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I. HISTORY

Conceived in 2001, the Quality Care Committee (QCC) is the result of a contractual commitment between the League of Voluntary Nursing Homes and 1199SEIU to address quality of care and staffing levels in New York nursing homes.  Its mission is to bring together leaders of labor and management to work collaboratively to improve care and work life in nursing facilities and serve as a model to others interested in replicating similar labor-management partnerships.

II.
    STRUCTURE & STAFF SUPPORT:

The QCC Steering Committee consists of top-level leadership from both the Union and nursing home management (represented by the Continuing Care Leadership Coalition).  This Committee is co-chaired by Jay Sackman, Executive Vice President of the 1199SEIU Nursing Home Division, and Scott Amrhein, President of the CCLC.  Under its direction, the QCC model has evolved to encompass three major areas:  1) large-scale citywide conferences; 2) nursing-home based staff training; 3) facilitated labor-management consultation and restructuring committees at the facility level.  

Staff from the Labor Management Project (a department within the League/1199SEIU Training & Employment Funds) provides on-going facilitation and consultation to the QCC.  This expertise in organizational development and labor management relations, coupled with rigorous oversight by the Steering Committee’s top-level leaders, is essential to the overall success of this project.

III
      GOALS


      The Quality Care Committee seeks to:

· Improve the quality of life for residents & staff in long-term care facilities.

· Increase the economic viability and public image of the nursing home field.

· Increase the effectiveness of the Union in advancing the interests of its members in the context of “culture change” and “person-centered care”.

      Additional long-range goals include:

· The joint development of formal recommendations regarding staffing and quality of care to be presented to state and federal legislators and policy-makers.

· Improve the quality of care for nursing home residents, as evidenced by facility’s CMI levels and performance on quality indicators.

· Strategically position unionized facilities to prepare for and benefit from CMS’s “Pay for Performance” payment methodology.

IV
       ACTIVITIES

A. City-wide Conferences:

The first conference in November 2003 attracted 250 participants, organized in labor-management staff teams from 20 NYC facilities.  Interest in our movement quickly spread and attendance at subsequent conferences rose to over 500 people from almost 50 facilities.  Our seventh conference was held in December 2006.  Every QCC conference includes:

· Growth of a shared language and vision of long-term care – understanding its history and current challenges and opportunities

· Perspectives of national speakers and experts to expand our knowledge and context for our work

· Opportunities for participants to share best-practices, encourage creative ideas, constructive dialogue and reinforce labor-management collaboration

· A wide range of workshops and resources to enhance skills

Citywide activities are infused with the following principles:

· Commitment of a group of nursing homes through the development of written agreements, shared goals and allocation of staff and financial resources.

· Leadership Team in each facility who is invested in its mission, goals, work plan.

· Community as reflected in the sharing and networking with other facilities during and in between citywide conferences

· Partnership as reflected in equal Union and management participation from each facility

· Process Improvement – life-long learning at every level to increase knowledge and performance for the benefit of all stakeholders.

· Alliances with other individuals and organizations who hold common goals and values

B. Workforce Subcommittee:

In 2004 the QCC established a Workforce Subcommittee to research and develop recommendations in 4 areas:  1) Staff Recruitment & Retention, 2) Effective Team Work, 3) Work Redesign, 4) Principles & Organizational Models.  Approximately 80 nursing home staff, representing all levels of Management and Union staff participated in this project.  The Committee’s yearlong activities were summarized in a Field Guide document that was widely distributed.

C. Facility Level Training:

Since 2003, HCRA and HWRI funds, administered through the Training & Employment Funds – Nursing Home Training Division, have supported facility-based skills and educational programs.  The training models and approaches have evolved over the past 4 years to meet the diverse characteristics and needs of the facilities we serve.  Current models include: a 3-day Clinical Instruction; a 5-day Gerontology Curriculum and an 8-day Enhanced Gerontology/Leadership Course.

Primary topics include:  Gerontology, Customer Service, Palliative Care, Pain Management, Computer Instruction, Foreign Language, and Clinical Improvement. 

Most recently, in 2006, over 2000 staff from 50 nursing homes successfully completed some training.

Much of this training served to complement and reinforce information introduced through QCC conferences.  Interdisciplinary, inter-shift teams applied new knowledge and skills to rapid-cycle improvement projects.  Additionally, these courses served to build teamwork and develop local leaders to implement and sustain changes.

D. Facility Level Organizational Development Consultation:

Many nursing facilities need support in actualizing cultural and organizational change.  The QCC has provided OD consultants to assist nursing homes in improving their processes, strengthen team dynamics, conflict resolution skills and overall communication.  This has included coaching Union and Management leadership, facilitating the formation of joint committees to guide change and sustain results.

E. Leadership & Sustainability Training:

A 6-month pilot project was conducted in 2006.  This project engaged labor and management teams from 6 nursing homes in learning how to develop and grow internal leadership and how to sustain improvements in their facilities.  The program consisted of 3 full-day workshops, separate job-specific work groups and on-site coaching provided by OD consultants.  Participants’ evaluations were very positive; they cited new skills and tools they planned to implement immediately and also valued the opportunity to learn from colleagues in other facilities.

