TNH Deliverable IV (March 1, 2007)

“Dining at Home” 

In 2005-2006, a model for residential dining was implemented at one study site. Training was provided to nursing and administrative staff, along with collection and full analysis of data. The Vendor shall continue the project and provide the following:
1. Expand the project to at least one additional facility.

2. Production and evaluation of a beta version of an educational DVD-based curriculum on the “Dining at Home” project. [The planned release of version 1.0 during the summer 2007 will provide the beginnings of a future module available for any facility to use to assist in implementation of the dining area of culture change.]
3. Provide the analysis and report of data related to culture change (dignity and QoL aspects).

4. Provide a newly created checklist for assessing staff preparedness for using the dining experience to address quality-of-life improvement of residents and staff.

5. Begin development of a formal assessment of culture change competency based on review of the dining experience at any facility that has implemented the “Dining at Home” or AHCA related dining projects.

6. Report on information gained from other dining projects in Florida and provide comparisons to other dining projects in terms of space, personnel, time, and other resources needed for project implementation.
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 OVERVIEW
TNH members have continued to develop the Dining at Home project (DAH) to enhance resident quality of life and dignity through focusing on the dining experience in the nursing home setting. This deliverable reports progress with the DAH at the original site and the process of DAH replication ongoing in a second nursing home site. Included with this report are several tools for introducing and developing a dining model within the nursing home setting, including a “Readiness Checklist” for assessing culture-change competency at the level of the organization and a “Framework for Assessing Staff Competencies” for developing assessment and quality improvement process for staff competencies. Included in this deliverable is a new DVD-based curriculum, “Dining and Dignity,” aimed at promoting resident-centered care and dignity using the dining experience.

The multiple participants and broad social aspect to “dining” make that activity an excellent starting point for an organization-wide embrace of person-centered care. Other desired culture change practices can easily flow from an initial focus on person-centered dining practices, since the dining activity itself includes family and resident preferences, family interaction, emphasis on communication and staff teamwork, as well as the full range of nursing home systems and careful regulatory consideration. DAH is an outgrowth of the TNH interactions with the Florida Pioneer Network (FPN), a coalition of providers and professionals whose mission is improving the quality of life and work in LTC in Florida. Any home that is embracing culture change can elect to begin (or continue) the culture change journey through adoption of the DAH enhancement of current dining practices.  

DAH employs the dining experience to introduce a phased approach to promoting person-centered care. Phase One introduces the key elements of culture change such as a person-centered philosophy of care, relationship-building practices, necessary systems support, specific communication guidelines and exploration, and confirmation of values and ideas. Phase Two develops action teams and specific plans, including selection of feedback loops and outcome measures. Phase Three is where the story of the transformation to more person-centered care is told, both to inform others and to reinforce the commitment. Phase Four is the evaluation and quality-improvement process, which becomes continuous. Rationale and process for the initiation of DAH are detailed in a prior report of core elements of the DAH program along with related training strategies and results of DAH implementation at the first DAH pilot site (Deliverable VI, May 2006).

Initial comparison with the progress and tools developed through other state-funded dining enhancement projects suggests some advantages to TNH’s model, which develops both organizational readiness and specific staff competencies. The work of this current year, examining the experiences at pilot sites, has produced encouraging results related to the dining experience as a catalyst to culture change. This experience has been incorporated into a beta version of a DVD-based training curriculum to disseminate more widely some of these successes related to institutional and staff efforts to promote dignity and quality of life in residential care. This training tool and competency checklists will be disseminated on a statewide basis at no cost in fall 2007.

EXPANSION OF PROJECT TO ONE ADDITIONAL SITE

The Dining at Home (DAH) project has continued to develop and grow within the changing organizational culture in the original pilot site, Health Central Park (HCP) Healthcare Center, Winter Garden, Florida ((Deliverable VI, May 2006; also see Appendix A, Meetings, Conference Calls, and Related Project Activities). HCP, with a total of 228 beds (dementia special care unit [DSCU] – 49; long-term care [LTC] – 179), has embraced culture change practices by following a plan and a pace based on the different choices and needs identified in each of those two main groups of HCP residents. Nutrition-related outcomes and staff turnover figures have been continually monitored since the beginning of the DAH program, with very positive results (see page 11, Analysis and Report of Data Related to Culture Change (Dignity and Quality of Life).
Our original plan for Lutheran Haven (LH) in Oviedo, Florida, to be the second DAH site was confounded by the permanent departure of the LH administrator to another facility out of town. Accordingly, we engaged another home (Edgewater at Waterman Village, or E-WV, a 120-bed facility in Mount Dora, Florida) whose leadership had attended our Dining at Home Forum in May, 2006. Since fall 2006 this E-WV relationship has grown into an exciting and active replication of the DAH model, with full administrative support. The DAH replication has been proceeding in E-WV’s dementia special care unit (DSCU), an 18-bed unit that demonstrated tremendous potential for culture change practices in dining in terms of both staff readiness and environment.  
The experience gained in developing and implementing the DAH model at HCP (DSCU location also) has produced a basic framework for implementation that is evidence-based and focused, yet flexible and responsive to specific needs of the E-WV nursing home. Although still early in this replication stage, we can cite four discrete phases of implementation that provide a universal framework for bringing about culture change via the dining experience. Our current view of these four phases of progression is summarized in Table 1.
Table 1: Replicating the Dining at Home (DAH) Model

	Phase
	DAH Element
	Details
	Implementation
	Outcome Evaluation

	1
	Readiness

assessment
	Establish level & scope of readiness for culture change dining program
	Readiness tool explored, scored, discussed. If a baseline is available, consider reviewing it for elements of dining
	Readiness levels, discussion notes, administrative response, level of participation

	
	Initial  

learning circle (LC)

