assessment RAINING Assessment ——

SUpPOrt AUrsing
homes by establishing
a safe visitor policy
and cohort plan

Encourage completion Support nursing

of Infection cantrel and g " homes by establishing
preventlon tralnings by . . a safe visitor policy
fromt line clinlcal and ..... . and cohort plan

management staff . = s
T #‘ e . Provide virtual events
-

to support infection
control and prevention

)
BREro
h Support nursing
Sl homes and
t - I1 community coalitions
[ s with emergency

preparedness plans

Provide virtual events
to support infection
control and pravention

SuUpport nursing
homes and
community coalitions
with emergency
preparedness plans

https://bit.ly/AHS NHEPPAssessment https://bit.ly/NHIPAssessment https://bit.ly/SafeVisitorVerification
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https://bit.ly/NHIPAssessment
https://bit.ly/AHS_NHEPPAssessment
https://bit.ly/SafeVisitorVerification

Continuing Education Information - LIVE

Learning Outcome:
Following this activity, we expect learners to share their plans to do differently when back at work in the post-
activity poll.

Nursing Professional Development: ANCC Contact Hours & Accreditation Statement

This nursing continuing professional development activity was approved by the Ohio Nurses Association, an
accredited approver by the American Nurses Credentialing Center’'s Commission on Accreditation. (OBN-001-91)
This activity (each event) awards 0.5 contact hours and 0 hours of pharmacology.

National Association of Long-Term Care Administrator Boards
This program has been approved for Continuing Education for 1.5 total partficipant hours by NAB/NCERS—Approval
#20230815-1.50-A86674-DL.

Disclosure of Financial Relationships
No one with the ability to control the content of this activity has a relevant financial relationship with an ineligible
company.

Instructions for obtaining credit

At the conclusion of the event, learners will be invited to complete an assessment. Those who complete the
assessment will receive a certificate for contact hours to the email address provided. For NAB, you will receive a
certificate at the conclusion of the last event this year.

EALLIANT -
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Learning Objectives

1. ldentify tools and resources for decision support, advance care planning and engaging
patients and care partners

2. Learn the impact of utilizing decision support, ACP and patient and family engagement tools
on readmissions.

Use Tomorrow:

v' Review your most recent six months of readmissions (high-level for trends, adjust months based
on facility census)

v' Review your current resident population and flag residents with similar conditions/risk

v ldentify which decision support tool(s) align with your highest readmission cause/condition

v ldentify your tfeam members

d Think about all shifts and line staff that have an interest in the condition and/or advancing to
a leadership role
A Frontline staff, medical staff, patients and families

ESALLIANT &
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Reducing Avoidable ED Visits and Readmissions

Session 1:

« Overview of Inferact® as a Quality Improvement Initiative

« Quality Measures Related to Re-Admissions and Emergency Department Visits
« Facility Capabilities and Impact on Admissions, Re-Admissions, ED Visits

Session 2:

« Detecting and Communicating Changes in Condition

« Impact Communication Can Have on Reducing Admissions and Emergency Department Visits
« Use of Tools like Stop & Watch, SBAR, Communication Checklists and Clinical Management

Session 3:
» Clinical Decision Support Tools and Advanced Care Planning
* Involving the Resident/Patient Voice in Care Decisions -

\\HJ
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The Readmission/ED Visit Cycle
Staple ~Chcmge in

long- term =,
resident conditfion

ED Visit
Readmission

N

Communication ’

with family

Communication
with physician
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Interact® 4.5 Decision Support Tools

Decision Support Tools: Change in Condition File
Cards and Care Paths

Acute Change in Condition File Cards
+ Acute Change in Condition File Cards
Care Paths

