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Ad Hoc Committee relating to Nurse Aides
April 13, 2016 Minutes



In Attendance: Joanna Martin, Henry Hartsell, Alexandria Hart-Smith, Narresh Bhandari, Becky Moore, Pat Beam, Lois Baer, Nancy Atkinson, Vicki Kirtley, James Joslin, Wendell Short, William Whited, Patricia Shidler, Julie Myers, Mike Cook, Michael Jordan, Patty Scott, Joyce Clark, Lisa Hill, Don Maisch, Esther Houser, Crystal Rushing and Ginger Thompson

Documents included in meeting packets:







1. Informal greeting
· Attendees began gathering at 9:45 am.

2. Call to order and roll call (Joanna Martin)
· Joanna called the meeting to order and roll call was done for the Long Term Care Advisory Board members.  

3. Review of the ground rules (Ginger Thompson)
· Ginger went over the ground rules already set by the members and introductions were made around the room.
· The group suggested and agreed to add the following new ground rules:
· Desire to improve
· Open to alternative view points
· Focus on data driven decision making

4. Review of the meeting notes from September 16, 2015 (Ginger Thompson)
· A couple of changes were noted:
· Change Bill under number 4 to William to be consistent throughout the document.
· Crystal will add the documents to the minutes that were used during the meeting.
· Hank reviewed the executive summary with the committee and went over the next steps from the last meeting, September 16, 2015.

5. Nurse Aide Ad Hoc intentions and Aim Statement review (Hank Hartsell)
· The group discussed the new aim statement and came up with the following:
· “Failure to Report” by (data measure, base, goal) in NF, ALC, Rescare, ADC
· The group discussed the need to revisit the aim statement to set a target after data is reviewed.  

6. Data Update – OSDH Staff (Mike Cook)
· Mike went over the data reports in the meeting packets.  
· A critical question was added concerning the requirements for assisted living and residential care.
· James went over the abuse/neglect/misappropriation findings.  He pointed out the number went up in the third quarter because of the new law that went into effect.  
· Don Maisch stated they will continue to work the back log until it is caught up, which he anticipates will be in calendar year 2016.

7. Continuation of discussion on reducing incidence of failure to report and/or investigate allegations of abuse, neglect, and misappropriations (Ginger Thompson)
· Hank went over the first swimlane from the nurse aide ad hoc committee and used the swimlane to create a new swimlane of what happens before a notation is made on the screen “failure to report”. 
· The group identified persons/roles who might fail to report allegations of abuse, neglect and misappropriations.
· Policy body
· Local law enforcement
· Medical Director
· Therapy staff
· Medical Aide (Direct Care)
· Housekeeper
· Maintenance
· Dietary staff
· Volunteers
· Social services
· Media/news/hotline
· Contractor
· Investigator
· Activities 
· Resident
· Family
· Non-staff
· Director of Nursing
· Administrator
· Person who hears it (staff)
· Nursing staff
· Staff observe it
· APs
· Ombudsman
· Alleged perpetrator
· Goes home
· Hospital or other healthcare providers

8. Discussion of root cause analysis on failure points (Ginger Thompson)
· Resident or family don’t know that they should report
· Where to report
· Lack of knowledge
· Family not aware of phone numbers to report
· Complaint numbers not posted or accessible
· Been reported before…already investigated…no action taken
· Crime reported to ombudsman and no one else
· Lack of evidence
· Staff thinks resident lost property
· Skip process – straight to private attorney
· Dementia – don’t believe them
· Don’t believe it’s true
· Staff thinks it did not happen
· Time
· Investigated internally6 only – did not report externally
· Staff person tried to solve problem themselves
· Breakdown due to unknown perpetrator
· Staff refuse to believe it happened
· Thinks it is insignificant
· When administrator is friend of perpetrator
· Retaliation against staff
· Fear
· Retaliation against resident or family
· Fear of retaliation
· Nurse Aides make false allegations against each other
· False allegations
· Fear of losing jobs, other life circumstances
· Perpetrator threatens others
· Does not pull policy out
· Cannot find policy
· Policy does not exist or does not address situation
· Misremembers policy
· Lack of decision point to intervene
· Staff not trained on de-escalation
· Fear of consequences to facility
· Retribution against facility
· Lack of ability to deescalate
· It was consensual
· Resident defends perpetrator
· Staff acts in self defense

9. Critical Questions and New Barriers (Ginger Thompson)
· Facilities failing to report neglect.
· OIG report estimates abuse under-reported by 40-60% by facilities.
· What data do we need for citations?
· How do we pull abuse/neglect data from other facility types (assisted living, residential care, ICF/ICD)
· What are abuse tags for the other facilities to get data?