Since household model has been identified, meet as consistent staff teams in LC format; invite other departments 
	Open discussion in LC about dining experiences, preferences, ideas – follow LC guidelines


	Multidisciplinary &

multidepartmental  (up to 20 persons;
residents, families, nursing, dietary, admin, activities, other); distribute notes to all & post in public place, if possible
	Meeting notes include a range of observations & ideas consistent with culture change practices

	
	Dining action team named


	Seek 5-7 volunteers from dining LC(s)
	Must include dietary as well as additional departments 
	Meeting notes include a concrete & practical range of culture change objectives: ensure a working kitchen within the household; establish available food choices from resident preferences; make food-related activities readily available; engage families 

	2
	Dining action team 
	(Month 1)

· Meet

· Review LC notes for familiarity & clarification

· Identify concrete & practical  elements of plan

· Prioritize elements

· Suggest “supporters” for  team

· Schedule future meetings
	· LC notes available to all in the neighborhood, including families.

· Consider having a bulletin board with summary information about DAH
	· Planning includes all stakeholders

· “Supporters” are invited & willing to join (e.g., chaplain)

· Visible signs of culture change in dining exist

· Meetings are scheduled & occur



	
	
	(Month 2)

· Meet 

· Develop timeline

· Add supporters (admin, facilities)

· ID “action steps”


	· Action steps put  into a timeline

· Team members posted

· Meeting dates posted

· Tours of homes to look at model dining program elements
	· Planning includes all stakeholders 

· Action steps are reasonable, consistent, visible

	
	
	(Month 3 and beyond)

· Continue to meet 2x/month

· Follow action steps
· Take a field trip to pilot facility
	Create a larger diagram of the model to update at each meeting
	Review of action steps documented in each action team meeting

	3
	“Tell the story”
phase; start as soon as there is something to tell
	Beginning with the bulletin board, use fun slogans, neighborhood decor, new menus & choices, menu-related activities – to tell the story 
	Use media list for development of awareness; explore closed circuit TV and/or radio
	Measure the growing level of interest through number of suggestions made, family questions, staff ideas, resident involvement 

	4
	Evaluation 
	Identify a set of process and outcome measures addressing priorities of all the stakeholders
	Tools include: 

nutrition indicators, quality-of-life tools, satisfaction, staff turnover, and others
	Use monthly data to track quantitative outcomes; use interview & observation to measure qualitative areas  


E-WV is just moving into Phase Two, with celebration and unveiling of the new name “Safe Harbor” (chosen by residents and staff) on February 25, 2007. Plans have been drafted by a staff and resident team and approved by the leadership to construct a complete household kitchen with amenities and safety considerations that serve the special needs of E-WV residents with dementia. After installation of the new kitchen, significant changes will occur in resident meal preparation and delivery as well as staff engagement and food-preparation interactions with residents. 
The E-WV dining action team has begun its prioritization of the learning circle discussions of residents, staff, and families held during November and December, 2006. Common themes included the importance of familiar cues like tablecloths and other décor, the need for residents to be able to help with getting the dining room ready and cleaning up afterward, the importance of flexibility in meal timing, and the need for varied consistencies of food for special needs residents. The importance of the aroma of food preparation was emphasized as well as the importance of family volunteer involvement.  

The experiences of the past two years have given us a basis for facilitating culture change through the dining experience. However, before undertaking the DAH model, we believe that nursing homes should examine thoroughly a set of defined issues related to performance and outcome expectations. We can now provide guidance regarding organization and staff behaviors and characteristics that should bolster the success of nursing homes as they implement the progressive phases of the DAH model. Most of these issues are addressed in our checklists and framework items presented in later sections. These behaviors and characteristics are also emphasized in the scenes and figures of the new DVD and are intended to be further explored through interactive discussions that are part of the facilitated curriculum (see next section). These items include: 
· Administrative enthusiasm and support for culture change in dining

· Active participation of residents and families in the planning process

· Access to and support of a full dietary team

· Broad (multidisciplinary and multidepartmental) interest

· Openness to the learning circle format for discussion and evaluation

· Openness to frequent review and evaluation of dining practices

To a large extent, successful DAH implementation requires the entire organization to value relationship building and related training activities, especially: 

· Communication and dining training and tools for all staff

· Family involvement in recipes and group dining activities

· “Family and friends” dinners 

Food preparation, presentation, and consumption provide a modifiable process in which to model a highly public and interactive undertaking for improvement of quality of care and life in the nursing home; this process depends on the following: 

· Openness of staff to creating new and more menu items/choices

· Frequent resident surveys
· Focus on gaining more information about resident needs and preferences

· Interest in promoting food-centered social activities, such as cooking classes 

· Consideration of creative food preparation and presentation, such as: 

Soup cart in the dining room

Dessert wagon

Salad bar

Carving station

Sandwich bar on special days

Omelet station

Ice cream parlor

Continental breakfast wagon

Steam table buffet

Bread-maker station

Waffles to order

The DAH model promotes the dining experience as a means of achieving more satisfying interactions among residents and staff through developing a more home-like atmosphere; autonomy and dignity are emphasized by the following: 
· Easy resident access to kitchen activity

· Openness to neighborhood or household concept

· Breakfast to order!

