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Medicare and several state Medicaid
programs have adopted pay for performance models
that reward nursing facilities for better quality
(Arling, Job, & Cooke, 2009; Briesacher, Field,
Baril, & Gurwitz, 2009), linking payment to
performance on standardized quality measures.
Minnesota has been at the forefront of nursing
facility programs to provide incentives for quality
(Kane, Arling, Mueller, Held, & Cooke, 2007). The
state has developed comprehensive quality measures
tied to payment-rate increases and made publicly
available through the Minnesota Nursing Home
Report Card (www.health.state.mn.us/nhreportcard). In 2006
the Minnesota Legislature established the Nursing
Facility Performance-Based Incentive Payment
Program (PIPP). PIPP connects performance-based
incentive payments with quality improvement
projects and encourages local solutions to quality
problems rather than the top-down approach
characterizing earlier efforts. PIPP strives to:

» Improve quality, increase efficiency, and/or
encourage community care;

« Demonstrate how evidence-based practices can
improve the quality and efficiency of care;

» Encourage providers to innovate and take risks;

 Foster collaboration and shared learning both
within and between organizations;

« Establish a business case for investment in better
quality from the perspective of multiple
stakeholders — Medicaid, providers, and
consumers; and

* Identify the key elements of successful quality
improvement efforts, costs and benefits, and how
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they might be disseminated across the nursing
home industry.

Performance-Based Incentive Payment Program
Design

The Minnesota Department of Human
Services (DHS) publishes an annual Request for
Proposals (RFP), available online at
http://www.dhs.state.mn.us/dhs16_136547. All Medicaid-
certified nursing facilities are invited to submit a
proposal and collaborative proposals involving
multiple nursing facilities are encouraged. Facilities
can request an incentive payment up to 5% of their
operating rate per diem for one to three years, with
the requested amount tied to project scope and
complexity. With the contribution of federal
participation and private pay residents, PIPP funding
results in approximately $18 million available for
projects annually. While PIPP funding is a
substantial public investment, it represents only
1.5% of annual nursing home expenditures.

Proposals are required to describe how
performance outcomes will be measured, reported,
and evaluated, including baseline data, performance
period and targeted levels to be achieved. Providers
are at risk of losing 20% of the proposed incentive
payment if the stated outcomes are not achieved.
Following publication of the RFP, DHS sponsors
statewide seminars to help providers understand all
aspects of the proposal-writing process. In addition,
DHS and the Minnesota Area Geriatric Education
Center (MAGEC) offer educational sessions and
more-intensive fellowship programs for facility staff
focusing on proposal writing, quality improvement
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and root-cause analysis strategies, sustainability of
results beyond the end of funding, and the
opportunity for facilities to share successful
strategies.

Projects and Facilities

Almost half of all Minnesota nursing
facilities (178 out of 379) have participated in PIPP
to date, implementing 69 individual or collaborative
projects. Table 1 lists project topics and
performance measures by major themes. The large
majority of projects address clinical quality of care,
followed by projects using particular technologies to
improve efficiency, safety, or the facility
environment. Less common are projects focusing on
psychosocial, rebalancing, or organizational-change
goals, possibly as these tend to be more complex.

We also compared facilities with funded
projects to those that were not selected or have not
submitted a proposal. The funded facilities are
significantly more likely to be urban, freestanding,
not for profit, and part of a nursing home chain, with
more nursing home beds and higher average acuity
levels. We also examined facility quality to
determine if the program appealed more to those
with higher or lower initial performance; however,
participating facilities were similar to other facilities
on almost all Minnesota Nursing Home Report Card
quality measures, with the only significant difference
being more private resident rooms in participating
facilities.

PIPP performance targets and outcomes
achieved are a function of projects’ complexity,
areas of focus, and facilities’ initial performance.
Typically, projects contract for an annual
improvement of about 10% in clinical quality
indicators and/or 3-5% in resident quality of life
domains, though these targets can vary depending on
facilities’ performance at baseline.

