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ABTRACT

Background: There is little information on how the quality of oral health services in

long-term care (LTC) facilities is conceptualized or assessed.

Objectives: This study aims to develop a model for assessing the quality of oral

healthcare services in LTC facilities.

Methods: This study is divided into four main steps. Firstly, | examined literature for
existing concepts relating to program evaluation and quality assessment in
healthcare to build a theoretical framework appropriate to dental geriatrics.
Secondly, | explored as an ethnographic case study a comprehensive oral
healthcare program within a single administrative group of 5 LTC facilities in a large
metropolis by interviewing 33 participants, including residents and their families,
nursing staff, administrators and dental personnel. | also examined policy documents
and made site visits to identify other attributes influencing the quality of the program.
Thirdly, | drafted the assessment model combining a theoretical framework with
empirical information from the case study. And lastly, | tested the feasibility and
usability of the model in another dental geriatric program in northern British
Columbia. | applied the assessment model by conducting 15 interviews with
participants in the program, made site-visits to the 5 facilities, and reviewed

documents on the development and operation of the program.



Results: A combination of theory-based evaluation and quality assurance provided
six sequential and iterative steps for quality assessment of oral health services in
LTC. The empirical information supported the theoretical framework that a program
of oral healthcare in a LTC context should be assessed for quality from multiple
perspectives; it should be comprehensive; and it should include the three main
attributes of quality - capacity, performance, and outcomes. Participants revealed 20
guality indicators along with suggested program objectives which encompass eight

guality dimensions such as effectiveness, efficiency, and patient-centered.

Conclusion: The model provides a unique system for assessing the quality of dental

services in LTC facilities that seems to meet the needs of dental and non-dental

personnel in LTC.
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Chapter 1

CHAPTER 1

INTRODUCTION

1.0 OVERVIEW OF THE DOCTORAL THESIS

My doctoral thesis aims to develop a model for assessing the quality of a
comprehensive oral health program in long-term care (LTC) facilities. This model of
assessment corresponds to a full cycle of program development and therefore, can
be used to guide the planning and implementation of the program, as well as to
evaluate the quality of the services established. Accordingly, the model provides
ways of accounting and prompting the improvement for the quality of oral health care
in LTC. The intended audiences of this thesis are health professionals and dental
personnel working in LTC settings, researchers, and evaluation consultants who
would like to plan and evaluate oral health services in LTC facilities. Also, this thesis
is useful for decision-makers who would like to develop policies to improve oral
healthcare for the elderly residents of LTC facilities.

The thesis is structured according to the traditional format approved by the
Faculty of Graduate Studies at the University of British Columbia (UBC). This
introductory chapter begins with the background information and literature review
that point out to the need for investigation. This chapter ends with research
guestions and objectives. Chapter 2 includes a description of detailed research
design and methodological considerations that guide this thesis. Chapters 3 to 6

present results produced from the four steps of model development, as following:
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First: Chapter 3 presents a theoretical framework for assessing the program
developed from a combination of literatures on general health program evaluation
and quality assessment of healthcare.

Second: Chapter 4, based on an_ethnographic case study of UBC Geriatric

Dentistry Program, provides specific and empirical information about the
components of a comprehensive oral health program in LTC facilities and its
complexity that affect the design of assessment process.

Third: Chapter 5 then combines information from theories of assessment
(chapter 3) with empirical information specific to dentistry (chapter 4): resulting in a

draft of the model for assessing the quality of the program.

Forth: Chapter 6 presents the feasibility and usability testing of the model

developed after applying the process to another oral health program in Northern BC.
Subsequently, chapter 7 summarizes the thesis, discusses frequently asked
guestions, the implications and limitations of the thesis, as well as directions for

future research.

1.1 BACKGROUND

Oral health is an integral part of general health and quality of life (1). With
rapid growth of the aging population around the world (2) and reports on high
prevalence of poor oral health among these elders (3-7), effective oral health
interventions are needed now more than ever (8). Still we are not at all sure about

how to provide oral healthcare for this elderly population who, compared with other
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age groups, have different needs, demands, and contextual factors that influence the
type and quality of oral healthcare (9).

As a dentist | asked, “What are the processes of developing an effective oral health
program for the elderly population?” and “How does such program work?” These
guestions are very broad, but it is why | came to UBC from Thailand. Initially, I
focused my research on the planning and the operation of the program, to address,
for example, the physical resources needed to get the program going, the financial
arrangement, and the appropriate methods of service delivery. Knowing that
providing oral health care for this population faces a lot of barriers, | was looking for
“solutions” in the forms of a “model of care delivery” or “evidence-based guidelines
for practice” until | realised that there might not be a definite answer. 1 first intended
to limit the extent of my dissertation to building a model of “oral health care delivery”
in LTC! along with lessons learned and recommendations gathered from a critical
review of the literature and a case study of UBC Geriatric Dentistry Program.
Fortunately, experience observing and learning about the UBC dental geriatric
program during the first year at UBC reminded me that a full cycle of the
development of any health program includes evaluation. In fact, a crucial part of the
program development is evaluation (10). I, however, prefer the term “assessment” to
“evaluation” because “evaluation” tends to give its contracted meaning of judging if
the program should be continued or terminated when there is much broader
definition to such term (11). Program evaluation, as defined by Patton (11), is the

systematic collection of information about the activities, characteristics, and/or

| am interested in oral healthcare for all subgroups of older adults but the population of interest for
my thesis is the elderly residents of LTC facilities.



Chapter 1

outcomes of programs to make judgment or make contribution to the improvement of
the program. Therefore, asking just how an oral health care program should be
established and operated is not enough. My fundamental research question became:
“How should an oral health care program be established, operated AND assessed?”
Moreover, | noticed that at least in Canada, the public and health authorities asked
for accountability, especially with this vulnerable population where special medical
and ethical considerations complicate the care (9,12). The question of how to assess
the quality of care inevitably surfaced. This point was confirmed at a meeting of the
UBC ELDERS in 2003 where facility administrators and nursing staff requested
performance indicators for daily mouth-care.

In addition, the characteristics of the elderly population and organizational
structure and culture of healthcare system in Thailand are different than in Canada.
Instead of seeking for a definitive model of care delivery, it is more practical to aim
for developing a tool that would help practitioners and policy makers diagnose the
local circumstances to create interventions; as well as to help assess the impact of
care and account for their programs. This approach increases the likelihood of
transferability of knowledge to the next generation of program developers including
myself when | go back to Thailand.

The following review of the dental and nursing literature shows how

knowledge has evolved on the topic of oral healthcare for the elderly population in

% The purpose of the meeting was for the ELDERS research group at the UBC, Faculty of Dentistry to
disseminate their research findings conducted in over 20 LTC facilities in Vancouver. At the same
time, the research group turned to the administrators and staff of the facilities to provide information
on oral healthcare issues that they feel needs attention.
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general and for the residents of LTC facilities in particular. The review examined the

gaps in knowledge, and consequently directed the studies in this thesis.
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1.2 REVIEW OF THE LITERATURE ON ORAL HEALTHCARE INLTC

Knowledge about oral healthcare in LTC facilities has evolved in three
phases.

Phase I: Prevalence Reports of Poor Oral Health and the Need for Care.

In response to the demographic trends, there have been multiple
epidemiological studies in the late 1980’s and early 1990’s demonstrating a high
prevalence of oral disease among elderly residents of LTC facilities (e.g. 13,14). The
increasing evidence of connections between oral health, general health and quality
of life (1,15-17) indicate the need for improved quality of oral health care in old age
and the need to improve access to oral health services for dependent elders (14).
Essentially, oral health care in LTC facilities is limited largely to emergency dental
treatment (18).

Phase II: Confirmatory Reports on Clinical Needs, Inequitable Access to Care,
and Program Initiatives.

Despite the desires expressed by the residents, facility administrators, and a
few government agencies, there has been little improvement in the oral care of frail
elders over the last few decades. A MEDLINE search - based on the subject
headings (MeSH): “(program development, or health planning, or delivery of health
care, or planning techniques, or program evaluation, or health service) and (dental
care for aged or geriatric dentistry)” - displayed 104 articles with the first publication

in 1991. | categorized the publications as follows:
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e Surveys of oral health status indicating clinical needs, inequities in
access to care, and documentation of the social impact of the
inequity (7,19,20) ;
¢ Investigations on the value of oral health and its influence on general
health and quality of life (1,15-17);

e Descriptions of dental practices in the context of LTC outlining the
activities of dental and nursing personnel along with details of
equipment needed and methods used to deliver oral healthcare (21-
25).

Phase Ill: Outcome Research, Evaluation, and Challenges Providing Care
Since the mid 1990’s, dental researchers have been developing many
physical and psychosocial measures of oral health status and oral health related
qguality of life specific to the elderly population (26-28). However, the desired
outcomes of oral health care for frail elders are unclear and data are difficult to
collect (29). Most of the evaluation of oral healthcare in LTC facilities used clinical
trials or tests of association to assess and document the performance of specific
programs or treatments. Clinical trials have been designed to test the efficacy of
mouth-care products and procedures, or educational programs for nurses and care-
aides about oral healthcare (30,31). Typically, tests of efficacy operate under optimal
conditions rather than under the more challenging and unstable environments of
residential care. Consequently it is difficult to transfer the test results directly to the
needs of frail elders. Indeed, the effectiveness of an educational program about oral

healthcare was disappointingly poor when the program was offered intentionally with
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minimal interference to the usual routines and political realities of the facilities (18).
Moreover, most of the educational interventions failed to render a sustained benefit
beyond a year to the knowledge and performance of the nursing staff, or to the
health status and quality of life of the residents (32-35).

In addition, studies evaluating combined strategies of care are scarce.
Program evaluations of oral healthcare usually assess the impact on dental
diseases, cost of care, and utilization/participation rates among the residents (36-
41). Similar to studies evaluating a single clinical or educational intervention,
outcomes such as satisfaction and quality of life have been used rarely to indicate
success of a multi-intervention program. Overall, it seems that measures of oral
health-related quality of life have been used primarily to highlight a need for care
rather than monitor the impact of care (26,42). Also, there was little or no effort to
follow the impact of the oral health program in LTC over a prolonged period (36-41).
Obviously, there are limitations to the duration of longitudinal studies involving frail
elders, and practical difficulties in clinical or educational trials because of the
complicated environment of residential care. It has been a major challenge, for
example, to find a control group or to sustain adequate sample sizes when there is a
high turnover of residents and caregivers (43). It is not surprising, therefore, that
most studies were limited to a “one-group-before-and-after” design, and were unable
to report defensible conclusions (44,45).

Research on oral health services has moved recently from focused
measurements of clinical variables to broader explorations encompassing the whole

processes of care with an appreciation for institutional structure and culture that
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includes excessive workloads, lines of authority, and expectations of caregivers
(18,46). Apparently, the success of oral health services in the facilities depends at
least as much on the organisational culture, philosophical values and communication

patterns as on the provision of “state-of-the-art” treatments and resources (18).
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1.3 GAP OF KNOWLEDGE AND STATEMENT OF PROBLEM

In all, considerable progress has been made in identifying the variables that
influence oral health outcomes and barriers to care. There is reasonable evidence
that mouth-care products and techniques are efficacious (47), but there is much less
information on the effectiveness of care strategies within the daily operations of
residential care, and even less information on the quality of the programs as a
whole. Since oral health is part of general health, there is increasing demand for
guality assurance within dentistry as there is in medicine, and the task of quality
assessment becomes an important concern and need, especially for services offered
in LTC facilities (48-51). The assessment based on concepts of quality of care within
dentistry as a whole has occurred mostly in educational institutions, hospitals, and
private practices (48,52). To date, there have been only limited applications of
guality assessment to oral health as part of residential care, and mostly they
addressed the quality assessment of oral hygiene care with no follow-up plan of
continual improvement (53).

Essentially, we are not at all sure about how to investigate the impact of oral
healthcare in LTC facilities and, as a consequence, we are unsure about how to
provide this service. What we need now is an assessment that not only judges if the
intervention succeeds or fails, but an assessment that also helps produce the
knowledge about how the program works, diagnoses, and monitors various aspects
of quality of care from the people who are intimately and regularly involved with it.
Consequently, as part of this doctoral thesis, | have developed an assessment

model for creating, monitoring, and evaluating the quality of an oral health care

10
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model for frail elders in LTC facilities so that program developers including myself

can apply it to their own local conditions and development needs.

1.4 GOALS AND OBJECTIVES

The overall goal of my doctoral thesis is to develop a generic model for
assessing the development, the ongoing progress, and the impact of oral health
services in LTC based on the combined concepts of quality of care and health
program evaluation.

The key feature of this study is to offer different groups of people involved in
the program the opportunity to reflect on and give voice to their experiences,
expectations, and concerns with oral health care in LTC facilities; to identify the
essential components and functions of the program; and to formulate
recommendations for the development of the model for quality assessment.

Therefore, the two specific objectives of my dissertation are:

1) to portray how the program works (i.e. program’s parts, relationships,
mechanism for change, and desired outcomes) and;
2) to form a generic model for assessing quality guided by the information

gathered as part of the preceding objective

11
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1.5 RESEARCH QUESTION
My two major research questions corresponding with the research objectives
are:

1) what is the program?:

e what are the program components?
e how does the multitude of factors within the program relate and
interact, and in which context do they operate?

2) how can the program be assessed most effectively?

e what indicates the quality of the program?
e are there thresholds of acceptable quality? If yes, what are they?

e how can the quality of the program be assessed?

12
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CHAPTER 2

METHODOLOGICAL CONSIDERATIONS AND RESEARCH DESIGN

2.0 INTRODUCTION

This chapter is divided into three parts. The first section presents
methodological considerations relating to the design of this doctoral thesis. The
second part elaborates on the detailed methods used and the third section includes
discussion about credibility and rigor of the study.
2.1 METHODOLOGICAL CONSIDERATIONS

As shown in
Figure 2.1, research design is influenced by the interplay of at

least three main topics of consideration: 1) problems and research goal; 2)

philosophical assumptions and worldviews; and 3) availability of time and resources.

Figure 2.1 A Venn diagram illustrating the methodological considerations that
influence the research design.

Philosophical
Assumptions
&
Worldviews

Problem(s)
&
Research goal

Research
Questions

Research
Design

Approaches
to Inquiry

&
Resources

13
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My doctoral thesis addresses the problematic situation where there is no body
of literature of reasonable size and quality about how a comprehensive oral health
program operates in long-term care (LTC) facilities. As discussed in the introductory
chapter, a major part of the problem stems from the lack of appropriate assessment.
Therefore, research questions are exploratory; attempting to understand what a
comprehensive oral health program in LTC is and how to track its progress and
impact. This exploratory nature of the research goal and questions, in turn, suggests
gualitative research inquiry. However, diverse qualitative approaches are available
for selection. For example, | could have employed multiple rounds of Delphi group
discussion to reach consensus among academic experts. |, however, decided to use
different methods, which were shaped greatly by my personal philosophical
assumptions and worldviews. The purpose of this section is to make explicit my
preconceptions and interpretive lens underpinning this research project.

2.1.1 Philosophical Assumptions and Worldviews
1) Critical Realism Perspective

| situate my philosophical position somewhere between a post-positivist and
an interpretivist. | reject both the positivist's oversimplified distinction between
objectivity-subjectivity and the extreme interpretivist's concept of subject-object
dissolution®.  According to Searle (54), critical realism helps clear away the
confusion about existence of reality and truth of knowledge by distinguishing

between:

3 Suggesting there is no such thing as an objective knowledge; no epistemological privilege; no point
in trying to establish "validity" of knowledge in any objective sense; and that an “objective reality” is
nothing but the object of the intentional acts of human consciousness(54).

14
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a) ontological objectivity: observer-independent matter or phenomenon
such as tectonic plates, blood pressure, and death;

b) ontological subjectivity: phenomena, such as pain, which is “real” but
“Nobody else can feel the same pain you feel”. These include sensations, beliefs,
feelings, emotions, and opinions.

c) epistemic objectivity: the claim about phenomena that became fact
because they can be tested whether they are true or false. Therefore, both
ontological objectivity and ontological subjectivity can become epistemic objectivity.

d) epistemic subjectivity: merely a matter of opinion that cannot
become fact (e.g. Vanilla ice cream tastes better than Chocolate ice cream).

With this view, | believe that it is still essential to strive for epistemic
objectivity. However, | believe that objectivity cannot be achieved in any absolute
sense, but can be achieved reasonably closely by conducting research in rigorous
manner and always declaring observer/researcher’'s own predisposition (i.e. what |
am doing now). This understanding of epistemic objectivity is advocated by the
critical realists as “modified objectivity” (55). | also adopt the view that knowledge is
time and context dependent (56). In addition, | firmly believe in interdependence
among factors influencing any phenomenon and that causes and effects are not
always one directional or linear (57). The following sub-headings elaborate on such

worldviews.

15
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2) Systems and Ecological Perspectives

The ontological position of systems theorists and ecologists can be
characterized as closer to the post-positivist than either logical-positivist or the post-
modernist; while the epistemological assumption that knowledge is contextual brings
it closer to post-positivism in general (58).

The underlying philosophy of systems perspectives is to try to understand the
complexities of the real world by viewing things as whole entities embedded in
context of a larger whole (59). Ecological perspective focuses on the relationship
between human behaviour and the environment (10). For example, any effort to
improve health status and quality of life of a population must take into account the
influence of physical and cultural environments of the ecosystem and its subsystems
such as families, organizations, and communities (10). As a consequence, | agree
with Green & Kreuter that to address those ecological systems in any program
planning, implementation, and evaluation, “we must first be able to see them” (60);
hence the first research question (see chapter 1 page 10).

Note that | am a supporter of these two closely related perspectives (system
and ecological perspectives) whether they are driven by either quantitative-
computational simulation or qualitative research approaches. Both perspectives
emphasize holism and dispute reductionism that fail to neither appreciate the
multiple-directional interactions nor recognize that properties of emergent holistic
systems are not reducible to those of their parts (10,11). These systems are
embeded in and co-evolve with their environments (59,61). Nevertheless, the

attempt to understand the whole (such as a health program as a whole) does not
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mean that the investigators never become involved in component analysis or in
looking at particular variables and parts of the phenomenon of interest. Rather it
means that the researchers “consciously work back and forth between parts and
whole, separate variables and complex interwoven constellations of variables in a
sorting out then putting back together process while staying true to a strategy that
emphasizes the importance of a holistic picture of the program” (11). Discovery and
verification mean moving back and forth between induction and deduction. In
essence, both techniques are complementary (11).
3) Population Health Perspective

Population health programs aims to reduce health inequities and improve the
health and quality of life of a population identified by age, gender, socio-economic
status, places they live and work, or seek health services (11). It is closely related to
systems and ecological perspectives in that it broadens perspective beyond one-on-
one biophysical aspect of medical care to include the connections between people
and their social determinants of health (10) From this perspective, health has been
defined not simply as a state of disease-free but as "the capacity of people to adapt
to, respond to, or control life's challenges and changes” (10). Health is not an
ultimate value in itself but instrumental to it (10).
4) Evidences for Best-practice Perspective

Because knowledge is contextual, my approach to study and develop health
programs is influenced greatly by the concept of “best process as best practice”
(10,62). According to Green (10,62), research can promise a generalizable process

for planning as part of a “best process of planning”, but research cannot necessarily
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produce the best generalizable intervention. This promise provides more meaningful
interventions in response to local needs; and match better with community capacity
(10,62). 1t is not surprising why people are naturally finding clinical practice
guidelines or other forms of best practices frustrating (63). Patton (11) and Green
(10,62) advocate that the best practice is to emphasize evaluation; and the best
evaluation is self-monitoring by those closest to the practice; those who can adjust
the practice according to the results. Moreover, rather than viewing the distant
evaluation of another program as a definitive role model, local workers should view
such evaluation results as suggestions that need appropriate adaptation to the local
situation (10,62).

With this perspective, | decided to create an assessment model that would
require the people who are involved in the program to engage throughout the
process of assessment. Also, my assessment model acts as a map guiding through
guality-monitoring process: thus it is not a definite recipe.

2.1.2 Approaches to Inquiry

The essence of my doctoral thesis is designing an evaluation approach

appropriate to the complexity of oral health programs in LTC facilities. To finish this

task, | selected theory-based evaluation approach rather than method-based

evaluation approach. Researchers who use method-based approach are usually
attached to methodological orthodoxy: choosing among available evaluation designs
and instruments, such as randomised-controlled trial, before-after experiments,

without attempting to first understand the characteristics of the programs and how
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they work. In relation to this view, | also used ethnographic case study to help
identify such program theories in a real-world setting.
1) Theory-based Evaluation

Theory in this context is not a grand theory as understood in social science
but it is a theory that “represents a plausible and sensible model of how the program
[or an intervention] is supposed to work” (60). Designing evaluation using theory-
based approach involves two steps. Firstly, a program theory is illustrated by
identifying the key program components, desired program outcomes, and how the
program components would lead to the desired outcomes. Secondly, the descriptive
program theory becomes the framework to guide the development, implementation,
and interpretation of the evaluation (10,11,60). These two steps fits perfectly with my
research questions.
2) Ethnographic Case Study

Ethnography literally means a portrait (graphein) of a group of people (ethnos)
(64). It is both a process and a product of the investigation. Ethnography as a
process focuses on exploring the culture of the group that is “a collection of
behaviour patterns and beliefs that constitute standards for deciding what is, what
can be, what to do about it, and how to go about doing things” (65). Subsequently,
ethnography as a product is the description of the group of people under study.
Ethnographic as a product comes in many forms such as narratives, documentary,
and poems (65). For this thesis, | present a case study by text and diagrammatic

visualisation.
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| chose ethnographic case study methods because it is responsive for
exploring systematically the operation of a complicated program, such as a
comprehensive oral healthcare program. It emphasises the importance of context in
understanding how the program works and takes into account that the program is
influenced by the beliefs, behaviours and culture of the participants (11). A close
contact with persons intimately involved with its initiation and implementation, along
with access to the administrative documents, offers the possibility of an extensive
case study. In Ethnography, observations take place in real-world settings and
people are conversationally interviewed with open-ended questions in places and
under conditions that are comfortable for and familiar to them (65). Through the
range of strategies it adopts, ethnography allows comparison between what people
say they do or what is written in official documents (espoused theories) and what
they do (theories-in-use) (60). In addition, | believe that, because in practice
programs are often changing, ethnographic case study can document actual
operation and impact of the program over a long period of time (prolonged
engagement). Lastly, this approach permits the informants to describe what is

meaningful and important to evaluate.
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2.2 RESEARCH DESIGN (DETAILED METHODYS)
This study is divided into four main steps. Firstly, | examined the literature for
existing concepts and theories relating to program evaluation and quality

assessment in health care to build a theoretical framework most closely related to

oral health services in LTC. Secondly, | studied one comprehensive oral health care
program in-depth by means of an ethnographic case study. This step provided

intimate insights into operational details, by describing a case study of a

comprehensive oral health program in LTC facilities in the form of narrative

ethnography and a program logic model®. Thirdly, | drafted the assessment model,

from the synthesis of both the theoretical framework and empirical evidence
obtained from an in-depth case study. The assessment model consists of 1) steps of
guality monitoring; 2) a visual guide for program description and quality indication;
and 3) potential standards of care for assessing the quality of the program. Lastly, |

conducted a feasibility and usability of the drafted model by applying it to another

oral health program outside the context of where the model was originally
developed.
2.2.1 Building a Theoretical Framework

| selected PROCEDE/PROCEED (P/P) model (10) and Structure-Process-
Outcome (SPO) model (11) as the theoretical framework for drafting my assessment
model because their underlying principles are in line with my conceptual framework
or worldviews. | drew on both models because they complement one another. P/P

model provides a comprehensive evaluation framework with emphasis on situating

* This model serves as a theory in form of a diagram of the assumed causal links among program
context, inputs, activities, and outcomes.
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evaluation in the planning process. Its classification of predisposing, reinforcing, and
enabling factors gives me a language and theory of how to code the many factors
involved. However, the model does not provide a framework on the broader
dimension of quality of care. SPO model and its derivatives discuss in length
dimensions such as equity and acceptability of care. Similarly, P/P model speaks
about the components of health programs in general terms. These components
consist of resources, organization, and policy. The SPO model, however,
specifically identifies the attributes of the program that can be placed into structure,
process, and outcome. In chapter 3, | present an evolution of theories of general
health program evaluation and quality assessment of healthcare and also those
specific to health programs in LTC.
2.2.2 Describing the Program (Empirical Evidence)
1) Selection of Case Study

UBC, Providence Health Care, and the regional health authority created
together in 2002, the UBC/PHC Geriatric Dentistry Program (GDP) to attend to the
dental needs of frail elders in all 6 of the facilities® within the Providence Group.
Recently, the service has been extended to other facilities outside the Group, so that
today it attends to over 1,500 LTC recipients. The GDP is selected as a case study
not only because it is readily accessable but also it appears to be the most
comprehensive programs available anywhere. Every resident on admission to one of
the facilities receives a structured oral screening examination followed by a

comprehensive diagnostic and treatment service. They also receive daily oral

® One facility was later closed down in 2003.
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hygiene assistance as required, and each facility has an oral health-related
educational program for the residents and the staff. Consequently, there is a unique
opportunity to identify systematically the components of the assessment model
including the beliefs, behaviours and cultural attributes of the many participants.

Please note that the focus of this research is not to evaluate the effectiveness of this

GDP per se, but rather to identify all of its key components and relationships to build

a program theory of how this type of program is supposed to work. This, in turn, will

help build a model for assessment of oral healthcare in LTC facilities for a much
wider application.
2) Sampling, Recruitment and Data Collection

The close contact with the initiators, administrators, clinicians and recipients
of care offered by the GDP provided a rich source of information for a single case

study. | selected a purposeful sample (11) of participants who have a broad base of

knowledge from among those who are willing to participate. More specifically, |
employed three sampling strategies to purposefully select information-rich cases for
this study. Firstly, because people have conflicting values on oral healthcare; |
employed maximum variation sampling criteria to select a wide range group of
individuals involved in the GDP. Within each group, information- rich participants
were identified using a snowball sampling technique. Consequently, my analysis
should identify important shared dimensions and common patterns among these
variations. Later, | used opportunistic or emergent sampling techniques to select

more participants with unexpectedly important characteristics as the fieldwork

23



Chapter 2

progresses. More specifically, one recipient of care and one care-aide were recruited
as a result of site visits to a LTC facility.

The number of participants is not fixed but | ended the sampling when the
analysis indicated that the information collected was saturated and no new
information appeared (11,55,65,66). | sought advice on potential participants from
the Director of the GDP and from facility administrators. | then contacted each
individual by letter or email explaining the objective and procedure of the study®
(Appendix B). Most of the participants replied shortly after receiving the letter/email.
For those who did not reply, | waited for one week and contacted them by phone. In
total, 33 out of 39 individuals | contacted participated in this study’. 32 participants
were interviewed face to face while another person who is an administrator
corresponded by phone and email.

Open-ended interviews supported by interview guides® (Appendix C1-C3)

explored the opinions and beliefs of administrators, clinicians, residents and family
members. Participants comprising dental personnel; 1 site operator (director of
care); 4 clinical nurse leaders; 7 care-aides; 3 residents in care and 5 family
members; along with 5 administrators from UBC, PHC, BC Dental Association,
College of Dental Surgeons of BC, and Ministry of Health Service. Responses to
requests for interviews with residents are influenced by cognitive impairment. In 3

cases, | interviewed family members at the same time as interviewing the residents,

® This study was approved by the Ethical Review Boards at UBC and at the Providence Health Care
Group (Appendix A).

" Potential participants who refused to participate include 1 nurse, 1 family member of a resident, and
4 high-level administrators.

® The interview guide (Appendix C) helps me to identify topics, without actually structuring questions,
thereby offering flexibility to focus discussions if necessary.
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which | found very helpful. The initial interview with each participant lasted from half
an hour to almost 2 hours and all interviews were audio-taped and transcribed
verbatim with non-verbal reactions recorded in fieldnotes. All participants also
received a copy of the transcript for verification. The interview location was
convenient for the participants, and most of the time | could observe their daily
activities and interactions. In addition to the audio-taped interviews, | also met with
the director and manager of the program for 30-60 minutes at least biweekly during
March 2005 to November 2006 to discuss the history and updates of the program
day-to-day operations.

Site _observations were conducted as part-participant/part-observer at 5

facilities (11). The number and charateristic of the residents in each facility will be
presented in chapter 4 (see table 4.1). As a volunteer and during each visit of the
interview apppointment, | observed the daily basis operation of the facilities and the
GDP program and took detailed field-notes. An observation guide helped frame the
observation and field note entries (Appendix D1-2). During March 2005 to November
2006 (20 months), I compiled field-notes from 20 formal observations at 5 different
LTC facilities, which | used in the analysis. In addition, | also visited the UBC hub at
the specialty clinic regularly and kept the memos about interesting stories and
events.