· Family-style dining

· Sunday brunch or afternoon tea
PRODUCTION AND EVALUATION OF BETA VERSION OF 
DVD-BASED CURRICULUM (“Dignity and Dining”)
TNH has undertaken the production of a DVD-based curriculum focused on dignity and the dining experience. The DVD content can serve both to assist in the initial consideration of whether or not to adopt the DAH approach and also to begin the education and transformation process. 
In its “best practices” guidelines (2004), the Agency for Health Care Administration (AHCA) put forward resident dining as a critical opportunity for enhancing resident dignity. Jacelon, Connelly, Brown, Proulx, and Vo (2004) developed a behavioral definition of dignity in nursing home residents by analyzing various themes among focus group respondents. While recognizing the importance of a philosophical approach to dignity, these nurse researchers explained that dignity for older adults was operationalized, or made visible, in mutual relationships by the expression of individuality and through direct, respectful communication techniques. Being treated with dignity, they emphasized, enhances the recipients’ dignity as in a cycle, which, if broken, would most certainly have the opposite effect of diminishing dignity. Other researchers also support the key element of dignity in the lives of older adults in long-term care (Franklin, Ternestedt, and Nordenfelt, 2006; Kane, 2001; Volicer, 1997). 

In planning the content and tone of the DVD-based curriculum, the TNH curriculum committee reviewed AHCA’s best practices guidelines (2004), considered the qualitative data from resident, staff, and family interviews at HCP and E-VW, and queried experts and key informants throughout the long-term care community. This process confirmed the values expounded in the current literature, especially the themes of resident choice, respect for individual preferences, recognition of the individual resident’s personal history, and the need for a less institutional living environment. The overriding mission for the DVD curriculum became clear – demonstrate and explicate resident dining as a way of conferring and proclaiming dignity. 

Our 30-minute DVD-based curriculum targets a broad audience of direct care workers in long-term care, as well as leadership and ancillary staff. The focus is on person-centered dining practices. The seven component modules are listed below with their specified learning objectives. Details are presented in the initial DVD PowerPoint and narration notes (see Appendix B): 
Section/Module 1:  What Is Dignity?


· Illustrate dignity and its characteristics. 

· Identify respect and dignity in LTC.

· Discuss how dignity can be missing.

Section/Module 2:  Showing Dignity in LTC
· Identify areas of care where resident dignity can be supported.

Section/Module 3: “Dining at Home” – Try a New Way

· Recognize what residents and staff say is important about mealtime.
· Communicate in a learning circle.

· Discuss how your dining program can enhance dignity.

Section/Module 4:  Dignity and Dining

· List three behaviors that illustrate dignity in  communication between a 

staff member and a resident.

· List four examples that demonstrate person-centered approaches to dining.

Section/Module 5:  Residents with Special Needs 

· Explore how special needs (like being frail) could affect a person’s dignity.
· Discuss how a resident could lose dignity.

Section/Module 6:  How to Enhance Your Dining Program

· Describe how a nursing home could provide more help for those who need help at mealtime.
· List two practices that could contribute to resident dignity at mealtime. 

Section/Module 7:  How Can Staff Respond to the Changes?
· Describe how these person-centered dining changes benefit staff.
· Discuss how current mealtime regulations fit into a changing approach to 

residential dining.
The modules include narrated instruction, corresponding text instruction, photos, and graphics to emphasize important elements and create interest, and video presentations illustrating key areas of content. References and a glossary are provided at the end of the DVD. Facilitator’s and user’s guides with tips, techniques, and specific dining program elements will be developed after the beta testing and evaluation of the DVD has been completed and the DVD finalized (see Appendix H for a prototype of the facilitator’s guide). Each module includes evaluation questions with answers. The DVD modules can be viewed privately and/or used to stimulate facilitator-led discussion among staff and/or families.  
Pre-Production Phase of DVD Production

Script development:

The initial script, or storyboard, was developed under the direction of Dr. Annette Kelly, TNH Steering Committee member and professor of nursing at Florida Southern College, Lakeland. The script draft was initially conceived in collaboration with the Dining at Home Core Committee and was developed in PowerPoint format after a group meeting and discussions involving the GeriU team including Dr. Jorge G.Ruiz, Aaron McEntire, Rudy Picardo, Marilyn Cheung, and Dr. Bernard Roos. The initial script included text, direction of camera angles, group shots, and animations. Setting and the number of actors were decided after a review of the draft script and adjustment of content. The script was further broken down into individual scripts for three specific scenarios; these are brief videos within the DVD format. The full script PowerPoint with notes is attached (Appendix B).
Instructional design analysis/content analysis/pre-production meeting:
The draft script was reviewed by the core committee, and sections were reviewed by community stakeholders. In particular, the treatment of the concept of dignity and dining was examined. A repeated theme from stakeholders was the need to make the content level-inclusive of the direct care worker in long-term care, recognizing the appropriateness of including these key staff persons in this educational tool.  

Script reediting:
Final discussions and adjustments were made to the script. Discussion dealt with graphics and choice of existing photographs to support the concepts and add interest to the curriculum. 

Location scouting:
All of the filming was done on the Douglas Gardens campus of the Miami Jewish Home and Hospital for the Aged (MJHHA). Photos were provided by the pilot site dining program and are used with permission.

Actor assignment:
Eight actors were hired to portray residents, staff, and visitors (see Appendix C, Actors’ Schedule).
Production Phase of DVD Production

Video shooting:

Two full days of shooting were scheduled at MJHHA, which included most of the work on two scene scripts. An audiotape of a longer group discussion meeting served as the basis for a reenactment video, with the script and shoot scheduled on one additional filming day, also at MJHHA. A general schedule of actors and shooting times is included as Appendix C, Actors’ Schedule. 
Narrator:

Voiceover on this script is done by GeriU team member Rudy Picardo. His ability and voice character were considered appropriate to the content, and his selection made it easier to make voiceover changes.  