Overall, PIPP projects have been successful:
of the 37 projects completed to date, 27 (73%) met
their outcome goals as originally contracted. Nine
additional projects met their goals after modification,
to address an initial choice of outcomes not well-
connected to the intervention or targeted
improvement levels not realistically attainable
(issues occurring early in the program before DHS
gained experience with its administration). Two
projects (5%) have taken a rate reduction for either
not completing their intervention or not reaching
their outcome goals.
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Provider Experiences in Implementing Performance-
Based Improvement Projects

In order to better understand the experiences
of providers participating in the program, DHS
contracted with Indiana University (IU) and the
University of Minnesota (UMN) to conduct a
preliminary evaluation of the program in January-
June 2009, including interviews with 35 leaders
representing 7 projects, on-site observations and
participant interviews at four facilities, and a group
discussion with a cross-section of 30 project leaders.
In nearly every case the leadership and staff were
highly enthusiastic about their projects, felt they
were succeeding, and were learning a great deal
about the quality improvement process. The
following themes emerged.

Motivation: Many leaders commented that they
could not have undertaken a quality improvement
project of this magnitude without the additional
funding provided by the program.

Having a Solid Foundation: Project development
was often data driven and focused on identified areas
of quality problems, such as poor performance on
specific quality indicators (QIs). Though some of the
projects were developed from “the top-down”, with
administration leading the quality improvement
effort, a number of leaders stressed the importance of
involving residents, family members, and staff early
in the project development process. Peer support
among members of a collaborative or experiences of
other facilities that had previously undertaken
quality improvement projects were pivotal in project
selection and design. Several leaders noted their
project had a steep learning curve for both leadership
and staff; they recommended beginning the
education process well before project
implementation

Choice of the Right Quality Measures: Most
project leaders felt that using standardized measures
such as QIs or the Minnesota Resident Quality of
Life Survey was preferable to creating their own
measures and it allowed them to compare their
performance against their peers. At the same time,
some project leaders and staff felt that standardized
measures can miss small but important changes in
resident health, functioning and quality of life. Some
providers saw improvement in areas they had not
anticipated, and wished they had chosen different
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performance measures. Overall, providers stressed
the need to carefully select performance measures,
recognizing that the project may have spillover
effects to several areas of quality.

Complexity of the Resident Population: Project
leaders found it challenging to address the
complexity and various needs of the resident
population. For example, residents on transitional
care units and residents on dementia-focused special
care units required very different approaches in
assessing and managing pain. Leaders and staff
stressed the importance of flexibility and adaptability
in dealing with different resident circumstances.

Staff Buy-In: Beginning with influential staff
members, both those who reacted positively and
those with initial negative feelings about the project
was crucial to gaining widespread support of staff.
Presenting staff with evidence of likely project
success was a key to staff buy-in. Staff became more
engaged in the project when they could see
improvements in resident quality of life and when
they observed that better clinical outcomes such as
fewer falls, less pain, and improved continence
resulted in less paperwork and a reduced workload.

Enhanced Communication: Many  projects
necessitated widespread staff involvement. The
success of a fall prevention program, for example,
rests on the participation of staff from nursing to
housekeeping in recognizing and addressing fall
risks. Several project leaders stressed the importance
of open communication between staff members,
particularly between licensed nurses and nursing
assistants and between nursing and other staff. They
also emphasized joint problem solving and patience
and flexibility in dealing with co-workers.

Effective Leadership and Community Building:
Everyone agreed that project success hinged on
effective leadership that has credibility and gains the
trust of staff, encourages ownership of the quality
improvement effort at all levels of the organization,
and empowers residents to become involved in the
quality improvement process. Project leadership
also needs to build a sense of community, generate
enthusiasm through increased teamwork, instill a
feeling of common purpose focusing on the needs of
residents, and strengthen ties between staff and
residents.
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Patience and Flexibility: Leaders emphasized
starting small, keeping goals simple and realistic,
and building on successes. Given the uncertainties of
organizational change, leaders felt the need to be
flexible, ready to make necessary alterations in
project plans or to customize projects to the local
context of an individual facility or unit.

Sustainability: A major concern was how to sustain
the project beyond the funding period. There was
hope that improved quality outcomes would
eventually be rewarded with higher occupancy,
lower costs, and/or increased revenue. Some projects
had a clear business plan for replacing program
funding by marketing their services or opening new
lines of business.

