



Is Quality a process or a procedure?  (Continued)





providing the product.  Systems that are designed to eliminate waste, lower the cost of the service and improve the quality of the product and the margin of profit (win-win for all parities involved).





The Caregiver Outcome Manager is designed to assign staff with their daily interventions by dispatching the workload using minutes of care programmed into the care maps.  As a resident’s assessment is done the system is modeling the blueprint of care.  This blueprint is also forecasting the time utilization based on minutes of care attached to the task.  The computer dispatches the assignments to each staff person up to their work capacity and skill.  The system then provides the tracking tools for proving the interventions were done, how long it takes to complete them and what was accomplished for the resident.  The following functions are fulfilled using this approach:


Accountability for Quality


Time Management of Workflow


Documentation at the Bedside


Efficiency of Workforce


Productivity (measuring outcomes)


Forms the database for costing the care





CHANGE THE CULTURE AND CHANGE THE OUTCOMES Nursing Homes are at a juncture of either changing their internal culture to a wellness philosophy or being relegated to providing low margin custodial services.  The purchasers of Health Care are looking for ways to improve quality and save money.  The providers are saying this is not possible without additional Government funding.  There lies the dilemma.  There is not enough money to fund the burgeoning long-term care market using current management methods.  However, through the use of Caregiver technology quality and money can be balanced.


 


Point of service Part of the equation is to get the information processing as close to the resident care as possible.  Portable devices will do this.








Realignment, Reorganization and Reengineering





To change the culture takes a change in organizational structure.  Reengineering the organization and operation around self-directed work teams that replace the traditional departmental structure is the answer we are looking for.  This focuses on “person centered care” not departmentalized turf.





The Caregiver System enables this to happen by using the blueprints of care to assign the team members their responsibilities. This appropriates the workload and workflow to the team leader for implementation.  The labor pool is tapped based on the work capacity of the team members.  The Team Leader is then given the authority to direct the patient centered medical and social services using computerized time management tools.





SUVERYORS AND FAILITIES LOVE THIS APPROACH If the patient needs the care; the blueprint of care, the documentation and the visual outcomes all need to be the same.  If they are not the care is substandard and may be life threatening.  Therefore, the system orchestrates the action and the evaluation of the care. It will alert the team leader if something is missed.  It will alert the team members of interventions that might otherwise be missed.  It provides a means for measuring the effectiveness of the blueprint of care through the daily checks and balances on time utilization and progress towards prescribed goals.  





Caregiver Also Manages the Money To build common sense logic into the utilization of the direct care staff’s time is a money saver! If any system reduces time waste, improves moral that eliminates turnover and absenteeism it will make you money in two primary ways:





Quality Control Measures


Efficient and Effective Time Usage





It is then the foundation for teams and Computerization at the “point of service” level.
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 “How To Improve Quality and Save Money”





Is Quality a process or a procedure?  In Long Term Care it is definitely a process.  The residents are aging and need to be restored functionality to have any “Quality of Life”. If the process is more efficient and cost effective it saves money.





ASSESSMENT OF RESIDENT’S PROBLEMS MAPS THE CARE The Federal Government did us a favor by developing the MDS resident assessment instrument. It standardizes the process and builds a database of information for multiple purposes.


Planning the care


Implementing the care interventions


Proof of the need for care and documenting the delivery of Care


Creates a blueprint for measuring outcomes and costing the direct labor 


Minutes of care are directly related to the interventions and form the basis for measuring staff efficiency and productivity


Prices the care for Medicare and Medicaid (managed care and self pay services can also be unbundled from the room rate)





QUALITY OF RECORDS DEPICTS THE QUALITY OF CARE The Caregiver System sets up the documentation as the care is mapped for delivery.  The proof of delivery is captured as the care is delivered using printouts or portable computer devices.  By holding the staff accountable the quality of the outcomes improve, as does the proof of the staff’s accomplishments.





STAFF EFFICIENCY AND PRODCUTIVITY REDUCES THE COST OF QUALITY  As Professor Deming proved in the automobile industry the elimination of waste reduces the cost of (continued on next page)





 “Caregiver Technology Lowers Cost of Care”  





USE OF COMPUTERS has organized the stock market, the airline reservation systems, the delivery of military warheads, putting men on the moon and taking America out front in the world economy.  Therefore, why hasn’t LTC health care kept up with the rest of society when it comes to using computer modeling for managing revenue and controlling labor costs? There are tremendous opportunities when the workflow is made more efficient.





THE HARDWARE has outrun the progression of software in health care.  Wide Area Networks, Point of Service processing, Electronic records, wireless hand-helds are now feasible for any LTC facility, but most of the providers seem to view them as too expensive and beyond the capability of their clinical staff. In my opinion neither perception is true if the right systems are used.  





THE COST of the hardware, electronic sensors and the training is paid from new money in the first three days of each month created by the system in savings of labor costs and capturing lost reimbursement that is still on the table.





THE TRAINING of the clinical staff is simplified by the use of audio and video help programmed right into the software.  So the onsite training can be done as the software is being used.





THE SOFTWARE consists of preadmission DM software that screens, costs and admits a patient to the MDS assessment.  After admission the system creates a temporary care plan until the MDS is locked and transmitted.  Then your existing MDS data is imported into OM models ready for editing.





THE CAREGIVER NETWORK SYSTEM downloads checklists for each discipline to handheld devices focusing on the goals and proof of quality responding to the MDS and PPS regulations.

