Post-Production Phase of DVD Production

Alpha test version – internal review and evaluation:
After all the video, animation, and narrator elements were assembled, an alpha test version DVD was made; evaluation of the content of each scene and its clarity was made with utility and usability scoring by the reviewers. Overall, this process involved more than 100 hours, with progression from assembly, repeated editing of the alpha version, and transition to beta version (see next paragraph). Working from their analysis of the content’s accuracy and fit with the script and external feedback from professional nursing staff, the content experts worked with the GeriU team on final editing to produce the current beta version. 
Beta test version:
The beta test version of the DVD-based curriculum “Dining and Dignity” is appended to this deliverable (Appendix G [DVD]). Further field testing at the E-VW DAH site will take place before the extensive statewide distribution scheduled for fall 2007, when the finalized DVD curriculum with facilitator’s guide (see Appendix H) and complete usability and utility evaluation data will be reported to AHCA. The planned release of version 1.0 during the summer 2007 will provide the beginnings of a future module available for any facility to use to assist in implementation of the dining area of culture change.
ANALYSIS AND REPORT OF DATA RELATED TO CULTURE CHANGE (DIGNITY AND QUALITY OF LIFE)
In DAH’s development we have collected and analyzed both qualitative and quantitative data on dignity and quality of life in combination with quantitative data on nutrition and staff turnover. Four methods for gathering data in our pilot site have been: 1) individual interviews; 2) interdisciplinary learning circles; 3) the collection of nutrition indicators as aggregate data; and 4) the use of an objective tool for measuring various domains of quality of life, “The QoL Scale for Nursing Home Residents” (Kane, 2001). The first two methods are qualitative in nature and help us to gain a glimpse of what may be affecting residents as well as staff. The collection of nutrition indicators provides an ongoing oversight of those critical elements of resident health. The fourth method is a quantitative approach to resident QoL, piloted in this deliverable time frame and found to be a useful instrument for continuous quality improvement efforts. These qualitative and quantitative data are reported in the following sub-sections of this report together with data on nutrition, staff turnover, and food expenses.
Qualitative Data
Individual interviews:
Personal interviews are helpful in gathering in-depth information in specific areas that address personal perceptions and experiences. Our interest in these interviews was the perception of resident dignity in the various enhancements of the dining program.  

The questions posed were:  

August 2005: “What is your experience of mealtime here?

August 2006 and February 2007: “Have you noticed the changes in the dining program? 

If yes: “How have these changes affected residents (or you)?”

The data (Table 2) provide only a taste of the very positive shift noted between August 2005 and February 2007 in these interview responses. The table below was designed to illustrate this comparison. The responses of February 2007 are expansive, more descriptive, and obviously more engaged, which exactly mirrors our experience of the changes at the pilot site. Residents have moved from “semi-complaining” in 2005, to really being aware of the influence they have in mealtime decisions in 2007. Family members have also moved from being mostly critical early on, to being much more aware of the dining enhancements. They are now encouraging their relatives to get involved in meal-related activities. Staff members also moved from being critical in August 2005 to being so engaged with the program that they are now, in February 2007, regularly making creative suggestions. Because staff members, as well as residents, have input to the DAH team through the regular neighborhood learning circles, there is growing buy-in to the outcome of meal planning and implementation. 

Through its involvement of residents and staff at a variety of levels, DAH provides a connected effort in the implementation of person-centered dining, which clearly has been successful as indicated in qualitative analysis of serial interviews over 18 months.
Table 2: Individual Interviews with Residents, Families, Staff

	Subjects
	Data Point
	Responses

	Convenience sample of 8 residents
	August 2005
	We need to have pie more often.
I like to have smaller portions.

It would be nice to have salad.

	
	August 2006
	4 respondents: I use the dining room more.

I have more variety in menu items.

	
	February 2007
	Increased use of the dining room.

More variety in menu choices.

I have more choice in meal selections. 

The soup cart is very pleasant.

More sociable – I enjoy my friends.

I can choose my portion size.

	Convenience sample of 4-6 family members
	August 2005
	…more attention to my father’s preferences.

Mealtime could be more fun.

	
	August 2006
	The food is not always what he likes.

Food quality is high – but choice is too limited.

	
	November 2006
	It’s very comfortable for family visitors.

Food is delicious, hot, plenty.

Choice is difficult with special diets.

	Convenience sample of 

12-15 staff members
	August 2005
	Tray service is too cluttered.
Eating on the unit seems lonely.
The snack menu is boring.

	
	August 2006
	Breakfast trays come too soon in AM.

Puree does not have variety – looks the same.
Soup cart in DR – feels very personal.
Having dining servers from other departments          

provides more help and conversation.
Person-centered meals are better on the units.

Snacks – not enough variety.
Alternative menu items available every day – 

       gives residents more choice.

	
	December 2006
	Salad bar and carving station are more like a 

restaurant.
Soup cart terrific, personal at every table.
Food-related activities are enjoyed by more 

 residents – like the Red Hat Society, Men’s 

 Club, Drive-in Movie.
Snacks are much better – I feel better offering 

 a choice.
The new activities kitchen will be wonderful 

 for resident groups to enjoy cooking and    

 eating together.


Interdisciplinary learning circles:
Departments represented include: nursing at all levels, social services, dietary,
housekeeping, administration; reception; activities; business office (Table 3).

Learning circles are a basic communication tool used throughout the pilot site; they provide the opportunity for both residents and staff to freely share input and ideas in order to enhance quality of life. When specifically devoted to a dining question, learning circles have provided amazing insights into our common beliefs about mealtime and related activities. 

The responses from staff in 2005 indicated that they were most focused on tasks, with some limited personal awareness of the needs of residents. In 2006, staff had obviously started on the journey, getting involved and engaged. By 2007, the staff comments had become much more clearly positive, about having both the ability and permission to transform dining. In particular, their comments about the importance of residents helping others, and the need for true listening – these are qualitative jewels that shine in our effort to describe the tremendous benefits of this program. 

Table 3: Learning Circle Responses

	Question
	Responses

	How can we (or Where are we) in creating a more person-centered dining experience?
	09-05
	There are not enough staff to do mealtime differently.