Primarily, leaders hoped that the emphasis on
continual quality improvement, which emerged from
participation, would create the momentum to sustain
the project and perhaps even open up new areas for
quality improvement. Also, they felt that investments
in staff education or new technologies would
continue to pay off beyond the project period.
Despite their optimism several project leaders
regretted not putting more effort into planning for
sustainability when selecting and designing their
projects.

Continuous Program Improvement

Last year, the federal Agency for Healthcare
Research and Quality (AHRQ) awarded an
implantation and dissemination grant to 1U/UMN
and an additional partner, Western Kentucky
University. This grant provides an exciting
opportunity to better understand barriers to
participation for some facilities; why others achieve
funding, carry out successful projects, and sustain
their outcomes; to assess whether PIPP is meeting
the state policy goals of improved long-term care
quality, effectiveness, and efficiency; and to develop
and effectively disseminate a toolkit and other
quality improvement resources based on the
experiences of participants. Intensive case-study and
quantitative analysis will begin summer 2011.

Two Example Projects: Empira’s Fall Reduction
and Ecumen’s Awakening

Two projects provide an introduction to the
kind of work involved, the outcomes achieved, and
how projects are monitoring and maintaining those
outcomes.  Empira is a quality collaborative
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including  five unaffiliated long-term  care
organizations located statewide. In proposal
development meetings, collaborative and facility
leadership compared quality data from various
federal and state sources and were particularly struck
by their rate of residents who fall, where they were
performing below the state average. As they began
their project, based in part on development work by
the Kings Harbor Multicare Center in the Bronx,
they realized all facility staff needed to become
“Crime Scene Investigators” uncovering root causes
of falls in their buildings. By comparing data across
participating facilities to determine where, when and
what the resident was doing when the fall occurred,
the team found key internal (e.g. balance, sleep
deprivation, medications), external (e.g. noise,
environmental contrasts, beds set too high or low),
and systemic (e.g. shift change times, particular days
of the week) factors. The project has taken a
preventative approach based on these findings and
has seen MN risk-adjusted QI improvements of 31%
in residents who fall (compared to a 4%
improvement statewide), 20% in symptoms of
depression/anxiety, 17% in ADL decline and 12% in
mobility decline midway through their third and
final year. Project leadership and facility staff track
outcomes using internal falls and other data on a
monthly basis, as well as following the Report Card
QI outcomes on a quarterly basis.

A second example, Ecumen’s Awakenings
project, is also based on a strong data foundation.
Ecumen is a non-profit organization owning or
operating 16 nursing facilities statewide. One
Ecumen facility, Sunrise Home of Two Harbors,
noted a high number of residents with dementia on
antipsychotics without a psychosis diagnosis, while
persistent resident behavior issues and quality of life
problems troubled facility staff. In response, nursing
staff developed a comprehensive pilot program
aimed at reduction and elimination of unnecessary
antipsychotic use, including consultation with a
geriatric psychiatrist and a pharmacist, additional
staff education on medications, assessment, trust-
building techniques and patient centered care,
subsequent enhancements to resident care plans, and
a new focus on restorative nursing and meaningful
activities for residents. Sunrise Home’s results —
essentially eliminating unnecessary antipsychotics
and reducing antidepressants by half — led Ecumen
to implement Awakenings in the entire organization,
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as antipsychotic use was an area where they were
performing below the state average. The project has
just begun its first of three performance years, so
outcome data for the collaborative is pending, but the
organization plans to rely on its existing outcome
trend tracking activities to monitor progress. The
project will also determine if residents report
improvements in  meaningful activities and
relationships with staff and other residents,
information that is collected and posted annually on
the Report Card.

What the Medical Director Can Do

Medical directors have a unique opportunity
to play an important role in PIPP. The Report Card
includes multiple QIs judged by clinicians to be
especially influenced by primary care, including
antipsychotic use, catheters, pain, restraints, behavior
problems, pressure sores, depression, continence,
and falls. These QIs could be good areas for medical
directors to monitor and possibly target using a PIPP
project in collaboration with facility staff. Beyond
these topics, medical directors can be supportive of
facility staff and engaged in PIPP, by encouraging
them to apply, bringing their expertise to the project
team, and joining them on the quality improvement
journey.
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Table 1. Performance-Based Incentive Payment Program (PIPP) Projects by Topic and Process or Outcome
Performance Measures