Document analysis on the program’s history, funding, goals, objectives,

policies, activities, accomplishments, along with reports on surveys of the staff and
residents were analysed for content and impact. Besides official administrative

documents, | also collected other print archives such as flyers and newsletters.
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3) Data Management

After each fieldwork activity was completed, audiotapes were transcribed
verbatim; all data were organized into 4 electronic folders and 6 paper based folders.
Electronic folders include 1) transcripts of the first interviews, 2) transcripts of the
follow-up interviews, 3) field-notes, and 4) memos. As for paper-based folders, two
folders contain interview transcripts and signed consent forms (Appendix E); two
folders are for observation field-notes; and there is another big folder for
administrative documents and archives obtained from the field. The main folder
contains contact information, original copy of the consent form, interview guides,
ethics approval sheet, and log for research progress.
4) Analysis

The interview transcripts were analysed using computer software called QSR
Nvivo.? The unit of analysis of this study is the comprehensive oral healthcare
program. Therefore, the analysis consists of two layers; individual participant’s case
studies combined to make up a program case study. Detailed analysis can be
divided into three steps of coding™.

a) Descriptive Coding: | started coding the interview transcripts by looking
for attributes of participants’ background such as role, gender, career history, age
group; and also the attributes of each LTC facility such as number of beds and

characteristics of residents.

° NVivo qualitative data analysis software; QSR International Pty Ltd. Version 2, 2002
1% Coding (verb) is defined as marking the segments of data with descriptive words or category
names.
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b) Topic Coding (top-down): Richards (67) defines topic coding as a coding
step where passages are merely allocated to pre-determined topics. These topics
were created from the theoretical framework built in the previous phase. Topic
coding involves minimal interpretation and aims to identify: firstly, what are key
components of the program? (i.e. what are structures, processes, and outcomes?);

and secondly, how do participants define quality or success of the program?

Table 2.1 Matrix of predetermined topics for framework analysis

(S = structure, P = process, O = outcome, Q = quality defined).

Time Key Components
Planning S P ©) Q
Initial Implementation S P O Q
Adaptive Implementation S P @) Q
Maturity and expansion S P O Q
Regardless of time Free node

When | read through the transcripts, if the passages fit the pre-determined
topics, | selected the text as in-vivo code™* and placed it in the corresponding topic
located in a tree of categories. This tree is a hierarchical catalogue of topics
(categories and sub-categories). The place, serving as a container, where | label
each topic is called a node. As new topics, other than those pre-determined,
appeared; | considered whether they deserve a place in this study or not. If they
were interesting, | placed them, as the in-vivo passages, to the “free node”. Once |
completed the topic coding of the first transcript, | browsed the content of each topic
and began the process of sorting and labelling these passages into categories and

sub-categories. For example, in the “process” topic, the information suggested that

™ In-vivo code means to assign the text that is to be coded to a node, whose label is the text itself.
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two main categories could be formed: the administrative processes and the clinical
interventions. This categorization evolved as more transcripts were analysed. Some
sub-categories were combined and others were split and re-labelled. The name of
each category and sub-category came from either the term that the participants used
(folk-term*?) or from theories about program evaluation and quality assessment. This
step of analysis ended when no new category emerged and the negative cases were
explored (11,66,68). A negative case is perspective deviant from the cross-interview
pattern (11,66,68). For example, one participant stated that oral hygiene care was
not a key component of the program because hygiene intervention was neither
efficient nor effective. | then needed to explore the issue during the follow-up
interview and observations. In essence, the analysis began with individual interview
cases; all interviews were compared to look for similarities and differences
(11,66,68,69). The common characteristics overriding the differences confirmed the
core value of what was important for this group of people. However, the different
perspectives on central issues were not disregarded but further analysed as part of
the next step.

c) Analytical Coding (bottom-up): This layer involves further interpretive
work. As these selected texts in the free node built up, | started to think about what
they were about and what name should | give them. | asked, “Why is this
interesting?” The answer became a new category. | developed the labels of the
catergories inductively as | coded the data rather than having them a priori as the

previous step. Also, at this stage | found myself working more freely using Microsoft

2 Indigenous typologies are categories that come directly out of the jargon or everyday popular talk of
the field (14).
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Office Word and many times physical papers. When | found similar messages |
copied the text, found the category | created, and pasted it there. | also kept a
memo to record my hunches and questions. Field-notes, and administrative and
archived documents also provided me with either supportive or contrasting evidence
of each issue. | focused on a phrase or passages that strike me or keep recurring
and asked myself, “What is going on?”; “Why is this interesting?”; “Why do some
people view the same topic differently?”; “How will this study benefit from that
passage?”; What are the patterns here? Also, | frequently revisited the transcripts
and rechecked the context of the selected text. | reconsidered and revised both the
label of and the classification of the categories as the material built up. The outcome
of this bottom-up analysis is a thematic description of what's going on in the program
- how culture of LTC influences the quality assessment of a dental program. This
information helped draft the model of program evaluation that was specific to
dentistry and was meaningful because it could accommodate complexity of the LTC
culture. This step of analysis stopped when the thematic categorization was focused,
the narrative flowed logically, the quotations supported were sufficient, and no new

information emerged (66-68,70).

5) Member-check
A short (~30min) follow-up interview offered each participant the opportunity
to confirm the accuracy of the interpretation of the earlier interview, and to discuss

program theories explaining how the program works, factors influencing evaluations,
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and if there were any standards of care. | was able to contact 19 out of 34

participants™® who helped to assure that | adequately captured the program portrait.

6) Writing Ethnography of the Program

| present the findings in two main sections: 1) description of the program case
study and its context; and 2) thematic narrative of what is going on and how this
understanding may influence the quality assessment of the program. Each theme
contains categories and subcategories where | also present participants’ quotes and
excerpts from other document archives. | juxtaposed the evidence with descriptions

and explanations (11,66,68,70).

2.2.3 Building the Assessment Model

| used inductive techniques to refine the model by seeking exceptions to the
original theoretical framework and modifying the framework to accommodate all of
the program elements and lessons learned that emerged from the case study. Also, |
created alternative categorization of program elements indicating quality which |

described in detail in chapter 5.

2.2.4 Testing the Assessment Model

The primary objective of this task is to evaluate the feasibility and usability of
the model of quality assessment developed. The secondary objective is to explain
how the model was revised following the application. | have tested the model by

applying it to review an outreach dental geriatric program in Northern BC and then

13| conducted a face-to-face follow-up interview with all of the dental personnel (8), Site operator (1),
clinical nurse leaders (4), 1 resident, 3 family members, and 2 administrators. During this study, 2
elderly residents passed away.
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analysed its feasibility and usability according to criteria proposed by leading quality
agencies in North America. Because this step is another study in itself, detailed
methods are described in chapter 6. The rigor, credibility and ethics of this small
study were maintained in the same manner as the larger ethnographic case study
described in the previous step. For example, the research participants signed the

same Consent Form prior to an interview (Appendix E).

2.3 CREDIBILITY AND RIGOR

The rigor of this study runs throughout the four steps of the development of
the assessment model. Also, clear description of research methods is the first step
to establish credibility of the study.

2.3.1 the theoretical framework was developed from well-established

theories relevant to the issue being addressed. Both P/P and SPO models have
been successfully applied to many healthcare settings and types of care. The
concept of SPO models has evolved to include quality management initiatives in
LTC. The P/P model is based on the concept of health ecology and system thinking
which the American Institute of Medicine (IloM) recently endorsed as a promising
way to cross the chasm of quality of care (71). In addition, | have clarified my
predispositions relevant to the research studies from the outset.

2.3.2 the ethnographic case study was done in rigorous manner to ensure

the credibility of the study. After the analysis, | gave the transcript and interpretation
back to the participant. Member checking method gave them a chance to give
comments and elaborate on their own original statement (11,66,69). Triangulation

method helped to cross check the consistency of the data from different times and
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different sources. Prolonged engagement (20 months) in the field helped to build
trust with participants. It also helped me learning their “lingo”, the way they do things,
and checking for misinformation that the informants might introduce (11). Attention
to negative or deviant cases (11,66) was pursued by further exploration of
alternative explanations for the information to help refine the analysis until it could
explain the cases under scrutiny. | also related multiple types of data to support or
contradict the interpretation. A “confluence” of evidences raised confidence of
credibility of the observation, interpretation and conclusion (11,66,69). Moreover,
debriefing the findings to my supervisor and presenting the preliminary findings at
meetings and conferences provided external checks (11). The views of the
audiences on the preliminary analysis helped to confirm or contradict the
interpretation as well as to identify what was missing.

In addition, being immersed in the data and writing the findings with thick
description aimed to establish more credibility and transferability (11,66,69). With
detailed description researchers or practitioners elsewhere can apply the information
to other settings and to determine whether the findings can be transferred because
of shared characteristics. The most important requirement for ethnography is to
explain how things are from the native’s point of view and to be systematic in
recording this information (11,64,65). | strived for other criteria for good
ethnographic case study to make explicit what is implicit and tacit to informants. In
addition, information is substantial but easy to read; quotations are used effectively;

and empathy is shown for all sides (11,66,69).; .
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2.3.3 the drafted model was constructed from credible sources of theories

and empirical information thus holding parallel credibility. | strive to show interplay
between the empirical and theoretical” (72). Empirical evidence helps make the
theories specific to oral healthcare in LTC while theories helps to frame the analysis
of the data obtained from fieldwork. Also, the suggested steps of assessment and
quality indicators included in the model emerged from the real experience of

people who were closely involved with the program (11).

2.3.4 the testing of the model was based on criteria for quality indicator

evaluation recommended by leading quality agencies(73). Moreover, since this
step was a qualitative research project within itself, | applied the assessment model
with in a rigorous manner and formed the usual audit-trail required by qualitative

evaluation methods.
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CHAPTER 3

THEORETICAL FRAMEWORK

3.0 INTRODUCTION

A review of dental literature in chapter 1 revealed that there remains the
methodological difficulty associated with evaluations to monitor quality, indicate
effectiveness, and create accountability of oral health programs in LTC. It is helpful
to know also how to monitor various aspects of quality of care other than biological
changes in clinical outcomes. Certainly, these tasks are difficult when the focus is
narrow and methods restrictive. At present, there is no widely accepted framework
for assessing and improving the quality of oral health services in residential care.
The objective of this chapter is 1) to review basic concepts of quality of care and
health programs in general, and 2) to build a theoretical framework based on a
combination of both literatures. This framework aims to guide the design of an

assessment model specific to oral health programs in LTC.

3.1 CONCEPTS ON QUALITY-OF-CARE AND HEALTH-PROGRAM
EVALUATION

Concepts about the assessment of quality of care and the evaluation of health
programs began as separate disciplines, each with a narrow scope but with many
similarities. Both concepts emerged from demands for improved quality and
accountability of services and programs. Initially, quality of care focused solely on
the performance of healthcare personnel, whereas evaluation of a health-program

addressed overall merit of performance following an intervention. Recently, both
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concepts were expanded to emphasise performance and outcome as integral parts
of ongoing efforts to improve the quality of care (9;10).

The most cited definition of “quality of care” in recent years identifies “the
degree to which health services increase the likelihood of outcomes that are
consistent with current professional knowledge” (71). Measuring quality today
assumes that we know what should and can be measured. Donabedian (74,75), in a
seminal effort to address this issue, created a framework with three levels of
evaluation. The first level evaluates the structure of the human, financial and other
material resources within which care is delivered. The second level evaluates the
process or activities of care, including the technical and interpersonal activities that

are addressed, whereas the third level evaluates the results or outcomes that show

change in health status and quality of life from the perspective of both the recipients
and of the providers of care. Subsequently, Donabedian recommended that the
results of a quality assessment should lead to corrective actions at any of the
preceding levels where quality is inadequate.

Traditional quality assurance (QA) has expanded from the original
assessment of a physician’s performance to include evaluation of multidisciplinary
services, a range of organizational variables, and a variety of outcomes. Also, it has
expanded to emphasize an ongoing assessment of quality as part of the service
rather than merely establishing criteria for quality, evaluating them, and improving
whatever needs to be improved. It is from this expansive context of healthcare that
terms such as “Continuous Quality Improvement” (CQI) (76) and “Total Quality

Management” (TQM) (76) were borrowed from attempts to evaluate the quality of
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industrial services and products, such as automobiles. In the context of this paper,
we use the term QA to include the idea of an ongoing procedural assessment, and
we attribute equal importance to a program’s performance and to “patient-outcomes”
as integral to an effective assurance of quality. In summary, although quality of care
can never be fully assured, it is reasonable to strive towards continually improving
performance (74).

Along with the conceptual changes relating to quality of care, we find that
health-program evaluation also has expanded to encompass systematic and
empirical information about the characteristics of a program’s inputs (structure),
operational activities (process), and outcomes. The aim of evaluation, as with QA,
has been expanded to assess assets and capacity, improve effectiveness, judge
merit, and provide information for further developments (74).

Despite their similar functions, program evaluation and QA continue to differ
in their jargon, which in many occasions poses confusion. For example, there are
four evaluation terms that are useful but potentially confusing. “Formative” evaluation
has been linked to “process”, whereas “summative” evaluation has been associated
closely with “outcome”. However, the terms “formative” and “summative” relate to the
intention or purpose of an evaluation, i.e. whether to develop the program or to judge
it. “Process” and “outcome” evaluations, in contrast, are similar to the quality
assessment framework of Donabedian, and relate to different phases of a program
(60). For instance, information on the process and on the outcome of a program both
contribute usefully to the formative evaluation. Similarly, many researchers find that

it might be difficult to actually define the boundary between categories (structure,
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process, and outcome) developed by Donabedian. For example, Closs and Tierney
(77) found that it was impossible to decide whether a system of communication in
the hospital might be described as structure or process. One aspect of the system
includes medical notes and other documentation, constituting structure; while the

other aspect involves how the document is used constituting process.

3.2 BUILDING A THEORETICAL FRAMEWORK FROM A COMBINATION

OF THE TWO CONCEPTS

Essentially, quality assessment leading to assurance is a systematic
evaluation of the structure, activity, and outcome of a service or organization linked
in a chain of events (Figure 3.1). Good structure increases the probability of a good
process; good process increases the probability of a good outcome; and outcomes
indicate quality of care (78). When information about the program comes from a
comprehensive and detailed investigation based on a combination of the concepts of
QA and program evaluation, both accountability and quality improvement are
addressed.

There are several program evaluations or frameworks for quality assessment
that are appropriate to the complexity of an oral health program for residential care
(10,51,79-81). They all offer a process that: 1) engages everyone; 2) seeks quality
beyond the limits of effectiveness; 3) evaluates the system as a whole; 4) considers
both formative and summative factors from multiple sources and methods; and 5)

transfers new knowledge for appropriate action.

37



Chapter 3

3.2.1Engagement

LTC involves a mixture of health and social services beyond curative
treatment and disease prevention (51), and typically it engages recipients of care,
caregivers, and administrators. Moreover, it offers several levels of intervention
involving both healthcare providers and educators (81,82). Therefore, the success of
an evaluation process depends on appropriate contacts with a range of different
individuals who have different perspectives, experiences and expectations relating to
health and healthcare (10,80-82).
3.2.2. Quality Beyond Effectiveness

Quality of care goes beyond clinical effectiveness and program efficiency. It
includes outcomes, such as QoL, personal autonomy, care-values, preferences,
culture, tradition, and experience (43,51). Program success requires diverse aspects
of quality, such as efficacy, efficiency, optimality, acceptability, legitimacy, and
equity, to complement the general objectives of improved oral health status and
function, which traditionally dominate assessments of effectiveness (83). Equitable
access to affordable services is a particular aspect of care for frail elders that needs
attention in the evaluation of programs in LTC facilities (8). Recently, there is interest
in oral health systems that permit prevention-oriented third-party payment. This also
warrants evaluation because of its influence on use of dental services (8).
3.2.3. Evaluating Structure-Process-Outcome

The desired or expected outcome of LTC is often different from acute care by
attending primarily to the prevention or slowing of a decline in functional status and

capacity, supplemented by help with daily activities, comfort, safety, and personal
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choices (43,51). Some of the care objectives are compatible and complementary,
while others incite conflict. Each recipient of care values and balances quality of care
and QoL differently. Furthermore, the inevitable process of frailty can mask the
visible benefit of a clinical service (43,51). Therefore, a comprehensive evaluation of
the structure and process of a service should account for how and why specific
outcomes have emerged (51,74). Logic models, in the form of diagrams or tables
illustrating the structure, process, and outcome of a program, have been used to
good effect by demonstrating links between the inputs, activities, and achievements
of a program (60,82). Consequently, this process of conceptualising a program help
to compose relevant and incisive questions to evaluate and understand the order of
effects and the meaning of the results (60,74,82).
3.2.4. Formative and Summative Evaluations from Multiple Sources

Most of the summative evaluation of oral healthcare for frail elders has judged
the effectiveness of various healthcare programs, but with little attention to the
suitability of the care strategies or the appropriateness of the evaluation methods.
Formative evaluation provides feedback on the progress of a program and also
promotes desirable mid-course changes so that the interventions can adapt to
changing circumstances. Accordingly, findings from formative evaluations help clarify
the theoretical base for program development (60,82,84), while summative
evaluations, especially those focused solely on outcome, offer very limited
explanation of why an intervention is or is not successful (60,82,84).

Multiple sources of information also provide credible evidence. Qualitative

research provides insights to the underlying conceptual process and operational
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dynamics that are frequently overlooked or ignored by more quantitative methods.
For instance, variables selected for a scientific investigation are usually pre-
determined by researchers without direct or empirical insights to the complicated
range of behaviours, attitudes, or perspectives of the participants (11). Typically,
studies involving frail, apprehensive or cognitively impaired elders will include
information whenever possible from at least three sources: 1) the residents; 2) the
caregivers; and 3) families (51). Therefore, the impact of services on elderly
residents is determined most effectively by multiple assessment tools and
techniques, such as focus-group discussions, systematic observations of the
resident’'s behaviours and facial expressions, and ethnographic studies of the
organizations (51). Integration of qualitative evaluation with quantitative methods can
help interpret statistical results by clarifying context and process as well as
confirming or questioning evidence (60,82).
3.2.5. Knowledge Transfer with Good Program Description

Relaying the results of an investigation, when a program either succeeds or
fails is useful (60). When people seek to develop or adopt a health program, they
need information on potential components and activities suitable for their local
conditions. Therefore, high-quality evidence is not merely the result of an
experimentally tested intervention, but it is also a trustworthy description of the
procedures, theories and psychosocial circumstances that have influenced the

intervention (62).
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3.3 CONCLUSIONS

The relatively slow pace of change and lack of demonstrable benefits
associated with oral healthcare programs for frail residents of LTC facilities is an
ongoing concern, particularly when coupled with the growing demand for
accountability. Implementing a “structure-process-outcome” framework with a focus
on formative and summative methods of evaluation should engage all of the
participants, and involve both quantitative and qualitative evidence beyond the
clinical trial and towards a more comprehensive process of evaluation. This broad
approach to an evaluation framework should help assure quality and accountability
of the oral health program, and produce knowledge about the programs that are

more in accordance with the complexity and instability of LTC (18,62,82).
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Figure 3.1 Theoretical frameworks for guiding the design of assessment
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CHAPTER 4
PORTRAIT OF A COMPREHENSIVE ORAL HEALTH PROGRAM
IN LTC FACILITIES
4.0 INTRODUCTION
In this chapter | aim to answer my first research question: what is a

comprehensive oral health program in LTC facility? In addition, there are three sub-
guestions: 1) In which context does the program operate; 2) What are the key
components of the program in terms of structure, process, and outcome; and 3) How
do the multitude of factors within the program relate and interact?

Consequently, | divided the findings from an ethnographic case study of a
comprehensive oral health program into three sections:

1. History, context, and general description of the program case study

2. Key components of the program

3. Thematic analysis of the complexity of the program

4.1 HISTORY, CONTEXT, AND GENERAL DESCRIPTION OF
THE PROGRAM CASE STUDY
In 1999, Providence Healthcare (PHC), a group of Catholic hospitals,
approached UBC, Faculty of Dentistry to consider establishing a partnership
program to deliver comprehensive oral health services to approximately 1,000 elders
who reside in their seven long-term care facilities. The UBC/PHC Geriatric Dentistry
Program (GDP) was officially initiated in 2000 with a comprehensive needs

assessment using CODE (an index of Clinical Oral Disorders in Elders) (28) to
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document the prevalence of dental diseases as well as demographic information and
medical history of the PHC residents. The results from the needs assessment was
then used to develop a business plan for the program, which was presented to the
Vancouver Coastal Health Authority for funding in 2001. Capital funding from UBC
Faculty of Dentistry and St. Vincent's Foundation was used to renovate part of the
UBC specialty clinic to be used for the GDP clinic and office for the program
manager. Two fully equipped dental clinics were set up within two of the larger PHC
facilities. Also procedures under general anaesthesia were performed in an
operating room at St. Vincent Hospital Heather.

Essentially, the founders adopted a “hub and satellite” model of service
delivery using UBC as a central hub where a program director and a program
manager oversee outreach services offered at seven PHC facilities around
Vancouver. In addition to dental services, the program is also committed to
education and research.

During the first year of service (starting in January 2002), the GDP provided a
free clinical oral examination to 894 elderly residents of 7 PHC facilities on-site. A
dental hygienist went into each facility and assessed the daily-mouth care situation;
set up a mouth care protocol with the nurse leaders; provided educational in-
services for nursing staff; and delivered professional cleaning to the residents.
Residents who needed further dental treatment™® were cared for either at the LTC
facilities or transferred to the UBC specialty clinic. For more complicated cases that

needed general anaesthesia, care was delivered in an operating room at St.

A total of 515 (58%) residents were recommended for treatment, 265 (30%) accepted the
recommendation, and 234 (26%) received treatment (40).
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Vincent's Hospital Heather. Later in 2003, PHC was restructured. St. Vincent
Hospital Heather and another 97 bed LTC facility was closed down. However, the
operational grant of $185,000 was secured from the health authority under the
condition that the GDP extends the service to other LTC facilities in Vancouver.
Three non-PHC facilities were then added to the GDP. Therefore, the number of
patients participating in the program remained the same in 2004 even though two
PHC facilities were closed down. In addition, the mobile dental unit at St. Vincent’s
Hospital Heather was moved to an operating room at Mt. St. Joseph Hospital. In the
subsequent years, revenue from the service fees, continuing support from the health
authority and other funders®®, request from the recipients of care, and stipulation
from the Adult Care Regulations (85) (Appendix F) have made possible the
expansion of the GDP. To date (March 2008), it offers a wide range of services
based on the preference of each LTC facility to over 2,500 residents in 17 LTC
facilities in Vancouver. My case study, due to resource constraint, covers the GDP

program within the PHC sites only.

! e.g. PHC, UBC, Tzu Chi Foundation, St. Vincent's and Holy Family Foundation, and some other
dental corporations.
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Since the restructuring in 2004, the GDP has provided comprehensive oral
healthcare to five LTC facilities, which differ mainly in size and background
characteristics of the elderly residents (Table 4.1). This report reflects the situation at
the time of program initiation until the end of the data collection period in November

2006.

Table 4.1 Characteristics of the five long-term care facilities included in my

case study
Facility No. of Bed Level of Care Note

Facility A 150 Extended Care The only facility where male > female
residents. Primarily for veterans.

Facility B 221 Extended Care Residents are from a variety of cultural
backgrounds

Facility C 84 Multi-level Care Residents are mostly Catholic Caucasians.
Mostly single rooms

Facility D 142 Extended Care Residential care unit adjacent to a unit
specializing in rehabilitation. Residents are
from a variety of cultural backgrounds.

Facility E 100 Extended Care One residential care floor in a fairly large
hospital. Residents are primarily Chinese
speaking.
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4.2 KEY COMPONENTS OF THE PROGRAM
This part of the findings stems from a topic analysis (top-down/framework
analysis) of empirical information. The main objective of this step is to identify key

components and pertinent mechanisms underlying the program (Figure 4.1).

Figure 4.1 A simplified program model of the GDP Based on Structure-
Process-Outcome Framework (74,75).
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4.2.1 Structure

Donabedian (75) defined structure as characteristics of the people involved,
of the tools and resources, and of the physical and organizational settings. There are
a large number of people and organizations involved in providing care, assisting in
the operations, and supporting the program financially. Essentially, the key people
of the GDP were distributed to one of the following six groups (Figure 4.2): 1) policy
makers; 2) funders; 3) providers of care (including dental professionals; facility staff);
4) recipients of care (including guardians); 5) insurance companies; and 6) the public

(including the Media).
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Figure 4.2 An inclusive organizational chart of the GDP

IF‘\ :IllIllllllllllllIllIllIllllllIlllllIllIllIllE
4 » ! “The Program” :
/ \ g Caries Management Program
" \ _ p Dental Treatment :
Reside nts I M Education and Hygiene :
| Famiies % | P
v 3 ‘_} Oral Assessments are-aide
Powerof } Nurse Volunteer
\ Attomeys
\ .ﬁ, Nurse Leader

2

Dentist and Dental

\m_t‘x:’

1’1 Assistant  Hygienist  Social Worker
4 &
. 1\ i ¢ Volunteer
Thg:;g?:{_} % [ * Co-coardinator
L : Program Manager » Unit Clerk
Medical Plan E q FaCiIity
Ministry of Health§ : Program Director Administrator
Public . EEEEEEEN EEEEEEEEES EEIEEEEESN IS EEIEEIEEEEN
2 Govt. Regulations [ Unlversity Clinic I
Media University Hospital
'@ i Reglonal Health | Administrators Administrators
Authority $ H

Professional organizations  Hospital foundations & Family council

49



Chapter 4

Subsequently, they either produced or used other structural features such as
plan and policy, money, material and technology, as well as space and setting to
operate the program (Table 4.2).

The GDP operates under the guideline outlined in an Affiliation Agreement
between UBC and PHC. Dean of UBC, Dentistry and Vice President Medicine of
PHC are the signatories of the agreement (GDP Annual Report, 2002). The GDP
received an annual operating grant from the health authority of about $185,000. The
budget covered salaries for a UBC faculty member to direct the program, for a
general practice resident dentist, for a dental hygienist educator (one day per week),
and for a clinical manager (formerly called a clinic receptionist and then a clinical
coordinator). The remaining amount was added to revenue from provision of dental
services to cover supplies, dental assistant salaries, transportation costs, etc. (GDP
Annual Report, 2002). Moreover, provincial Medical Service Plan (MSP) coverage
for annual and new residents’ oral examinations could have been another source of
income but the claim was rejected by MSP due to lack of appropriate procedural
codes and definition of a hospital patient versus a LTC resident.

The money is held by PHC and UBC invoices the hospital on a quarterly
basis. The program is administered financially through the Dean’s office of UBC
Dentistry and the Centre for Aging and Health of PHC. The program director is
responsible for the implementation of the program and reports directly to the
Executive Steering Committee (ESC) that comprises representatives from PHC,

UBC, and the health authority. The ESC used to meet quarterly to review the
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program and approve the budget for the following quarter. Since 2005, the ESC has
met biannually.

The GDP had six dentists when the program was first established. After one
year, three dentists remain within the program. The other two dentists left because
one had different philosophy of care and another was not comfortable working in this
environment. Another dentist retired and still worked with the GDP but PHC policies
do not allow this dentist to work at PHC sites. All dentists were provided with an
introduction to the program (including a copy of the operations manual entitled “Oral
Health Care for Persons in Residential Care” and trained to perform standardized
oral assessment by the program director (GDP Annual Report, 2002). The dentists
are hired as associates, and on a monthly basis paid 50% of their net deposits minus
the laboratory fee. A dental hygienist was also paid 50% of the total money
deposited in that month in addition to the educational in-service fee. However, in
2006, the dental hygienist who established the oral hygiene part of the program was
replaced by two dental hygienists: one as an educator and another as a clinical
practitioner. In addition, the GDP originally had three certified dental assistants
(CDAs) and since 2004 there have been two CDAs working with the GDP for PHC
sites. The GDP also hired two administrative assistants for the program manager,

who were based at the UBC central hub.
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Structural Characteristics of Characteristics Characteristics of
Features Dental Team of Patients and
LTC Facility Families
People - Qualification - Support from facility - Residents’ health
- Philosophy of Care admin - Involvement of
- Personality - Support from staff family/friends
- Turnover rate of both - Paid companion?
administrator and staff - Involvement of
- Availability of volunteer family council
Plan & - Standardized/Formalized - Eden Alternatives - Residents’ rights
Policy - Document everything - Continuity of care - Autonomy
policy
Money - Secured grant - Secured grant - Donors to the
- Service fees - Additional funds from foundations
- Additional fundraising Hospital Foundations - Clients paying for
- Support from UBC for the service fee
utilities and supplies - Tax payers
Material and - Dental equipments and - Availability of - Bringing mouth-
Technology  products Overhead Lift care products
- Dental Units - Availability of from outside
- Laminated mouth-care Autoclave
card
Space & - UBC hub, offices of - Number of bed
Setting program manager and - Number and layout of

assistants

- Two rooms in UBC
Specialty Clinic with
shared waiting and
sterilization area

wings/floors

- Neighbourhood
system

- Private room/four-bed
room

- Onsite dental clinic at
3 facilities

- Operating room at the
hospital during the first
2 years
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4.2.2 Processes

Process refers to what is done in giving and receiving care. It includes the
activities of recipients in seeking care and carrying it out as well as the providers’
technical and interpersonal activities (75). The data suggested two types of activities:
first, interventions and second, practice management (Table 4.3). Interventions
involved screening and diagnosis; education and hygiene; dental treatment; and
additional prevention and promotion such as a caries management program
(Appendix G) for high-risk patients. Practice management involved administrative

works and supporting activities that made the care possible.