The food here is good already.

Residents come into the dining room and nothing happens.
It would be great to smell the food or see it prepared.

	
	09-06
	More choices for residents needed.
Need more help in dining room.
We started new approaches – soup cart.
Too much waiting around (SCU).
Not enough good smells (SCU).


	
	02-07
	Snack choices expanded with resident preferences included.

Increased emphasis on listening to the resident’s viewpoint.
Fine dining elements added (SCU).
Remove items from trays (SCU).
We are getting a steam table!

	How does a person-centered dining experience affect a resident’s dignity? 
	09-05
	Each resident should get enough help.

Residents can’t help their problems. 

Staff should always know what a resident needs or prefers.

	
	09-06
	Being personal shows respect for the individual.
Encouraging resident choice is the key part

	
	02-07
	Identity is preserved – who they are is highlighted.
Resident always feels important, never diminished or embarrassed.
Giving them opportunities to help others.
Participating in decisions about meals preserves autonomy. 


Quantitative Data

Dining at home (DAH) pilot site aggregate indicators: 
We have continued to monitor routinely collected nutrition indicators and staff turnover rates in the DAH pilot site — HCP. The trend over the entire course of the DAH implementation continues to be very positive, indicating the potential for measurable care improvements via dining enhancement. DAH provides a thoroughly sound approach to reducing the need for appetite stimulants and preventing weight loss. Thus, the DAH model enhances nutrition while reducing staff turnover and increasing quality of life and dignity-promoting elements of choice, creativity, and preference. Not unimportant is the fact that food-related expenses do not have to increase.
Table 4: Aggregate Nutrition Indicators at HCP, the Initial DAH Pilot Site (Baseline, 6-Mo, 12-Mo, and 15-Mo)

	Dining & Nutrition Data 
	*Site
	Sept 05

(Start)
	Mar 06

(6 Mo)
	Sept 06

(12 Mo)
	Dec 06

(15 Mo)

	Number of residents on 

appetite stimulants 
	HCP-A
	0
	0
	0
	0

	
	HCP-B
	5
	0
	0
	0

	Number of residents with 

significant weight loss
	HCP-A 
	3
	1
	1
	1

	
	HCP-B
	12
	9
	5
	4

	% staff turnover (facility-wide)
	A+B
	11.5%
	8.1%
	6.8%
	6.3%

	Food-related expenses 

(per patient per day)
	A+B
	$6.82
	$6.41
	$6.45
	$6.45


 *HCP Site A = HCP dementia special care unit (n = 49 residents); HCP site B = other HCP units (n = 179)

Quality-of-life scales for nursing home residents (Kane, 2001): 

Although this instrument is currently undergoing some revision, especially in respect to its length and practicality for use in the nursing home setting, it provides a useful quantitative measure of the QoL in our pilot site at this point in time. In February 2007, a convenience sample of eight nursing home residents was interviewed using the “Quality of Life Scales for Nursing Home Residents” (Kane, 2001; Appendix D) The aggregate data are presented below, with resident comments on each domain. Higher scores indicate higher QoL. All interviews were conducted by the DAH project director, Dr. Kelly. Each interviewed resident had lived in the home for more than one year.  

Table 5: Data on Resident Quality of Life (N = 8)

	QoL Domain
	Average Aggregate /

Total Possible Score
	Aggregate Score 

as a %
	Summary of Resident Comments Related to Person-Centered Care and Culture Change 

	Comfort
	20.28 / 24
	84.5
	Noise at night; cool room temperature

	Functional 

competence
	17.57 / 20
	87.9
	Some residents were less mobile than others and appeared more frail 

	Privacy
	14 / 20
	70
	Issues are not knowing what happens to other residents; some staff knock but don’t wait to enter room

	Dignity
	18.71 / 20
	93.5
	Some staff are too task-oriented         

	Meaningful 

activity
	20.39 / 24
	84.9
	Not enough staff “slow down” to listen to resident – some residents would like more outdoor activity

	Relationship
	17.42 / 20
	87.1
	Staff very busy most of the time

	Autonomy
	16.28 / 20
	81.4
	Issues with AM glucose by accu-check 

	Food 

enjoyment
	10.5 / 12
	87.5
	Very limited question area - 3 questions only; most comments were about wanting favorite foods 

	Spiritual 

well-being
	16/16
	100
	Very high regard for religious activities and personal peace and meaning

	Security
	18.57 / 20
	93
	Some worries about clothing and possessions

	Individuality
	20 / 24
	83
	Not feeling known as a person by other residents 


Quality of life of residents at the Dining at Home (DAH) pilot site:
While the sample size was small and we had no similar quantitative QoL data at baseline for HCP, the high scores from the interviews of residents in the DAH pilot site HCP are quite remarkable, suggesting that we are headed in the right direction in coaching and mentoring person-centered approaches. Clearly, culture change is part of life in this home, as evidenced by the high scores in spiritual well-being (16 out of 16), dignity (18.7 out of 20), and relationship (17.42 out of 20) using Kane’s “Quality of Life Scales for Nursing Home Residents” (2001; Appendix D). We remain cautious in concluding that DAH can influence every QoL domain; in fact, the low score in the privacy domain (14 out of 20) may reflect the lack of influence of the positive mealtime experiences on certain QoL domains. 

These multiple approaches (individual interview, learning circle group discussion, aggregate nutrition indicators, and QoL scale) to measure quality of life and resident dignity were chosen for use in the pilot site in order to develop a better understanding of the practicality of these methods and instruments as well as their ability to identify the areas in which mentoring or education, or perhaps even different measurement tools, are needed. In the continuation of DAH implementation and replication in other sites, the evaluation scheme will be continually improved with an eye to streamlining the evaluation. The dissemination of DAH could provide more than a replicable, person-centered program that enhances dignity and supports resident nutrition. Its qualitative and quantitative analyses of quality-of-life and care parameters could open the way to identifying evidence-based approaches to discovering and traveling the avenues for better quality of life for residents in all aspects of long-term care. 