Theme and
Projects Project Area
(Facilities*)

Fall reduction, strength training,
Clinical sleep, pain _management,
Quality osteoporosis, bathln_g, skin care,
25 (158) congestive heart failure, wound

Psycho-Social
9 (27)

care, pressure sore prevention,
incontinence, targeted therapy
Dance program, music therapy,
art therapy, healing touch,
behavior management, cognitive
care

Process or Outcome Measures

Clinical indicators (behavior, mood, continence, pain, falls, pressure
ulcers, physical function), resident self-reported quality of life
(satisfaction, comfort), pain-related quality of life, fear-of-falling,
strength measurements, decrease in hospitalizations from transitional
care

Clinical indicators (behavior, mood, antipsychotics, pain, falls),
resident self-reported quality of life (satisfaction, relationships,
individuality, meaningful activities, mood), Geriatric Depression
Scale, Mini-Mental Status Examination, Sit Stand Fall Assessment

Days in a non-nursing facility care setting, nursing facility referrals
to home care, decrease in hospitalizations from home care, length of
pain severity scale, community participation in
Alzheimer’s support activities

Clinical indicators (behavior, mood, falls, weight loss),
Resident self-reported quality of life (satisfaction, meaningful
activities, food enjoyment, autonomy, individuality, relationships),

indicators (incontinence, falls), resident self-reported

Community transition  skills,
Re-Balancing | rehabilitation, Alzheimer’s-
6 (31) related community caregiver | short-stays,
support
Organizational | person-centered care, culture
Change change,  nursing  assistant
mentorin
7(20) J staff retention
Safe patient handling, call or ' Clinical
Technology | ; |
14 (30) alarm systems, environmenta

modifications, electronic health

quality of life (comfort), resident and staff injuries, missed work
after staff injury, reduced use of resident wander-guard devices, staff

records

Nursing facilities selected in the PIPP program are significantly
more likely to:

« Be located in the 7-county metro area
« Be freestanding (vs. hospital-attached)
* Be not-for-profit (vs. for-profit)

« Be part of a chain

F-329: Unnecessary Drugs — Number 1

Rich Januszewski, M.S.,Pharm.
Certified Geriatric Pharmacist
Health Care Consultants of Minnesota, P.A.

It has been almost exactly four years since the new
interpretive guidelines involving medication use were
implemented. Since that time F-Tag 329 (“Unnecessary
Drugs”) has essentially held the number one position as the
most frequently cited F-Tag by the Minnesota Department
of Health (MDH). In fact, for the year 2010, a number of
medication related F-Tags were in the top 12 positions.

F-Tag 428 (Drug Regimen Review) crept up to 7th
place and F-Tags 425 and 431 (pharmaceutical services),
when combined, placed in the 12th position.

With a focus on just F-329, for the past few months
| asked colleagues in pharmacy, nursing and medicine why
they think this is happening and what can be done to address
this issue. A variety of observations were offered and as
might be expected, the observations generally tracked along
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» Have more active beds
« Have higher average RUG case-mix

retention, staff satisfaction, medication errors
* Facilities are counted once for each new project they lead or participate in.

» Have more private resident rooms

professional lines. For what these opinions are worth |
would like to share just a few with you. Space limitations
prevent a fuller presentation.

The first sector that needs to be looked at is the one
generating these F-Tags, i.e. the MDH. Based upon the
most recent OSCAR data | could find (2008), Minnesota
facilities are more likely to receive F-329 citations than our
neighboring states and our citation rate is over 2.5 times that
of the national average (see chart below).

Percent of LTCFs Cited for F-329 (OSCAR
Dec. 2008)

60.0%

40.0%

20.0%[1

0.0% <

National ~ MN. Wisc. lowa No.Dak So.Dak
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Currently almost half of all Minnesota surveys will
involve the issuing of an F-329 citation and about 75% of
these will be double tagged with the F-428 citation. This
raises the question, why is Minnesota so different? With
high medication utilization so ubiquitous among long-term
care facility (LTCF) residents one answer is that this area is
“low lying fruit” for which any facility could at any time
receive a citation. An interesting question is why all surveys
do not result in an F-329 citation. This is probably due to
inconsistencies among surveyors. Easily the average
consultant pharmacist could identify at least one irregularity
per resident at any given time if all of the regulatory
guidelines and clinical standards of practice were utilized.
Fortunately, their better judgment prevents them from doing
S0.

