Home Health Culture Plan of Action
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Improving Home Health Agency Culture

Introduction

The development of strong cultural support for quality and safety is an important goal for all healthcare organizations.  It is generally accepted that organizations seen as having quality and safety oriented cultures achieve the highest levels of quality performance.  The question that has challenged us all is how to best achieve such a culture.

There are many different models of culture and just as many views as to the changes needed to improve culture.  Without taking a position on which approach is best, we have adopted a model for this program that appears to provide the best fit with the Quality Improvement Program, the Outcomes Based Quality Improvement (OBQI) methodology, and available evidence.  This program is referred to as the Quality Capability Model.

The Quality Capability Model is based on the Capability Maturity Model, a well established model widely used in industry, especially information technology that has an extensive history of application and a wealth of supporting evidence.  Essentially, the model is based on the proposition that organizations go through specific stages in the development of reliably high performance.  These stages begin with an approach that is largely dependent on individual effort, and progress systematically and predictably through adoption of a model, monitoring and tracking performance according to the model, integrating the model into management, and optimizing the model.  Each step in the process has specific tasks that must be accomplished before the next stage in development is possible.

Although OBQI is not organized into stages, it follows a similar developmental process.  Agencies must learn the model, learn to use data to support the model, and develop skills and tools in using the model to manage and improve care.  

Culture Assessment 

There are many ways to measure culture.  The selection of a tool often depends on the view or model of culture that you have adopted.  The Home Health Agency Culture Assessment is based on the model adopted for this program, the Quality Capability Model.  Formally measuring organizational capability is an involved and rigorous process, similar to performing an assessment for Baldridge or ISO.  We thought such a rigorous approach impractical for our purposes, and so we adopted a simplified approach of measuring staff perception of organizational capability.  This approach has several implications that are important to understand.  

a) Staff perception of the organization depends on the role of the staff person.  Especially in larger organizations, no one person will have a complete picture of the agency.  Therefore, it is important to get several people to contribute to determining the overall perception of the agency.

b) While no one has a complete picture, the closer a person is to the direct delivery of care, the more reliable his or her perception.  Conversely, the more removed a person from direct care, the less accurate their perception.  In our experience, this means that managers have difficulty seeing the entire picture (although small agencies tend to be an exception to this.)  Therefore, the participation of front line staff in the assessment process is critical.

c) Culture is ultimately shaped by conversation.  The assessment, planning, and intervention process is best conducted as an open process where people are encouraged to contribute their ideas and discuss progress and impact.  Therefore, this process will be most successful where broad participation and dialog about the project, formally and informally, is encouraged.

Finding a Target for Improvement

The HHA Culture Assessment is a summary of how staff perceives the agency.  Development of specific interventions will require staff discussion of the specific agency processes and characteristics that are behind the perception.  This is parallel to the process in OBQI in which staff discuss outcomes and the related processes of care to determine areas for improvement.  Here are examples of questions that will assist you with this process:

a)  What does the staff see that explains the results seen in the survey?

b) If there are differences of opinion about the results, what seems to explain those differences?  Are differences related to different roles or different professions?

c) What are the key changes that staff think needs to occur to address the areas of improvement?

d)  What are the key barriers that staff expects to encounter when they work on identified improvement?

e)  What skills does the staff need to help them succeed at the area of improvement?

f)  What resources or support are needed to help staff succeed at the improvement effort?

Discussion of the questions provided, and/or others that you will think of, is expected to clarify key areas for improvement.  Often several areas will be identified, in which case we encourage you to discuss how to prioritize your interventions.  In general, consider the following in setting priorities:

a) The development of capability occurs in stages.  Working at a later stage (e.g. integrating data into the management of the agency) will not be very successful if earlier stages are incomplete (e.g., definition of a model of improvement, teamwork, leadership, etc.).  Consider the description of stages of improvement and their relationship to the domains in the assessment instrument as you select an area for improvement.

b) Starting small and having success is preferred over extensive changes that require considerable time or complex interventions.

c) Focusing on more basic areas, such as the use of a model of improvement, is preferred over more complex areas, such as the integration of the care team or developing a patient centered approach to care.