« Acute Mental Status Change

+ Change in Behavior: New or Worsening Behavioral Symptoms
« Dehydration

« Fever

« G| Symptoms — nausea, vomiting, diarrhea

« Shortness of Breath

+ Symptoms of CHF

« Symptoms of Lower Respiratory lliness

« Symptoms of UTI

« Fall

Interact Decision Support Tools

How to Operationalize
* Readmission Root Cause identifies the high rate of CHF readmissions
* Review the Care Path with the facility medical director
« Develop high-level order sets or order bundles that can be
individualized for person-centered care
« Build into the electronic medical record
» Education: staff, medical staff, patients and families
* Include the role of the patient and family in the pathway
« Ongoing monitoring

CARE PATH Symptoms of
Heart Failure (HF) INTERAGT
Sympinms or Signs of HF im a resident Take Vital Signs
with known HF or Risk Faciors for HF -mﬂl e
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https://pathway-interact.com/interact-tools/interact-tools-library/interact-version-4-5-tools-for-snfs-nursing-homes/

Zone Tools

Incorporating Zone Tools

» Provide at admission.

» Educate on the zones during the stay to
reduce ED visits and hospitalizations at
discharge.

» Engage the therapy team with the use of
zone tools.

» Hang in visible areas for all care team
members to reinforce incorporation into
routines.

» Use to guide communication and care.

https://quality.allianthealth.org/2s=zone

ZONE TOOL | COVID-19 Self-Management Zone Tool

This tool is used by healthcare providers across the continuum of care to educate and
prepare patients for safe self-management of COVID-19 iliness.

COVID-19 Self-Management Plan

Name

Date

Do not smoke and avoid secondhand smoke.

GREEN Zone: In Control [ GREEN Zone Means | Should: @

# | can breath easily without shortness of
breath.

« |am not experiencing chest tightness.

« My energy level is nearly normal.

# | can think clearly.

YELLOW Zone: Caution

« My breathing is fast.

+ | have a new or worsening cough.

« | am having trouble catching my breath.

« My heartbeat feels much faster than
usual.

# lhave afever.

# |feel cold and am shivering -- | can't get
warm.

« My thinking is slow - my head feels
“fuzzy™.

RED Zone: Medical Alert!* [

= My breathing is very fast.

# lcan't catch my breath and can't speak
an entire sentence.

= My fingermails or my lips are pale and

blue.

I am having chest pain.

I can't eat or drink.

I'am confused.

¥ & 8 &

I can't stay awake.

*This list does not include all possible symptoms. Plaase

discuss with your medical provider any other symptomes
‘that are severe of CONCErnang to you.

# Use ceygen if prescribed by my doctor/healthcare
provider.

+ Check my oxygen level (pulse aximetry) if ordered by my
doctor/healthcare provider.

« Heep a diary of symptoms including temperature,
heart rate, and oxygen levels if ordered by my doctor
healthcare provider.

YELLOW Zone Means | Should: &

+ Be evaluated by my doctor/healthcare provider.

# Call or message my doctor or healthcare provider. (Do
not go to the doctor’s office unless instructed to do so.)

+ Share my symptoms and follow their directions.

If receiving home healtheare services:

Agency: Phone:

My doctor/healthcare provider:
Agency: Phaone:

RED Zone Means | Must: @

» Take action!

= Call 9-1-1 or call ahead to your local emergency
facility: Motify the operator that you are seeking care
for someone who has or may have COVID-19.

proscd in reanerial

ar HHS, and any rem 3 wpesifc produd e ey
sstute endorwemest of thet prodect or emtity by CME or HHE
W -AHSEN-OIC-TO- 21529

o e
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https://quality.allianthealth.org/?s=zone

Interact® 4.5 Advance Care Planning Tools

Advance Care Planning Tools

» Advance Care Planning Tracking Tool

= Advance Care Planning Communication Guide
» |dentifying Residents Who May be Appropriate for Hospice or Palliative/Comfort Care Orders

» Comfort Care Order Set

» Deciding About Going to the Hospital
» Education on CPR

» Education on Tube Feeding

» Guidance on Possible Sepsis

» Guidance on Possible Infection

Consider:

« Clinician comfort in having the CPR discussion
« Scope of practice

Education on CPR

for Residents/Patients and their Representatives INTERACT

The Problem

iy hesilth probdeers ane so sevious than they
Caime your Fean to sinp beating. This & caled
i ac arvest. Whien this happers, you ko stog
Eeuathiing.