CHECKLIST FOR ASSESSING AND GUIDING STAFF IN THE USE OF THE DINING EXPERIENCE TO ADDRESS QUALITY-OF-LIFE IMPROVEMENT OF RESIDENTS AND STAFF

Organizational preparedness and guidance for engaging in change are critical components for success in culture change. There is the need for a simple but comprehensive checklist to assess a home’s readiness for introducing the DAH program. A standardized validated checklist accomplishes several things. If it is clear and succinct, it serves as a teaching tool to help potential participants move forward into a ready state. If it is really used as an entry gate, the checklist can help to guide and ensure a successful beginning to the road ahead — in this case, the culture change journey.  
In seeking a framework for creating the DAH Readiness Checklist, key publications and Web sites were reviewed. In addition, the project director (Annette Kelly, PhD, RN) interviewed consultants and advocates for nursing home culture change. Four main concepts related to values and priorities of the home emerged; the first three address general concerns, while the last is focused on dining-related concerns: current culture; philosophy of the work setting; approach to environment; and care practices related to dining. 
We have developed a set of key actions and items to be considered within each of the four categories of this framework; each item/action/value is considered in terms of whether (1) it has been recognized as important, (2) plans exist for its realization, and (3) related practices have been adopted. From a practicality point of view, “readiness” to address each of these broad concerns is assessed by querying whether there is recognition? plans? or practices? for each of the key aspects in each sector or category (Table 6).

Table 6: Readiness Checklist for Homes Considering an Enhanced Dining Program

	1.   Current culture of the organization:

	
	Recognition 

of the value
	Development 

of a plan
	Adoption 

of practice

	1.1  Promotes the abilities and highest 

       level of function for all residents
	
	
	

	1.2  Empowers residents to live fully 

       in a holistic model
	
	
	

	1.3 Policy and procedures support the resident’s
       choice of an appropriate level of risk
	
	
	

	1.4 The home includes a resident         
       council and frequent opportunities for   

       resident participation in decision-making
	
	
	


	2.    Philosophy of the work setting:

	
	Recognition 

of the Value
	Development 

of a Plan
	Adoption 

of Practice

	2.1 Relationship-based care is valued, as evidenced in the interaction between residents, families, and staff
	
	
	

	2.2  Consistent staff assignment is a priority
	
	
	

	2.3  Administration is visible and involved 
	
	
	

	2.4 Investment in staff through education,  

       schedule flexibility, team skills training
	
	
	

	2.5 Self-managed work teams, with meaningful 

       incentives and opportunities for greater   

       staff responsibility 
	
	
	

	3.   Approach to environment:

	
	Recognition 

of the Value
	Development 

of a Plan
	Adoption 

of Practice

	3.1  Comfort includes a sense of community,   

       safety, and peace
	
	
	

	3.2  Neighborhoods or household-model   

       environments build community
	
	
	

	3.3  Individualized environments are supported 

       and encouraged
	
	
	

	3.4 Environment design fosters accessibility
       and removes barriers
	
	
	

	3.5  Outdoor natural settings exist and are 

       accessible
	
	
	

	3.6  Noise is diminished
	
	
	

	3.7  Space provided for peaceful reflection and 

       solitude
	
	
	

	4.  Care practices related to dining:

	
	Recognition 

of the Value
	Development 

of a Plan
	Adoption 

of Practice

	4.1 Resident food preferences are known and  

       communicated
	
	
	

	4.2 Resident time preferences for meal are known and accommodated
	
	
	

	4.3 Assistance is offered or provided when and 

       how it is needed
	
	
	

	4.4 Diet modifications consider resident 

       preferences and the goals of care 
	
	
	

	4.5 Dietary department staff and residents relate positively in working toward resident goals
	
	
	

	4.6 Meal-related activities are planned and enjoyed by residents
	
	
	


Directions for using the readiness checklist:
The readiness checklist is a dialog-based instrument designed to reach conclusions about a “readiness for culture change” picture and to guide the quality-improvement process related to culture change through dining. This checklist (Table 6) is designed to be completed as part of an overall discussion about the potential for dining enhancement to promote organizational culture change. While scoring is possible, the true “test outcome” is the identification of where the home must start or bolster its activities in order to ensure continuing improvement in the culture change process. The dialog is between the DAH interviewer and the home administrator, with any group of additional participants. The ideal outcome is consensus about the readiness picture and a plan for next steps based on the checklist and its underlying concepts. 
To illustrate how a dialog addressing the checklist elements and their corresponding readily observable evidence can be used to gauge the readiness state of the home, consider the following (refer to Table 7). A nursing home, which has a vision and mission statement that identifies the value of promoting the abilities and the highest level of function for all residents, wants to implement the DAH model. Review of the checklist reveals that the nursing home has also called together a team of residents and staff for the purpose of exploring various ways of enhancing resident life (resident life planning team). The meeting notes and activities of the team provide evidence supporting the claim of this indicator, including the mention of the need for an “I care” planning process. However, a planning process has not been adopted, which is clear from the use of the checklist, as illustrated in Table 7. 