Drafting a Plan of Action

At this point you should have the results of your culture assessment, held a staff meeting to discuss the assessment, and decided your priorities for improvement.  Before you start completing the Plan of Action there are a few other things that must be decided.  

a) State the change you want to see in terms of observable behavior.  This is the best way to be sure that everyone is in agreement and working on the same improvement.  For example, rather than saying “we will promote teamwork”, say “every team member will provide input to the care plan” and “staff will be surveyed monthly on their participation in care planning”.

b) Identify a change agent.  Interventions are more successful when a key person who has the support of senior leadership and the desire to see improvement, is given the tools and authority to facilitate the intervention.

c) Identify processes for tracking.  How will you communicate to people if the plan is working or not?  The culture survey is not likely to be useful for short term monitoring.  Consider brief checks, such as a couple of key questions to ask people periodically as a way to monitor your project.

d) Create a process for promotion.  How will you recognize people who are having success?  What is the payoff for improvement?  If you are asking more of people how will they be recognized and rewarded?

The Dimensions of Culture and Stages of Improvement

At the time this is being written change packages are underway to guide HHAs in their improvement efforts, and guide QIOs in how to provide assistance.
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“Measurement”

Home Health Agencies (HHAs) are able to use the Home Health Culture Survey provided by CMS and available from your QIO.  This instrument can be scored using the associated survey scoring tool which produces a summary report for the HHA.  This report can then be used as a starting point for staff discussion.

Whatever instrument you use, for consistency sake, indicate the instrument and if this is the baseline measurement or a repeat measure.  Include the date and the number of people who have completed the instrument.  The number of people taking the instrument is an indication of how representative the summary scores are of the agency.
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“Domain Addressed by the Plan of Action”

The six options in this section (plus “Other”) correspond to the six areas in the HHA Culture Survey instrument.  In this Help Section we will briefly expand on each of the six so the reader can get an idea of the types of activities that may fit into each topic and use this as a starting point for the staff discussion of the scores and priorities for improvement.

A) Overall Guiding Model for Quality Improvement.

The overall model for improvement is something that is more basic that identifying an approach to improvement.  It represents an approach to providing quality care that is integrated into the essential aspects of the agency: staff selection, training, professional development, care planning, care delivery, and more.  When the model for quality is integrated into the agency then several things happen:

· There is an expectation that people will deliver care in a manner consistent with the model

· The various areas of agency life are expected to be consistent with and support the model

· Efforts at improvement are expected to be consistent with the model and not a matter for individual creativity or reinvention

B) Leadership Demonstration of Commitment to Quality

This dimension is about the perception of leadership and how well leadership clearly and unambiguously promotes safety and quality.  It reflects the extent to which leadership is seen as acting in ways consistent with the values of the organization.  If the agency has embraced a model for improvement, then leadership would be expected to continuously advocate for the model and drive the integration into all areas of agency functioning.

C) Team Approach to Care

The team approach to care is more than organizing people into groups.  A team approach to care has the following characteristics:

· Diversity of membership.  Various professions are represented and contribute on an equal basis according to their expertise and the needs of the patient.

· Distributed decision making.  Decisions are not centralized into one or a few roles.  Decisions are shared and people are included according to the needs for effective planning.

· Management as facilitation.  In effective teams the role of management changes.  Since planning and decision making are in the team, the role of management is to assist the team in functioning effectively, rather than directing.

D) Communication

This dimension refers to the interactions among staff in the agency.  It starts with having a generally acknowledged concept of the qualities of communication necessary for effective teamwork and delivery of quality care.  Just as a model for quality comes with an expectation that people will act in accordance with the model, a concept of communication carries the same expectation.  If may include any of the following:

· openness between staff as well as between staff and management

· management of conflict or disagreement

· safety to disagree, challenge, or even offer different views

· willingness to consider alternate points of view

Communication is subject to the same stage model.  There must be a generally agreed upon set of qualities or expectations for communication.  Established standards need to be monitored, they need to be of importance, and there needs to be a systematic effort to enhance and improve these skills.

E) Patient Centered Care 

Patient centered care is health care that respects patients’ wants, needs and preferences. Patient Centered Care solicits patients’ input on the education and support they need to make decisions as well as participate in their own care.  As with the other dimensions, ask if this is the model embraced by this agency, and what is the evidence for that?  Is it monitored, managed and optimized?  

F) Care Coordination

This dimension refers to the extent that care is coordinated across all services and over time.  Coordinated care is care that integrates various professional services together to deliver consistent and efficient services over time.