Thiet hisar pusmips bl 1 3l ongare in your
Encachy 00 i Thsn Coay Oy W ondl it
S0 beating, your body and brain da ot gt
ST CRyga BoF o o B

Treatment

Theee & conly ore TRDMGRE wWhn your
ezt saoge Beating. That ieatment b Camdic
T Ny resLRCTaTRon of CPRL CPR s doina
e Dy 10 PR T This hiethbaat and Escathing.
It 5 i oy Eraaersd oL Thal Cosill S youT
T o yorur Pl S00ps Daaing.

(PR inwohies apidly pushing on your chas,
and placamient of 3 baba drcegh thi mouth
B Thi ungs bo directly hidp woe braathe.
Somedmes slecnic shocks e given using a
ke called 3 defibrllanes. Dnce stamed, CPR
5 continisd angl poir heart nesams of it &
chnar birpecarec] & dhoritd CHan o it Caranod
o pistartind.

CPR cain b startad in ek SHEF, i 35 s0on:
a5 peaside, wou will be ranshereesd 1o
thi horgpital, often an mandae
care urnit, for addticonal raat
VRN il Erwcend My

Your Chodoe
CPR i & choioe - B nat 2 ineanman ohal sy
v misT haws. Some poogiks baben that s
chiaeir b comrers oF Thair heaet or beeathing
STOES, PG o s hauld D oo 10 kep
thaarvi alfwee. Ot Deopli want @arything done
ok Rl WeTh . Mol OF thaa Jreifiis
rght e wroeg. BB your choice.

o sl undersming, hovwsiva, That B you
chiosa Fed D Farve CPR, yoaar chosos willl nat
aflacn oy other xpect of oo Gree.
Bl i this TS and

Traz carly thing that wil
charg it tha H you T
e b withoant [ a-‘_f,
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i corehias o]

CPRwill mor b done. b_ '8

Quality Improvement Organizations

ESALLIANT o >

H E ALT H S O LUTI ON S CENTER 5 FOR MEDICARE & MEDICAI D SERVICES

HQUALITY IMPRO VEMENT & INN OVATION GROU P



Opportunities to Impact the Cycle or Decision

Decision Guide links
Decision Guide
and resources:

Home About Us Decision Guide Online Version Trifold Versions

International Language Versions ~ Audio Versions = Tennessee Project~

Contact Us

Alliant Health

Solutions Brief Video
prre— GO TO THE HOSPITAL Overview of the

OR STAY HERE? Decision Guide and
Resources

GO TO THE HOSPITAL
OR STAY HERE?

A Decision Guide for
Residents, Families, Friends
and Caregivers

A Decision Guide for Residents, @5
Their Families, Friends and
Caregivers

http://www.decisio
“The Decision Guide tools and resources have really helped us .
think differently on how we can prepare our Residents and Families n q U | d e . O rq /

for changes in condition and to let them know, WE take care of

LOOK INSIDE

them in our Nursing Facility.” NC SNF

¥

—
| LOOK INSIDE

ESALLIANT  symers
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https://www.youtube.com/watch?v=fyHayXfd00A
http://www.decisionguide.org/

What Matters

Institute for
Healthcare
Improvement

How to Have
Conversations with
Older Adults About
“What Matters”

A Guide for Getting Started

Age-Friendly @
Health Systems

> “Asking about—and acting on—What Matters to older
adults means knowing and aligning care with each
older adult’s specific goals and preferences across
settings of care. This includes, but is not limited to, care
through the end of life.”-IHI, Age-Friendly Health
systems.