4.2.2.1 A typical day at a dental clinic

A CDA arrives at the LTC facility early with equipment from the UBC hub to
set-up. The dentist usually arrives around 9AM to see about 10 patients scheduled
each morning. The number of patients increases if there are more oral examinations
or recalls and decreases if there is more dental treatment. The dentist usually leaves
shortly after the last patient is seen while an assistant is always left to clean up,
finish documentation, and return medical charts to the nursing station. One of the
most daunting tasks happening during the whole session is to locate the residents
and bring them to the dentist. Not uncommonly, the residents are still in bed; having
breakfast; participating in recreational activities; in a hairdressing room; having a
dialysis; or having moved to an acute care hospital or to another LTC facility. If there

is no volunteer assisting, the dentist and the CDA spend time finding the residents.
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The GDP manager has always faxed the appointment list to the facility’s unit
clerk one day in advance so that the care staff can help get the residents ready;
however that did not seem to always happen. Getting residents ready for oral health
appointments seems to get less attention than other appointments such as dialysis

and hairdressing.

4.2.2.2 A typical day at UBC hub

After the dentist recommends treatment, the GDP manager and her office
assistant send out consent for treatment (including professional hygiene) and
consent for financial responsibility to either the resident or the next-of-kin. Obtaining
the record of next of kin and scheduling care for the elderly resident brought up
another challenge. LTC facilities do not have accurate records and the program
manager had to make several phone calls to get up-to-date information. On one
occasion, for example, the manager made a follow-up phone call to a son of a
resident who needed consent for regular professional cleaning; the son said, “well,
that would be very difficult as she’s now six feet under!”. But generally this process
goes well and about half of the consents were sent back accepting the
recommendation. The residents who did not need dental treatment are scheduled to
see a dentist again in the following year. In addition to scheduling, billing,
purchasing, liaising with the facility staff and residents’ families, it is common to see
the manager helping with dental appointments in the clinic including arranging

transportation for the patients and their companions.
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4.2.2.3 A typical day for education and mouth-care

Educational in-service and daily mouth-care faced greater challenges and
participants all agree that the goal has not yet been achieved. Since the program
was first initiated, five nurse leaders from PHC formed a task group concerning
mouth-care for the residents and continually collaborated with the GDP dental
hygienist. In 2003, they produced a daily mouth-care protocol for PHC facilities
(Appendix H). The structure of each facility and culture of each floor/wing® played a
major role in the level of how much of the mouth-care protocol was accepted and
sustained. The dental hygienist found that staff on the floors where the clinical nurse
leaders offered to provide mouth-care, leading the care-aides by example, were
easier to work with. However, it seemed that Residential Care Aides (RCAS)
operated independently from the nurses. From what | observed on many occasions,
mouth-care was not a priority. Nonetheless, in 2006 one of the facilities restructured
the staffing model and adopted a neighbourhood system to promote continuity of
care. The RCAs now cared for the same 6 residents so they got to know them better.
Also, this facility aimed for incremental changes and promoted one new

implementation per week.

'® The nursing care at the LTC facilities is administered separately on each wing or floor of a multi-
storied building.

55



Table 4.3 Procedural features of the GDP

Chapter 4

Procedural Dental Team LTC facility Patients and
features Families
Interventions
Screening - Dentists or GPR"" & CDA - Volunteers find the - Accompany the
& Diagnosis perform oral assessment for patients, take them to patient if need be
new residents and annually see the dentist, bring
thereafter them back to their room
Education - Registered Dental Hygienist - Nurse task group - Provide mouth-care
& Hygiene (RDH) produced and produced and when possible
implemented care protocol implemented care
with the nurse task group. protocol
- RDH developed educational - Nurse initially assess
media with ELDERS research  oral health (MDS)
at UBC - Nursing staff attend
- RDH provides in-services educational in-services
- RDH audit daily mouth-care - Ordering, stocking and
- RDH provides professional dispensing mouth-care
cleaning products
- RCAs perform daily
mouth-care
Dental - Dentists or GPR & CDA - Volunteers find the - Consent for
Treatment deliver treatment required residents, take them to treatment & financial
see the dentist, bring responsibility
them back to their room - Accompany the
patient
- Pay service fee
Prevention - Caries management program - RNs & RCAs dispense - Family pay for the

& Promotion

by dentists

medicine

service

Practice
Management

Program Manager and
Assistants

- Constantly updating patient
records

- Prepare and manage
consent forms

- Scheduling, faxing the
appointment list to unit clerks
- Billing & requisition

- Ordering & purchasing
supplies

- Liaison with LTC facility

- Preparing reports

- Unit clerks fax updated
list of new admission,
moved, and deceased

- Volunteer co-
coordinator organized for
2 volunteers each dental
visit

- Social workers provides
info re: financial
arrangement and
counsel the families

- Family council raise
the issue of quality of
care if need be

" GPR is a dental resident of the UBC General Practice Residency Training Program. Each one of
them rotate to work with the GDP for 8 weeks.
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4.2.3 Outcomes

All sources of empirical data indicated two types of outcomes which the GDP
rendered.

“First, the actual provision of dental services...and then, a good

enough oral health which affects their quality of life” — PHC

administrator, MD

| label the first type of outcome as system outcome and the second type as
patient outcome. System outcomes involved changes in predisposing factors such
as knowledge, attitude, and skill of nursing staff as well as changes in enabling
factors such as access to care, availability of mouth-care products, policy and
individualized oral care for each resident. One of the strengths of the GDP was that
they documented every outcome possible. The number of residents who received
oral assessment, number of cases with treatment recommended, number of
consents sent, number of consents received, number of dental visits, number of
educational hours, as well as CODE records (28) monitoring for dental conditions of
each resident. They also conducted a satisfaction survey among nursing staff in
2004 and among recipients of care in 2005. Both groups were generally satisfied
with the program. Concerns and suggestions were considered to improve the
guality of the GDP in the following year. Table 4.4 presents a list of outcomes which
emerged from the case study. Participants explained that the preferred outcomes
were: 1) that residents had access to care; and 2) that the program maintained or

improved their oral health. Investigation of specific definitions and standards of each

outcome will be presented and discussed further in chapter five.
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Table 4.4 Outcome features of the GDP

Outcome Dental Team (Internal) LTC facility Patients and Families
features (External)
System Outcomes Patient Outcomes
- Productivity - Customized From providers’
- Regular and timely individual oral care  perspective:
services plan - Stable oral health
- Care with respect - Availability of status
- Care responsive to standardized - No pain
needs and preferences mount-care - No acute infection
- Evidence-based products - Comfort
dentistry - Improved - Function
- Agile and adaptive knowledge,
management attitude, and skill From Recipients’
- Equitable access re: mouth-care perspective:
- On-site delivery - Daily mouth care - Oral Health Related
- Systemized record performed regularly  Quality of Life
keeping - Satisfied work life - Overall Satisfaction
- Stable financial with care
structure
- Accountable financial
records

58



Chapter 4

4.3 THEMATIC ANALYSIS OF THE COMPLEXITY OF THE PROGRAM

Besides the topical coding, there were many interesting statements that did
not fit the predetermined analytical framework. These statements were initially coded
in the free node and later analyzed inductively for recurring themes. In all, three
themes emerged to further describe the complexity of the GDP. | found that the
program is complex because things within and around it are 1) ever-changing, 2)
conflicting, and 3) massively entangled.

Figure 4.3 Three emerging themes describing complexity of the program.

Constants that aren’t constant
1. Ever-Changing <

Adapt as we grow

Us and Them
2. Conflicting <
Different perspectives on

roles and responsibilities

Multiple causation
3, Massively Entangled <
Many variables are

difficult to change
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4.3.1 Things Are Ever-changing:
a) Constant changes

During the years 2003-2006, there had been much turmoil in the BC healthcare
system (Table 4.5). Restructuring of the healthcare system both regionally and within
the PHC influenced the implementation of the PHC/UBC GDP.

“We just sort of start getting moving in a direction that I'd like to see
and there’s a drop. Like they cut wages or somebody’'s gone to a
strike...where our HEU workers were pretty much fired...it's been very
difficult. Every time you think that you [are} sort of on a roll and maybe
it's time to start [mouth-care] education or time to start changing and
something else happened... and you have to recover from that...so
that you can move on again.”

— A clinical nurse leader

Table 4.5 History of change in provincial healthcare system during 2002-2006.

Year Changes
2002/2003 e Hospital closure
« Staffing changes (fewer RNs, more RCAs, discontinued LPNs)*®
« Government imposed contract, staff losing wages (HEU strike)*®
e Change admission criteria for new residents

2004 ¢ Privatization of housekeeping and food service
¢ Regionalization of supplies purchase and ordering
2005 e Adopting Eden Alternatives

¢ Adopting Neighbourhood Program

¢ PHC merged with Vancouver Coastal Health

¢ RCAs not allowed accompanying the resident to dental visits outside

the facility. Residents must hire a companion if family is not available.
2006 ¢ New Staffing Model (RCA dispenses medication)

¢ High turnover from relocating between facilities within the PHC

¢ High sick time, a lot of casual staff (substitutes)

o HandyDART? restructured their service

BRN = Registered Nurse, RCA = Resident Care Aide/Attendant, LPN = Licensed Practical Nurse

9 HEU = Hospital Employees’ Union

0 HandyDART is a public transit service with specially equipped vehicles designed to carry
passengers with physical or cognitive disabilities.
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These structural changes were out of the GDP’s ability to control or
manipulate. However, it is useful to understand how these changes might have

impact on the implementation of the GDP.

“We moved from children and women [hospital] doing all of our
products to MSJ. [A dental hygienist] wrote up a nice product list
that we needed and it was all sent to us so we had toothbrushes
and denture cups and all of the toothpastes and all of that
recommended stuff and then what happened was that Providence
Health Care took us over and for some reasons something falls
through the cracks which | am trying to pick up on right now. So we
weren’'t always getting the right product at the right time.” — A
clinical nurse leader

“Share-buying is the way to go [after the regionalization]. So the
whole region decides on products [which are often different from a
recommendation by the GDP], and then they just do mass buying
and send it all to one warehouse rather than it sitting in each one
of the hospitals and for us it would be a top-up system so they will
say to us you only need 6 bottles of mouth wash once a week. And
somebody would come in and if | have 4 bottles, they’re bringing 2
bottles for that week.”

— A clinical nurse leader

Dental personnel found that initial implementation was difficult despite the
external changes. All participants who are dental care providers suggested that the
first few years of program development were trial and error because there was no
program prototype to follow. The program is the first of its kind in Canada.

“Its like a wild wild west...you just had to try and document

everything...and learn as you go”
— A program director
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b) Adapt as we grow

The approach that the GDP took was to “adapt as we grow”, said a dental
assistant. One nurse leader also asserted, it was “learning by experience throughout
by fire.” The GDP manager stated,

“The thing is we didn’t really jump into it. We gradually grew into it and

we’re still growing with anything new. You learn with your experience

and you get better at it and you get more efficient at it and you find out

what works what doesn’t work.”

| found that the official plan of procedure and written care objectives played a
minor role in the initiation of the program. What was needed was a business plan for
the number of the patients and their estimated cost of care based on a model of
typical dental practice. Therefore, the care objectives and planned procedures that
were written in the official documents did not necessarily reflect the reality of the
program implementation. They were later reassessed and rewritten as people
involved in the program learned more of what is appropriate, effective, and efficient.

For example:

“The model [of care delivery] has changed through out the years
because we found out the need for [an] operating room was low.”
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In summary, | classify the stages of development of the program into five

1) Need assessment (year 2000)

2) Planning year (year 2000/2001)

3) Initial Implementation (year 2002)

4) Adaptive Implementation (year 2003/2004)
5) Matured Implementation (year 2004/2005)

5) Expanding and sustaining the program (year 2005 to present)

4.3.2 Conflicting Views
a) Us and them

Regarding the constant changes discussed in the first theme, | found that the

two sides of the partnership did not seem to directly communicate much explanation

or empathy on the situation.

“l found that out during my last audit that there were a lot of over-
the-counter and outside products being used. So | developed a letter
that would go out to all the families. Most sites refused to send it out.
| don't know why they don’t do those things. So they posted it
whether or not family members see it” — A dental hygienist

“They [dental personnel] don't know those factors [structural
changes that hindered the ordering and dispensing recommended
mouth-care products] and probably in that | am empathetic too
because it is sort of a different sphere...we’ve gone through major
upheavals.” — a clinical nurse leader
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Moreover, the facility staff felt that “unlike any of the other disciplines that
work in residential care, the dentistry program is really not felt to be part of the

interdisciplinary team”

“They don’t attend care conferences. They don't, [try] to be part of the
team...you usually...have visibility or have some presence as part of
the team...but that didn’t happen.” — A clinical nurse leader

“In the care conference if it [oral health] is mentioned at all, it's from
the dietician. We don't feel ownership [of oral healthcare program].
It's like this independent group that comes in and does their thing and
leaves.”

- A clinical nurse leader

“It [dentistry] still acts pretty much as a separate entity. We have
some co-ordination that goes between unit-clerk and [the program
manager] who does all of the appointments. Other than that we see
[the dental hygienist who] comes up to do some care and she co-
ordinates with the RNs. We rarely see the dentist upstairs and
there’s a team of volunteers that comes to take charts and the
residents downstairs.”

— A clinical nurse leader

“These folks come and provide independent service. | am not sure if

that's their intention or not but that's certainly what happened.” — A
clinical nurse leader

As for the intention of dental personnel, it seemed that they too would like the

GDP to be more integrated into the residential care team. However, they found that

the environment did not enable them to develop relationships with the facility staff.
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“[the program director] and [the program manager] were the front
people...[they] got to talk with [the facility administrators and nurse
leaders] but I am the one who's there every week. | want the
relationship. | was at [the facility] on a regular basis. And during that
time | think there were two different administrators. | couldn’t have told
you their names because | didn’'t have a relationship with them. Not
that 1 wouldn't have wanted that, it just isn’t how the organization
works.” - A dentist #1

“I didn’t have any formal introduction when | first started with any of
the staff there not even a volunteer coordinator or anyone like that so
| think it would have been nice [if | was introduced]. | think they just
put a notice that there’s a new dentist replacing Dr. [name] but |
never really got to meet the head nurses or staff nurses.” — A dentist
#2

On the other hand, the nursing staff reflected that it was the nature of
dentistry that had “historically been private sector using an office model” that cause
them not being used to actively integrate with the interdisciplinary team.

“They haven't been part of this BIG...machine -called

HEALTHCARE. So they come with a completely different mindset”

Also, one nurse asserted the disintegration was rooted in the fact that
dentistry had not been part of medical care. She further reflected that

“You can’t teach the nurse how to be a dental assistant or a

dental hygienist when they've been taught nursing. Mouth-care

was never high on the priority course as for education went through

nursing school. It wasn’t that it was overlooked but it wasn't the

focus because there’s a dental team [laugh] and so the whole idea

of educating each other and actually working as a team would

be, to me, a better outcome.”

b) Different perspectives on roles and responsibilities

Similar to the last quotation, expectation on roles and responsibilities played

an important part in how well the GDP was integrated into residential care. The
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following two side of the same story illustrate how different expectations of roles and

responsibilities causes conflicts among people involved in the program.

“You need support at all levels. And we just weren’t getting it. From
things like | needed someone to help me with transfer. They didn’t
have a lift. And people would be sent down with no means of
transferring from a wheel chair. Well, you know that's just not
acceptable. And they KNOW that this person needs to be
transferred yet nobody takes responsibility for it. They're in a
hospital, there’s a head administrator. In terms of on the floor
operations, the nurses...can't come down and help transfer. They
can’'t designate a care-aide to work with me either. They can’'t do
some of the things that a chief administrator can do”

— A dentist

“...there were a lot of concerns about...demanding time of the care-
aides and not communicating well...nurses were getting upset
because care-aides were being pulled out from the floors and
transport people down to the clinic and we didn’t build that in our
work schedule right? So it's...you implement something here, it's
going to have a ripple effect to probably a number of
people...maybe the right people weren’t involved at the outset...we
need to have this person at the table [saying] this [dental program]
isn’t just coming in and doing an oral exam. This is what it's going
to take to make that happen. WE...let's make it happen.” — A facility
administrator

Especially with daily mouth-care, many care-aides view it as an
elective part of their job description.

“Mouth-care...it's almost like a choice. If you don’t have time,
you don'’t do it; if you have time, you MAYBE do it.”
A clinical nurse leader

“We get new care aides who go through schooling and in the
schooling they’re taught that mouth care is part of their job and
they come and they think they’re going to do mouth care but six
months or a year later, they’re not doing mouth care because it's
not part of the overall, among the care aides themselves
expectations.” — A clinical nurse leader
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“There already is a strong part of what the care aides feel like is
their job and what they feel like is not their job and some of them
don’t think mouth care is their job.” — A clinical nurse leader

Moreover, another conflicting issue was around the different perspectives on
“need” for oral health care. Dental personnel aim to maintain or improve clinical
status of residents’ oral health, while deinstitutionalized policies such as Eden
Alternatives promote independence and choice for the residents. The care-aides
often said during the interviews “we are not supposed to force the residents”, hence
no mouth-care if the residents are not cooperative. In addition, it is not uncommon to
hear conflicting opinions whether dental care was necessary when the recipients
must pay for care.

“There was a feeling that the clinical issues with these elders weren’t

necessarily been considered in recommendation of the treatment

part. Families called social worker all the time when they got the bill

and went, “what the hell is this? $3,000?” And of cause the social

work had to explain, no we’re not telling you to pay that...the social

worker had to do problem solving around that” — A facility
administrator
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4.3.3 All Variables are Massively Entangled

a) Multiple causation
When | asked what makes the program challenging, first reaction from most
participants were:

“It's hard to say, there are sort of a number of things that
happen all at the same time.”

“It's difficult because there’s a language barrier; the distance;
socio-economically, families are not able to pay; families are
not able to take time off; families are not able to drive their
family member out to appointments; families are not able to
appreciate the value and importance...so there are mediating
circumstances that make what kind of program at a facility.”

“I'm well aware of those things [significance of oral health and
mouth-care], but those are being, if you'll pardon the pun,
BRUSHED aside by housekeeping...this last year and a half,
because the nurses or care-aides are doing chores that are
absolutely necessary but outside of their job description...I saw
one of the nurses running down to get a bunch of spoons, they
[food service] didn’t send spoons up...its ridiculous they should
be doing something else.”

— Resident’s family

For example, the GDP naively “started off with the educational in-service with
the best intention” to increase technical knowledge and skill so that the care-aides
have the ability to perform mouth-care without a careful planning to target other
multitudes of variables especially those influencing “the will to perform” mouth-care
(Figure 4.4).

“We thought we gave everybody information but maybe we gave

too much information. We probably should have started with

asking the care-aides what they thought they needed. And

probably should have asked them what would make them or help

them give better mouth care...maybe they don’t need to have

education on how to brush their teeth.”
— A clinical nurse leader
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Figure 4.4 The web of variables influencing the ability and the willingness of care-aides to
perform daily oral hygiene for residents of long-term care facilities.
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Figure 4.4 illustrates the web of many variables that make daily mouth-care
work or not work. Some of the factors such as residents’ cognitive level and cultural
background of the RCAs (bottom right corner) are difficult to change and many
variables regarding the working environment are out of the GDP’s control. This figure
demonstrates the level of complexity that a program planner needs to consider when

planning and evaluating an oral healthcare program.

b) Many variables are difficult to change or will never change

One of the most difficult variables to change was the attitude and belief of
care-aides toward oral health and mouth-care. They offered four good reasons to
explain why they could not or would not do mouth-care: 1) uncooperative residents;
2) high workload; 3) unclear consequence; and 4) recommended mouth-care

products are not their preference and not always available.

“I don’t know why they discontinued it [the toothette]. | like it...
| think maybe dentists should do more experiment on it.”
— A care-aide

“It's difficult to say. Some of them [residents] never had mouth-
care and they seem to be fine...before this dental thing happened,
we did still give the mouth-care but not like you have to do it
everyday... and there were no major problems... OK with mouth-
care it makes them [the residents] smell better...but it's not like if
you don’t brush your teeth it will be...I don’t know...it's not the
same thing [as other type of care]. | don’t know why I've worked for
so many years and | found it's the same [whether we do mouth-
care or not]” — A care-aide

“They [residents] would do it if they were doing it before and some
of them was so difficult...like [a male resident] You can’t go close
to him...we tried to do it but we are not suppose to force” — A care-
aide
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Of course not all care-aides were opposed to performing mouth-care but
those who were had made the educational in-service very difficult, and they
influenced the attitude of other care-aides overall.

“She [a dental hygienist] did it [hands-on] one time and we took the

resident like [name of the resident] who's very tough... and said now

you show us how to do it...she didn’'t get success. So she said, “oh,

just keep doing it.”...“you go in the back and hold his arms” but he

was still...Oh! he can fight that man. [laugh]...No matter how you
approach him.” — A care-aide

“I hope they [dental people] try on the difficult ones themselves. You

can say you should try this method and that method. They [dental

people] should come experience themselves, and see if that method

works for them before they tell us, “oh, this is easy you go to do this

and that you will manage”...but it works only in some of them

[residents]. Remember that we’re the ones doing it. It's very hard.

Another thing is when [a dental hygienist] comes; she only has 3-4

residents to do right? Just to do the teeth and with us, we do

EVERYTHING...plus mouth-care.” — A care-aide

Despite the truth in the care-aides’ account, | found that they tried to
generalize the difficult cases and convince themselves that they had good enough
excuses to skip mouth-care for other residents. Both the dental hygienist and | found
from several observations that the care-aides did have free time in the early
afternoon. Also evening schedules were not as tight as in the morning. The dental
hygienist and many nurse leaders had an idea of promoting mouth-care as once-a-
day task: anytime before the resident was put to bed at night. However, the idea had
not yet been realized because the dental hygienist discontinued her role with the

GDP in 2006. The new dental hygiene educator took a new approach trying to

understand the culture of each floor before planning any formal educational
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intervention. He started by talking about how care-aides value their own oral health
and how they perform mouth-care for themselves. However, | have not yet heard
about his latest developments. One thing certain was the dental personnel could no
longer recommend the importance of mouth-care through the same educational
strategy because it did not work.

In all, besides the multi-causational effect of the multitude of variables
involved and the difficulty controlling or changing some of these variables;

participants also suggested many promising solutions to make the GDP work.

4.4 LESSONS LEARNED AND POSSIBLE SOLUTIONS

Fortunately, none of the participants thought the GDP had to “reinvent the
wheel”. They found that “there is lots of good information already” to help improve
the program. In essence, people who are involved in the program implementation
need to recognize that:

“We're dealing with totally different groups of people depending on

which facility you are in, so the need and the acceptance of the patient

and family AND the staff is a different one in each facility.”

- A program director

I summarized other suggestions from the participants as follow:

e “That [changes in the system] are all part of this...you have to be
always diligent of what's there and why it's there...and who you talk to

about getting things back again...it would be a waste of time if we just

let it fall through.” - A clinical nurse leader

¢ “The program must be flexible and agile.” — UBC administrator
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e “I'd just restart a lot slower. | would definitely start with asking people if they
think it's important...don’t start with education and start from preparing people
for it rather than saying we think it's important.”

- A clinical nurse leader

e “The person who starts the mouth-care program should get to know
the culture of the place. And really spend time figuring out how things
work there and define how to work with that culture...work with that
organization within the system that they already have...rather than
coming in with assumption of how things might work.” - A clinical
nurse leader

e “Not trying to promise too much too quickly given that we had a limited
amount of resources” — UBC administrator

e “Work with...be partner with nursing...HUGE...HUGE. If you don’t
partner with nursing, it's like you shoot your left foot. Because they're
the ones who ultimately have to work through”

- A clinical nurse leader

e “Value the input of nursing. That's the only reason the dental
hygienist made any headway with developing the protocols that were
developed here.” - A clinical nurse leader

e “Organize program around nursing and ensure that it's not just an
added on.” - A clinical nurse leader

e “A lot of things happen at the [care conference]. If you're there,
you're part of that team. - A clinical nurse leader

e “Dental team should be included within our care conference if
they’ve done some major work on the person.”
— A clinical nurse leader

e “[Dental personnel] don’'t have to be part of the annual review for
everybody but there may be for some residents with certain flag”
- A PHC administrator, MD

e “| see that the education is not addressing the issue. Maybe bring oral
care to fore front in the care conference...meet other disciplines...
developing a form that the dental hygienist write a report and it [report]
would go out to care conferences.” — A dental hygienist

e “Our next step was for me to go to family council when there’s a council
meeting again.” — A new dental hygienist
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e “There’s a model set up at [facility Z].... just an example of another way to
have the marriage of dentistry and hygiene to a facility. And they actually
have an onsite staff...a dental hygienist and a dentist who work just at that
site. They do attend care conference so that's quite different.” - A clinical

nurse leader

e “They [facility staff] needed someone to bring the whole thing under...
who do you go to..you have to have a chain of command, a
communication...l call her [the central person] the umbrella.”

— A resident’s family member

Lastly, as one participant suggested,

“You have to define success maybe differently than you normally
define success of other things you do in your life; because in most
other aspects of your life you probably have control over. And when
you're dealing with a program with this magnitude and you're dealing
with people and you're sensitive to the situation and it’s frustrating.”
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In conclusion, the implications of this chapter for the design of my
assessment model are two fold. Firstly, this chapter identifies key components of the
program that evaluators must take into account. These components provide a
framework for describing the program and developing a plan for creating relevant
guality indicators. | include six core components: 1) community context, 2) structure
and culture of the LTC facility, 3) characteristics of the recipients of care, 4) program
structure, 5) program processes, and 6) desired outcomes of the program. Secondly,
thematic analysis of the complexity of the program provides guiding principles for the
assessment of quality of the program. For example, when the program needs to
adapt to ever-changing circumstance and when the multitude of factors are
massively entangled; quality assessment of such a program must take into account
the relationships among pieces within the program as well as the influences of the
contextual factors and functioning of the LTC facility. In addition, when the program
operates among conflicting views, the assessment should be participatory and
engage as many key people involved as possible to assure that multiple
perspectives are heard. Subsequently, the next chapter investigates in particular the
program elements that most indicate quality and success, the assessment criteria,

and methods of assessment.
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CHAPTER 5
DRAFTING A MODEL FOR ASSESSING QUALITY OF
A COMPREHENSIVE ORAL HEALTH PROGRAM
IN LONG-TERM CARE FACILITIES

5.0 INTRODUCTION

In the last chapter, an ethnographic analysis of a program case study
identified 6 core components of the program that the evaluator has to take into
account: 1) community context, 2) structure and culture of LTC facility, 3)
characteristic of the recipients of care, 4) program structure, 5) program processes,
and 6) expected outcomes of the program. It also yielded insight about the
complexity of the program and how this complexity might affect the design of the
assessment. In particular it explains that a multitude of stakeholders should be
involved to assure that conflicting perspectives are heard. And at the same time the
assessment should be comprehensive enough to be able to explain procedural and
outcome variations caused by massively entangled factors and ever-changing
circumstances. This chapter then exploits such information to answer the second
research question of this thesis: how best to assess quality of a comprehensive oral
health program? The design of the assessment model evolved around three
research sub-questions:

1. What indicates the quality of the program?

2. What are the thresholds of acceptable quality?

3. What are the methods for assessing quality of the program?

Participants’ accounts, events observed, and published texts from an

ethnographic case study provided information focusing on the opinions concerning
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the description of success of the program and the experiences of how the program
was or could be assessed for quality. The theoretical framework (chapter 3) also
came into play by providing choices of language used to classify and label

information gathered.

According to Donabedian (86), two main parts must be defined when
assessing quality of any health program: first, the points of information collection that
indicate quality of the program hence, the quality indicators; and second, the points
of reference for comparing and contrasting the information collected. The later is
often referred to as standards or criteria to judge the program’s success or shortfall.
Generally, when asked about what indicated quality of the program, interview
participants responded quite easily, while discussion about program standards
required a lot more effort for the interviewer to probe and for the interviewee to

contemplate.