As with all the dimensions, this begins with having a shared understanding of care coordination that is integrated into the agency and supported by staff.  Staff members are monitored for consistent care coordination. Care is tracked and optimized for effective coordination of services.
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“Identified Problem or Strength”
In this section you will describe the operations identified for improvement in your discussions with staff.  This is not the broad “Domain Addressed by the Plan of Action” listed in Section Two, which is one of the six broad dimensions from the survey.  In contrast to the six domains, the identified problem or strength is the more specific or local aspect of your agency that is judged by your staff or team to be significantly related to the Target Outcome.  It is a more specific statement of your focus at your local agency.

A team discussion is essential in this stage, and therefore we have provided a separate Help file on team discussion.  At this stage you begin to transition the general domains to the more specific issues faced by your agency.  Team discussion is not only essential for that transition, it starts the process of staff buy in to the entire process.

In this section you may choose to follow the model used in the HHA Culture Survey.  In this model there are four developmental stages for organizational high performance.  Your survey results will point you to both an area and a stage that may be of value as targets.  The stages and related general recommended interventions are shown in the table below.  More specific interventions designed around your target area may be available from your QIO.

	Developmental Stage
	Stage Description
	Suggested Intervention Action

	“Ad Hoc” or “Initial”
	Performance at this stage depends on the efforts of individuals.  Agency actions to standard processes.  There is no generally accepted and applied methodology, model, or organizing concept.
	At this initial stage the agency must define a model, approach, or concept that can be used to develop consistent methods and create alignment across departments, units, or related processes.  This is far more than identifying a model, it is engaging people in using the model to organize their work, and moving existing processes into conformity with the model.

Two examples of interventions at this level are:

1. Identifying and implementing a model.  Engaging staff in discussions regarding the type of model that describes the agency approach to the subject area (e.g. QI, teamwork, leadership, etc.).  Define related roles, what processes are associated with the model, and skills required to succeed.

2. Alignment.  Given a model, examine the existing processes in various areas for their support and alignment of the model.  Typical areas for investigation includes hiring practices, staff orientation, staff CE, team meetings, etc.



	“Modeled” or “Replicable”
	The agency has adopted a model for improvement that is applied in a consistent fashion (e.g. OBQI).  Staff are taught and expected to use this model in their improvement efforts.
	Once a model exists and has been integrated into the organization, the next developmental action is to begin to gather data to determine if the model is being consistently applied.  The agency will need to define the actions, outcomes, or processes that reflect the model and metrics associated with those processes.  The focus at this stage is on a data driven refinement of the model, including refining methods for data collection and developing meaningful metrics.

	“Managed”
	Management has documented a consistent approach and is committed to proper implementation.  Not only is the accepted model integrated into training and procedures, there is also monitoring and regular feedback on progresses.
	Once the agency has a model, related data and metrics, the next developmental step is to manage from metrics.  This means establishing an open use of measures, associated expectations for improvement, and routine use of the data to determine not only if the agency model is being followed, but if staff efforts to improve effectiveness show results.

An intervention in this area would incorporate metrics into a dashboard that is used routinely by staff to track impact and the effectiveness of improvement efforts.

	“Optimized”
	The agency uses data to monitor and improve performance.  Further improvements are tested and evaluated; best practices sought and shared; and leadership actively seeks to test and integrate best practices into all aspects of the organization.
	In this top level, an agency has implemented a model, had efficient data collection methods, meaningful metrics, and the metrics are routinely used to monitor and manage performance. The ultimate step in development is to then routinely test and implement improvements aimed at identifying and spreading best practices.
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“Behaviors or Processes Selected for Improvement”

The behaviors or processes that are the focus for improvement means the specific area that you will change, i.e. the subject of your intervention plan.  For example, if the “Target” in Section Two is Teamwork, and the “Identified Problem or Strength” in Section Three is “lack of direct communication among staff members”, then the “Behaviors or Processes Selected for Improvement” might be such things as 1) increase staff skill in conflict resolution through training or 2) increase recognition and reward for staff who model open communication, or 3) increase frequency of face-to-face staff among staff, etc.

You can see that each step is more specific and concrete than the previous step.  Measurement instruments tend to be abstract and cannot indicate specific actions within a single agency that account for the measurement scores.  This transition from a general area of improvement to specific staff actions is accomplished through conversations with the staff who know the agency best and can readily identify the actions needed for improvement.

So then why measure?  Why not just have a conversation and implement a plan?  You could do that, and do it successfully.  However, you would be missing at least two things.  First, you would not have guidance on what areas would be important to address.  Second, you would not have a way to asses your agency performance relative to your peers.  Comparisons to other agencies must be general while interventions must be local and specific, thus we go through the steps of transitioning from the general to the local.