Table 7: Readiness Indicator for the Nursing Home Example

	READINESS ELEMENT
	READINESS INDICATORS

	
	Recognition 

of the value
	Development 

of a plan
	Adoption 

of the practice

	1.1 Promotes the abilities       and highest level of   

       function for  all
       residents
	Mission & vision

identifies value
	YES
	Resident Life 

Planning Team in place
	YES
	“I care” planning 

process is evident 
	NO


While several detailed assessment-type tools are available to aid in the discernment process required to advance culture change practices, none has emphasized the specific aspects critical to centering the initial change process in the dining experience. CMS has advocated the use of Bowman’s artifacts of culture change (2006; included as Appendix E) to provide clarity, and FPN’s culture change coaches are using the related CMS artifacts tool, a 79-item self-report staff survey (included as Appendix F) to measure an overall level of culture change readiness. In contrast to the simplicity and usability of the TNH readiness checklist (Table 6), neither of these tools addresses the stages of readiness or provides guidance for culture change through the dining focus. As CMS refines its tool and we begin to implement our readiness checklist in upcoming statewide outreaches, we hope to discover interesting correlations and insights related to assessing and improving the readiness for and implementation of person-centered care. 
BEGINNING THE DEVELOPMENT OF A FORMAL ASSESSMENT OF CULTURE CHANGE COMPETENCY AT ANY FACILITY
THAT HAS IMPLEMENTED “DINING AT HOME” OR ANOTHER

AHCA-RELATED DINING PROJECT

Task competency is the application of knowledge, understanding, skills, and attitudes required to do a particular task effectively as judged by the meeting of specific observable preset criteria. A key issue in organizational readiness is the issue of individual staff competency for the tasks involved in culture change and administrative support for empowering and improving person-centered care practices of the direct care workers and ancillary staff teams, including certified nursing assistants, resident assistants, dietary assistants, and activity assistants. These staff members are already educated and evaluated in the areas of competency required by their staff positions. Competencies for the hard work of culture change are another layer of competency that allows the staff member to provide respect and dignity. 
Interviews with key informants in the professional community as well as dialog with leadership in the DAH pilot site, HCP, provided an initial list of staff competencies critical for culture change. Table 8 lists these four competencies and their specific relevance to person-centered care and the dining experience. Future work by TNH to promulgate training and evaluation in these competencies will involve: 
1. Expert review and feedback to ascertain completeness of this list of culture change core competencies. 

2. Development of observable/behavioral measures for each core competency.

3. Validation of staff evaluation instruments for continuous quality improvement of staff competencies in person-centered care and culture change. 

Table 8: Framework for Assessing Staff Competencies for Enhancement of Dining and Person-Centered Care
	
	Staff Competency
	Relevance to Person-Centered Care and the Dining Experience 

	I.
	Communicates effectively and respectfully with residents and staff
	· Active listening, promoting trust & mutual understanding

· Effective information exchange

· Observation of resident needs

· Adaptation to residents’ communication style

· Staff-to-resident and staff-to-staff communication skills, promoting  relationships and teamwork 

· Communication skills that normalize and socialize the dining experience

	II.
	Gives appropriate physical assistance to residents when needed
	· Observation skills 

· Assistance techniques at all levels, with emphasis on “as needed”

· Use of adaptive dining equipment and techniques, as needed

· Appropriate use of time and resources, with resident needs as a priority


	III.
	Participates effectively as a full member of the care team
	· What is a team and what is everyone’s role?

· What does each staff member need in order to participate fully?

· What are the ultimate goals of the group (residents and staff) and how can those goals be achieved?

	IV.
	Utilizes new tools and approaches in dining practice, providing appropriate input and feedback to the team
	· What are the new tools of person-centered care and how can staff embrace these changes?

· Who are the mentors and leaders?

· How can staff use communication in the new role as an empowered member of the team?

· What are the elements of the new dining practice from the resident’s perspective?


REPORT ON INFORMATION GAINED FROM OTHER DINING PROJECTS IN FLORIDA AND COMPARISON WITH OTHER PROJECTS IN TERMS OF SPACE, PERSONNEL, TIME, AND OTHER RESOURCES NEEDED FOR PROJECT IMPLEMENTATION

Since 2005 dining enhancements in ten Florida nursing homes have been funded by the Agency for Health Care Administration through the Trust Fund grant process. One program was implemented through the work of a culture change education company in five locations; another program was implemented in two distinct locations in a CCRC; the remaining three programs are in separate homes in unrelated efforts. All were required by AHCA to report outcomes in addition to the management of the grant funds and program budget. 

Present Focus of Dining at Home 
What is important to culture change advocates, and in particular to the future replication of the DAH project beyond its pilot and current replication sites, is the true cost of implementation in relation to the organization-wide impact of identifying, learning, changing to, and then sustaining a new approach to residential dining. This inquiry involving other dining enhancement addressed staffing, staff training, use of time, and changes in the use of space for dining enhancement funded by AHCA. (We have not addressed the financial resources received or the specific program outcomes anticipated by the grant applicants, which have already been reported to AHCA by the designated person(s) at each reporting site.)  

Data Collection Limitations and Challenges
Providers, dietary personnel, and project consultants involved with the various dining projects were contacted for information. In some cases, information was freely shared; in other cases we found reticence to discuss the program and share experiences. A total of six interviews were included in the data. From these contacts it appears that impact in terms of better care processes and outcomes were not quantitated. This lack notwithstanding, it appears that all programs drew initial resistance, which evolved into a positive outcome and widespread enthusiasm for the dining enhancements. 
However, three challenging issues emerged during our interview process that appear not to have been addressed in the formal reports: 1) lack of impact on culture changes because of the general lack of incentive to effect deep culture change throughout the long-term care system; 2) an unexpected lack of disclosure for “proprietary” approaches; and 3) difficulties in communicating and/or sustaining the changes and program impetus due to administrative staff turnover. 