5.1 WHAT INDICATES QUALITY OF THE PROGRAM?
Chapter 4 described the many elements of the structure, processes, and

outcomes of the program and Donabedian (75) suggested that each category is a
potential area for quality assessment. However, | found that, with the information
collected from a case study, the distinction among the three categories is quite
challenging to analyze. As described in chapter 4, participants related to the term
“desired outcome” of the program in two aspects: the system outcomes and the
patient outcomes. Similarly, when discussing what indicates quality of the program,

they expressed that quality is: firstly, a degree of excellence of the service itself; and
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secondly, in the accomplishment or outcomes reflected by the patients. As one of

the administrators explained,

“Outcomes are separated in my mind in terms of really
needed clinical dentistry...to attend to an urgent problem
or something like that, and there’s that other side...what
is good oral health”

Following Donabedian’s classification (75,78), the term “the service itself’ that
the same administrator suggested may point to either structural or procedural
elements. For example, on-site dental clinic indicates quality of amenities and
responsive emergency consultation indicates quality of care process. Moreover,
some desired outcomes such as integration between dentistry and LTC couldn’t be
easily distinguished whether it falls into the structural or procedural category. In
response to this unclear categorization, | analyzed three of the most informative
interviews™ inductively for alternative classification. The bottom-up coding revealed
three main categories: 1) ultimate outcomes observed in or by the primary targets
(elderly residents); 2) proximal outcomes seen in or by the care process and
secondary targets (e.g. nursing staff); and 3) the interplay between the structure and
process of the program that enables the program success.

With the new classification (Figure 5.1), | decided to strictly label the first
category as “outcome indicators”. They represent the result of the program
demonstrated by the patient’s oral health, overall satisfaction with care result, and

their quality of life. And, as for more proximal outcomes, such as the knowledge and

performance of nursing staff on daily mouth-care and residents’ satisfaction with

*an administrator, a clinical nurse leader, and a dentist
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care process, | classified them as “performance indicators”. | selected the term
mainly because it was brought up by the facility administrators and the nurse leaders
attending the ELDERS LTC meeting in 2003.%* They suggested that “performance
indicators” might help to improve mouth-care situation in the facilities because they
can help holding the care-aides accountable; hence the origin of this study. Lastly,
the term “capacity indicators” was chosen to represent the enabling physical and
human resources as well as interactions among themselves. Elements of the
program that fall under this category often depend on the policies or on the higher
administrative level of responsibility. They are often out of the front line staff's control
on a day-to-day basis.

Another way of viewing this classification is to use the lens of P/P framework
(10). Capacity indicators correspond to the enabling Policies, Resources, and
Organization (PRO). Performance indicators represent the interventions and the
outputs of the processes targeting at Predisposing factors and Reinforcing factors
(e.g. knowledge, attitude, skill, and satisfaction with care). Ultimately, outcome
indicators denote maintained or improved oral health, overall satisfaction and quality

of life.

Figure 5.1 Categories and labels of the new classification of quality

indicators.
Categories Labels
Enabling Structure + Process - Capacity indicators
Process + Proximal outcomes - Performance indicators
Ultimate outcomes or patient outcomes -> Outcome indicators

%l please see Chapter 2 page 4.
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After forming the categorization and definition of the quality indicators, | coded
the rest of the transcripts and field-notes deductively using framework analytical
method (67). Excerpts from the interviews and text from field-notes were first placed
into each general level of the three indictors and later sorted to identify

subcategories (Figure 5.2). As a result, capacity indicators comprise of

subcategories such as 1) accessibility, 2) goals and philosophy of care, 3) record
system, 4) personnel and consultants, 5) level of support from LTC facility, 6)
management styles and relationships among team members, 7) work incentives,

and 8) self-assessment plan. Performance indicators include 1) satisfaction with care

process as perceived by staff and recipients of care, 2) productivity of dental service
and educational in-service, 3) daily oral care/mouth-care assessment and planning,
4) availability of mouth-care products and reminders, 5) changes in knowledge and
attitude regarding oral health among nursing staff and recipients of care, 6) the
actual performance of nursing staff regarding daily mouth-care, 7) integration
between dentistry and LTC and 8) financial accountability of the program. Ultimately,

outcome _indicators take into account both providers’ and recipients’ perspectives

include oral health, oral health related quality of life, and satisfaction with treatment

outcomes.
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Figure 5.2 Categories and subcategories of quality indictors.

Accessibility, Satisfaction with care process,
Policy and philosophy of care, Productivity of services,
Records, Daily mouth-care assessment & planning,
Personnel & consultants, Mouth-care products & reminders,
Management style, Knowledge & attitude of care staff,
Support from LTC, Performance of mouth-care by care staff,
Work incentives, Integration between dentistry & LTC,
Self-assessment plan Financial accountability
Capacity Performance

Quality indicators

Outcome
Oral health status, Percejyved oral health
Oral health related-quality of life,
and overall satisfaction with the result of care

5.2 WHAT IS THE THRESHOLD FOR ACCEPTABLE QUALITY?
As stated earlier, interview participants found it difficult to speak about

what is acceptable and what is good enough considering the massively entangled
factors. On the superficial level of conversation, all participants stated that quality of
life should be the ultimate outcome that determines the program’s quality. As one of
the nurses explained,

“The biggest is the quality of life because...the world has

narrowed on these people so they tend to focus on things

that bring them comfort...food... drinking...it's a very

basic need for an individual and if they’re unable [to eat

or drink], because of pain or whatever the conditions are

in the mouth, they’re miserable.”

However, questions probing more deeply about “what is good enough for frail

elders?” and “how to logistically obtain the information?” are very difficult to answer.

As one of the administrators expressed,
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“The problem is we don’t know what is good oral health...I
don’t know how to answer that, | know oral health does
have a big impact on their quality of life, to be free of pain,
to be able to chew their food and those sort of things but
what should be the threshold for saying that this is poor
and that's bad ...teeth have not been cleaned? There’s a
bad odor? | don’t know.”
During the course of the first and follow-up interviews, participants were
prompted to contemplate the questions, and the answers reflected that different
group of participants might have different goals (Table 5.1-5.3). For example, dental
personnel were concerned more about productivity and satisfaction with dental
procedures while nursing staff were concerned more about daily mouth-care.
Administrators aimed at compliance with regulations, efficiency, and having no
complaint from either their staff or recipient of care.
Interestingly, despite some variations in term of program goals and initial
struggle to find answers about quality thresholds, minimal standards regarding
patient outcomes could be established. On the contrary, when discussing the level of
acceptance regarding capacity and performance of the program, participants
struggled more to set minimal standards of acceptability. For example, one of the
clinical nurse leaders said,
“I would be very happy if the mouth-care is done once a
day...anytime of day. At the moment it's not always
happening.”

Similarly, a dental hygienist said,
“No resident should be going to sleep without some
cleaning of the mouth, whether that's even at the most, at

the minimum level a rinsing of the mouth, flushing out the
mouth debris.”
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But then the same nurse and dental hygienist went on to suggest that too
realistic a standard can be problematic because “it sets into place a pattern of
practice of what you're willing to accept and what you're not willing to accept.” The
dental hygienist further explained,

“A threshold is how much you are willing to risk, are you
willing to say you understand what oral health means for
this vulnerable population...what is that risk...how
serious the consequences are.”

Given the evidence of inadequate mouth-care, nurse leaders and dental
professionals suggested that there must be minimal standards to hold the care-
aides accountable. Nonetheless, due to a multitude of challenging factors in LTC
and the different context of each facility, a nurse leader suggested that initial
standards should be based on very realistic goal; and over a period of improvement
initiative, expectation could be “increase[d] incrementally” (Figure 5.3). For instance,
instead of setting standards right at the onset that quality daily mouth-care is
brushing teeth or dentures two times a day; the program may start with minimal
standard of just having the evidence-based mouth-care products available for each
residents. Then the requirement may move up to having the care-aides identify
individual mouth-care plan for each of their assigned residents; to being able to
brush teeth or dentures once a day - anytime of day; to finally brushing teeth or
dentures twice a day.

One of the nurse leaders compared mouth-care with “pushing something up

hill...it keeps rolling back”. She believed that “...until finally you push it right over the

top, then it become the normal practice”. Therefore, if the hill is too high with no rest
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stop, “in my experience people get it half way up the hill and then they go on to
something else or they start thinking about something else and then it just goes

back to where it started.”

Figure 5.3 Incrementally increase the level of standard for each assessment
cycle.

Iterative Cycles of Quality Improvement

ty ts t

Minimal Increased

Standard Standard

(t = timeframe)

Consequently, | have summarized the list of not only the minimal standards
of practice but also what is considered as improved practices (Table 5.1-5.3). Then,
when programs are assessed, they can be compared against the standards that fit
their stage of development. These non-static goals also address the ever-changing

nature of the program.
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Table 5.1 Capacity indicators and examples of standard of acceptability

according to the case study

Indicators
1. Accessibility

Minimal Standard

Improved Practice

- Physical accessibility

- Formal contact with any dental
professionals (dentist/RDH/denturist):
“A facility has access to somebody” -
admin

- Transfer to designated dental
professionals

- On-site delivery/Portable equipments
with designated space i.e. a meeting
room, a hair dressing room, a quiet
room, etc.

- A formal structured oral health
program

- Fully equipped on-site dental

- “Have a lift, that's key, to get
somebody out of their
wheelchair into [a dental] chair, |
mean that's number one, you
have to have that” - dentist

- Financial accessibility

- Standardized fee guide

- Cost of care is covered for the
residents

2. Goals and
philosophy of care

- Documentation of program goals
- Documentation of practice
protocol/guidelines

- Clear and specific action
- Widely shared among team
members

3. Record system

- “At least have the evidence...how
many patients they [dental
professionals] see...what procedures
they do and...what the outcomes are”
- admin

- “All that data computerized
during the exams and during the
recall exams and you can sort of
follow up patients on a the long-
term scale” - dentist

- “[Facility] keep[ing] a list or a
record of problems that they
were refer to dental. How many
issues were resolved? How
quickly, how thoroughly.”

- admin

4. Dental personnel &
Consultants

- Quality of dental personnel:
“Personality is big time...and the
ability to adapt to any situation...|
think it is a lot more important than the
actual dental skill. Skill you can learn.”
— CDA

- “Strength of the program is we have
support from specialists.” - dentist

- “Because it has been a
consistent team, it's been good
because the residents know who
they’re going to see.” - Clinical
manager

5. Support from the
LTC facility

“To see the nurses be able to attend
to nursing duties not kitchen duties or
whatever, and we could then meet as
a family council and discuss quality
care, how it can be improved, how it
can be maybe cut back” — resident’s
family

- “You need support from all
level.” - dentist

- “Have a volunteer who porters
all the residents back and forth.”
- CDA
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6. Management style

Minimal Standard

- Communication platform available

such as a study club

- Central person/liaison: “You have to

have a central command, not
something that's locked up at five

o’clock...its twenty-four hour operation

and somebody is there, and

everybody is informed whether they
want it or not [laughter].” —resident’s

family
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Improved Practice
- Flexible and agile
- Open communication
- Role clarity “Make sure that the
staff have it written into their job
description.” - RDH

7. Work incentives

- “Rewarding feelings” - dentist
- Reinforcement from peer and the
positive care results.

- “Professional growth, have
recognition, opportunity for
continuing education.” - RDH
“Throwing a small party for care-
aides every now and then
because they have achieved
target.” - admin

- “A sense of camaraderie, a
sense of belonging, a sense of
pride in coming to work.” - RDH

8. Self-assessment
plan

- Explicit mechanism to monitor
progress/impact

- Ongoing monitoring and
adjustment

- “Sharing evaluation findings
across sites” - nurse

- “The accountability has to be
built in...and there has to be a
reporting and where, down to the
care aide level they can see, ‘my
goodness, this is what I've done
and this is the impacts and these
are the impacts that we're
seeing from facility to facility to
facility’; and so that everyone
has a sense of, across PHC the
behaviour of the staff has
resulted in these outcomes”
Then you share [the practice and
outcome] with the directors of
care for each facility and then
you share those results with the
nursing leaders, and then you
share them with the floor nurses
and then the care aides and it
has to be at that level of
intensity.” - RDH
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Table 5.2 Performance indicators and examples of standard of acceptability

according to the case study.

Indicators

Minimal Standard

1. Satisfaction with care process

- Patient-centred care

- Care with patience and flexibility:
-“When the patients fight back, Dr.
[name] just goes with the flow. You
have to be very patient and flexible.” —
CDA

- Care with respect: “A lot have to do
with touch, smile, and voice.” - CDA

- “Dr. [name] has a very good hand
and with making contact and even if
[the resident] are not there.” - CDA

- “I have watched some of the doctor
from the standing up talking to this
poor little heap of person down there
not coming down to their level. Not
touching them or sort of well, ‘open up
your mouth so | can look in there’.
Well that's not going to work with
dementia and Alzheimer’s.” - CDA

- “If I went up to the patient and from
the top and say well, ‘I'm taking you
now, we'll look at your mount and
we'll check how many teeth you
have’; that's not the way, you have to
gently touch them. Half of them are in
sleep anyway and you say ‘is it okay?’
and try to...BE KIND...basically.” -
CDA

Improved Practice

- Personalized care involving
family participation

- Complaints from families, if
any, are being addressed

- Timely care

- On call system in place: “which puts
my mind at rest” — resident’s family

- “Attend to an urgent problem” and
“Timely appointments for people in
pain” - nurse

- “No complaint from the residents or
families.” -nurse

- “To be accessible and attentive to
issues the nurses identify” - dentist

- “...how many of the patients’ request
were dealt with appropriately,
quickly.” - admin

- “No complaint from staff” — admin

- Service “runs smoothly” — nurse

- Regular visits by dental
personnel: “When things happen
like dentures break or
somebody else has a sore tooth
it's nice to know that the dentist
will be here the next week.” -
nurse

- “Now somebody says oh, I'm
having pain with my denture, oh
no problem, we’ll have the
dentist look at it next week.” -
nurse

- off hour care: “Dr. [name]
came and they took care of this
patient on the weekend, during
lunch break, or in the evening” -
nurse
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Indicators Minimal Standard Improved Practice
2. Productivity
- Frequency - Seen by any dental professionals - “The number of times the
at least once a year service is accessed and number
- “Repetition...always follow-up” to  of consult requests in balancing
reinforce - nurse act with cost”
- Every three month
education/motivation
- Reach - All new residents who give - All consented residents
consent - All nursing staff including casual
- All residents who have dental staff/paid companion
complaint - Families who visit regularly
- Scope - Clinical oral examination - Comprehensive services

- Emergency care

including education and
motivation

- “That’s a very good service
because it's a full dentistry you
can do everything there.” - nurse

3. Daily oral care/mouth-
care assessment & plan

- Initial assessment by RN

- Documentation of assessment

- Using standardized Minimum
Data Set

- “Documentation of assessment
on admission...within 3 months” -
nurse

- Oral care plan

- Written in “Hygiene” or “special
need” section in the residents’
individual care plan

- mouth-care explicitly indicated in
the residents’ care plan

- Dally screening

- Based on a chief complaint only
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Indicators

Minimal Standard

4. Mouth-care products and reminders

Mouth-care products:

Chapter 5

Improved Practice

- Ordering and storage

- Fit the unique characteristic of
LTC

- “Do you have what’'s needed on
the floor?”

- According to individual needs

- Inclusive (tooth brush, tooth
paste, denture brush, denture cup,
mouth rinse, etc.)

- Standardized

- Evidence-based

- No outside products brought in
(over the counter products)

- Distribution and
placement

- Hygienic placement
- Product on sink/in wash room

- “The right products with the
corresponding card”

- Use

- Evidence of usage on an audit
day (e.g. the toothbrush was wet)
- Denture labelled

- Products are used everyday

- Change products as required by
the guideline

- Denture labelled and stored dry

Mouth-care reminders:

- Wall chart

- Individualized mouth care card

Incorporated into ADL wall chart

- Flow sheet

- Mouth-care included in the flow
sheet of residents who need
special attention (under hygiene or
special needs).

- Incorporated mouth-care
section into RCAs daily flow
sheet

- “Whether a flow sheet actually
capturing what you want in a
timely manner and is it inclusive
enough to have everything that
you want or it could be a piece of
paper that the RNs start and the
dental hygienist finishes.” - nurse
- “Checklist being used to start a
dialogue for accountability.” -
RDH

5. Knowledge and
attitude regarding oral
health and mouth-care

- How to do mouth-care

- “Pathways of diseases” - nurse
- "Know as a norm that it [oral
health] is important” - RDH

“Nursing Staff have trained eyes
and image of disease and
consequences in mind.” — RDH
“Change people’s perspectives
about how important it [oral
health] is” — RDH
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6. Performance of mouth-
care

Minimal Standard
- “Getting mouth care on a regular
basis a regular pattern [anytime of
the day]” - Nurse
- “No resident should be going to
sleep without some cleaning of the
mouth, whether that's even at the
most, at the minimum level a
rinsing of the mouth, flushing out
the mouth debris.” - RDH
- “There ought to be no resident
who after their last meal of the day
is not given the opportunity or
there isn’t a process to facilitate
mouth care, to clean that mouth.” -
RDH

Chapter 5

Improved Practice
- “Every RCA does [or assists]
mouth care on every resident” -
nurse
- “Twice a day morning/before
going to bed” -nurse

7. Integration between
dentistry and LTC

- “...not to be someone who
parachutes in and then parachutes
out” - nurse

- Engage LTC staff when planning
— RDH

- Formal communication channels
between dentistry and nursing staff

- Integrate with both staff

and residents’ families
“The dental team

should be included within our
care conference if they've done
some major work on the person.”
- nurse

- At least to submit a
report to the annual reviews —
nurse

8. Financial accountability

- Formal report per request

- Formal report annually
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Table 5.3 Outcome indicators and examples of standard of acceptability

according to the case study.

Indicators
1. Clinical oral health status
(providers’ perspectives)

Minimal Standard
- “Just to keep things stable and preventing sort of major
problems like pain and infection.” - A dentist

- “They [the residents] are happy with the
outcome...beyond their own expectations too because not
everybody is aware of the dental diseases that they're
affected with.”

— A Program Director

- “If you're free of infection and free of pain, you don't have
anything that's hurting you from chewing and swallowing,
that's probably acceptable...if you don’t have loose teeth
that are going to be falling out, hurting you, | don’t think
that we could say you're going to be free from plaque,
that's not reasonable, we have plaque.” — A clinical nurse
leader

2. Perceived oral health
(recipients’ perspectives)

- “To be free of pain” — A family member

- “No complaint” — A resident

- “Before they started this program, auntie was on heavy drugs and it
turned her teeth brown. And they have got her teeth looking quite

good now.” - A family member

- “Now it doesn’t hurt at all” — A resident
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Indicators Minimal Standard
3. Oral health related - “She’s well fed, the body is assimilating the food and the
guality of life medicine and instead of maybe have toast and tea or they

(from multiple perspectives)

wouldn't eat at all” — A family member
- “to be able to chew food” — A family member

- “If people aren’t eating and smell is the big one to be
honest.” — A clinical nurse leader

- “Not to make them an extreme make over or anything
like that...aesthetic is sort of not a huge priority but
then definitely if that" something they want, it's
something they should have too.” — A dentist

4. Overall satisfaction with
the result of care
(recipients’ perspectives)

- “Is their mouth feeling as the residents think it should and if the de
as [the residents think] it should?” — A clinical nurse leader

- “No complaint” — A family member
- “if families call the chief administrator that tadadadadada Dr.

[name] did this or that, the administrators don't like that...and if
you got the resident complaining too.” — A dentist
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5.3 WHAT ARE THE METHODS FOR ASSESSING QUALITY OF THE
PROGRAM?

According to the theoretical framework, complex programs should be
assessed comprehensively by using both quantitative and qualitative methods.
Suggestions from research participants reflect also the possibility of using both
methods.

Nurse leaders preferred a walk-through audit or a floor audit to assess
daily mouth-care activities as one of them explained:

“One thing | do whenever | can is | just ask the RCA, can you take me around
your 6 residents, tell me what kind of mouth-care each residents got. Just have
general discussions...if [it was] pretty late in the day and | get [response like]... ‘Oh! |
haven't done it yet. I'll do it now’ [laugh] so I'd know. Some of the care-aides are
proud of taking you around tell you what they did for each resident. It's a bit scary
and it's another quality indicator if people say, ‘oh | don’t know if she’s got her own
teeth or false teeth’ when you know it's near the end of her shift. That’s a bit
worrisome too.”

The same nurse leader also shared that,

“There’s one facility | worked in that did have a peer audit
around basic things...‘did the person [resident] look clean and
attractive’ and ‘did the person have their nails trimmed’ and
care-aides would audit each other and it's possible...there could
be some [audit] system like mouth-care but we have to be very
careful because you have to be in a very mature work
environment to do that.”

The nurse explained that peer audit would not work in facilities where there

were high tensions among the care-aides or between care-aides and management.
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Consequently, the program should also be assessed by obtaining information
from other sources such as the recipients of care. The nurse explained how,

“We could also identify a group of residents who were able to talk
[about] whether they’ve got their mouth care on a regular basis”

However, the same nurse elaborated:

“Unfortunately in this population, those people [who are able to

talk] are often the people who clean their own teeth or look after

their own needs, so you wouldn’t capture the right group...families

would be a group to survey too [for this information]”

In fact, the program case study (GDP) has once conducted a satisfaction
survey with families of the residents in 2006 (Appendix I). However, it concerned
all components of the program except daily mouth-care. Moreover, the GDP also
conducted a staff satisfaction survey in 2005 (Appendix I) as requested by the
hospital organization and regional health authority. Both surveys used a
guestionnaire with 5-scale Likert-type response and a few open-ended questions.
The questions reflected mostly the performance and outcome categories. Other
assessments regarding educational in-services and daily mouth-care conducted by
the GDP include mouth-care protocol audits by a dental hygiene educator and a
master’s student who had produced an improved audit sheet (Appendix J). In
addition, as part of the ongoing documentation, the GDP also keep information on 1)
oral health status using CODE software?; 2) treatment recommended; 3)

consent sent and received; 4) treatment provided (based on procedure instead

of visit) and 5) financial records using Axium clinical management software?®

2 CODE by UBC ELDERS group
8 Axium by Exan Academic, Inc.
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and MS Excel spreadsheet®. These databases provide systematic information on
the performance and clinical outcomes of the program.

One of the dentists stated that this systemic and computerized data collection
was one of the strengths of the program. He explained:

“All the data collected during the exams and during the recall

exams...you can follow up patients...of how many more filling

have they needed after that initial treatment ...have they lose more

teeth at that time? The problem with that would be...there’s a high

patient turn over rate...so you can’'t do a long-term follow-up [with

the same patients] but if you were to take a sample of patients who

were there for specific period of time and say 3-5 years...| think

there is probably the possibility of doing it.”

Also, there is a possibility of observing the residents’ conditions to assess the
final outcomes regarding oral health and oral health-related- quality of life. Another
clinical nurse leader asserted,

“Certainly sometimes you see the residents wince and grimace

when they’re eating and that would indicate that they might have

some pain.”

In summary, information about quality of the program comes from three main
sources: 1) clinical records and administrative records; 2) interview and/or
guestionnaires with providers, elderly residents, and their family members; 3)
observation of both providers and elderly residents.

Lastly, how evaluators interpret the findings of the assessment is another
important step. Participants agreed that quality of the program is reflected in a

“balancing act” of multiple indicators and multiple methods of data collection. As one

of the dentists pointed out:

24 Excel spreadsheet by Microsoft Office
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“I saw a frail lady who needs a clearance. Clearance is a big deal.
And she has no pain and no acute infection. If you only go survey
that institution, that will skew everything. It's so bad that you have
got 30 decayed surfaces in that mouth and 8 teeth indicated for
extraction...Skew the whole picture...what that would do to the
results...You're dead.”

Similarly, one of the dental hygienist asserted,
“You have to weight a number of things out...What | do is |
correlate my findings ... might be doing a clinical
assessment then speaking to the nurses and the care aides
and also doing some audits.”

He further explained,
“For instance, even if they said they do it [mouth-care], the
toothbrushes are twiddled down or they're dry or the
products are not even in the room and so, you know, it
leads one to suspect.”

Indeed, a model for assessing quality of a program this complex needs
multiple steps (Figure 5.4). The empirical evidence confirmed evaluation theory that,
to meaningfully assess the quality of the program, key people should be engaged to
comprehensively describe the program. Moreover, participants need to, at the very
beginning, state the goals of both the services and the assessment itself. The
evaluator then can use the information to set appropriate assessment questions
specifically to the program’s circumstance and stage of development.

Later, the assessment findings consisting of a comprehensive program description
and reports of met and unmet quality indicators, can then be used to adjust the

program design, educate and motivate participants. In addition, experiences from the

case study showed that not only the performance of the program needs
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improvement; but its capacity might also be enhanced. Then, the iterative practice of
assessment and adjustment of the program should increase the likelihood of

improved outcomes.
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Figure 5.4 Theoretical and modified versions of steps of quality assessment.
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In conjunction with the previous flow chart displaying steps of quality
assessment and improvement (Figure 5.4), | have also drawn a PDQI diagram
guiding how to comprehensively describe a program and where to look for elements
indicating quality of the program (Figure 5.5). The combination of these two parts
(Figure 5.4 and 5.5) then represents “a model for assessing quality of a
comprehensive oral health program in LTC facilities”. In conclusion, the model
consists of 6 steps, 6 components of program description, and 20 quality indicators.
The 20 quality indicators came from 8 capacity and 8 performance categories, and

the last 4 quality indicators came from the outcome category.

99



Chapter 5

In summary the model for assessing quality of a comprehensive oral health

program in LTC facilities include:

1)

2)

3)

4)

5)

6)

Discussing with the key participants regarding general purpose of
program assessment;

Describing the program by following the Program Description (PD)
part of the PDQI diagram (Figure 5.5);

Forming specific assessment questions according to information
gathered from step 1) and 2);

Collecting information guided by the Quality Indicators (QIl) part of
the PDQI diagram (Figure 5.5);

Interpreting and reporting findings in terms of met and unmet
indicators according to the minimal standards selected.

Making recommendations to strengthen the quality elements of the
program and improve unmet elements by adjusting program design

as well as motivate and educate participants.

Next, application of this model to an oral health program Northern BC

will be described and discussed in Chapter 6.
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Figure 5.5 A PDQI (Program description and Quality Indicators) model for assessing quality of a

comprehensive oral health program in LTC facility.
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CHAPTER 6
TESTING A MODEL FOR ASSESSING QUALITY OF
DENTAL GERIATRIC PROGRAMS
6.0 INTRODUCTION
This chapter describes an application of the model of quality assessment
developed in chapter 5 to an oral health program for older adults living in six long-
term care (LTC) facilities in Northern British Columbia (BC), Canada. The primary
objective was to evaluate the feasibility and usability of the model drafted. The
secondary objective was to explain how the model was revised following application
in another “real-world” setting. | selected this particular setting because the program
provides care to the elders in a different context and circumstances and operates
quite differently from the original program used to develop the model.
| organized this chapter into three main sections: 1) the experience of model
application, which are laid out according to the five steps of quality assessment; 2)
an analysis of feasibility and usability; and 3) modification of the model following the

assessment.
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6.1 THE APPLICATION OF THE MODEL:

6.1.1 State General Purpose of Assessment and other Preparations

After being asked by one of the founders of a geriatric dentistry program in
Northern BC to review their program, | met with him in person in January 2007 in
Vancouver. He briefly explained the program had been in operation for nearly ten
years but had never been evaluated by external people before. Therefore, the

general purposes of this review were: 1) to document as evidence the program

delivery model which they believed was worth sharing; 2) to “ try to figure out where

we [the program] are?” and 3) “how should we [the program] proceed?” said the co-

founder. In turn, | described the assessment methods, selection criteria of
interviewees, and a list of administrative documents required. The founder of the
program then informed the current Program Manager of our assessment plan. We
used snowball sampling starting from the program manager to identify and recruit
other interview participants. Shortly after the meeting, | received an email from the
Program Manager who compiled contact details of all potential participants. | then e-
mailed out a letter of introduction informing them of the objectives of this review,
methods of information collection, and the ethical consideration employed. | was
immediately able to schedule the interviews with most of the potential participants
except for the facility administrators and staff who requested an additional list of
interview questions. Consequently, | emailed every potential participant a list of
potential interview questions and a summary table displaying the program
components of my interest (Appendix K) created by adapting information from the

PDQI tabular matrices. The information seemed to reduce potential participants’
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concerns and promote participation. Out of 17 identified people, only one
administrator at the regional health authority refused to participate in the study. This
selection of administrators and service-providers offered a wide range of
experiences and perspectives on how the oral health program operates and on how
the recipients of care respond to it.