F. Involving A Variety of Stakeholders:

The QCC has consistently sought opportunities to reach out to a wide range of individuals and organizations who share a commitment to improving nursing homes for residents, families and staff.  Over the past three years, representatives of advocacy groups, regulators and policy makers have spoken at QCC conferences, met with the Steering Committee and invited QCC members to participate in their activities.  These include:



Pioneer Network



AAHSA (Amer. Assoc. of Homes & Services for the Aged)



NCCNHR (Nat’l. Citizens Coalition for NH Reform)



IPRO (NY State QIO)



CMS (Centers for Medicare & Medicaid)



Alzheimer’s Association (Both national and NYC)



PHI (Paraprofessional Healthcare Institute)



DCA (Direct Careworkers Alliance)



NY State Department of Health



United Hospital Fund



FRIA (Friends & Relatives of Institutionalized Aged)

V.
IMPACT

A. Clinical:

Nursing homes that are part of the Quality Care Committee (QCC) have achieved performance gains on key nursing home quality measures that substantially outpace state and national averages.  Outcomes compared from a base period before the QCC conferences and related activities began (Q2-2002) with outcomes from the last quarter of year 2004 (using five standard measures of nursing home quality used during this time period by the federal Medicare program) to assess the extent to which performance improvements differed between the QCC facilities and facilities on both a statewide and a national basis. 

The measurements reflected that QCC members achieved gains that significantly exceeded the average gains registered by facilities at the statewide and national levels. Notably, the differential is most pronounced on quality measures related to pain management, a key focus for facilities participating in the QCC joint work as indicated below.

	Quality Measure (QM)
	% Improvement in QMs

	
	QCC
	NYS
	Total U.S.

	% of residents who have moderate to severe pain
	67%
	52%
	44%

	% of residents who were physically restrained
	46%
	34%
	28%

	% of residents whose need for help with daily activities has increased
	-3%
	3%
	-4%

	% of short-stay residents who had moderate to severe pain
	45%
	15%
	10%

	% of short-stay residents with delirium
	59%
	31%
	21%


Since QCC’s inception, participating nursing homes have consistently performed better (lower than state or national averages) in all time periods for which data are available in the following 6 measures:

· % of Residents who spend most of their time in bed or in a chair

· %of Residents who have a catheter inserted and left in

· %of Resident with Urinary Tract Infection

· % of Residents who were physically restrained

· % of short-stay Residents with delirium

· % of short-stay Residents with moderate to severe pain

Training conducted under the auspices of TEF’s Nursing Home Training Division included a focus on rapid-cycle improvement projects.  This Division is currently preparing an extensive report describing the programs and results in all facilities they served.  A sample of improvements in clinical care, resulting from our unit-based training, include:

· Reduced number of falls of residents with dementia, particularly in the evening hours

· Reduced numbers of disruptive behaviors in residents with dementia – with corresponding reduction in use of psychiatric medications

· Improved assessment of residents’ pain and appropriate/timely use of medication and complementary therapies

· Reduced depression and isolation in residents, especially during evening hours

· Improved nutritional status of residents, resulting in more stable management of residents with diabetes

· Increased food consumption and less reliance on dietary supplements

B. Impact on Union Staff:

                       Fordham University’s Center for Professional Development has recently completed an 


                       evaluation of the impact of our activities on staff.  This study, coupled with additional 

                       staff surveys, interviews, anecdotal reports and observations indicate that staff who          

                       participated in training and QCC activities experienced:

· Improvement of teamwork and communication – between unit team members, inter-shift and inter-departmental.  

· Improved conflict resolution skills – less reliance on outside parties or formal grievance mechanisms

· Improved ability to view situations from multiple perspectives – resulting in improved respect among co-workers and between staff and supervisors and increased sensitivity to needs of residents & families.

· Enhanced self-awareness, confidence and self-esteem, resulting in a rise of self-motivating and initiating behaviors.

· Increased satisfaction with their work and willingness to assume leadership in a variety of settings (on-unit, within chapter, in their homes & communities)

C. Impact on Residents & Families:

We have not had the ability to conduct a rigorous, extensive survey of the “consumers” of long-term care services in our facilities, i.e. the residents and their families.  However, several training projects have focused on improving satisfaction rates among these groups and have collected data that indicates that:

Residents:

· Reported increased satisfaction with changes in dining, bathing and activities

· Felt that actual care improved due to changes in staff attitudes and communication

· Experienced an improved sense of “individualized” care and ability to make more choices in their daily lives.

                    Families:

· Appreciated new orientation guides and “Tips for Effective Visiting” booklet

· Felt more welcome and included in facilities’ activities

· Experienced an improved sense of personalized care, especially in “end of life” care.

D.  Extent of Person-Centered Care/Organizational Change Activities:

During Fall, 2004 and Spring, 2005, the QCC worked with an outside evaluator to examine the success of the first year of QCC activities to begin to understand and quantify the types of activities occurring in participating homes, to assess staff satisfaction with these activities, and to understand the goals and needs of participating homes.