Why Minnesota surveyors have chosen to be more
aggressive in their approach versus other state surveyors is
open to conjecture.

Many different types of medication irregularities
are the basis for citations. But, in reviewing the MDH
survey results run 2/1/2011 it becomes clear that one area
stands out. This area involves a LTCF’s total absence or
“unacceptable” monitoring of psychotropic benefit. Almost
three- fourths of facilities receiving a F-329 citation received
it for this reason. Are these valid citations? There is a
widespread opinion that the monitoring processes employed
by the majority of LTCFs are of little to no clinical value to
practitioners. None to few practitioners use the monitoring
information to assist in determining a medications
need/benefit. Most LTCFs employ a process that is
performed every shift of every day. These processes have
never been shown to have internal validity, reliability, or
practical utility.

There are about 50 tools developed for assessing
agitation with 13 able to be used across multiple patient
populations. LTCF use of these tools might better serve
residents on psychotropics and assist with regulatory
compliance.

A second sector to mention involves those who are
writing the orders for the medications being cited. There is
a common belief that if prescribers themselves would be
directly cited there would be two beneficial outcomes. The
first outcome would be a more direct accountability of
prescribers in the survey process which would lead to higher
regulatory compliance. Another benefit would be that, with
prescribers becoming direct stake holders in the survey
process, they may be more inclined to challenge citations
that are of no clinical value.

Lastly, in a number of ways the LTCF sector may
be facilitating the F-329 citation rate. Frequently LTCFs
incorrectly assume the surveyors issued a valid citation.
Another problem involves a perspective that it is not worth
the effort to challenge these low level citations. This
inaction only reinforces the surveyor’s belief that they were
correct and results in the continuation of such citations. A
number of consultant pharmacists have noted a high LTCF
staff turnover resulting in staff not understanding the
regulatory guidelines. This ultimately contributes to

noncompliance. There is also the common mistaken belief
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that the consultant pharmacist’s role is to prevent all of these
citations. With the possible exception of LTCFs
compensating their pharmacist at an hourly rate, not enough
consulting pharmacist time is being purchased to assure total
compliance. For psychotropic medications alone there are at
least 15 criteria that need to be in compliance and to audit
for these it takes at least 15-20 minutes per psychotropic.
For the average LTCF this audit alone would take about 15
to 20 hours each month. Very few if any consultant
pharmacists are compensated at a rate to allow this.

And attempts to conduct these audits would be at
the expense of not auditing all of the other areas being cited
by the MDH as well as not devoting time towards assuring
compliance with current clinical standards of practice.

So, how is the industry and its practitioners to
address this issue and bring about a needed change? This is
a complicated and multifaceted issue, and as | mentioned at
the being of this article, there are a wide variety of opinions
on what needs to be done. Below are just a few of the ideas
offered.

1. Better tools need to be employed by LTCFs which would
result in more useful information to practitioners and also be
more time efficient for overworked LTCF staff.

2. There should be more “push-back” and practitioner
oversight of the citations. The various organizations
representing LTCF practitioners need to become more
directly involved. An organizational system needs to be set
up whereby citations can be reviewed and their regulatory
and clinical validity assessed. Those citations without merit
should be identified and means by which to constructively
discredit them offered. This would also provide valuable
information to surveyors for future audits. Realistically, this
process cannot be done by lone LTCFs nor individual
practitioners.

3. More effort needs to be made in educating LTCF staff as
well as prescribers on what the regulatory guidelines are and
what surveyors expect for their compliance. This is
especially true as new “low lying fruit” are identified for
citations by surveyors.

4. Prescribers need to be held more accountable for F-329
citations that involve situations beyond the immediate
control of LTCF staff.

One example of this involves prescribers not
providing the regulatory required therapeutic goals for
medications. A diagnosis alone is no longer enough for
regulatory compliance.  For psychotropics this would
provide the information needed by LTCF staff in order to set
up appropriate target behavior/mood monitoring. This would
also allow a means by which the interdisciplinary team
could evaluate a medication’s continued need/benefit.