6.1.2 Describe the Program

Prior the field study, | compiled contextual information about the city, the local
healthcare system, demographics of aging population in the city, existing LTC
facilities and future assisted living projects, and news articles found on the internet
about the program. In Northern BC, | began the fieldwork by conducting a two-hour
interview with two co-founders of the program. | asked them about how the program
was initiated, the context of the program, the details structures and operations of the
program. And most importantly | asked them to articulate the goals they had set for
the program and for the assessment itself. The information gathered were
categorized and written according to the predetermined categories of the program’s
context, structure, processes, and desired outcomes.

One of the co-founders said, “This is like walking down the memory lane”. |
found that they constantly triggered each other's memory and validated each other’s
account. The “pair interview” seemed to enhance the amount and also accuracy of
the information provided.

6.1.3 Form Specific Assessment Questions
| then used the information gathered from the first two steps to determine the

stage of program development and the readiness of the program to be evaluated.
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Subsequently, | reassessed the suitability of the evaluation questions posed by the
participants by comparing them with the current circumstance of the program. The
program at the time of study was in the mature stage of implementation (see
Chapter 4 page 60), where the operation had been stable for many years. In other
words, without external forces such as restructuring of LTC facilities, the structures
and processes of the oral health program would remain unchanged. Therefore, the
main objective of the assessment was to identify how the program can ensure its
quality. Specifically, the objectives of the assessment were to 1) establish evidence
of accomplishment; 2) identify how the program can be further improved; 3) share
lessons learned; and 4) initiate the cycle of quality monitoring and establish a
baseline for future evaluations. Consequently, specific assessment questions |
formed were as follows:

1) To what extent has the program achieved the desired outcomes?

2) What are the areas which need improvement?

3) What are challenges encountered and possible solutions?

4) What are success factors and what are pitfalls?

5) What are the next-action plans?
6.1.4 Collect Information Guided by the Quality Indicators

Throughout February and March 2007 | applied the model to review a
program case study by conducting a 4-day site visit to 5 LTC facilities, interviewing

15 key people® involved in the development and current operation of the program.

* The participants include 2 founders of the program; a program manager; 3 dentists
working in the program; a dental hygienist; a former certified dental assistant and program
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After obtaining the informed consent, the author interviewed 14 participants either
individually or in pairs for about one hour each; and one participant was interviewed
by phone for 20 minutes. | also compiled observational field-notes and kept an
activity log during the fieldwork. Due to the time constraints, this study did not involve
recipients of care. In all, the three categories of quality indicators provided me with a
clear and inclusive guide for points of data collection. | was able to identify where the
case study fell short and comprehensively document what they have and

successfully accomplished.
6.1.5 Interpret and Report Results

The 24-page report (Appendix L) is divided into five sections:
l. Introduction
Il. Program description
a) Community context and program history
b) Partner organization and targeted population
c) Program Structure
d) Program Process: how it works
e) Program desired outcomes
lll. Forming the evaluation questions
IV. Findings and interpretations
a) Progress and accomplishment to date

b) Lessons learned: success factors and pitfalls

coordinator; a current certified dental assistant and program coordinator; 2 facility
administrators; 2 registered nurses; and 2 licensed practical nurses.
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VI. Conclusion and recommendations for the next action plan

The full report as well as a PowerPoint presentation summarizing the report
was sent back to the Program Manager and founders. The Program Manager also
sent additional statistics regarding the financial aspects of the program operation as
well as helped revise some of the wording in the report and slide presentation. The
revision is mostly semantic. For example, the participants had asked me to find
alternative wording for reporting that purchasing the panoramic x-ray “was a
mistake”?®. They gave the reason that, although the machine “was not working” for
geriatric population, it was still utilized at the regional hospital for other population
group. Moreover, in the slide presentation there was also information comparing the
data regarding productivity and the model of delivery between the Northern BC
program and the UBC program (Appendix M). It was presented at a Geriatric

Dentistry Study club in Vancouver and Northern BC.

%® The term was extracted from an interview transcript.
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6.2 TESTING THE MODEL FOR ITS FEASIBILITY AND USABILITY

The model for assessing quality of the program should adhere to fundamental
characteristics such as feasibility and usability in their application. Therefore, my
model was tested against a set of feasibility and usability criteria endorsed by
several leading quality management agencies such as the National Quality Forum
(NQF), the Agency for Healthcare Research and Quality (AHRQ), the Joint
Commission on Accreditation of Healthcare Organizations, and the National
Committee for Quality Assurance in the U.S. and also the Canadian Institute for
Health Information (IHI) (73).
Feasibility

The NQF defines feasibility as “the extent to which a measure can be
implemented without undue burden (financial and human) and in a manner that
allows for auditing or verification of results”. Practically, this means that the
information used to assess a program should be readily and affordably available
under typical operating conditions, and it should be considered with due regard for

the confidentiality of everyone involved.
Usability

The NQF defines usability as, “the extent to which intended audiences can
understand the results of the measure and are likely to find the results useful for
decision-making.” The criteria endorsed include:

1) Understandable and clear presentation with a dissemination strategy
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2) Compelling content and useful information for decision-making (e.g.
performance differences are practically and clinically meaningful;, and
recommendations are actionable).

3) Having high potential for working well with other indicators currently in use [in
LTC] and can be interpreted and useful in the accreditation process

4) If the assessment is conducted using quantitative measures, the differences
in performance levels must be statistically meaningful (statistical tests can be
applied to communicate differences in performance levels greater than

chance)
6.2.1 Feasibility of the Model in a “Northern” Context

Please note that the application of my model under the context of doctoral
research project was not entirely realistic in terms of the cost of the assessment. In
the usual circumstance, the implementation of the model would perhaps involve also
a consultant fee and associated travel costs. | was granted a small amount of
financial support from the UBC, Faculty of Dentistry’'s Wah Leung Endowment fund
to cover the flights and working hours which was approximately C$4,000. During my
visit, | stayed at the program founder’s house. Therefore, if the assessment is to be
conducted by an evaluation consultant, it would cost more. Consequently, | am not
able to claim whether the model is financially feasible to implement. However, |
believe that 4 day-site-visits and one month of interviews and document analysis has
yielded sufficient information to assess the quality of a program of this size. In
addition, | was able to keep the identities of all research participants confidential.

The names of the long-term care facilities were replaced by a pseudonym.
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Moreover, | keep all the interview tapes, transcripts, field-notes, and related
documents in a case folder for the usual audit-trail required by my research method.
| had expected to find a careful record of clinical records associated with the
program; however, these were not accessible in a format (e.g. electronic) that could
be reviewed easily. Instead, | was able to determine that the process used by
clinicians to record clinical information was unstructured and difficult to analyze. The
program founder told me that there was a plan to adopt an electronic record but,
according to a founder of the program:

“We haven't got quite the manpower... we want to, we've
tried, we do have a laptop here... the problem is time.”

In addition, the Program Manager told me that:
“We would like to take on a[n electronic] charting system...
but we’ve struggled with it... we were wondering how it would
actually benefit us, and how we would actually use it because
it is quite time-consuming.”

I can conclude from these conversations with the founder and the Program
Manager that the information missing from my assessment was either impractical to
retrieve, or that the model is impractical in requesting this information. Nonetheless, |
believe that it is reasonable to expect some indication of clinical outcomes.
Therefore, | remain disposed to the view that the model should continue to seek this
information. Moreover, an omission of clinical assessment from a program’s
infrastructure does not necessarily indicate that the program is inadequate, but, in
this case, it identifies the limitations of the program’s ability to review its

achievements and improve its clinical outcomes as well as its performance. For

example, the program cannot recall every resident for an annual check-up because
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there is no electronic record, and it relies on the dental hygienist to review the chart
manually and then to remind the dentist. Consequently, the residents do not get
examined by a dentist regularly unless they have occasion to see the dental
hygienist, or they have made a specific complaint to the nursing staff. On the other
hand, missing information for the quality indicators of daily mouth-care and oral
health education stemmed from a lack of action of the dental personnel rather than
from a poor record system. Therefore, the assessment model was able to identify a
practical and appropriate need for improvements in prevention of disease and in oral
health-related education.

In general, the field observations and interviews went well and the
implementation of the assessment was well received by the research participants.
Note that due to time constraints, | did not interview the recipients of care.
Experience from interviewing and conducting a satisfaction survey with recipients of
care in Vancouver, and literature review (87) reveals that acquiring such information
is indeed feasible. Nonetheless, | found that the standard of some of the quality
indicators (or sub-categories) were too specific and potentially irrelevant to a
program in a different setting. For instance, “recipients of care must be well-informed
[about the procedures]” is one of the standards for “patient-centred care” (subset of
“satisfaction with care process”). In Vancouver, no treatment can be delivered unless
signed consent for treatment and financial responsibility are mailed back to the
office. In Northern BC, formal consent is not an issue as the cost of all basic dental
treatments is covered. And even for treatment not covered by the plan, the dentists

usually discussed the plan over the phone with the next of kin. Dental professionals
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in Northern BC are not at all concerned so signed consent is not practiced. Also, the
program does not usually contact the patient’s next of kin for basic treatment either.
Research participants all felt, as a dentist asserted, that: “[Consent] is not an issue
here, and there has not been any problem”.

The differences in practices also raised the issue of unclear benchmarks in
geriatric dentistry. There is scientific evidence available to suggest standards of
mouth-care products, dental materials, and clinical procedures; but for other
components of the program, we simply do not know where the bar should be. For
instance, there is no evidence of effectiveness regarding the wall chart or flow
sheets to remind the care-aides to perform mouth-care. Similarly, there is no
evidence indicating how often the dental professionals should visit a long-term care
facility in order to contribute directly to improve oral health of the residents, or
indirectly by being present frequently enough to raise awareness of oral health
among nursing staff. Therefore, the issues of “too specific standards” and “unclear
benchmarks” are dealt with and later presented in the modification of the model.
6.2.2 Usability of the Model in a “Northern” Context

There are two main targeted audiences who could benefit from the
implementation of the assessment model: 1) the program assessed; and 2)
healthcare professionals and academics who work in similar fields and would benefit
from a published article about lessons learned (report of success factors and pitfalls)
and a comprehensive description of the program.

| found that the assessment model provides useful information for both target

groups. However, despite compelling results (report of met and unmet indicators,
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and a summary table of SWOT analysis?’), and clear statements of
recommendations for actionable plan, | found that without any urgency or pressures
to change, it is unlikely that the program would adopt the recommendation to
enhance its capacity and performance: because much of what needed improvement
usually involved extra hours of brainstorming and careful planning of program re-
design, perhaps additional manpower, and indeed a new budget proposal. My
model, like many other quality management models, has not yet managed to go from
the assessment to the improvement part of the cycle. However, | believe that by
having an iterative loop of assessment and waiting for the right timing, improvement
will eventually occur. At the very least, what the model has contributed now is to
provide a structured and systematic way to accumulate the evidence of the
organization of this type of service and its impact.

As for the usability criteria of having potential in working well with other LTC
indicators, it is my hope that the model being developed based on the literature of
LTC and empirical insight from LTC would in the future be translated into use by the
nursing team. The only set of indicators regarding oral health that is currently in use
in long-term care is the Minimal Data Set (MDS), which focuses on flagging clinical
problems rather than indicating the capacity and performance of the program. In
addition, | have decided to increase usability of my quality indicators for the
accreditation process of the facilities by incorporating various quality dimensions
advocated by the Canadian Council on Health Services Accreditation (CCHSA) into

the step of forming assessment questions. | will discuss this point later in the section

2’ SWOT = Strength, Weakness, Opportunity, and Threat.
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describing a modification of the model.

Lastly, the model has not yet been tested using a quantitative method of data
collection and analysis against the criteria that “the differences in performance levels
must be statistically meaningful”. The literature review suggested that risk
adjustment should be applied when comparing facilities in which the residents from
each facility have different levels of frailty or severity of illness. Future research can
use the categories and their subsets to develop a well thought-out satisfaction
survey, which is based on both theoretical and empirical foundations.

6.3 MODIFICATION OF THE MODEL

Based on my experience with the model in the Northern program, | offer the
following modifications:

1. Focus on “function rather than form”: Some of the specific sub-categories of
capacity and performance indicators and their standards have been removed or
the definition expanded. For instance, onsite delivery is desired but it does not
matter whether the program has a fully equipped onsite clinic or a mobile clinical
unit, or even a simple toolbox, if it can deliver the care needed by the residents.
Similarly, the formal consent form might not be required if the recipients of care
are satisfied with the care process and outcomes.

2. Change the term “minimal standards” to “suggestions for care objectives”.
When empirical evidence is insufficient to determine the objectives it seems
appropriate for a program to offer what the recipients of care demand and what
the clinicians deem to be appropriate care, despite the controversy that this will

generate (12,88). Consequently, there are not yet a widely agreed upon set of
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quality standards until we conduct more studies to systematically compile the
standardized information using this model (or to conduct a consensus study).

3. Incorporate the quality dimensions endorsed by CCHSA (89) to help guide the
step of “forming specific assessment questions”. Therefore, the program can be
assessed comprehensively or in parts according to the following dimensions:
population-focused, accessibility, continuity of service, safety, worklife, client-

centred, efficiency, and effectiveness (Table 6.1)

Table 6.1 Definition of the quality dimensions advocated by the Canadian
Council on Health Services Accreditation (CCHSA) (89).

Dimensions Definition

Population-focused = Working with community populations and recipients of care to
respond to their current and future needs and expectations, and to
changes in the environment.

Accessibility Providing equitable services that are easily obtained by recipients
in the most appropriate setting.

Safety Prevention and mitigation of unsafe acts in the care system’s
delivery of services and in its organizational structures.

Worklife A work environment that enables optimal individual and
organization wellness and outcomes.

Client-centred Care and services are respectful and responsive to needs,

preferences, culture, and values of individuals, families, and
communities.

Continuity Coordinated and consistent care/intervention/action across the
continuum of services overtime.

Efficiency Resources are allocated to achieve optimal outcomes with
minimal waste, re-work, and effort.

Effectiveness Services/intervention/actions are based on evidence from the
current and evolving state of knowledge, and achieve the desired
outcomes.

Summary of the revised model for assessing quality of an oral health program in

LTC facilities is as follow:
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Discuss the purpose of the assessment with the key people who are heavily
involved in the initiation and current operation of the program. Engage them in
a face-to-face interview or focus group discussion.

Interviews, observations, and document analysis to describe the program
according to the predetermined categories proposed. This is merely to write
up a program logic model and determine the evaluability of the program. To
complete a comprehensive program description in a final report, information
from step 4 will also be incorporated.

Reassess the assessment questions from information previously gathered.
Interviews, focus groups, questionnaire surveys, site visits, document
analysis, chart review to collect information as required by the quality
indicators. If the assessment would be done by the LTC facilities, which
focuses only on the daily mouth-care, only relevant indicators will be used.
Otherwise, a full set of capacity, performance, and outcome indicators should
be used because they represent a logic model of how a program should work
in order to increase the likelihood of desired outcomes.

Interpret the indicators met and unmet from suggestions of care standards
according to the stage of the program development. The report would then be
written under the headings of: overall description of the program; situational
analysis; progress, accomplishment, and deficiencies (indicators met and
unmet); lessons learned (success stories and pitfalls), and conclusion and

recommendations.
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6. To increase the likelihood of the recommendations being adopted, | decided
to highlight the dissemination of the assessment findings by adding it as
another step. This step should go beyond sending the report back to the
program administration but perhaps to have other face-to-face meetings or
set up a community of practice online so that it would gradually increase the
capacity of the program assessed to move forward. Also the standardized
strategies of program assessment proposed here provide a comprehensive
structure for reporting and publishing the procedures and results of the
assessments which | hope will contribute to the evidence of best practice to

the dental and LTC communities.
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Figure 6.1 A full cycle of quality assessment of an oral health program in a

LTC Facility.

1. Discuss purpose with participants

. N

2. Describe the program Assumed

» Qrganization & racipiznts . .
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Adjust prograrm design,

3. Construct assessment questions educats, & motivate
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4. Assess indicators against objectives » Meetings

> Capacity » Hapors & publizations
> Performance

» Qutzome

5. Interpret & report

» Overall cescrption » Successes & pitfalls
»> Situation analysis > Condusion & recommendation
» Progress, accomplishment, deficiencies

In conclusion, testing of the model was essential because it provided
information for making a best determination as to whether the assessment steps and
quality indicators would perform well when implemented in other contexts. The
experience of implementing the model has shown that, with modification, it has high

potential for application to similar programs elsewhere.
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CHAPTER 7

DISCUSSION AND CONCLUSION

7.0 INTRODUCTION

This chapter summarizes my research findings by linking previous chapters
together and relating the model | developed to existing literature. | address the many
frequently asked questions | received when | presented my findings and
developments at a number of research meetings. Later, | discuss the strength and
limitations of my study. Also | will explain the implications of my study; and lastly, |
offer and discuss directions for future developments of this work.
7.1 SUMMARY
7.1.1 Statement of Problem

My doctoral thesis started with the intention to find out how best to provide
oral health services to the elderly population. A literature review revealed that we
know the efficacy of many products and clinical techniques; however we do not
know, under “real world” circumstances, how to organize and deliver healthcare
effectively or sustainably to this expanding population. Numerous challenges within
the LTC environment have been reported, and dental professionals are not at all
clear about appropriate oral healthcare for this population. To respond to this
particular gap in knowledge, | have argued that what we need is a tool for assessing
appropriately the oral health services in LTC facilities. This tool, if it is effective,
should be able to determine whether the effectiveness or ineffectiveness of a

particular program is due to the planning or the implementation process, or even a
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combination of both processes. It should also help to diagnose problems associated
with the program and offer reasonable recommendations for improvements.
Therefore, the main goal of my thesis has been to develop an assessment tool
appropriate to the complicated planning, implementation, and evaluation of an oral

health program for elders in residential care.
7.1.2 Methods

| employed a systematic approach for constructing an assessment model by:

1) building a theoretical framework from the literature about concepts of health
program evaluation and quality assessment;

2) collecting empirical evidence through an ethnographic case study of a recently
developed dental geriatric program;

3) drafting the model by making the theoretical framework specific to dental
geriatrics using the information about quality indicators and suggested program
objectives gathered during the case study; and

4) testing the application of the model to another dental geriatric program

operating in a geographical location remote from where | developed the model.

In essence, the theoretical framework offered a structural form for the model
while the ethnographic case study provided the content. The inductive qualitative
methods | used identified three major themes operating within this complex dental
program from which emerged the design of the model. My method also allowed me
to tweak the form, and to categorize and prioritize the content, of the model so that it

more accurately represented or reflected the complexity of the program.
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7.1.3 Findings

. Historical review of literature reveals that concepts of quality
assessment and program evaluation have different origins and nomenclature
but their core concepts overlap and are complimentary. Both concepts have
their own strengths and weakness. A combination of their strengths produces a
theoretical framework in the form of an iterative cycle of six sequential steps for
assessing a complicated healthcare program (see Figure 3.1 Page 39).

. Emerging from an ethnographic case study of the Vancouver program,
there are three themes with 6 sub-themes identifying the root of the complexity:
1) programs change constantly; 2) they adapt to changing circumstances as
they grow, so they are never complete; 3) dental and non-dental personnel
working within the programs collaborate only superficially and require constant
surveillance to achieve productive integrations; 4) the personnel have unclear
roles and responsibilities in oral healthcare; 5) the factors constituting
productive interaction and quality of care are massively entangled for multiple
reasons; and 6) many of the factors or variables are difficult if not impossible to
change because they are not under the direct control of program operations.
Such is the real world in which healthcare is provided in most LTC facilities.

. These complex characteristics confirm the needs for assessment that
is participatory, descriptive, and comprehensive, as proposed by the theoretical
framework.

. Ethnography is a useful tool for collecting information about a

program’s components and their interactions; and the theoretical framework
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provides a lens for observing and words for describing the components and
their interactions.

. The term “outcome” poses different meaning to different people,
consequently, | eased the semantic confusion associated with program
assessment by creating three new categories of a program: capacity;
performance; and outcome.

. There are 20 quality indicators (see Figure 5.2, page 78)
encompassing 8 dimensions of quality (see Table 6.1, Page 111) all of which
enter into the assessment when analyzed against a set of references.

. The most difficult part of designing the assessment was formulating the
references, and | found that the best way to ensure the translation of the model
with empirical guidance was to have a flexible set of standards or “suggested
program objectives” that can be revised and incrementally increased.

. Testing the effectiveness of the model demonstrated that it is feasible
and usable for targeting and assessing appropriate outcomes. However, future
investigation is required to ensure that the assessment results are translated

into practice.
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7.2 FREQUENTLY ASKED QUESTIONS
7.2.1 What Do You Mean by Oral Health Care?

As demonstrated by my two case studies, the term oral healthcare
encompasses a comprehensive practice including daily mouth-care rendered by
nurses or other caregivers, educational in-service and specific dental care provided
by dental personnel. Also the term includes forming relevant policy and other
population health approaches to improve the oral health related outcomes for elderly

residents of LTC facilities such as the Adult Care Regulations in BC (85).
7.2.2 What Do You Mean by Quality of an Oral Healthcare?

Many researchers define the term “quality of care” exclusively from “quality
of outcome” (43). However, participants from this study stated that the term quality of
care in their minds includes the quality of service itself and also the quality of results
of such service. Therefore, empirical information from this study confirms for me that
“quality of care” is involved beyond the service organization and provision. In the
literature, current criticisms of quality assurance initiatives in LTC focus also on the
divide between quality of care and quality of life, which typically results in particular
attention to the medically oriented components of care, and much less attention to
quality of life (51). Therefore, in this assessment model, quality of oral healthcare
involves all aspects of care, including the care (structure and process) and the
outcomes. Moreover, the dimensions of quality of care involve also effectiveness as
well as efficiency, safety, continuity, client-centeredness, community-involvement,

and accessibility.
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7.2.3 Is this Model Only Good for a Qualitative Evaluation?

Even though both literature review and observation from this study are in
agreement that qualitative methods of data collection are particularly well suited for
evaluating complex phenomena, such as health programs that include also
prevention and promotion components (8,11,57); my model can be used also for
guantitative evaluations. Basically, | support theory-oriented assessments, which
employ any methods suitable for the research questions and circumstances. My
proposed categorical items for describing program components and quality
indicators should serve as building blocks for various quantitative measures, such as
satisfaction surveys; oral health-related quality of life measures; or systematic
frameworks for reviewing medical records. For example, program objectives under
the category of satisfaction with care process suggested that the instrument should
measure whether or not the care is: 1) well-informed; 2) personalized; 3)
encouraging family participation; 4) offered with respect; 5) responsive; and 6)

timely.
7.2.4 Do | Have to Always Conduct a Comprehensive Assessment?

Yes — to capture the synergetic effects of different elements of a complicated
program. However, the model can also be applied selectively for each intervention.
For example, the facility administrator and nurse leader may choose to conduct only
an assessment of the daily-mouth care components, especially where there is no
formal dental geriatric program available in the area. Or when the program is at the

early stage of development, assessment can be done predominately on the program
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description (a logic model) and identification of the capacity of the program to further
plan the development. For example, the purpose of assessment when | tested the
model in the northern community was basically for the participants in the program “to
figure out where we are”, and to find the way to establish evidence of its operation

and accomplishments.
7.2.5 What is the Evaluation Standard? What is Appropriate Care?

Despite my attempt to explain the approach | developed, when | presented at
a conference, some conference participants still asked, “should we have some sort
of minimal standard for care?”. | argued that, yes, there should be some community
standards of care, but they are distinct from minimal standards, which were formed
originally in LTC to quickly identify a need of urgent attention to a more
comprehensive investigation and to counter the adverse effects of substandard care
(43,51). Application of minimal standards, for example, can reduce the use of
physical restraint and abuse in LTC facilities. However, successful application of the
standards depends upon public attention and reaction. Oral health of elders, on the
other hand, appears by most accounts to attract little public attention. Therefore
establishing minimal standards of oral care alone is not likely to gain much success
or change of current practice. Also, research participants from this study were not
able to and did not agree to formulate any fixed set of minimal standards. Certainly,
it is possible to articulate a minimal standard focused on examples of unmet need
that have been reported by the dental professionals. However, the problem of
inadequate oral health care has been reported for three decades already with little

evidence of improvement (90). My model, in contrast, is based on the principle that
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the assessment should help “improve” the quality of care rather than merely identify
substandard problems. Practicing at the level of a minimal standard can be seen as
a sanctioning of inadequate care. The American National Commission for Quality
Long-term Care (51) explained that this approach fails to address the full range of
unmet needs and poor care in the community.

Consequently, there are at present no widely agreed-upon standards for oral
healthcare in LTC facilities, and they are unlikely to emerge until we conduct more
studies systematically to compile more evidence. My model should help to guide this

systematic compilation.
7.2.6 Is Anybody Else Using a Similar Assessment Approach?

The steps and approach guided by my model are in accordance with the
literature on assessment of other health programs such as the Australian partnership
programs (91) and the American integrated service initiatives (92) They both require
a non-traditional evaluation to suit the collaborative effort and convergence of
multiple healthcare disciplines. Similar approaches, such as theory-based evaluation
(60,82) have been proposed to engage an array of perspectives and methods for
collecting quantitative data and qualitative information. Indeed, current trends for
assessing complex programs?® have forms similar to my model; (81,82) but they
have yet to appear in dentistry or most other fields within the mainstream of
healthcare practice. Similarly, only a few authors (88,93,94) have touched upon the

concept of realistic treatment needs, treatment intentions, and the coping and

8 Atame (82) define a complex program as programs that have many implementers,
different activities, different beneficiaries aiming at creating synergies that will produce
results that any single initiative would not have brought about in isolation.
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adaptation ability to impairment (95). As explained by the IoM in the USA, much of
the health service in LTC cannot be considered in the same context as heroic
rescue-type clinical outcomes. The dilemma of outcome research in LTC facilities,
especially at the level of extended care, stems from the fact that the health of the
elderly residents is deteriorating at different rates and will continue to deteriorate
despite best practice care. This does not mean that practitioners should ignore the
need to assess outcomes of care. But, as my research has shown, the assessment
demanded is different than the assessment applied to acute care interventions and
remedies. My model is an assessment tool applicable to the various aspects that
constitute the uncertainties of chronic care along with the different expectations of
everyone involved. | agree with the IoM that, by using the appropriate assessment
tool for the right outcomes, research can help motivate and raise expectation by
showing what can be achieved for and by frail elders.

7.2.7 Why a Strong Conceptual/Theoretical Foundation is Important for this
Problem?

This question stems from a common misunderstanding that theory is ideal but
somehow irrelevant to practice. Theory, according to McKenna (96), is an articulated
system of concepts and proposition, and building blocks of both knowledge and
practice, that begins in a practice-based problem and returns again to inform the
practice. The importance of conceptual/theoretical work is to present a view of the
world that helps to describe, explain, or predict events. It can also prescribe actions
that will help events to occur (96). Theory offers a lens or a map for problem-solvers,

and the lack of theory underlying most oral health programs in LTC facilities probably
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explains why they do not operate very effectively (18). During the past few decades,
researchers seem to solve problems on a functional level by achieving a desired
outcome, “as a matter of doing it”, rather than “as a matter of knowing” (96). Rarely
have they questioned the theoretical fundamentals of the problem to describe and
explain phenomena to provide a clear lens or map to guide solutions (97). As
demonstrated in the literature review (Chapter 1 and 3), the challenge remains of
establishing a comprehensive and testable theory of how an oral health program

works. The intent of my research has been to address this lack of theory.

7.3 STRENGTHS OF THE STUDY

| began this study with a thorough examination of the root of the problem
rather than selecting a particular evaluation method (e.g. longitudinal, before and
after experiment) to produce knowledge with limited applications. | challenged the
traditional practice of pursuing model of care delivery through experimental
evaluation, and | shifted the emphasis to go beyond “proving” inadequate oral
healthcare and identifying obstacles to “improving” care through an effective
assessment tool. This study is systematic in that the model was drafted with both
theoretical and empirical guidance. As far as | know, it is the first time that the
concepts of theory-driven program evaluation and quality assurance have been
integrated into a single model for assessing a health program. The model brings the
strength of both concepts to address the various issues of a complicated program,

such as | found in the two dental programs | analyzed.
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Moreover, the indicators and care objectives | propose emerged from the
experiences and values of the people | interviewed who were closely involved in the
program operations, either as providers or recipients of care. The study includes also
the experiences and opinions of dental assistants and care-aides. This approach
contrasts with many other approaches such as Delphi consensus that rely
substantially if not wholly on the experiences and perspectives of clinicians and
academic experts. | tested the transferability of the model by applying it to an
outreach dental geriatric program in a relatively small metropolitan community in
Northern BC. Moreover, the philosophy behind the model and the qualitative inquiry
allowed me to design a flexible model for assessing an oral health program
appropriate to various LTC circumstances; and, at the same time, structured to direct
the evaluator efficiently to relevant information.