1) Deep culture change:

The development and implementation of dining enhancement programs or any other kind of enriched, resident-centered approach will not flourish in a system where the program is counter to the prevailing values of that system. If dining programs are considered only as window dressing or public relations opportunities for homes or targets for regulators, rather than as signs of a heralded person-centered philosophy of care, then impact of dining projects will be very small indeed.  
2) Proprietary approaches:

The corporate ownership of evidence-based approaches developed with state support precludes wide impact. Successful or not, there should be transparency and open sharing of strategies and steps. Despite her reliance on a relatively benign and non-evaluative set of interview questions, the DAH project director met evasiveness and reluctance on more than one occasion. The very possibility of “owning” an evidence-based practice within a care setting ought to be unacceptable, and any evidence-based approach to the issues of quality of life and work in long-term care should be in the public domain. The public support of projects, the details of which are not freely shared, seems inefficient and perhaps even inappropriate.  
3) Administrative staff turnover: 
Administrative staff turnover, including dietary management staff turnover, presented another kind of challenge. Staff turnover impeded dining enhancement activity and reporting in six of ten homes. In one case, the nursing home officially postponed the project start date due to the turnover of key administrative staff. This turnover of involved staff together with lack of standardized process and outcomes reporting affects the sharing of knowledge as well as reduces the likelihood of reporting the impact of culture change efforts. With staff turnover, questions about impact may be answered by someone in the organization who has little or no history with a given dining innovation or by someone with a narrow perspective rather than the overall leadership viewpoint.  

Interview results:

These three challenges notwithstanding, we did compile the results of our interviews. Our interview results are presented in the aggregate rather than as provider-specific information. Responses from interviews with providers, dietary managers, and consultants associated with these dining projects emphasized the great demand of time on both administrators and key staff associated with dining. Planning time and training time related to the new program were most frequently mentioned as burdens on staff time. Physical adjustment of space for new equipment was the major space impact in the programs studied. The impact on staff was early in the process, during the introduction of new program ideas, which often occurred without sufficient staff education. Administrative staff turnover was mentioned at four out of the ten new dining program sites as causing major delays in implementation by interrupting progress and derailing planning. 
This exploration and description of the implementation impact on homes with AHCA-funded dining enhancement programs invite several areas of general comparison between these programs and the DAH model. While quantitative conclusions are not possible using these data, there seems an obvious need for broader participation and more time devoted to preparation and education early in the implementation plan. In these respects and in its reliance on quantitative as well as qualitative data, the DAH approach seems to have the advantage over the other initiatives. However, many of the immediate benefits and challenges of these programs were similar to those encountered with DAH (Table 9).
Table 9: Statewide Dining Project Implementation Impact (N = 6)

	What was the impact (increase or decrease) of the new dining program on staffing?  

	Number of staff overall
	No homes reported a change in # of staff related to dining enhancement

	Staff assignments
	Staff daily tasks were changed to accommodate dining programs, primarily dietary staff and direct care nursing staff. Examples: steam table assistance, dining room service

	Staff training needs
	Limited dining program training provided for direct care staff; most training was included as staff updates about procedural changes

	Staff satisfaction
	Some criticism from staff as programs were introduced, but universal high staff satisfaction once programs were under way 

	Staff need to research dining regulations
	Administrators in small homes (<100 beds) took on the role of regulation review; in larger homes survey issues were a big concern of nursing staff. Some survey tags have been related to dining changes

	

	What was the impact of the new dining program on space in your home? 

	Re-allocation of space for dining activities
	Examples included: adapted space for smaller dining rooms; adapted space to make room for steam tables and other equipment; new space planned for active pantry

	Re-design of space related to dining
	Many programs changed environmental décor of existing dining space 

	Different use of space for staff activities
	No comments were made

	Acceptance of newly created or assigned space 
	Initially, staff were reluctant to change unless they were involved in the decision-making process from the beginning. All reported that residents like the changes

	Disruption of routine during space changes
	Disruptions of routine were often problematic. Staff attitudes and work relationships were problematic while changes were being made 

	

	What was the impact (increase or decrease) of the new dining program 

on time allocation in your home?  

	Time required for planning
	Time seems to have been the most significant resource impact for administrators. In one case, the corporate leadership was leading change, but in most homes time was needed to convince corporate to approve ideas 

	Time required for training
	Staff who are directly involved with the dining change got between 10 and 40 h of training along with program implementation meetings. Overall staff training was very limited 

	Overall impact of time devoted to the project
	All remarked that time was the greatest resource impact

	Time devoted to dining at administrative meetings
	Working within the management team to lead change was a time impact for administrators.

	Time spent engaging families in the process
	Families are surprised by the new dining programs – families were relatively socialized into accepting the status quo and did not expect such positive and attractive results. Some reported that families are now more involved in dining  

	

	What was the impact of the new dining program on other resource allocation in your home (include department as applicable)?

	Please make any comments on other resource 

allocations impacted by the decision to

include an enhanced dining program. 

(Examples may include volunteer assignment, 

activities related to seeking additional funding)
	Positive impact on community image through public awareness programs and hosting club meetings (Kiwanis, Red Hat Society) in the home have showcased the new décor and dining approaches, which may contribute to a more positive community image


Strengths of the Dining at Home Model (DAH)
Thanks to the continued support of the TNH contract through AHCA, Dining at Home has become a familiar and expected part of a broad culture change agenda in the pilot site and has now moved into replication at a second site. More extensive use of the readiness checklist in planning and developing the training and assessments for a specific set of staff competencies for culture change will further strengthen the evidence-based approach to culture change and ultimately determine the influence and sustainability of DAH as a replicable model. 

The integrative relationship with TNH, and its steering committee member organizations, makes DAH completely accessible to all homes in Florida and beyond, with no proprietary ownership limitations. In fact, the basic model will be available — including strategies and techniques — with free access to the DVD-based curriculum and related checklists and databases. Eventually the DAH experience will be available through a network of homes, trainers, and leaders who have incorporated the model as an integral part of deep culture change in long-term care. 
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