5. The consultant pharmacists' input and the information
they provide should be better utilized so as to recognize
systems problems that can be addressed and corrected via

the Quality Assurance and Assessment Committee.
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During my discussions | heard a lot more areas of
concern and ways by which to deal with this F-329 problem
than I could possibly hope to cover in this short column.
But, as long as F-329 continues to be the most common
citation in Minnesota, there will be a need to someday
address the monetary and time issues.

Rich is the President of Health Care Consultants of Minnesota and
has been a consultant pharmacist for over 30 years. He is
nationally certified as a geriatric pharmacist and provides
consulting services to 40 long-term care facilities throughout the
mid-west.

President’s Column
John Mielke, MD

I have just returned from the AMDA annual meeting
and am really excited about our national organization. We
had excellent speakers discussing many issues near and dear
to my heart — antipsychotic reduction, effective transitions
of care, medical direction in assisted living, and reducing
rehospitalizations. If you are not aware of the INTERACT
Il project ("Interventions to Reduce Acute Care
Transfers™), | highly recommend visiting their website
(http://interact2.net/) for a host of free tools to reduce
hospitalization by providing early detection of changes,
more effective transitions for hospital to SNF and from SNF
to home.

The State of Minnesota had 30 attendees. Many of
the old timers comment on the family feel to the meeting.
It’s like finding “siblings separated at birth.” There really
are many devoted geriatric practitioners in the world.

Next year we’ll meet in San Antonio, Tx March 8-
11, 2012. Plan to join us.

Our state organization MMDA held a strategic
planning meeting in early March. Fourteen of your
colleagues devoted most of a Saturday to engage in an in-
depth discussion of the mission, vision, values and goals of
our organization. We will finalize our discussion at our
April 12" board meeting. Our three goals for the next 1-2
years will be to: 1) engage our members and non-member
medical directors in our organization to enhance their work,
2) work with other stakeholder organizations to leverage our
expertise and commitment to our patients, 3) develop our
infrastructure as an organization to assist our members
(website, Topics, and our annual meeting). AND a big
thanks to Bob Sonntag who provided a great meeting site at
his country club. Thanks Bob!

There are big changes afoot in our industry. We
need fully engaged providers and medical directors. We
expect to be more involved in assisted living, senior housing
and community care of the frail elderly. It is the hope of
MMDA that we can be a catalyst and resource for geriatric
providers as we meet these complex and critical needs.

Stay tuned.
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Introducing the newest addition to the
Saint Therese family...

SAINT THERESE
at ST. ODILIA

Providing Palliative Care with the Comforts of Home

Benefits

* Private care suites with bathrooms in an 8-bedroom home

e 24-hour nursing support

* Pastoral care programming for Catholic and non-Catholic
residents and their families

e Therapeutic whirlpool tub

* Peaceful outdoor space and beautiful, wooded views

* Quiet and serene location, still close to St. Odilia Catholic
School and Church

* Ongoing bereavement support for family after the
death of a loved one

Located in a beautiful home on the
St. Odilia Campus in Shoreview.
Call 763.531.5098 to learn more.

= www.sttheresemn.org

Providing nonprofit, faith-based care and housing to seniors since 1968.

SENIOR CARE TRANSITIONS

Geriatric Medical Director Opportunity

Join an established and successful geriatric program providing
care in the Twin Cities. Work in collaboration with nurse
practitioners to assess and manage care of elderly in skilled
nursing homes, transitional care and assisted living settings.

Full time opportunity (.5 administrative, .5 clinical)
BC in IM or FM and BE/BC in Geriatrics
Outpatient care

Position provides clinical leadership and administrative
partnership and is a member of leadership team for Allina
Home and Community Services.

We offer a competitive salary, comprehensive benefits package
and malpractice insurance.

Senior Care Transitions is a division of Allina Home and
Community Services, the trusted and expert resource in deliver-
ing patient-centered care and services for patients and families
needing rehabilitation, advanced illness or end of life care.

For more information, please contact:
Jeanne Fish

Allina Physician Recruitment Services
jeanne.fish@allina.com A

Direct: 612-262-4579 L ‘

Toll free: 800-248-4921
ALLINA

Fax: 612-262-4163
Hospitals & Clinics

www.allina.com/physiciancareers
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