The fact that this model can accommodate change in most of its components
is particularly helpful in a demographic climate where so much change is occurring.
The need and demand of future cohorts will almost certainly be different than those
that | encountered. In addition, the incremental increase in the program’s objectives
should ensure quality monitoring (if not improvement), along with an adaptability to
address changes at different times, in different contexts, and at different stages of
development. This approach also helps the care providers who are the subject of the
assessment to proactively and dynamically deal with uncertainty without being
concerned that their unremitting struggles will go unappreciated. Also, this model
employs a new classification and definition of the capacity, performance, and

outcome of a program, which should clarify the confusion of terms used traditionally
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in both program evaluation (i.e. the various definition of the term impact) (60,98) and
in quality assessment (i.e. unclear distinction between structure and process) (77).
Application of the model encourages the assessors to silently force the
program evaluation and planning to go hand in hand. Use of the term “assessment”
rather than “evaluation” should help to dilute the current fixation on summative
evaluations. Consequently, an assessment can be included in the planning and
implementation process without undue threat or concern to the planners and
implementers. As for the assessment of accomplishment, quality measurement in
LTC is often criticized for having standards that do not recognize excellence in care
(e.g. maximizing physical functioning or well-being). Instead, most quality indicators
capture problems and adverse outcomes (e.g. pressure sores, pain, malnutrition).
Similar concern has been raised about the current MDS (99).2° There is one small
section relating to oral health and all 7 indicators of “oral/dental status” seek
information about problems such as “some/all natural teeth lost”, “broken tooth”,
“debris”, “inflamed gums”, and “ulcers”. My model is instead based on the principle
of a positive reinforcement rather than a sanctioning of bad practices. It offers to go
beyond the neglected area of practice to capture positive performance and
outcomes, and to indicate future possibilities. And lastly, the rigor of this study runs

through out the three steps of the inquiry (see Chapter 2 page 28-30)

% The Minimum Data Set (MDS) is a standardized process for clinical assessment of all residents in
LTC facilities. This process provides a comprehensive assessment of each resident's functional
capabilities and helps nursing staff identify health problems.
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7.4 LIMITATIONS OF THE STUDY

This study aimed to produce a model for assessing any oral health program in
a LTC facility rather than assessing either of the two programs that served as the
source of my enquiry. Consequently, | did not report the tips and tricks of how to run
the programs that emerged during my enquiry. Nor can | offer information on what it
might cost to pay for such an assessment, because | did not experience or observe
the financial costs expected by a consultant assessor. Although possible, there is
cost also to retrieving clinical records especially when they are not electronic-based.
In addition, the model was tested with a small program in an intimate community of
dental and medical professionals where the assessment was received with
enthusiasm and support. In other types of settings or organizational arrangement,
the application of the model might be more cumbersome to administer, and fraught
with controversy and even resistance.

The model has emerged from and is tested with oral health programs in BC
and needs to be refined in other jurisdictional contexts and social settings. For
example, more quality indicators and certain program objectives might be included
or adjusted to accommodate other public or governmental values. The model at
present, for example, does not emphasize the perspectives of the taxpayers,
because dentistry in Canada is not part of the federal healthcare expenditure.
Similarly, the model is limited to dental geriatrics but with some wording adjustments
the model does have a broader application in similar types of partnership programs
especially in the situation where the program in the healthcare institution is

contracted out. Further application and modification of the model will make it more
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useful in much the same way as the P/P model (84) were developed beyond the

initial framework.
7.5 IMPLICATIONS

This study indicates quality of the program structure, activities, and results,
when considering all of the natural complexities of a LTC environment. It offers a
comprehensive tool for assessing an oral health program in LTC where multiple
perspectives are engaged. Future application of the model in other jurisdictions can
provide evidence to build a body of knowledge on how these types of programs work
and in what circumstance. The information can be used to inform decisions about
managerial and clinical practices. It can also help to guide resource allocation. Full
application of the model implies quality monitoring and improvement of a
comprehensive oral health program. However, parts of the model, such as quality
indicators and specific treatment objectives, can be adapted to create survey
instruments examining satisfaction of care recipients and audit tools of daily mouth-
care. Another example includes using outcome indicators to guide the revision of
future MDS (99). Also, parts of the model can help formulate observation and
interview tool to investigate oral health related quality of life of cognitively impaired
elders. In conclusion, this study contributes to LTC dentistry by giving a tool for: 1)
documenting and testing existing programs for improving oral healthcare; 2)
developing and evaluating new programs (organizational innovations); and 3)
providing evidence that help redefine fundamental goals of the services (shaping the

definition of appropriate oral health care for frail elders).
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7.6 DIRECTIONS FOR FURTHER RESEARCH

As stated earlier, the model requires further testing and modification. | will
certainly apply the model in Thailand by first conducting a situational analysis of the
oral health and LTC system there. | will use the framework for program description to
document and use quality indicators to assess existing oral health promotion and
disease prevention activities as well as therapeutic programs nation-wide. At
present, all programs are organized at community/senior centers and community
hospitals. Therefore, | would like to extend the application of the model to frail elders
who are homebound and do not access existing programs. | will document baseline
information about community and healthcare system capacities using approaches
and point of data collection guided by the model. The information gathered should
help to make the current version of the assessment model more complete and to
make the quality indicators and the suggested program objectives applicable to
different cultures.

Modifications or additions to the model are needed to translate assessment
findings into action. As demonstrated by the program in Northern BC, the inertia and
lack of structural capacity seems to inhibit further use of the assessment findings.
Certainly, appropriate assessment and targeting alone do not result in quality care
unless they are linked through the post-assessment planning process to the
implementation of adjusted program design, education and motivation (78). For the
most part, formal research on how to motivate, sustain or diffuse quality
improvement in the LTC setting is lacking (43,51). A scoping review, including “grey”

literature and interviews with experts on the innovations involving program design,

133



Chapter 7

motivational and educational strategies, as well as relevant regulations and
healthcare markets will certainly be useful (51). And once more and more studies
can demonstrate the effectiveness of existing programs (that have never been
assessed appropriately), their accomplishment will build up stronger evidence of how

programs work, which in turn should help reinforce changes elsewhere.

7.7 CONCLUDING REMARKS

As a profession, dental practitioners and researchers around the world often
advocate good oral health in terms of good biological functions of the mouth. This
stance becomes more complicated when applied to frail elders in LTC and
consequently poses challenges to outcome assessment and quality assurance of the
services. Having more teeth is positive but they pose certain risks as old age almost
certainly leads to impairment in self-care. Oral comfort and social function maybe
more important to the person than mechanical function (94). Therefore, it is quality of
life that drives most people of all ages to seek dental treatment and healthcare, and
it is quality of life that needs to be a major focus of oral healthcare programs. This
project has helped me to understand the concept of (oral) health as an instrument or
resource for living (10). Reconsiderations of what actually constitute quality of an
oral health program provide a more suitable assessment framework especially when
the values of multiple groups of participants are considered. This thesis is another
step in an effort to shift the focus from identifying problems and obstacles providing
oral health care to systematically developing effective and sustainable programs for

maintaining a dignified and satisfying quality of life until death.
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Appendix A: Certificate of Research Ethics Board Approval

EALTH CARE Research Ethics Board

. UBC/PROVIDENCE HEALTH CARE
\f iAerice OFFICE OF RESEARCH SERVICES
H

Certificate of Research Ethics Board Approval - Amendment

Principal Investigator: Department: Reference Number:
Dr. Michael MacEntee Dentistry | PD4-0257 e
Institution(s) Where Research Will be Carried Out:

St. Paul's Hospital

Co-investigators:

Drs. Pruksapong, Kozak, Kazanjian
Sponsoring Agencies:

Grant

Project Title:

Assessment of an Oral Health Program in Long-Term Care

Amended Title: Development of a Model for Assessing the Service Quality of an Oral Health Program in Long-
Term Care Facilities

Date of Initial Approval Term of Initial Approval Amendment Approved:
November 24, 2004 1 Year MAY 0 3 20“5

Documents Included in this Approval:
Letter of Initial Contact (February 21, 2005); Consent Form (February 23, 2005)

The Chair/Associate Chair of the UBC/PHC REB has reviewed the amendment(s) for the above-named project
and the accompanying documentation was found to be acceptable on ethical grounds for research involving
human subjects. ’

The REB approval period for this amendment expires on the one-year anniversary date of the REB
approval for the entire study.

CERTIFICATION

In respect of dinical trials:

1. The membership of this Research Ethics Board complies with the membership requirements for Research Ethics Boards as defined in

part C Division 5 of the Food and Drug Regulations.

2. This Research Ethics Board caries out its functions in a manner consistent with Good Clinical Practices and

3. This Research Ethics Board has reviewed and approved the dinical trial protocol and informed consent form for the trial, which is to be

conducted by the qualified investigator named above at the specdified dlinical trial site. This approval and the views of this Research

Ethics Board have been documented in writing.

Dr. 1. Fedoroff, Chair

Dr. A. McLeod, Associate Chair/

Date: \!\a /[
te_w\/v\\:i(o\
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Appendix B: Letter of Initial Contact

pvidenice
@ HEALTH CARE
Letter of Initial Contact to Prospective Participants

Development of a Model for Assessing the Service Quality
of an Oral Health Program in Long-term Care Facilities

Dear

We are contacting you to see if you would be willing to participate in two individual
interviews as part of our research. We aim to understand how best to monitor the quality of
dental services available to the residents of long-term care facilities.

The first interview should take about 1 hour, during which we will ask you to tell us about
your background and your experiences with dental care and about the dental services you
would like. Later, we will invite you to participate in another interview that will last about 30
minutes to help us clarify the opinions we have gathered. Interviews would be held at a
place and time that is convenient for you. We would like to tape-record the interviews so
that we can listen carefully at a later time to your ideas and suggestions, and if you wish,
we will give you a typed copy of your interviews.

Please be assured that you are under no obligation to participate in this study. You are free
to decline this offer or to withdraw from the study at any time without consequence or
concern. If you do participate, you can stop at any time or refuse to answer any of the
questions without consequences. Your participation will be strictly confidential, and your
identity will not be revealed to anyone other than the researchers. All of the information you
give will be stored confidentially and under no circumstances will it be revealed to anyone
else without your expressed wish and instructions.

If you would like more information about this study, you may contact Dr. Matana
Pruksapong at 604-822-8879 or Dr. Michael MacEntee at 604-822-3564.

Sincerely Yours

Michael MacEntee
PhD, LDS(l), Dip Prosth, FRCD(C)
Professor

[February 21, 2005] Page 1 of |
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Appendix C: Interview and Observation Guides

C1l. Interview Guide (Care recipients)

Research Title: A Model for Assessing the Quality of
an Oral Health Program in Long-Term Care Facilities
Research questions:
1. What are the components and their relationships within a comprehensive oral healthcare
program for LTC facilities?

2. What factors influence the outcome of the program?

3. What outcomes must be considered and in what way when assessing the quality of the
program?

General Information:

1. [JResident [ ]Next of kin (Relationship to the resident )
2. Name of participant (in code):
3. Date of interview:
4. Interview start time: Interview end time:
Total time for interview: minutes

............................................................................................................ Outline the purpose
of the study and the parameters of the discussion (length, audio taping, transcribing), and assure
confidentiality.

Questions:

Participant’s background:

* Introduction
* Service received.

1. Opinions on the program and experiences implementing it:
« Initial involvement in the program
* Opinions about the program and expected outcomes
Follow-up:
* Strengths and weaknesses of the program
* Barriers to receiving services
» Emerging issues — resolved and unresolved
* Future needs

3. Opinions on assessing the quality of the program
* Desired outcomes of the program
« Assessing the program for an acceptable quality of service
» Experience in assessing the quality of the program.

[Summarize the interview, and provide opportunity to elaborate on any issue raised, and to explore

other items or concerns not raised. Offer possibility of further discussions and a follow-up interview to
validate the interpretation and to elaborate.]
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C2. Interview Guide (Care Providers)

Research Title: A Model for Assessing the Quality of
an Oral Health Program in Long-Term Care Facilities
Research questions:

1. What are the components and their relationships within a comprehensive oral healthcare
program for LTC facilities?

2. What factors influence the outcome of the program?

3. What outcomes must be considered and in what way when assessing the quality of the
program?

General Information:
1. [ ]Nurse [ ] Care-aide [ ]Dental personnel [ ] others

(specify: )

2. Name of participant (in code):
3. Date of interview:
4. Interview start time: Interview end time:

Total time for interview: minutes
............................................................................................................ Outline the purpose
of the study and the parameters of the discussion (length, audio taping, transcribing), and assure
confidentiality.

Questions:

Participant’s background

* Position or title
» Job duties and responsibilities
» Work experiences

1. Opinions on the program and experiences implementing it:
« Initial involvement in the program
* Opinions about the program and expected outcomes
Follow-up:
* Strengths and weaknesses of the program
* Barriers to organizing services
» Emerging issues — resolved and unresolved
« Significant changes (i.e. funding, specific services, staffing, etc.)

If yes, describe what happened, and what prompted the change.

 Adaptability of the program to changes and the participant’s involvement.
* Future needs

3. Opinions on assessing the quality of the program
* Desired outcomes of the program
* Assessing the program for an acceptable quality of service
» Experience in assessing the quality of the program.

4. Other topics not already raised.

* Attitudes toward work
» Work plan, income and life-style expectations.

[Summarize the interview, and provide opportunity to elaborate on any issue raised, and to explore

other items or concerns not raised. Offer possibility of further discussions and a follow-up interview to
validate the interpretation and to elaborate.]
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C3. Interview Guide (Administrators)

Research Title: A Model for Assessing the Quality of
an Oral Health Program in Long-Term Care Facilities

Research questions:
1. What are the components and their relationships within a comprehensive oral healthcare
program for LTC facilities?

2. What factors influence the outcome of the program?

3. What outcomes must be considered and in what way when assessing the quality of the
program?

General Information:

1.[]Government [ JUBC [ JLTC facility [ ] Others (specify: )

2. Name of participant (in code):

3. Date of interview:

4. Interview start time: Interview end time:
Total time for interview: minutes

............................................................................................................ Outline the purpose

of the study and the parameters of the discussion (length, audio taping, transcribing), and assure

confidentiality.

Questions:
1. Participant’s background:
* Position or title
» General duties and responsibilities
« Role in the oral health care program
2. Opinions on the program and experiences implementing it:
« Initial involvement in the program
 Opinions about the program and expected outcomes
Follow-up:
« Strengths and weaknesses of the program
* Barriers to organizing services
» Emerging issues — resolved and unresolved
» Significant changes (i.e. funding, specific services, staffing, etc.)
If yes, describe what happened, and what prompted the change.
 Adaptability of the program to changes and the participant’s involvement.
* Future needs
3. Opinions on assessing the quality of the program
* Desired outcomes of the program
* Assessing the program for an acceptable quality of service
« Experience in assessing the quality of the program.

[Summarize the interview, and provide opportunity to elaborate on any issue raised, and to explore

other items or concerns not raised. Offer possibility of further discussions and a follow-up interview to
validate the interpretation and to elaborate.
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Appendix D: Observation Field-note and Protocol

D1. Observation/Field-note Protocol
Research Title: A Model for Assessing the Quality of
an Oral Health Program in Long-Term Care Facilities

Research questions:
1. What are the components and their relationships within a comprehensive oral healthcare
program for LTC facilities?

2. What factors influence the outcome of the program?

3. What outcomes must be considered and in what way when assessing the quality of the
program?

General Information:

Name of observer (in code):
Name of observation site:
Date of observation:
Observation start time: end time:
Total time for observation: minutes

el

Description Interpretation/Reflection
(Including what | don't see,
What | don’t understand)

Setting Including diagrams of places

Actors-Activities/ Participants will be identified in code /

Interesting Both verbal and non verbal,
Conversation insider’s language
Others Bulletin boards, calendars, memos,

forms, newsletters
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D2. Example of a Field-note:

General Information:
4,
5.
3.

Name of observation site: _“

Date of observation: Friday Oct 27", 2005
Observation start time: ___ 9:00AM___end time: 12:30PM
Total time for observation: 3.5 Hours

Description and Interpretation/Reflection

Same room but the lift was installed, autoclave was brought in..

Setting Dental clinic is between a hair salon and a meeting room. The meeting room is opposite a rehab room. On the door,
there’s a poster from CDS BC promoting oral health in old age...it was a photo of an old gentleman in with swimming
cap and glasses and towel and the msg was to keep going to see the dentist twice yearly. “LOOK MA, Still no Cavities”
— “After all, you still want to make mom proud”.

Actors- [See details from a day sheet re: # of patients, procedures]

Activities I ran up and down 2,3,4,5 FL and the basement to escort residents back and forth between their rooms or dining hall to

dental clinic. Only 2FL that the residents are in special care and we need a key from a staff to call the elevater. For
stairs, there's a code (] to get out and to get in every floor through stairs, we need to push a red button by the
door.

The schedule was flexible because the residents might not be ready. They may have breakfast, some may still in bed,
some is sick. | try to have continual flow of bringing the patients down and also not to have them wait for more than 5
minutes in front of the dental clinic.

Today we had to rebook 3 cases:

1. inahospital,

2. has Urinary Tract Infection and was sleeping on dining chair after having breakfast. When | tried to wake her
up she said, “can’t | just sleep longer” so | told the care-aide that it's ok we’ll reschedule the appointment. Let
her rest.

3. in bed, uncooperative. He said to me, “No, I've seen a dentist twice already”.

The residents normally have lunch at 12:30 but today when we walked up to see the patients who could’t come down,
they started serving lunch since 12:15.

Today I've met one of the family members, Mrs. G., that | will interview her. She’s also in a family council and she
comes to see her younger sister (dementia) on the weekend and on some special occasions such as today that she
would like to attended the dental appt with her sister. | got to talk to her because she told me the doctor gave Mrs. B
Ativan at 9:15, so when | went back to their room again at 10:10, | told her that we still have 5 minutes before we go
down to the clinic because the dentist was still seeing another patient so she asked me to sit down and we started
talking. | told her who | was and finally asked her if | could interview her. She said yes and told me about the workshop
re: dementia at Van Dusen garden that she learned a lot and she even made a photo copy of the document and give to
nurse CS. | learned from the CDA later that she remembered this patient because she was very agitated but once her
sister shown up she was all smiling and cooperate. Mrs B often say, “I wanna go home”
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Example of a Field-note (Continue):

Description and Interpretation/Reflection

“Go home” which reminds me of the first patient who had Alzheimer’s | saw in Thailand and also my grandma when
she’s not quite with it...she often said, “take me home”. Mrs. B was schedule to received impression for new CUD and
CPLD but after Dr. #1 examine her oral condition, we found out she has had puree food and it is questionable whether
or not she could adapt to the new denture so Dr. #1 told them that it might not be a good idea to have a new denture.
Mrs. G was the one who requested the denture but after talking to Dr. #1 she understands too that this is the most
appropriate way to go. Before she left, she thanked us and said,” You're all very nice, God bless you all.“ | can sense
that The dentist and the CDA was happy with the interaction they had...The CDA became all mellow and very gentle.
In the elevator, Mrs. B was smiling. Mrs. G told her, | wish you would give Dr. #1 this smile when we were downstairs.
When we're back in her room, the care-aide came and ask if Mrs. B had a bowel movement...she directly asked twice,
loud but very nicely and gently, “Do you have a bowel movement?” and to my surprise Mrs. B replied, “I'll try”. Like in
that moment she’s completely cognitive. As Mrs. G said, the more we know about dementia, the more we see that it's
very complicated.

There’s another family member today accompany the patient down. But this daughter of a patient didn’t know there
was a dental appointment though. | was waiting for the elevator with her dad and she came in at the right time so we
went down to the basement together. She said she used to be a volunteer here 20 years ago. She remembered the gift
shop used to be in the basement. This gentleman was completely cognitive impaired. He can’t communicate at all but
he likes owls and the daughter brought him an owl doll today...he holds it in his hands all the time.

Others

In the elevator, there’s a notice [catering and retailing service] to family members that even though there’s a job action
of food service , there will be no effect to the residents. However, there’ll be no food for visitors

and volunteers.
The dentist was asking for a foam mouth prop, which | think it's very handy but there wasn’t any today.
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Appendix E: Consent Forms
(for both studies in Vancouver and in Northern BC)

Fovidence
@ HEALTH CARE
CONSENT FORM
Development of a Model for Assessing the Service Quality
of an Oral Health Program in Long-Term Care Facilities

Principal Investigator: Dr. MI. MacEntee, PhD, LDS(I), FRCD(C)
Professor; Faculty of Dentistry, UBC
Ph: 604-822-3564
Co-investigators: Dr. JF Kozak, PhD
Faculty of Medicine, UBC
Ph: 604-
Dr. A. Kazanjian, PhD
Faculty of Medicine, UBC
Ph: 604- 822-4618
Dr. M Pruksapong, DDS
Faculty of Dentistry, UBC
Ph: 604-822-8879

Purpose:

The purpose of the study is to explore the quality of dental services available to the
residents of long-term care facilities associated with Providence Healthcare, and to
provide an effective way to assure the quality of these services elsewhere.

Study Procedure:

You will be asked to participate in two interviews about your experiences with the UBC-
Providence Healthcare dental service. The first interview should take about 1 hour,
during which you will be asked to tell us about your background and your experiences
with dental services both before and during your stay with Providence Healthcare. You
will be asked also to talk about the dental services that you would like to have here.
Later, we will invite you to participate in another interview that will last about 30-minute
to help us clarify the different opinions we expect to get from everyone we interview. We
would like to tape-record the interviews so that we can listen carefully at a later time to
your ideas and suggestions, and if you wish, we will give you a typed copy of your
interviews.

Confidentiality:

Please be assured that you do not have to participate in the interviews or any part of this
study. You are free to decline this offer or to withdraw from the study at any time without
consequence or concern. If you do participate, you can stop at any time or refuse to
answer any of the questions without consequences. Your participation will be strictly
confidential, and your identity will not be revealed to anyone other than the researchers.
All of the information you give will be stored confidentially and under no circumstances
will it be revealed to anyone else without your expressed wish and instructions.
Moreover, you will not be identified in any reports made of the study. The tape

[February 23, 2005] 1of2

150



recordings and transcripts of interviews will be stored securely in a locked filing cabinet
at UBC until they are destroyed after five years.

Contact for Information About the Study:

If you have any questions or desire further information with respect to this study, you
may contact Dr. Matana Pruksapong at 604-822-8879 or Dr. Michael MacEntee at 604-
822-3564.

Contact for Information About the Rights of Research Subjects:

If you have any concerns about your rights as a research subject, you may contact
Stephen Shalansky, Pharm.D., FCSHP, UBC/Providence Research Ethics Board (604
682-2344, local 62325)

Consent:

Your participation in this study is entirely voluntary and you may refuse to participate or
withdraw from the study at any time without jeopardy to your [employment or access to
further services from the facility].

Your signature below indicates that you have received a copy of this consent form for
your own records, and that you consent to participate in this study. You are willing also
to have your interview conversation audio-taped, and you give permission for the
investigators to use the information you are providing as part of a larger study of the
same subject.

Participant’s Signature Date

Participant’s Name

[February 23, 2005] 20f2
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Appendix F: Adult Care Regulations
B.C. Reg. 536/80 Filed November 27, 1980
0.C. 2539/80
Community Care and Assisted Living Act
ADULT CARE REGULATIONS
[includes amendments up to B.C. Reg. 278/2005, September 8, 2005]
Oral health

9.2 (1) For the purposes of this section, dental health care professional means a
person who is a member of

(a) the College of Dental Surgeons of British Columbia,
(b) the College of Dental Hygienists of British Columbia, or
(c) the College of Denturists of British Columbia.

(2) A licensee must encourage a person in care to obtain an examination by a
dental health care professional at least once every year.

(3) A licensee must ensure that a person in care is assisted in
(a) maintaining daily oral health,
(b) obtaining professional dental services as required, and

(c) following a recommendation or order for dental treatment made by a
dental health care professional providing care to the person in care.

[en. B.C. Reg. 329/97; am. B.C. Reg. 217/2004, App. 1, s. 12 (d).]
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Appendix G: Caries Management Program

UBC-PHC @ﬁ pviderce

Geriatric Dentistry Program

Caries Management Program

The oral health of elderly adults residing in Long Term Care (LTC) hospitals is very poor, with dental caries
particularly rampant among those who have natural teeth. Caries occurs for many reasons in this population but
mostly because of excessive sugar consumption, poor oral hygiene, medications that disturb salivary flow, and
poor access to dental services. The impact of caries in this age group threatens nutrition, overall comfort, and the
retention of the natural dentition. Consequently, caries among elders in LTC is a substantial health concern that

needs practical methods to control and prevent.

Several strategies have been used to prevent or reduce caries in children, mostly with fluoridated drinking water,
mouth rinses or dental varnishes. Bader ef al. (2001) report “fair” evidence from a review of the literature that
fluoride varnish helps to prevent caries when the risk of disease is high, but that the evidence is incomplete for
other preventive methods. As a daily mouth rinse with 0.12% chlorhexidine solution can reduce the numbers of
mutans streptococcus and lactobacillus in the saliva of elders at particular risk to caries (Persson et al., 1991).

A caries management strategy for this population would be to assess the risk of individual patients, place those at
risk on a prevention program, and reassess them on a regular basis. The use of fluoride and chlorhexidine for
prevention of caries along with reassessment every three months would seem reasonable. Further recall intervals can
depend on the dentist sense of the resident’s change in status, as indicated by bacterial counts, absence of new
lesions, and evidence of regular daily mouthcare.

‘The dentist should classify all patient at risk to dental caries based on the {ollowing criterion:
1. Medical history and medications taken. The following frequently prescribed medications have xerostomic side effects:
tricyclic antidepressants, anti-Parkinsons medications, and anti-pyschotic medications.
2. Current and recent past experience with caries. Patients with two or more active (soft lesions), either coronal or root

surface, should be considered at risk.
3. Dietary practices — excessively frequent ingestion of carbohydrates will contribute to risk.

When a resident is considered as “at risk™ to developing caries, this assessment should be communicated to the clinical
manager . She can then obtain authorization from the patient or their guardian to participate in the Caries
Management Program. The cost will be based upon a monthly fee of $35.

The program will include the following:

1. Bacteriological sampling (salivary or plaque) should be performed prior to placing the patient on any mouth
rinseés. If patients have high bacterial counts, i.e. > 10° Strepococcus mutans or > 10° Lactobacilli, then administer
a two week course of chlorhexidine mouth rinse (15mls for 1 minute after breakfast) or brush applied. This
prescription will need to be written in doctor’s orders section of the medical chart.

2. Fluoride mouth rinse (0.05% neutral sodium fluoride) is available for all residents of Providence and should be
prescribed 15mls for | minute prior to bedtime. This is used in conjunction with chlorhexidine for two weeks and
then ongoing indefinitely.

3. Professionally (dentist or dental hygienist) applied fluoride varnish once per month.

. Specific daily oral hygiene (brushing, flossing, mouth rinsing)

6. Dietary modification is unpredictable, but a friendly call to the patient’s relative (guardian) may be beneficial
in limiting the consumption of sugary snacks.

7. All of the above information should be documented in the dental and medical charts and communicated to the

appropriate nursing staff.
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Appendix H: UBC/PHC Daily Mouth Care Protocol.

H1. Routine Mouth Care Protocol for Conscious Resident

ROUTINE MOUTH CARE PROTOCOL- CONSCIOUS
REKINENT

—_— W —— > Problem | [minmate Specialized
-~ [ ASSESSMENT | *’ Tedamnsitiad - ral H}.mcm
No Problem Protacolis)

Tedpti Fiped ¥
¥

| INITIATE ONE OR MORE OF THE FOLLOWING PROTOCOLS

v ¥ ¥
: Residents With Teaeth: Residents With Teeth and
»  Screen mouth daily. =  Screen mouth dally. Danturas:
+  Remove dentunes at night = 2 dally Brugh teeth and = Screen mouth daily.
« Brush denturas with liguid tongue with a pea-siza =  Ramove dentures at mght.
S0ED and waber amaount of flucrde = Brush denlures and clesps on
» Rirme well with warm water. heothpasia. partial dentures with liquid
»  Brush gums, tangue, roof of »  Genlly massage gumiine with saap and water.
miouth and cheeks with & teathizrugh, hold at a 45 = Rinzs well wim wam walsr.
toothbrush dipped in degras engla, whan brushing = Brush gums, tongue, roof of
mouthringe. baath. rrcuth and cheaks with &
« Siore dentunas dry in & = Brush tongue frem back b ringad foothbnesh.
labeled denture cup. front o evold gegging. = Brush any teeth in the mouth
+ Rinse dentures with wam *  [possitia, Noss leelh or use with fluoride tothpaste.
water to molsten before a proxabrush dailly »  Store dentures dry in a
rainsering in mouth. & Rinsa and dry off foothbrush A |abalad denbure cun
=  Rinsa denturas with warm
waaber to moestan bafora
reinserting in mouth.
Add pretocal o Care
Plar. -
& Set next evaluation Continue
.
Hat date: PRM and every protocol(s).
Maintained 12 months Maintained Set 12 month
evaluation date
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H2. Routine Mouth Care Protocol for Unconscious Resident or Resident
Unable to Swallow.