One hundred and forty-four union and management staff in participating homes completed the survey, representing twenty-two of the 36 participating nursing homes and a variety of departments within these homes.  Overall, results indicated the following:

· Nursing home residents are being provided choices in bathing, dining and daily life activities;

· Nursing home union and management staff are working together to create change and are expressing satisfaction with the results;

· Joint union and management efforts appear to be encouraging change;

· A wide range of training activities have occurred and are being attended by both union and management staff;

· QCC participants perceive measurement and publication of outcomes to be very important in the upcoming year;

· QCC is viewed as playing an important role in moving culture change forward;

Outcomes of joint work and Person-Centered Care on residents, staff and nursing homes are becoming more clearly defined and can serve as a base for measurement activities.

E. Labor-Management Relationships:  

                          In 2006 the Commonwealth Fund provided funds to conduct a rigorous case study of 

                          our activities.  Researchers from Brandies University and Boston College have

    recently completed two site visits in facilities that have actively engaged in person-                         

    centered care activities utilizing a labor-management partnership approach.  Over

    80 staff, as well as industry and Union leaders, were interviewed in an effort to 

    identify and better understand how processes unfolded.  The study will be completed

    by the end of 2007 and results reported in a variety of forums.

VI.    BUILDING A REPLICABLE MODEL OF QCC:

There is no linear path to deep organizational change.  However, we have identified essential elements that should be part of any joint change process.  We offer this guide for Union and health care leaders considering a partnership approach to transforming long-term care.



                 A.   Pre-Assessment – Are we ready to change? Are we ready for joint work?
Before either party can engage in joint work, labor and management leadership must:

· Each have a shared compelling reason and commitment to change,

· Each agree to working in partnership for change and clearly define what partnership looks like,

· Assess readiness to work in partnership, including opportunities and barriers to success.

· Develop preliminary budget for specified time period (1, 2, 3 years?)

· Identify potential sources of funding to support this work (grants, pooling resources, Taft-Hartley funds, modifying CBA language)

· Assess staffing resources – facilitators, administrative, etc.


B.   .Getting Started – Who will lead the work?
· Organize a Guiding Coalition (union and management representatives that will lead and direct the change).  Real decision makers must be at the table to guarantee success – for the industry and the Union

· Establish a forum and/or community where joint learning can occur

· Learn about what currently exists and leverage the learning to adapt to your organization.

· Develop communication systems and tools (meetings, newsletters, web interfaces, etc.)

· Identify stakeholders who need to be engaged to make change successful (union & board members, residents, families, etc.)

· Discussion must be about interests, not positions 

· Work together to formulate a common vision


C.    Develop a clear vision – What are we doing?
After the leadership body has been formed, they must then determine their starting place (current state) and envision what they would like to work toward (desired state) through a participatory process that engages representatives of all who may be impacted by the change.  Leadership must be willing to take risks and engage constituents to buy into the process.

D. Develop organizational mechanisms to drive change – How do we begin?

· Identify champions

· Build communication and feedback structures to inform and involve stakeholders 

· Build a road map for achieving desired change; Start with a critical mass of committed people, both union and management. Start small - select a project that is a non-threatening, ‘quick win’ to begin.

E.  Assess the organization and develop a clear baseline – How do we map and measure progress?

· Review and analyze current organizational culture, structure, performance management systems, communication mechanisms, resident, staff and family satisfaction, and performance on quality measures

· Use the information to create a gap analysis and develop plan to achieve desired change 

F. Engage in interactive change-based programming and training – How do we develop the skills and knowledge necessary to implement and sustain change?
· Participate in programs/training that address knowledge, skills and engage multi-disciplinary teams in clinical topics (dementia, aging, palliative care, diversity) and non-clinical topics (team development, problem-solving, conflict management, and communication)

G. Identify projects that will move you toward the vision and develop goals – How do we build and keep the momentum going?

· Develop a work plan that includes both long-term and short-term projects; Select projects where there is a lot of passion to see change; Begin with easy to implement projects and expand to more difficult projects over time.

· Celebrate successes every step along the way

· Insure goals are measurable, actionable and realistic

· Use participatory performance improvement methods

· Do not reinvent the wheel, where tools are available—use them

· Ensure that problem-solving mechanisms are in place to remove or find solutions to barriers impeding success

H. Develop an ongoing evaluation plan that is built into the road map – How do we know if what we are doing is working?

· Ensure that each project or program has measurable goals.  Tracking measurements toward achieving those goals will provide a basis for evaluation and how it can be improved or revised

· Reflect and celebrate what had been accomplished and develop a plan about how to proceed

I. Sustain Results  --  How do we keep this going?
· Continue to build and expand leadership

· Bring new employees into the program by building the program into new employee orientation

· Replicate success in other parts of the home

· Connect with other nursing homes engaged in culture change to share ideas and innovations

· Publicize accomplishment so that others can learn (i.e.- newsletters, conference proposals, etc.)
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