» This can be used by anyone, at any fime, with anyone
in any setting, because it is important to have that
person’s voice heard and included.

» Includes prompt to:

» Plan the conversation—location, what you will say,

how to express what you want to say

» Reflect—what was the impact on the individual
following the conversation? Were the results of the
conversations shared with the care team?

https://www.ihi.org/Engage/Initiatives/Age-Friendly-

Health-Systems/Pages/Resources.aspx

ESALLIANT s

lllllllllllllllllllllllllll

HEALTH SOLUTIONS féﬁlfﬁiTﬁiﬁfﬂiﬁri’m‘ﬁﬁéiﬁé‘:&p

14


https://www.ihi.org/Engage/Initiatives/Age-Friendly-Health-Systems/Pages/Resources.aspx

Our Family Our Way (OFOW)
e 3 I 3 o

has rooms and hallways clear of clutter. J Mo does not feel “her papers” are o
OLER
has adequate outdoor lighting. J frownt porel b
has an emergency response system (e.g., Lifeline) J
has smoke alarms installed, tested. J
has carbon monoxide detector installed, tested. J
has accessible interior doorways. J Bad’s wheelehair does
it
has lawn care/snow and ice removal when necessary. J

» A communication and care coordination process was developed to help individuals and care
partners think and discuss a plan.

> Included are checklists for the care partners and individuals regarding health considerations,
environment, and what care/support is needed as well as materials to assist with planning and
guiding a meeting with all individuals involved.

» Our Family Our Way can help reduce ED visits and hospitalizations by assisting with planning the
details in advance or allowing individuals and their care partners the opportunity to determine
that discharge is not the best decision.

https://www.miamioh.edu/cas/academics/centers/scripps/research/ofow/index.himl

ESALLIANT | i
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https://www.miamioh.edu/cas/academics/centers/scripps/research/ofow/index.html

My Care Transition Plan

MY CARE TRANSITION PLAN

Patients with caregivers and/or care partners are asked to complete this form, which lists their concerns on care needs
at home. Hospital staff will work with you to address concermns on the list.

Name:

Care Partner:

Phone Mumber(s):

Care Partners are
SMART' and AWARE

X 1to follow up
Talk with me about my concerns

Available

Writing notes

Alert me about changes

Receive information

Educate me about my home care needs

Follow-up Appointment:

My Pharmacy:

Case Manager:

CARE PARTNERS

Taking care of yourself can be difficult at times,
especially when you are sick. Sometimes you need
help.

Care Partners can be family members, friends,
neighbors, or paid help. They will help you with
daily activities, such as dressing, going shopping,
or cooking a meal.

Care Partners can also help by giving
information—such as your list of medications,
health history, or home care needs—to your
doctor or nurse.

Care Partners can listen to doctors, nurses, and
athers for you, and ensure you get the
information you need and that you understand it.

1AM CONCERNED ABOUT... YES| MO | COMMENTS

Follow-Up Medical Care

Hawing all the information | need whan | laws
Follow-up core after lazving

Scheduling follovw-up sppointments andor tests

Whotocal with questians or concerms

Horwe | will get b iy docior’s folkow-up appaintment

Whathar | will nesd Fome rarsing, thorapists,
nutritionists

Tha type of medical equipment | will need (o.g,
walker, crutches, insulin pump, coygen)

Managing my wound care

PFaying for tho caro | necd
Medications

Which medications | should taks at homa

Whan %0 taka my madications

Taking my medications as prescribed (e.g.
swallowing)

Understanding the side affects of my madications

Faying for my medications

Gatting my madications fram tha pharmracy

Activities of Daily Living
Gatting help with parsonal care fo.g, bathing,
drossing)

Coaking meals

Gatting help with groceny shopping

Using madical aguipmend, changing a bandage, ar
iving an injection

Care Partmer

Hiw ey family or ather caregivors will help mo when |
am at home

Hewe ey Famity or ather caregiears will manage my
ilincas

Losing contact with friemds and family, and faeling
isolated ar kft bahind

Culturs

Whathar | will ha able to/koop my meo belicfs and

walues dospita my ilness

https://qudlity.allianthealth.org/wp-content/uploads/2020/12/AQ NYSPF-Portrait FORM 508-1.pdf

» Helps patients/residents
and care partners
document their
questions and concerns
throughout their stay.