RESIDENT UNABLE TO SWALLOW

h ASSESSMENT Initate Specialized
- Oral Hygiene
No Problem / Problem Protocolis)
leentfied Identified

INITIATE ONE OR MQRE OF THE FOLLOWING PROTOCOLS

¥

00 NOT USE TOOTHPASTE
Scraan mouth daily.
Lubricats lips with walar-solubda lubricant
If goncious and unakble to swallow position
resident sitting straight ug or lying to ona side to
ald in drainage
If unconeious furn residents 1o cne sida o aid in
dreinage and place maouth prop betwaan taath on
side furned down.
Flace towel andior K - basin at side of mouth 1o
catch drainage
Oip toothbrush in mouthrnss o moistan. Shake
off excess molsbure.
Brush teeth, gums, tongue, roof of mouth &
cheek on side of mouth twmead down
Remove excess mosiure with &
geuze/washoloth.

¥

Besidents Withowt Taath:

DO NOT USE TOOTHPASTE
= Scraan mouth daly.
Lubrcate lips wilh water-solulle lubrcant.
If eoncious and unable to swallow posiion
resident siting siralght up or lying bo cne side to
&k in drainage.
If unconeious tum residant to one side Lo &ld in
drainage.

Yace towel andior K - besin at side of mouth to

catch drainage.
Dip toothbrush in mouthringe to molsten. Shake
off excass moisture.
Brush gums, tongue, roof of mouth & cheek an
side of mouth tumed down.
Femove excess moisture with gauzeiwashcloth.
Turn resident to the other side and repeat.
Lubricate lips and mouth and weler-soluble

= Turmn masidant 1o the other side and rapesl. lubrcent.
= Lubricate lips and mouth with water-soluble = Rinse and dry off tookhizrush with a peper towe
lubrcant. A jhora
= Hinse and l:lr}.' off loothbrush with a paper towal
and skorna.
Continue
\":L protocol(s)

Add protocol to Care

Set next evaluation
date:

Set 12 month

Blan evaluation date

FRM and every
12 months
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H3. Specialized Mouth Care Protocol to Identify Oral Disorder by the Nursing
Staff.

SPECIALIZED MOUTH CARE PROTOCOL

Mo Problem ldentified.
Initiate Routine

ASSESSMENT |

‘___,--*"" |

Discuss With MD And
Refer To Dentist

If Any Problem(s) |dentified /'7

posEsible

Saline mouthringe
ald i mouth or
rinsed 4 x daily
dapending an
resigent’s ability.
{Mote: ba meke

salime nrse place 1 .

leaspoon of salt in
B ounces of warm
water. Str until
dsenlved.)

Ayvoid acdic Juice
ar faod.

Monibor &nd it not
Improving after 1
week contact
Dental Health Cara
Professienal
{DHCPL

soluble lubncant
befare mouth care,
meals_and at
bedtime (AN &FM)
Increasa daly
fluidsdfica chips or
Jelled fluid intake.

Asoid Boidic
Julcefoods.

If evailabla, give
resident seive
stimulgting lozenge
before meals.

If regsdent & able to
ringe, &dd
anlibactarial
flucride mouthringe
by ciaily mouth care.

fluoride toothpaste 2 x
daly (AM & PW).
Bleading snould be
resducad within 1 week, if
not contect DHEP for
EEsessmant.

Fasidents receiving
chematherapy or Blood
thinners will have a
higher incidenca of
bleading. "Consult
RMN/MDVDHCE for these
residents bafore mouth
care regimen ig starad.

Protocol(s)
¥
INITIATE ROUTINE ORAL HYGIENE AND OME OR MORE SPECIALIZED
PROTOCOL(S)
W
¥ ¥ R v
. Leave dentures . Lubrmcate IIF:S- and . Brush teeth and gqums = Use new
outl as much as mouth with waler- with & soft toothbrush and toothbrush.

= Brush with flucride
loothpasts £ x daily
Al & PM)

= finflarmemation
Soas Nol IMmgrosa in
-wealk consult
denist -
Chiornexdine may
b indicated.

= If infiarnmigtion
under a denturea:
check fit, clean
ganbure cup elc.

= Consult physician
ar dentist for
poasible fungal
infection and need
for Mystatin andior
Chiornexidine.

|~

Dizcontinue specialized
and inftiate routne P — Aad ﬂl’chlﬂlxl o care
ratocolis plan.
F 1 Improved Reassass daily and Mot Impreved Ny
B
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Appendix I: Questionnaires for Satisfaction Surveys

I1. Satisfaction Survey with Families of the Residents.

Appendices

The purpose of this survey is to assess your satisfaction with the Geriatric Dentistry Program

and to identify the components the program that need improving. Your responses will be
treated as confidential and returning the form implies consent for the data to be used in

analysis and publication.

Instructions: Please select the most appropriate response by marking the box with an X. If
the question is not applicable to you, mark the box “N/A”. Return the completed
guestionnaire in the envelope provided.

Please indicate whether you
agree or disagree with the
following statements

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

N/A

1. I found the written
information provided (consent
letter) to be adequate to make
a decision concerning
consent for treatment

2.l was able to adequately
have any questions answered
regarding the planned
treatment, costs, and provided
treatment

3. I believe that the dental care
provided was appropriate

4.1 believe the care was
provided in a timely manner

5. 1 believe my relative was
treated with respect

6. | believe the cost of the care
was appropriate

7.1 am satisfied with the clinic
setting where the care was
provided

8. | am satisfied with the dentist
or dental hygienist who
provided the care

9. | believe that my relative’s
oral health has improved as a
result of the care provided

10. | believe that my relative’s
quality of life has improved as a
result of the care provided

11. | am satisfied overall with
the Dentistry Program

157




Appendices

Please select the Yearly Access to | Treatment | Professional | Other | N/A
response that comes exam by | emergency to fix teeth
closet to your own dentist treatment teeth cleaning
feelings to fix
dental
problems

12. What dental service
do you value most?

13. What dental service
do you feel needs
improvements?

Additional written feedback concerning the Geriatric Dentistry Program:
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I2. Satisfaction Survey with Nursing Staff

The Centre

@ for Aging and
HEA l. TH CARE
Geriatric Dentistry Program Survey Health

The purpose of this survey is to assess Providence staff satisfaction with the Geriatric Dentistry Program and to
identify components that need improvement. Results will be kept confidential and returning the form implies
consent for the data to be used in analysis and publication.

Instructions: Using the scale above the question, please mark only one circle for each question. If the question is
not applicable to you, mark the appropriate box with an X. Please return your completed survey to the collection
box on your unit by March 19th.

1. Please indicate your role at Providence Health Care: Administrator( ) RN{ ) RCA()
Please hdm:whtheryowngmw dﬁagrnwith the '

2_ The program has 1mpruved your ablhty u;:- pcrﬁ;mn da]ly o0 o 0 o} o}
mouth care for residents

3. The program has increased your knowledge of oral health o] [} 5] 0 5]
4. The program has played a role in improving the quality of o] (o} 0 0 0

ife for the residents

ow. auwemmwlmx? (Ehuimllmahwwm
pperceive the quality of th mmg pngram elements):
In-service mfonnalmn presentation

Hands-on demonstrations

Bedside mouth-care protocols

Mouth-care instructional materials (manuals, etc.)
Dental care provided by program dentists

10. Dental care provided by program dental hygienists
How are we doing on access? {i’lﬂiu inﬂk,:;e lww smﬂd N/A | Very | Satis- [Neutral] Dis-  [Very dis-
you are with the following) | |satisfied | fied | | satisfied | satisfied
11. Availability of mouth-care mstmctwnal materlals (ma_nualb, 0 s} 0 4] [4]
amphlets, etc.)
12. Availability of a mouth-care resource person (dental o] o] 0 0 0
hygienist educator)
13 Availability of mouth-care products (toothbrushes, 0 0 ] 0 0
mouth rinses, etc.)
14 Timeliness of dental care (examination & treatment) 0 0 o] o o]

e R B Eal

15. If you wish to provide written feedback (positive or negative), please write here or on the back of this

page

16. Do you have any suggestions on how to improve the Geriatric Dentisiry program?
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Appendix J: Mouth-care Protocol Audits by a Dental Hygiene Educator and a
Master’s Student

Mouth Care Audit [
Facility: Auditor:
Heeds Presence Needs replacemenfLocation 1 Labled=L.  [Location 1- Position
Presence YiN YN Location 14{YMN Location 1-9{Presence YIN 3 Presence YIN [Not labled =L |3 Presence YN [1-9
o

1= placed at the standard location (in the kidney dish, in last drawer) Mouth Care Cards
2= not found at the standard Jocation [P= present
1= cutside in the drawer NP=not present
H=on top of bedside [NV= present but not placed at a visible location
5= on the sink
5= in rest room
7= other (specify)
&= k-basin was dirty or products found in an unhygienic place
= product found open ( denture cup{DC and toothpaste TP)
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Appendix K: Letter of Introduction to the Northern Program

K1. Email of Initial Contact to the Northern Program

Dear [Program Manager],

| am writing this email to let you and the potential interview participants know a little more
about this study. So please feel free to forward this email to all the potential participants.

Each participant will be asked different set of questions according to their roles relating to
the program. But the overall goal of this study is to systematically compile information from
interviews and direct observations - in order to formally document as a case study the
evolution of the program, the organization, governance, and delivery of oral healthcare
practices connected with the [JJJcODP.

As part of my doctoral thesis, | am also interested in exploring this very difficult question of
how do we define success for a program such as this? Specifically, how best to evaluate this
type of program when there are so many complex factors involved?

People who work within the program and in the long-term care facilities are experts. Close
observations in the real settings would help us better understand how best to address this
issue.

Please ensure all potential participants that they can also contact me directly should they
require more information. In addition, the interview will be tape-recorded. The interview is
voluntary and participants' identities will be kept confidential. We will use code names in any
report we will publish.

Also, in the next couple of months, participants will be contacted again to comment on the
interpretation and seek missing information.

Thank you again for your help.
Regards,

Matana

161



Appendices

K2. List of Potential Interview Questions and a Summary Table Displaying the
Program Components of Interest Given to the Northern Program

OBJECTIVE AND RESEARCH QUESTIONS

Objective: To describe as a case study the organization, governance,
and delivery of oral healthcare practices connected with the -GODP.

Key Interview Questions:

Participant’s background

= |nitial involvement in the program
= Participant’s role in this program

Opinions and experiences with the program implementation

What are the structures and functions of the program?
(See table 1)

Strengths and weaknesses of the program
Facilitator/barrier to providing services

What are the factors influencing the outcomes and
perceptions of providers and recipients of care?
Significant change in the program (i.e. funding, staffing
model, etc.).

If yes, describe what happened, and what prompted

the change.

How do providers and recipients of care define success?
key lessons learned?

What participant like to see happen
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Categories of the program components

Category of study factor

Sub-category/specific case study questions

Program goal/objectives

Explicit/implied?

Organization and
practice management

# of staff, roles and responsibilities

Role of public health personnel vs. private personnel
Organizational structure and culture of LTC facilities
Level of integration between LTC facility and
dentistry

Administrative processes

(e.g. consent, scheduling, referral,

billing, record keeping)

System of payment and Reimbursement schemes
(Capitation, salary, fee-for-service, mixed?)

How the different components of care are paid for?
How utilization and cost are monitored and
managed?

Care delivery

Types of services provided

Mode of delivery

Care strategies/Technology and equipments used
Physical access and transportation

Level of participatory

Reach and exposure of each service

Perceptions of care providers

Program effects

How does an organization define and measure
program effectiveness?

Report?

Patient outcomes?

Perceptions of care recipients re: care experience

Dynamics of the context

Geography
Socio-economics
Culture

Politics
Legislation/Ethics
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Appendix L: Evaluation Report of the Northern Program

The | Geriatric Outreach Dental Program
(Il GODP)

Program Description,
Evaluation, and Recommendations

Matana Pruksapong

ELDERS Research Group
UBC, Faculty of Dentistry
2199 Wesbrook Mall
Vancouver, British Columbia
Canada

Tel (604) 822-8879

Fax (604) 822-3562
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Il coor
LTC

UBC, ELDERS

-
RN
RCA
CDA

RDH

Appendices

The I Geriatric Outreach Dental Program
Long-term Care

University of British Columbia, Elders’ Link to Dental
Education, Research, and Services

I B Hospital
Registered Nurse

Residential Care Attendant
Certified Dental Assistant

Registered Dental Hygienist
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[. Introduction

The | Geriatric Outreach Dental Program (JJfj GODP) provides basic
dental care free of charge to over 310 elderly residents of five long-term care (LTC)
facilities in || ||| . British Columbia. This report presents findings from a
comprehensive analysis of site visits and interview data gathered from various key

players of the program.

Purposes

The purpose of this report are to:

1) describe the program and its development;

2) identify specific evaluation questions suitable for the stage of the program
development;

3) describe and explain evaluation findings; and

4) make recommendations for ongoing quality improvement.

Phase of evaluation

This program evaluation is the J§ GODP’s first external review. Essentially, | began
the evaluation by exploring with the participants the goals that they had set for the
program and its evaluation. This preliminary discussion offered a basis for
developing suitable evaluation questions, and initiated the cycle of quality monitoring

which is a baseline for future evaluations.

Methods
Program evaluation in Geriatric Dentistry is difficult because there has been

either standard on appropriateness of care or indicators for quality of care. UBC,
ELDERS research group has proposed a framework for program evaluation
specifically for oral health services in LTC facilities, which emphasizes on
comprehensiveness of program description, the use of multiple quality indicators, as

well as engaging various people involved in the program to participate in the
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evaluation processes (Figure 1). The author of this report, who is a dentist and
trained in qualitative research methods, conducted a 4-day site visit to 5 LTC
facilities and interviewed 15 participants closely involved with the program.
Participants were interviewed either individually or in pairs for about one hour each.
We began the evaluation by exploring the involvement of each participant, their
opinions about how it operates, and their expectations for the program. Also, we
asked patrticipants to articulate the goals they had set for the program and for its
evaluation. This preliminary discussion offered a basis for developing suitable
evaluation questions, and a deeper understanding of the complexity of the factors
involved.

The staff at four of the facility gave the interviewer a guided tour to explain the
structure and operation of the facilities, and the daily activities of the nursing staff
and residents. At the other facility, the dentist and dental assistant/coordinator
provided dental treatment for the residents in the presence of the interviewer. The
interviewer also attended a breakfast meeting of community leaders at which the
program was discussed. In addition, she compiled field-notes and documents such
as productivity reports, advertising brochures, memos, and websites relevant to the
operations to serve as background information on the aspirations, activities and

impact of the program as guided by our evaluation framework.
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Site visits: During February 20" to 23" of 2007; the author conducted non-

participant observations at the following sites:

- M Care Home

- I | odoe

- I, Hospital ()
- I care Home

- I Manor

- 1 \oihern Health Authority

- I

- Private Practices of two of the dentists involved in the program

Interview participants:

Dentistry:
2 co-founders of the program (a dental hygienist & a dentist);

3 coordinators (a public health dental hygienist & 2 certified dental assistants);
3 dentists;

1 dental hygienist

Five LTC facilities:
Facility A - a Licensed Practical Nurse (LPN)

Facility B - an administrator and a LPN
Facility C - an administrator

Facility D - a Registered Nurse (RN)
Facility E - a Registered Nurse (RN)

The evaluation framework helped us to identify categories and subcategories
of the program that we could subject to a content analysis that encompassed a
description of the program and of quality indicators pertaining to the services offered
to the facilities. The description included the context in which the program operated,

such as the involvement of the community and the target population. Content, on the
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other hand, addressed the structure, processes and desired outcomes of the
program. Structure relates the staffing, financing, equipment, space and location that
influence the delivery of services. Processes include descriptions of management
practices and clinical services including how people involved in the program interact,
whereas desired outcomes pertain to not only the official written goal but also how
participants articulate what they think are the goals of the program. The
accomplishments of the program relate to three dimensions: capacity, performance,
and actual treatment/patient outcomes. Capacity encompasses resources,
knowledge, skills, administrative structures, and level of integration required by
dental personnel to address oral health related concerns. Performance indicates the
guality of immediate outcomes, such as availability of mouth-care products, changes
in behaviour of nursing staff, and service productivity; and lastly, the patient oral

health, health, and quality of life represent the final outcomes of the program.
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Figure 1. The evaluation framework proposed by UBC ELDERS Research Group
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Il. Program Description

According to the evaluation framework proposed by UBC-ELDERS Research
group, a comprehensive program description comprises of 1) community context and
program history, 2) partner organizations and targeted populations, 3) program

structure, 4) program processed, and 5) desired outcomes of the program.
2.1 Community Context and Program History

2.1.1 Program Initiation

The [} GODP was originated in 1996 by Ms. | . 2 public

health dental hygienist who worked at the Northern Interior Health Unit (NIHU) at the
time. She approached the LTC facilities by offering to label dentures free of charge
as a way to get in the facility and indirectly communicate about oral health care with
staff and residents. During that time she witnessed the evident needs for oral care
and dental treatments so she contacted Dr. || ] a0 vr. R
I hc facility administrators to set up a more comprehensive oral health

service, which was realized as “a Senior Outreach Dentistry Program” in 1997.

“With those three people you've got public health, you've got the
community and you've got a facility person and they were able to meet
and talk about it and make a plan” — Program Manager

Moreover, participants felt that the plan was realized because of “the good
timing”. Changes in the healthcare system in || | were more of
opportunity than threat to the program. Also, one of the residential institutions in
Vancouver Island was closing down so dental chairs and equipments were made

available for bargain. Besides some funds from the NIHU, start-up funding for

equipments and supplies were donations from | GTzTNGNGEGEE
I /s for the coordinator's salary, the

Northern Health Authority (NHA) was the main source of fund. Equally important,

there were four volunteer dentists providing service free of charge to the residents.
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However, after one year of implementation, they realized that the program
was not sustainable and the model of care delivery did not address the need and
demand.

2.1.2 Issues emerged during the first year of program implementation:

The ] GODP members have identified three key challenges they have
encountered during the initial period of program implementation. These issues
include:

e The model of service delivery: It was felt that there were too much of the
oral assessment and not enough actual dental treatment done during the
first year.

e Logistics: Due to no fully equipped dental clinic onsite, the
CDA/coordinator is responsible for transporting the portable dental unit
(with air compressor) and dental supplies to the LTC facilities (Figure 2).

“[t]his is a huge challenge because we’ve had taxis deliver them and
one of the taxi guys wouldn'’t tie the stuff down, so stuff would be
spilt and it has been a bit of a headache and the CDA’s husband at
this point is kind of our support guy but really we should have
somebody in place [to take care of logistics] but it's really
challenging”

e Support from LTC facilities: It was not uncommon that dental personnel
were felt as outsiders who intrude into the territory of LTC staff. However, constant
presence of dental team and benefits perceived by the recipients of care has helped
overcome the issue.

“Over time there’s a growing acceptance of the facilities of having us
there, of course. The relationship wasn’t quite as cozy nor was it as
friendly and as collegial as now that it's a very good atmosphere.” —
a dentist
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[Removed by the author for confidentiality]

Figure 2. Transportation of equipments and supplies

2.1.3 The new ] GODP design: Year 2

In 1998, the ] GODP members brainstormed and re-designed the program
based on two main guiding principles. First, “make it sustainable”; and second, “it

has to be simple...not cumbersome in either paperwork or some of the other

challenges”

“...I said, ‘you know, | teach at the College [of New Caledonia], | get
paid a set fee based on an hourly compensation’...the college doesn’t
have a problem finding dentists to do that...this could work the same
way'’...and it has been 10 years now” — a dentist

The adjusted design has been implemented and in operation for 9 years and is

described in details in the following section of the report.
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2.2 Partner Organizations and Targeted Population:

Appendices

Residential care is a subdivision of Home and Community Care of NHA.

Furthermore, NHA is divided into three health service delivery areas where |||l}

I is part of the Northern Interior Health (NIH) service delivery area. || |l

B there are six LTC facilities that participate in the [J§ GODP (Table 1).

Table 1. Characteristics of six LTC facilities participating in the J§ GODP

Facilities Number Level of Care
of Bed

Notes

‘T 72 Extended care
60 Extended care
116 Multi-level
] 15 Alternative/transition

R 16 Alternative/transition
R 32 Assisted Living

I

Privately owned,
contracted RCA

Recently added to
the program in 2007

Data suggested important heterogeneity among the target population. Some

residents are frail and cognitively impaired. Others are mobile and independent.

Consequently, there are also differences in the characteristics of staff working in

different facilities.

“Each facility is different...l found that at some of the facilities say [name
of a facility], for example, they seemed to be doing mouth-care, they’re on
top of things...not that they weren’'t busy but they just didn’t feel as
stressed when you went in there...and at [name of another facility],
mouth-care wasn’'t necessarily being done but it wasn’'t because they
didn’t value it, it was because they had so many other things to do and so
they hoped the person on the next shift would be able to do that.” — a

RDH

Moreover, due to the restructuring of LTC system and changes in admission

criteria, there are also changes of resident profiles within the facility as well.
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“I remember when | first worked at [name of the facility], they were all
mobile and go on holidays and they’re more like a hotel than a long-term
care. Now it's different.”

2.3 Program Structure:

The PG GODP is a partnership program among three main groups of people:
the regional health authority responsible for general public health, the dental public

health unit, and the dental professionals practicing in the community (Figure 3).

[Removed by the author for confidentiality]
Figure 3. Key people involved in the ] GODP as of March 2007.

Similar to healthcare organizations elsewhere in the province, restructuring,
renaming, and relocation of the divisions and their offices can easily cause some
confusion. At the time of this study, dental public health program was restructured
and relocated to be part of the NIH, Centre for Healthy Living® instead of the NIH
Unit. The program manager of the [ GODP also works full-time as a manager for
the dental public health program at the Centre for Healthy Living where she received
her salary. The dental program comprises of many projects e.g. young children and
pain control clinic, which were funded through the NIH. Although the ] GODP is
also part of the dental public health program, it operates through a different funding
and administrative structures. NIH provides ongoing dental supplies™ and supporting
staff but the Home and Community care of NHA is the one providing annual funds of
C$16,500 - C$17,500/year to the ] GODP. This amount includes salary for
dentists and RDH who provide care services 3 hours/visit while CDA/coordinator
works 5 hours/visit. The dental care providers also get $50/visit for emergency drop-
in visit such as specific examination requested or consultation with physicians or
family members. It also supports the J§ GODP study clubs, and two Continuing
Education (CE) courses provided in 2000 and 2003 to home health and residential
care aides and LPN. Therefore, officially the PG GODP is embedded in the Home

# Together with tobacco cessation and eating well programs
* It is however difficult to pinpoint the real cost of supplies used as the dentists often bring supplies
from their own private practice as well.
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and Community, NHA as opposed to the NIH, dental public health program (Figure
4).

“It's their [home and community care’s] program but the dental [public
health] program | supports them by me
helping them set up the contracts...making sure that people are taken
care of...I'm sort of the person if there’s anything from the geriatric
outreach program that needed to connect with somebody in Northern
Health [Authority]. The coordinator [/CDA] would connect with me. For
instant, so and so hasn’t been paid yet because one of the dentists has
the same name as a physician in town and so his check might go to the
wrong place.” — Program Manager.

[Removed by the author for confidentiality]
Figure 4 Organizational structure of the [Jj GODP

2.4 Program Process: how it works

The ] GODP provides services to residents of LTC facilities on-site
including clinical oral assessment and basic dental treatment. Most facilities are
equipped with a portable dental chair (Figure 5). However, participants revealed that
the dental chairs are no longer used because “it's often easier to go room to room”,
said a dentist. During the site visits, | found that the dental chairs were not being
used and were “scooted off to the side” in storage rooms. There were only one
facility where dental chair was kept in a designated room for dentistry and

hairdressing; however, a dentist who goes the particular facility revealed that,

“There is a dental chair in the basement which | haven't used for at
least in a year. The patients tend to sit with their chin on their chest so
however you try to lift them up they don’t seem to want to do that and if
they're in the wheelchair you're not going to try to wheel them to the
basement and try to move them to the dental chair to see them...you
look if you need to do some work you say you're coming back next
month. Then | tell the nurse to leave the patient in bed because |
trained in operating theatres | can work over the head of the bed, we
move the bed form the wall we put pillow in the right directions and
make it into our bedside surgery, use a bedside cabinet. We use to
have a lamb stand and now we use DENTLITE...great thing...[the
CDA] holding the DENTLITE just to retract and | don’t use suction | use
lots of gauze.” — a dentist

176



Appendices

Figure 5. Portable dental chair.

The four dentists go to six LTC facilities of different size. Some dentists go to two
facilities while the CDA/Coordinator and the RDH go to every facility (Figure 3).
Subsequently, the frequency of dentists’ visits also depends on the size of the
facilities. On average, the dentists see 8-10 residents per visit. In the big facilities,
the dentists visit once a month; and in smaller facilities, they visit four times a year.
The RDH has 35 hours per facility per year.

“we initially started out with more days there [assisted living residence]
and then we asked if we could shuffle it to other places because there
didn't seem to be the same needs and fortunately these facilities are
linked under the same budget so we're able to shuffle some
things...here’s a pocket of money to provide a service and then we can
adapt it to where there seems to be more need.” — Program Manager

The nursing staffs now know the routine and when they see something urgent
“they will get a hold of the CDA/Coordinator or sometimes they will even phone the
dental office directly because they know the dentist and there is a direct
communication between them.” There is no additional paperwork regarding consent.
The patients give verbal consent for treatment and there is no need for consent for
financial responsibility, as the residents do not have to pay.

This budget provides free basic dental care offered to every resident of LTC

facilities, which includes yearly oral assessment, fillings, extractions, and hygiene.
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“Above basic dental work, the family is notified...'this is what we want to do, this is
why, this is the cost of some kinds of things they have to pay for.”, reported the
coordinator.

The contract had been signed among the partners on a yearly basis until
2006, the program has set up the contract to go for three years based on a yearly
amount.

“The dentists are contracted for a three-hour visit and they show up,

they do their thing, they fill out the charts and off they go; where the

coordinator/CDA gets there early...her contract is five hours a visit so

she’ll get there and set up and then clean up, then paperwork and

following up with nursing staff.” — Program Manager

The CDA/Coordinator also compiles data on service productivity, schedule
the appointments with nursing staff, and fill the check requisition forms, which then
sent to the Program Manager. The Program Manager oversees the operation of the
program and communicates and reports productivity statistics to NIH, Preventive
Public Health and NHA, Residential Care (Home and Community Care).

In addition to the dental services, the J GODP also runs a study club four
times a year. The Program Manager helps set the agenda, organizes, chair the

meetings and also keep the meeting minutes.

2.5 Program Desired Outcomes

The section is still part of the program description presenting how participants
articulate what they think the goals of the program are, not just what was written in
the official program documents. Subsequently, the desired outcomes should be
distinguished from the outputs and outcomes as part of the “findings” section.

As described by one of the dentists, the overall goal of the program is:
“[blasically just to provide basic care...appropriate to the patients’
concerns, the families’ concerns...and to support the [LTC] facilities”
Another dentist asserted that, “we are not looking to have high-end
dentistry in the facility, the goal of this type of a program is that we want
them to feel comfortable so that their quality of life is better and, of
course, the health [is better].”
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The program manager added that another main goal is that “the nurses know
what to do and who to contact in a timely manner.”

lll. Reassess the evaluation questions:

After describing the structure, processes, and desired outcomes of the program;
more specific evaluation questions can be reassessed. Although the program seems
to run smoothly, lack of clear community standards for quality of the program make it
difficult to assess the success of the program. The participants agreed that the goal
of the evaluation was from the external person point of view “to try and figure out
where we are”. After analyzing the program structure, process, and desired outcome
for its evaluability; | further analyze the progress and impact of program according to

the following evaluation questions:
e To what extent has the program achieved the desired outcomes?
(Quality indicators met)

e What needs improvement?
(Quality indicators unmet)

e What are the success factors and the pitfalls?

e What is recommended for the next action plan?
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IV. Findings and Interpretations
4.1 Progress and Accomplishment to date

The progress and accomplishments of program are categorized into three
groups of quality indicators: 1) capacity, 2) performance, and 3) patient outcome.
Capacity is the actual resources, knowledge, skills, administrative structures, and
level of integration required by the program to effectively address oral health related
concerns in LTC facilities; performance indicates the quality of processes and
outputs (immediate outcomes) of the program; and lastly, the patient oral health,
health, and quality of life represent the final outcomes of the program.