Example:  

2.
Target Domain Addressed by Plan of Action:                                                                                         
h) [ ]  Guiding Model for Quality Improvement.

i) [ ]   Leadership Demonstration of Commitment to Quality

j) [X] Team Approach to Care

k) [ ]  Communication

l) [ ]  Patient Centered Care 

m) [ ]  Care Coordination

 3.
Identified Problem or Strength:                                                                               

Team members do not keep each other informed of significant patient events or relevant care information. As a result there have been duplication of services and risk of injury due to errors.  Discussion revealed that staff does not have a shared understanding of the roles played by different professionals and their communication needs.  Case discussions currently do not address communication issues.  Further, there is a need for an efficient mechanism for staff to get information to one another.

4. Behaviors or Processes Selected for Improvement

After examination of all relevant communication mechanisms one process was selected for improvement and a new process was selected for implementation.  The process for improvement is case discussion during team meetings.  An agenda is used for case discussion meetings. Communication is a standing agenda item, including clarifying any special communication needs or concerns and checking on the quality of communication among staff and between staff as well as patients.  

Second, staff in-service training will address the issue of roles and communication, including defining a model for effective staff communication and instruction in skills needed to maintain communication. 
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“Intervention Actions”

The intervention actions are specific assignments to staff that will carry out the improvement effort.  This is the most concrete of the series of progressively more specific action statements.

Continuing from the previous example:

2.
Target Domain Addressed by Plan of Action:                                                                                         
n) [ ]  Guiding Model for Quality Improvement.

o) [ ]   Leadership Demonstration of Commitment to Quality

p) [X] Team Approach to Care

q) [ ]  Communication

r) [ ]  Patient Centered Care 

s) [ ]  Care Coordination

 3.
Identified Problem or Strength:                                                                               

Team members do not keep each other informed of significant patient events or relevant care information. As a result there have been duplication of services and risk of injury due to errors.  Discussion revealed that staff does not have a shared understanding of the roles played by different professionals and their communication needs.  Case discussions currently do not address communication issues.  Further, there is a need for an efficient mechanism for staff to get information to one another.

4. Behaviors or Processes Selected for Improvement

After examination of all relevant communication mechanisms one process was selected for improvement and a new process was selected for implementation.  The process for improvement is case discussion during team meetings.  An agenda is used for case discussion meetings.  Communication is a standing agenda item, including clarifying any special communication needs or concerns and checking on the quality of communication among staff and between staff as well as patients.  

Second, staff in-service training will address the issue of roles and communication, including defining a model for effective staff communication and instruction in skills needed to maintain communication. 

5. Intervention Actions

1) Design and implement a staff communication survey to be used to monitor the impact of the intervention by (date).  Have staff complete the survey prior to implementing other interventions, and repeat monthly for six months.

2) Create and implement a Case Discussion team Meeting Agenda that includes checks for communication requirements by (date).  Implement at case discussion meetings.  Revise as needed after using for one month.

3) Obtain materials on team communication (ex. Crucial Conversations), distribute to staff.  Using the training materials as a source for ideas, each staff member will identify one change they will make to contribute to overall improved team communication.  These actions are implemented by (date).  During monthly staff meetings, staff will discuss their improvement efforts and get feedback on their benefits and successes.
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“Recognition and Reward”

We strongly encourage you to consider the use of recognition and/or reward for improvement in the focus for improvement.  Recognition and reward can take many forms.  It can be a reduction in cost, effort, or stress, such as by making a task easier, providing additional help or support, or simplifying a process.

Recognition can be social, such as acknowledging an effort during a staff meeting or in a publication, providing a reward, such as person of the week or month, or direct praise.  Reward can be material, such as financial (a pay raise or bonus), food (dinner for two, lunch for the team), or a service (car wash or oil change for people who drive a lot).  

The important thing is that there be some consistent, predictable benefit.  This not only provides an incentive, it is a strong message that leadership takes this target seriously and is willing to make some sacrifice to help it occur.

There are two approaches to reward and recognition:  use existing R&R methods or create new methods.  Using existing methods means aligning these methods with your intervention plan.  For example, if your agency has a staff person of the month, and incentive program, or other reward mechanism, find a way to connect it to this program.  

For example, using the team communication example described in the other Help Sections, have staff elect the peer who makes the greatest contribution to improving team communication.  Or, have the entire team share in some benefit or recognition as a result of measurable improvement in communication.