» Use of this tool in either
brochure or portrait
versions can help facility
teams proactively
Implement mitigation
stfrategies.

» Use of this tool helps
reduce ED visits and
hospitalizations by
planning for the
unexpected in
advance.

QIN-QIO
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https://quality.allianthealth.org/wp-content/uploads/2020/12/AQ_NYSPF-Portrait_FORM_508-1.pdf

The Readmission/ED Visit Cycle

Stable W)

long- term
resident

Change in
condition

[ ﬁ\

ED Visit
Readmission

N

Communication
with physician

Communication
with family

“ \

Review of the Cycle

» With this series, we have discussed the
areas your facility could potentially
focus on to improve and reduce ED

visits, readmissions and hospitalizations.

» Resources and tools have been
provided to assist you in your efforts.

> Alliant Health Solutions has Quality
Advisors who would be happy to work
with you to develop an action plan or
process regarding ED visits or
readmissions.

QIN
LLIANT | monins
Quality Imy ni
EDICAI D SERVICES
Il & INNOVATION GROU P
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Learning Objectives

1. ldentify tools and resources for decision support, advance care planning and engaging
patients and care partners.

2. Learn the impact of utilizing decision support, ACP and patient and family engagement tools
on readmissions.

Use Tomorrow:

v' Review your most recent six months of readmissions (high-level for trends, adjust months based

on facility census)
v' Review your current resident population and flag residents with similar conditions/risk
v ldentify which decision support tool(s) align with your highest readmission cause/condition
v ldentify your tfeam members

d Think about all shifts and line staff that have an interest in the condition and/or advancing to
a leadership role.
A Frontline staff, medical staff, patients and families

ESALLIANT &
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Continuing Education Information - RECORDING

Learning Ouicome:
Following this activity, we expect learners to share what they plan to do differently when back at work in the post-
activity poll.

Nursing Professional Development: ANCC Contact Hours & Accreditation Statement

This nursing continuing professional development activity was approved by the Ohio Nurses Association, an accredited
approver by the American Nurses Credentialing Center's Commission on Accreditation. (OBN-001-91)

This activity (each event) awards 0.5 contact hours and 0 hours of pharmacology.

National Association of Long-Term Care Administrator Boards
This program has been approved for Continuing Education for 1.5 total participant hours by NAB/NCERS—Approval
#20230815-1.50-A86674-DL.

Disclosure of Financial Relationships
No one with the ability to control the content of this activity has a relevant financial relationship with an ineligible
company.

Instructions for obtaining credit

At the conclusion of the event, learners will be invited to complete an assessment. Those who complete the assessment
will receive a certificate for contact hours at the email address provided. For NAB, you will receive a certificate at the
conclusion of the last event this year.

Expiration Date: The credit claiming system for the recording expires 30 days after the last event.

EALLIANT o
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https://Bit.ly/NAB ANCC ClaimCredit

01: Did you attend the live event or watch the recorded version? * g A L L l A N T

L- ) -
ive HEALTH SOLUTIONS
Q2: Which series are you claiming credit for today? * Claim ContinUi ng Education CrEdit
Affinity Group Series " This evaluation is to claim credit for Alliant Health Solutions events.

Q3: Which Affinity Group Sub Series are you claiming credit for today? *

Care Coordination -

Al

Q4: Care Coordination Affinity Groups *

Care Coordination-NHs: Decision making and Advanced Care planning held on 10/18... -

ESALLIANT &
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https://bit.ly/NAB_ANCC_ClaimCredit

Questions?