10. Next steps and task list (Ginger Thompson)
· Evaluate clusters and get data baseline in place
· Prioritize failure points of those most likely to produce results

11. Establishment of additional meeting dates for the Ad Hoc Committee (Joanna Martin)
· The group discussed the next meeting being on the morning of the next LTCAB meeting on July 13th and will end at noon.  

12. Adjourn
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Ad Hoc Committee on Standards, Practices and Procedures of the Oklahoma State Department of
Health Relating to Nurse Aides
of the Long Term Care Facility Advisory Board

Executive Summary
September 16, 2015

The Ad Hoc Committee on Standards, Practices and Procedures of the Oklahoma State Department of
Health Relating to Nurse Aides held their tenth meeting on September 16, 2015. Long Term Care Facility
Advisory Board members present were Joyce Clark, Joanna Martin and William Whited. Others present
were Alexandria Hart-Smith, Patricia Shidler, Eyinade Kila, Sue Davis, Michael Cook, Patty Scott, Becky
Moore, Don Maisch, Henry Hartsell, James Joslin, Vicki Kirtley, Esther Houser, Trish Emig and Crystal
Rushing. From the OU Center for Public Management, Ginger Thompson facilitated the meeting.

The committee reviewed data on the frequency of nurse aides appearing at hearings.
e InFY 2015, out of the 30 cases filed against nurse aides, 28 have been finalized and two are
ongoing. Of the 28 finalized, 14 nurse aides appeared and 14 did not appear at the hearings.
e InFY 2016 to date, 11 cases have been filed. Of the 11 cases, two are still ongoing. Of the nine
cases finalized, three nurse aides appeared at the hearings, five did not appear, and one was
concluded with an agreed order.

The committee reviewed data on residents most at risk of abuse.
e The interpretive guidelines in the Centers for Medicare and Medicaid Services' State Operations
Manual, Appendix PP, identify the following residents at increased risk of abuse and neglect:
0 Residents with needs and behaviors which might lead to conflict or neglect, such as
residents with a history of aggressive behaviors;
Residents who have behaviors such as entering other residents’ rooms;
Residents with self-injurious behaviors;
Residents with communication disorders; and
0 Those that require heavy nursing care and/or are totally dependent on staff.
e The National Center on Elder Abuse (NCEA) includes the following “ biggest” risk factors:

O OO

0 Residents with unwanted behaviors associated with dementia;

0 Residents with unmet needs;

0 Residents with a high degree of dependence (social isolation);

0 Residents who rarely receive visits; and

0 Residents that have had previous conflicts with staff, or have had little time to develop

personal relationships with staff.

The committee reviewed data on factors that result in nursing facility deficiencies related to possible
abuse, neglect and misappropriation (F223, F224, F225 and F226) from January to June 2015. Failure to
report or thoroughly investigate was the most common factor. Nurses (RNs or LPNs) were the category
of facility staff most often mentioned in the deficiencies.

The group did a root-cause analysis exercise on the two most important opportunities for improvement
that were identified in a previous meeting. The two identified were:

e Fulfilling the obligation to report incidents

e Facility processes and policy development
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The group agreed on the importance of drawing more detail from the deficiency statements to
understand root causes for failure to report and failure of facility policies. The more detailed
information will be analyzed at the next scheduled meeting, and the group will continue with the root
cause analysis on facility processes and policy development.

The group discussed the communication plan for distributing information to stakeholder and others
interested in the work of the Ad Hoc Committee and agreed on the following:

The group reviewed a handout on the days between receipt of allegation at OSDH and placement of
pending notation on registry.
e The mean processing time on pending notations of abuse, neglect and misappropriation was 5
days, from February through September 2015. The days ranged from 2-6 days from February to
August 2015 with the exception of June. June was 14 days due to the relocation of the Office of
General Counsel.

Next steps:

e Obtain data regarding causes for “failure to report;”

e Obtain data deconstructing facility abuse prevention policies and operationalization;

e Add web training to the communication plan;

e Beginning a storyboard on the project;

e Changes references to "pink screen" in June 24, 2015 executive summary to "placement of a
pending notation of abuse, neglect or misappropriation on the nurse aide registry;" and

e Modify the current AIM statement at the next meeting.

The meeting convened at 9:30 and adjourned at noon.
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