Another form of alignment is with existing staff assessment processes, such as annual reviews.  While the review itself may be too infrequent to reward short term actions, recognition that is documented and entered into a personnel record is rewarding, especially if the annual review references this documentation and increases the potential for a pay increase.

When there are no available existing methods, then the team may select recognition that is meaningful to them.  We encourage team-based recognition as a method for improving and rewarding shared responsibility and collaboration.

For example, public recognition of improvement efforts through a community newspaper, organization wide recognition (if a large organization), or use of some funds for group benefit is rewarding.  
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“Evaluation”

In this section, parts A and B are the same as with any POA.  In the monitoring section there may be some differences.  Monitoring often involves tracking change in a process.  There are two ways to do this: track the occurrence of the process itself (preferred) or track the perception of the process (less preferred but more practical in some cases).

Tracking a process can be done when it is a concrete event, such as rewarding people for directness and contributing to staff meetings.  This can be tracked by counting the rate of reward.  If the focus is on increasing resolution of conflict, this can be more difficult.  Surveying people by simply asking a few questions about the presence of conflict and perceived progress in resolving conflict can be a useful way to track the impact of an intervention.

A very important element here is that it is essential that some tracking take place.  Tracking and using data are fundamental to the entire improvement process.  Staff need to apply the same approach to their own agency processes as they apply to the outcomes of clinical care.

Suggestions for a Team Discussion

The objective for having a team discussion is not to critique the assessment, but to use it as a starting point for moving from the general items in the assessment to the more specific, local assessment of the staff.  Ultimately your improvement program will be based on staff perceptions, not the survey assessment.  The survey is just a step in the process.

First, convene the members of your team and distribute the assessment report.  Introduce the report by saying that it is a survey of perceptions of the team and will be used for a discussion of what the scores mean to your agency.  It is not a diagnosis, it is a starting point for identifying areas for improvement and developing an effective plan.  

Second, look at the summary table of the survey.  Make sure everyone understands the meaning of the scales (See Help Section).  Look at the relative scores and ask people why they think the team got that particular score.  Be sure to encourage people to provide examples or tell stories that elaborate on the score received by the team.

You may also look at the individual items from the survey, focusing on those where there is more variation in the team’s answers.  Ask team members what they think would be the reason for the team having differences of opinion.  Are these differences important?  Do they suggest areas where people have very different experiences or interpret events in very different ways?

Lastly, organize the discussion into patterns or themes.  Ask the group how they would summarize the results.  What do they think is the most important finding?  If the team were to undertake to improve, does the data suggest a place to start?  Do the data suggest what needs to happen in order for the team to improve?

Keep in mind who took the survey.  Was it predominantly completed by management or front line staff?  Was it completed by more nurses or allied professionals?  Are there differences in the scores across professional roles?

Suggestions for Creating Measures

Effective measures should follow these five rules:

1. Simplicity:  Measures should be easy to communicate and comprehend.  Your team needs to really understand what the measures are and what they mean.

2. Drive the right behavior:  Measures are a means to an end.  Make sure team members don’t confuse measurements and objectives, and that the measures don't drive them to do the wrong thing.

3. Measurable:  The data needs to be available and correct to accurately calculate the measure. 

4. Accountability associated with control:  Avoid holding someone accountable for a measure for which they cannot control the outcome.

5. Support high-level team goals:  Remember the big picture.  Your measures should "roll-up" to support the entire team, and ultimately the entire organization. 

Create Methods for Measurement

Once you know what is important to measure you must define how it will be measured.  The answer to this question depends on your needs.  What do you want the measures to do for you?  There are a few elements to consider here.

· Strive for consistency.  In order to be useful over time the measures and associated data collection must be consistent, i.e., you must be able to do it the same way each time.  

· Time sensitive.  They must be useful within a time frame needed for planning and action.

· Outcome focus.  They should relate to the results of an initiative or strategy.

· What do teams measure?

Progress

Attitudes

Effectiveness

Improvement

Opinions

Perception

Performance

Rate

Timeliness

Usefulness

· What are some possible methods?

Checklist

Observation

Focus Group

Survey

Self report

Test

Interview



Using Measures

Measurements themselves are not a goal, but rather an indication of how your team is functioning.  They are specific aspects of performance that are used to monitor progress toward a goal.  In order to get the most out of them consider the following:

· Set targets and benchmarks.  Use benchmarks and targets to show how well you are performing 

· Incorporate the measures into your planning and monitoring activities.

· Involve the entire team in developing and using measures.  This will increase ownership and relevance.
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