ESALLIANT
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Nursing Home and Partnership
for Community Health:

CMS 12th SOW GOALS

OPIOID
UTILIZATION
AND MISUSE

Promote opioid
best practices

Reduce opioid
adverse drug events
in all settings

PATIENT
SAFETY

Reduce hospitalizations
due to c. diff
Reduce adverse
drug events
Reduce facility
acquired infections

CHRONIC DISEASE

SELF-
MANAGEMENT

Increase instances of
adequately diagnosed
and controlled
hypertension
Increase use of cardiac
rehabilitation programs
Reduce instances of
uncontrolled diabetes
Identify patients at high-
risk for kidney disease
and improve outcomes

CARE
COORDINATION

Convene community
coalitions
Reduce avoidable
readmissions,
admissions to hospitals
and preventable
emergency department
visits
Identify and promote
optimal care for super
utilizers

COVID-19

Support nursing
homes by establishing
a safe visitor policy
and cohort plan
Provide virtual events
to support infection
control and prevention
Support nursing
homes and
community coalitions
with emergency
preparedness plans

IMMUNIZATION

Increase influenza,
pneumococcal,
and COVID-19

vaccination rates

TRAINING

Encourage completion
of infection control and
prevention trainings by

front line clinical and

management staff

QIN=-QIO
L L IAN T Quality Innovation Netwaork -
Quality Improvement Organizations 2 2
HEALTH SOLUTIONS | cymrsronuoc awioes o



Scan the QR codes or Click the Links to Complete the Assessments!

CMS requested Alliant Health Solutions, your QIN-QIO, to work with select nursing homes to understand emerging
healthcare needs in nursing homes. Alliant Health Solutions is engaging nursing home leadership on each of these key
areqas to ensure plans are in place to achieve and maintain health quality and equity!

Please scan the QR codes below and complete the assessments.

Nursing Home Nursing Home Nursing Home Safe
Emergency Infection Visitor Policy and
Preparedness Prevention (NHIP) Cohorting Plan
Program (NH EPP) Initiative Training Verification
coviDs Self-Assessment RAINING Assessment ——

SUpPOrt AUrsing
homes by establishing
a safe visitor policy
and cohort plan

Encourage completion Support nursing

of Infection cantrel and g " homes by establishing
preventlon tralnings by . . a safe visitor policy
fromt line clinlcal and ..... . and cohort plan

management staff . = s
T #‘ e . Provide virtual events
-

to support infection
control and prevention

)
BREro
h Support nursing
Sl homes and
t - I1 community coalitions
[ s with emergency

preparedness plans

Provide virtual events
to support infection
control and pravention

SuUpport nursing
homes and
community coalitions
with emergency
preparedness plans

https://bit.ly/AHS NHEPPAssessment https://bit.ly/NHIPAssessment https://bit.ly/SafeVisitorVerification

EIALLIANT s
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https://bit.ly/NHIPAssessment
https://bit.ly/AHS_NHEPPAssessment
https://bit.ly/SafeVisitorVerification

4 Making Health Care Better Together

Julie Kue er
Julie.Kueker@AlliantHealth.org
Alabama, Florida and Louisiana
p

Leighann Sauls
Leighann.Sauls@AlliantHealth.org
Georgia, Kentucky, North Carolina and Tennessee

Program Directors EALLIANT e oy
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mailto:Leighann.Sauls@AlliantHealth.org
mailto:JoVonn.Givens@AlliantHealth.org

Making Health
Care Better
Together

@AlliantQlO Alliant Health Solutions

@AlliantQIO u AlliantQIO

This material was prepared by Alliant Health Solutions, a Quality Innovation Network — Quality Improvement Organization (QIN — QIO) and Hospital Quality Improvement QIN=QIO
Conftractor (HQIC) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). EALL IANT Quality Innovation Network -
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