Quiality Indicators:

a) Capacity:

The program was assessed for its capacity according to the following
indicators: physical accessibility, financial accessibility, goals and philosophy of care,
record, self-assessment plan, consultants, relationships and support, management
styles, work incentives, and financial stability.

Except the residents at [l Manor, most of the elderly residents have
limited mobility. The ] GODP has been capable of providing care onsite. However,
they did not seem to use the dental chairs installed at the facilities. The dentists
revealed, “[d]ental chair doesn’t work if there’s no mechanical lift.”

One of the biggest strengths of the program is the financial stability and
accessibility. Residents received basic dental care free of charge while dental
personnel received reasonable compensation on a monthly basis. With this annual
budget of less than C$20,000 the program is capable of convincing the health
authority to continually fund the project.

“For the amount of money that they [the health authority] are spending
[for the ] GODP] relative to their total budget, this is money well spent
and we're really fortunate that we have some very good administrative
people like Brenda and Sharon, they're awesome at writing reports [to
the health authority].”

Regarding the sources of funding for equipment and supplies, interview
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participants did not seem to be concerned as they revealed that ||| Gzl s 2
small and tight community where local fund raising for specific needs as such is not
a problem. And because of the strong sense of community, participants expressed
that if the program is to expand, it is not too difficult to recruit more dentist and dental
hygienist. One of the dentists joking stated that, “our group could probably coercive
another one or two dentists to provide this standard of care.”; and as the program
manager emphasized, “in | | | 3l e re very fortunate to have a fairly strong
community based dentist.” The management style also reflected this tight community
atmosphere. They meet at four times a year at a study club where they also
discussion operation issues and constantly synchronize program goals and
philosophy of care. In addition, they also socialized informally.

As for other administrative structure, the paper work is simple and adequate
to schedule responsive dental appointment as requested by the facility staff; to
communicate with the facility staff about treatment recommended or performed; and
to keep track of program productivity. However, all records are paper-based which
make it difficult to analyze for clinical statistics and to set up a self-notification of
patients due for a yearly recall. Currently, the dental hygienist identifies recall
patients when she sees that a dentist has not examined the patient she saw for
hygiene treatment for more than one year. Therefore, patients with no hygiene
appointment cab easily fall out of the recall system. In addition, some of the dentists
expressed that they would like to have more support from dental specialists,
especially in oral pathology and oral medicine. Currently, the consultation is
communicated via phone only. The support from facility staff and residents through
out the year is the big part of encouragement for the providers. Rewarding feelings
from giving back to the community is what keep the dental personnel going and
overcoming all the challenges in providing care in this unique environment.

Overall, the ] GODP has adequate capacity namely physical, financial, and
human resources as well as administrative structures and level of integration to
effectively address oral health related issues identified by the facility staff and the
residents. However, if the program is to expand to comply with the ideal goal of

seeing every resident at least once a year to screen and prevent serious oral health
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related problems, the program certainly needs a more structured recall system
perhaps using simple computer based or online software that offers notification
function. Moreover, the number of visits of dentist and dental hygienist in larger
facilities may need to be increased, which means more hours, required for the

CDA/co-coordinator who has already carried the heaviest workload in the program

as well.
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b) Performance:
Performance measures of the program include information on its productivity,

the quality and accountability of the processes of care, and the quality of immediate
product or output of the services. It illustrated the efforts that have been made to
offer oral health services to their target populations. In particular, the program was
assessed for its performance according to the following indicators: interpersonal
care; timeliness, scope of care; level of integration with LTC facility; technical quality
of care; frequency and reach of services; changes in knowledge, attitude, and
performance of nursing staff regarding daily mouth-care; planning and
implementation of mouth-care protocol; and activities promoting accountability of the
program.

Overall, there were no complaint from the nursing staff and recipients of care
regarding neither technical nor interpersonal care. They do appreciate the serviced
provided on-site. The services were provided in a timely manner and responsive to
urgent request. However, the recipient of care would be even more satisfied if the
dentist could visit more often.

“Definitely emergency type of needs are being addressed if they're
identified but like in [one of the larger facilities], there’s no way all of the
residents are going to be seen [by a dentist for screening]” — a program
manager

In addition, one of the dentists revealed that if the program is to
increase frequency of visit, two mornings a month for residential care dentistry

would still be practical.

“I could see myself doing it two mornings a month. | could work that in
because | would just take a day out of the office...because | would be
compensated, it's alright...I'd work one day less a month.” — a dentist

Nevertheless, the request for more working hours was considered “a nice to
have” rather than “a must”. The dental personnel also agreed with the benefit of
increasing the number of visit per year but with the manpower that they have

currently, the reach and frequency of the program seem to be at its full capacity.
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“Once a month visit is not enough...if you wan to make an ideal patient care,
make sure everybody was alright...now we do it on a need basis...we need to be
there more often...but at the moment it's alright.” — a dentist

With the current practice, the JJ GODP has been successful providing a
wide scope of care from clinical examination, fillings, hygiene, extractions, denture
repairs, and new dentures. There was about one case a year for root canal
treatment. Therefore, the scope of care did not seem to be an issue but again the
reach and frequency of care were. The example of the PG GODP productivity is

presented as follows:

Table 2. Example of productivity of the GODP at one of the larger facility
extracted from the Observation Day Report !h 2005) and

The Budget Sheet 2006-2007 based on 2005-2006 statistics ([}, 2006).

Measures

Productivity (%)

Number of resident

Residents assessed
Residents treated
Restorations

Extraction

Denture related treatment
Specific oral care plan by RDH
Denture labeling

Debridement

116 (100%) residents
80 (68.9%) residents
34 (29.31%) residents
5 (4%) residents

9 (8%) residents

12 (10%) residents
13 (11%) residents

2 (0.1%) residents

15 (13%) residents

Individual consultation
(one-on-one with care staff/admin)
Educational in-service

Number of staff at in-services

4 visits

2 visits (Jan. & Mar. 2006)

20 staff per session
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There are two target groups that the program aims to influence. Measuring
impact on the secondary target that is the nursing staff is as important as measuring
the final outcomes as they can simultaneously impact the patients’ oral health. As
part of the Adult Care Regulation, each LTC facility must have an oral care plan for
individual resident. Every facility has no trouble establishing an oral care plan.
However, when it comes to daily performance, oral care was not obviously identified
in the flow sheet where RCAs need to sign and check off that they have completed
the task. On average, the mouth-care situation could be improved. The nursing staff
“do like take care of the dentures, they take the dentures out and clean them”.

However, they have more difficulties with brushing teeth for the residents.

“By having us in there, it makes them [nursing staff] aware that this

Is important...because it's like we're checking to see how they're

doing. I've seen clinicians that give these lectures and they say it's a

real horror story [about mouth-care situation in LTC facilities]...we’'ve

found that there are a few there like that but most of the people, the

level of care is reasonable, it could be better, yes.” — a dentist

Also, there was no other form of constant mouth-care reminder such as a wall
chart of individual oral care plan. However, the dental hygienist does send a report to
the care conference of the residents, which would help to remind, promote, and most
importantly to integrate oral health to other LTC disciplines. Another disadvantage of
the ] GODP was that there was no attempt to standardize the mouth-care product

used within the facilities.

“Nowhere in dentistry teaching to use the sponge but every care

homes you go in you find this sponges.” - a RDH

Despite the lack of routine mouth-care, the nursing staff seemed to be
receptive with the program including the two visits of educational in-services.
However, there was no evident of the effectiveness of the in-services. The |}
GODP may have to not just increase the education and motivation frequency but
also the program members should brainstorm for a more creative strategies fitted for
each facility structure and culture. Fortunately, the program has established good
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rapport with the LTC facilities. Initially there were feelings that the facility staff were
hesitant but after several years of implementation.

“I've been going to [name of the facility] for a long time now so they
know me...and we don’t upset their routine. We don’t ask them to do
too much...and sometimes they offered...so that’s quite nice.”
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c) Patient Outcomes

Patient outcomes are the final piece of jigsaw that would determine if the
program is successful. However, information on clinical outcomes of the patients has
not yet been collected systemically due to the structure of the paper works
administered.

“we would like to take on a UBC charting system...but we’ve struggled
with it, [we were wondering] how it would actually benefit us and how
we would actually use it because it is quite time consuming.” -
Program manager

“we haven't got quite the manpower, its one of those things that gets

on the agenda and then it kind of falls off the agenda...we want to,
we’ve tried, we do have our laptops here...the problem is time” — a
dentist

Nevertheless, participants were able to discuss the impact of the program by
assessing oral health from provider’s perspectives and recipient’s satisfaction.

“You can see from her [the patient’s] face and she was grabbing your
hands. She was very happy that something was done...so there are
some that | actually know I've made an impact but there are some that |
don’t know, you really don’t know because they can't give you, they can't
tell you, it's really hard to know.” — a dentist

Another dentist added that,

“I'm sure they [facility staff and residents] see the benefit where before
they had frustrations because if they saw something they didn’t know
who to contact | and now they at least have a process, they have a
name to call, they can consult, it's not uncommon for us to get a phone
call.” — a dentist
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4.2 Lessons learned: success factors and pitfalls

The participants have identified a number of challenges developing and
implementing their care models within the context of LTC facilities in ||| | Gl
Other programs attempting to initiate oral health services in LTC settings may face
many similar issues. This section provide information regarding the success factors
that other program might want to establish and also pitfalls that can easily be
avoided.

The first lesson learned that one of the dentists brought up was about
panoramic X-ray machine. The ] GODP received financial support to purchase a
radiographic machine that can be adjusted to fit the height of the patient when sitting
in a wheel chair. However, with most of the geriatric patients, they tend to unable to
hold their faces still to finish the radiograph. It is fortunate that the machine was
installed at the hospital where it can be utilized for other cases of hospital dentistry
besides Geriatrics. Consequently, there has been some discussion about purchasing
a portable handheld radiographic device, which is now in the researching process.
Also, the program had used a portable standing lamp for several years until recently
that they have switched to the illuminated mouth mirror (DentLite®). Another lesson
learned regarding equipment is the on-site operating space and a dental chair.
Participants suggested that if there was no designated space for the dental chair
with mechanical lift, even though it could be wheeled around to available space such
as a quiet room or a hair dressing room, it was not usually used and easily
abandoned.

In addition to the equipment issue, another key lesson learned was regard to
communication between dentistry and facility staff. Through out the year, the |}
GODP has adapted and added communication documents to inform the nursing staff
and recipients of care of the oral health assessment findings and treatment
performed. It seems that the three sheets that they administer are simple and
efficient. The screening schedule is co-entered by both the nursing staff and the

program co-coordinator; the post-treatment information sheet was given to the nurse
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in charge every visit; and the dental hygienist also provides individual report for the
patient care conference.

Another key add-on of the program was the compensation for emergency or
drop-in visit for the dentists.

“a lot of times the dentist would just pop in if there was something and
so they need to be paid for this...it's great that they have been willing
to do this because at some point you have to make it a sustainable
type of program where if someone else came into it ... it would be
attractive to them too because you're not necessarily always going to
have somebody that's going to donate their time... so we asked for
that and that money was set aside” — Program Manager

Another factor that sustains the program is the “linkages and connections
within each level of authorities”. || |}l is a small community where [}
GODP personnel have informal connections with decision-makers. When asked for
other success factors, participants revealed several elements of the program as
follows: first, the rights people in the program especially the centered person who
links everybody; second, the right expectation which comes with experience and
constant sharing of those experiences among the team members through study club;

and third support from the health authorities for salary-based model of service.
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V. Conclusion and Recommendations
5.1 Conclusion

In summary, the ] GODP has responsively addressed the oral health
concern raised by the elderly residents and the nursing staff. In its first year, there
was uncertainty regarding program sustainability and complaint about limited scope
of care. Later in the second year the program shifted its model of delivery from
volunteer dentistry to ongoing funding from NHA; since then the program has been
able to provide more dental treatment as opposed to conducting largely the need
assessment. Since 1998, the patients do not have to pay out of pocket for basic
dental care while dental personnel receive reasonable compensation, which was
seen to be the strongest feature of the J§ GODP. Another uniqueness of [ GopP
was regarding the formal consent issue. The program operates under agreed upon
verbal consent and throughout the ten years of implementation, it does not seem to
be an issue. In all, the program works efficiently with positive feedback from the
recipients of care. However, this initial review does not provide firm evidence in
support of the effectiveness of the ] GODP on the residents’ clinical oral health,
health, and quality of life. Further in-depth evaluation from patients’ perspectives
incorporated with clinical data will shed more light on the final outcomes of care.

In addition, the ] GODP needs to be very cautious of the future of the
program because, as one dentist stated, “the change is coming near. Baby boomer
may have higher expectation and needs as their dental care is more complex.” The
current ways of doing things are likely to be challenged by the next cohort of the
population. In fact, changes in population profile is already evident as one dentist
described,

“Things are going to changes. Ten years ago you would see a lot of
seniors with dentures. Now we see a lot of patient coming into facility
with crown and bridge work, good oral hygiene but then all of a
sudden their health deteriorated, nobody is looking after their oral
health and things start to break, implant is sitting around there so
that's going to be a problem in ten years time. How are we going to
clean under these bridges and situation like this?”
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In order to plan for the future, | conclude the initial assessment of the |}

GODP with a summary of strength, weakness, opportunities, and threat of the

program as follows:

Table 3. SWOT summary

Strength

® Financial coverage for the patients
® Salary-based model

® Efficient administration

® Services on-site

® On-call service

® Two-way communication between
dentistry and facility staff

® Connections with NHA and local
communities

Opportunity

® Adult Care Regulations
® Sense of community (social capital)
® Facility accreditation requirement

Weakness

® Heavy workload of a coordinator/CDA if
the program is to expand

® No recall system

® No tracking records of clinical outcomes
® No proactive prevention & health
promotion strategies

Threat

® Changing expectation of the recipients
® Changing oral health profile of the
recipients

® Changing expectation of the
recipients

® Political cycles may affect funding

5.2 Recommendations for the next action plan

Although the ] GODP has improved greatly over the years, there are still a
few aspects it can develop further to prepare for the uncertain future. Note that,
some recommendations are common across all sites while some problems are
specific to certain facilities. In general, the next action plan for any health program
include two main tasks: first, adjusting the program design to increase its capacity;
and second educating and motivating both providers and recipients of care to
improve performance. With enhanced capacity and performance, it is likely that the
final desired outcomes could be achieved. However, the need for improvement can
gradually be addressed. It is recommended to incrementally increase the program

goals and continually re-evaluate the impact of any modifications.
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Specifically, the recommendations for [J§ GODP include:

Gradually raised desired outcome of the program from being responsive to
concerns raised by the recipients of care to proactively involve in routine
screening, prevention including daily mouth-care, and health promotion.
Propose to NHA to increase frequency of clinical examination and dental
treatment to twice a month in larger facilities.

Create a simple computerized database and notification system to keep
track of recall schedule.

Collect and analyze the clinical data using simple and crude indicators
comparing oral health status of the residents on a yearly interval.

In the facilities with ongoing changes in its administrative and physical
structure, propose and lobby to have designated space for dental chair
and organized a fundraising for mechanical lifts.

Continue to keep all the strong features of the program intact especially
the communication between dentistry and LTC facilities.

Initiate a discussion among team members about home care service as
the needs for oral care is likely to increase among elderly population

residing in the community as well.

Although great step has been made in providing financial coverage to the

elderly residents of LTC facilities, the program must remain vigilant in its efforts to

continually self-assess for its quality; so that there is evidence to support in case the

funding is cut short or if the program would like to expand. The analytical framework

proposed by UBC-ELDERS Research group has shown to be applicable to the i}

GODP. The context of the ] GODP confirmed the utility of structure, process and

desired outcome as essential to the description, whereas consideration of capacity,

performance and actual outcomes was essential to quality assessment. The
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findings have provided a broad basis for offering advice and practical guidance for
developing the program further. It has also initiated the iterative cycle of quality

monitoring which | hope will be continued at least every three years.
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Appendix M: Compared Data Between UBC and the Northern Programs

QOutcomes of the program: access/productivity

Facility Facility A Facility B
(UBC GDP) (GODP)
# Residents 144 116
# Residents assessed 130 (80.27) 80 (68.9%)
(initial exam & recall)
# Residents treated 51(354%) 34 (29.31% of total)
(incld. prof. hygiene)
Restorations 12 residents 5 residents
Extractions 13 residents 9 residents
Denturefrepair 9 residents 12 residents
New Denture ? 0
(Source: Observation Day Report ( , 2005) and
Budget sheet 2006-2007 based on 2005-2006 statistics ( , 2006)

Outcomes of the program: access/productivity

Facility Facility A Facility B
(UBC GDP) (GODP)
Daily oral care plan {with All? 13 residents
subsequent recommendation) (as referred by a dentist)
Denture labeling All? 2 residents
Debridement 239u 15 residents
Individual consult (one-on-one ? 4 visits
with care staff, admin)
# of educational in-service ? 2 visits (Jan-Mar 2006)
# of staff at in-service 7 20 staff and 20 staff
Total # of RDH hours ? 32 hours
(Source: Observation Day Report ( 2005) and
Budget sheet 2006-2007 based on 2005-2006 statistics ( 2008)
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(Continue)
Structure UBC GODP

Setting Fully-equipped Dental chairs but no lift

onsite dental clinic
Relationship * among team members;

» with health authorities;
» with facility staff

Cost * Fee-for-service Salary-based

* PHC/3links

Separate salary for a
hygiene education

Support from

Oral surgery, By phone only

specialists oral medicine
Process UBC GODP
Exams & TX Need-based Demand-based
Frequency of dental visit
Hygiene Standardized

mouth-care products

Separate salary for
hygiene education

CE course for CE courses for
Dental personnel home support/residential
care aides and LPN

*» GODP has implemented at an assisted living residence

Process UBC GODP
Practice Schedule sheet Co-prepared schedule
Management Prepared by dentistry  sheet

CODE & Axiom Simple paper work but

no structured
recall system

Oral evaluation report  Post-tx form for facility
to recipients of care staff

Written consent Verbal consent

Report at annual
care conference
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Appendix N: The Model Worksheet

Introduction

Purpose: The intent of this document is to provide guidance through the process
of assessing oral health services in for residential care. The guide enlists the
assessment process down to 7 main steps (see Figure 6.1 page 113).

Step1 Discuss purpose of the assessment with key participants

Step 2  Describe the program

Step 3  Construct assessment questions

Step4  Assess indicators against objectives

Step5 Interpret and report results

Step 6 Disseminate

Adjust program design, motivate, educate based on information learned;

Continue iterative loop (back to step 1)

Intended Use and Users: This assessment model was originally developed for
managers and personnel of a comprehensive oral health program for residential
care. However, the evaluation process and quality indicators can be modified and
applied to any area of the program. For example, facility administrator and nurse
leaders can use this model to audit daily mouth-care provided by nursing staff. The
model is most useful when applied for internal quality improvement initiatives.
However, it can be used to conduct external review as well.

Focus:

This guide offers a comprehensive overview of program evaluation based on
concepts of quality assurance, which is a dominant concept in residential care
practices.

196



Appendices

Quality Assessment Worksheet

Program name:
Assessment period Beginning: Ending:
Assessment Cycle #

Step 1: Discuss purpose of the assessment with key participants

Stage of development O Planning
O Initial implementation
O Adaptive implementation
OO0 Matured implementation
O Expansion

Identify key players [Those involved and/or affected by our program]

Partnership program: O YES 0O NO

- list of partner organizations

[please make a seperate list of contacts for potential particpants who will help with the
quality assessment activities]

O administrators: government, organizations, educational institutions, facilities, hospitals
O sponsors: funding agencies, donors

O program manager, co-ordinator, other administrative staff

O providers: nursing personnel, dental personnel

O recipients and families: friends, power of atterney, public trustee, insurance company
O allied health professionals: PT, OT, dietitian, social worker, etc

[ others: unit clerk, pastoral care, recreational staff, etc.

O advocacy groups:

O others (please specify):

Evaluation purposes O What's happening here? [Gain insight for planning]
(Check all that apply) O What's our capacity? [Gap/Asset analysis or SWOT]*
O Is it working? What works? What doesn’t?
[Assess effect, summative evaluation, accountability]
O How can we make it better? [Quality improvement]
[ To raise awareness among staff
[quality improvement through accountability]
O Others [please specify]

* SWOT = Strength, Weakness, Opportunity, Threat
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Step 2: Describe the program

Appendices

Please use Figure 4.1 (see page 47) and tables below as a framework for collecting

information.

Table 1. Framework for describing an oral health program in LTC facility

Program Component

Categories

Community Context

Socio-economics, Culture

Politics, Legislation/Regulatory

Local Health Care System

Population Demographic

Characteristics of
recipients of care

Frailty, Cognitive level

Family involvement

Family/resident council established?

Demographic e.g. age group, career history (veteran?),
ethnicity, gender

Characteristics of Partners
- Structure and culture
of LTC facility

(other partner includes funding
agencies, advocacy groups, healthy
authority,

Geography (location, building types, and conditions)

# of beds, # of and type of wings/neighbourhoods

Government funded or private?

Record system (MDS? Electronic?)

Staffing model/union or contract

Resident-staff ratio and is it an assignment model?

Sense of community/neighbourhood/ownership?

Management-staff relationship

Lines of communication

Central person in place?

People (roles and responsibilities, staff characteristics)

Others e.g. Eden Alternative?

Program Structure

Formal plan/policy/protocol?

Oral health goals (implied or explicit/ambiguous or clear)

People (roles and responsibilities, personality and
characteristic e.g. training background, life history)

Designated person/Oral health champion on-site?

Sources of funding

System of payment and Reimbursement schemes
(Capitation, salary, fee-for-service, mixed?)

How the different components of care are paid for?

Material resources (equipments and technologies)

Space and Setting (on-site/off-site?)

Monitoring system in place?

Others e.g. model of care deliver — hub and satellite
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Program Component Categories

Program Process
- Practice management History of program
- Care delivery/interventions ~ Administrative processes
(e.g. consent, scheduling, referral, billing, records keeping)

How utilization and cost are monitored and managed?
Types of services/modes of delivery

- Screening & diagnosis

(all consented residents/complaint based?)

- Educational in-service (specific strategies?)

- Daily oral hygiene care

(by who, when, and what products?)

Other prevention & promotion activities? (e.g. caries management
program for high-risk group?)

- Treatment (scope and mode of delivery)

Customized individual oral care plan?

Recall system in place?

Referral system? Consultation?

Outcome Indicators

- Provider When the objective of the program is unclear or not explicit,
perspectives conduct a focus group or individual interview with key players;
then report the “desired outcomes” or “expected effects” of what
- Recipients’ key informants think the program should accomplish. The findings
perspectives should be categorized into three groups 1) Capacity, 2)

Performance, and 3) Patient outcomes.

Methods/sources of data collection:

[ brainstroming meetings among key players

O focus groups among key players

O individual interviews among key players

O questionaire surveys of key players using 5 Likert scale and open-ended reflective
questions

O Observation/ Site visits

O Analysis of administrative documents: proposal, annual report, newspapers, memos,
MDS, Resident Assessment Instrument.

You can present findings in the forms of tables/diagrams (logic models) and text.

Program description will help to select suitable objectives for the stage of program
development; and to help intepret the findings from the assessment of quality indicators
against the objectives.

Step 3: Construct assessment gquestions

Assossor please determine evaluability of the program and construct a set of specific
assessment questions (see page 100-101).
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_ indi : biecti

Please use the following tables as a framework for collecting information.

Please note that indicators, when used alone, are descriptive and neutral. Standards, on the other
hand, contain judgement. You may start the first period of assessment with a description of
indicators comparing with minimul standard. However, you should incrementally set standards
according to your incremental goals. In which case, you need to state the time frame of quality
assessment AND quality improvement.

Quality Indicators

Suggested Objectives

Capacity

1. Accessibility

- Every resident has physical access to dental professionals
- The facility has a formal contact with dental professionals
- A standard fee guide available - cost covered

2. Policy and philosophy of care

- Documentation of program goals

- Documentation of protocol/guideline

- Team members know where the documents are kept.

3. Records

- Paper-based documentation of treatment records

- Electronic database available

4. Personnel and consultants

- Consistent team

- Support from specialists

- Enough people required for the tasks

5. Management Style

- Communication platform available e.g. a study club
- Central person/liaison available

- Roles and responsibilities are clear

- Adaptive and agile

6. Support from LTC

- Have a volunteer to assist on-site
- Nursing staff/other discipline as part of planning for oral
health care

7. Work incentives

- Reinforcement from peer and positive results
- A sense of belonging/ a sense of team
- Opportunity for professional growth

8. Self-assessment plan

- Explicit mechanism to monitor progress and impact

Performance

9. Satisfaction with care process

- Patient-centred care (with flexibility, respect, patience)
- Timely care (timely appointment, on-call system in place,
attend to urgent problem in a timely manner)

10. Productivity of services

- Frequency (at least once a year)
- Reach (Residents who have concern - all residents)
- Scope (e.g. at least with routine oral disorder screening)

11. Daily mouth-care
assessment and planning

- Documentation by nursing staff (e.g. MDS, oral care plan)
- Daily screening by RN

12. Mouth-care product and
reminders

- Standardized ordering and storage
- Distributed and placed in a hygienic locations
- Some type of reminder present (e.g. wall chart, flow sheet)

13. Knowledge & attitude of care
staff

- Improved and sustained re: care techniques and pathway
of oral diseases.

14. Performance of mouth-care
by care staff

- Evidence of mouth-care product being used
- At least once a day

15. Integration between dentistry
and LTC

- Some form of participation at resident’s annual review
- Care plan originated from a multidisciplinary team

16. Financial accountability

- Documentation available annually
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Quality Indicators

Suggested Objectives

Patient outcomes

17. Overall satisfaction with the

result of care

(from recipient’s perspective)

- No complaint

- Continue participation with the program

18. Perceived oral health
(from recipient’s perspective)

- No self-identified concern

19. Oral health status
(from provider’s perspective)

- Normal chewing & swallowing
- Improved, delayed, or maintained oral health status,
- No pain, no acute infection, no food accumulation

(stagnation) in mouth No pain

20. Oral health related

quality of life

- Looking quite good, feel comfortable

- Be able to eat and engage in social activities

(from both providers’ & recipient’s

perspectives)

Sources/Methods of data collection:

O focus groups among key players

O individual interviews among key players
O questionaire surveys of key players using 5 Likert scale and open-ended reflective questions

(see Table 3)

O clinical examination
O observation/ site visits: formal audits, informal walk-around audit, etc.
O analysis of administrative documents: annual report, existing surveys, patient records,

billing/payment records, insurance claim records, complaint records

Table 3. Sample questionnaire

Indicators Definition Likert scale Description of | Clarification or
evidence Comment
Legislatives/ | Thereis a (1) Strongly disagree | Adult Care (Since 1997)
Regulations regulation in (2) Mostly disagree Regulations
place in my (3) No comment
jurisdiction 4) Mostly agree
(@& Strongly agree
N/A
Resident- We have (1) Strongly disagree | 1staff: 5-6 residents | “But it's not about
nursing staff | adequate (2) Mostly disagree (Morning shift) the number”
ratio nursing staff (X No comment _
to perform (4) Mostly agree Lstaff. 10 residents
daily oral (5) Strongly agree (Evening shift)
health care N/A
Support from | We have (1) Strongly disagree | Budget approval “But no
administrators | supportive (2) Mostly disagree involvement in
administrators | (3) No comment day-tojday”
(MMostly agree operations
(5) Strongly agree
N/A
On-site We have on- | (1) Strongly disagree | 3 on-site clinics; The facility
delivery/ less | site clinicor | (2) Mostly disagree Documented in provides
transfer deliver care (3) No comment patient ‘s dental mechanical
bed-side Mostly agree chart whenever ceiling lift

when needed

Strongly agree
N/A

care is delivered
bedside.
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Sample reflective open-ended questions:
= What would you say are the strengths of the program?
= What do you wish you should have had when you first started the program?
= What would you like to improve?
= What specific strategies could you plan to improve the program?
= What's your words of wisdom to for others who would like to do similar jobs?

Step 5: Interpret and report results

= Incorporate all sources of findings

= Compare program description (logic model) with indicator assessment

= Does the results address all dimensions of quality?

- We adopt CCHSA's dimensions of quality but w encourage you to refer to your
National/local quality framework so that your program would be better integrate with
already existing LTC framework.

= The interpretation should allow you to report on:

- Program’s capacities and SWOT (strength, opportunities, weakness, threat)

- Indicators/standard met and success stories

- Indicators/standard unmet

- Identification of success factors (success stories)

- Identification of problematic issues/barriers and other lessons learned

- Identification of future intervention targets

- Next action-plans

= \We encourage you to go beyond sending the report back to the program. Please
consider face-to-face meeting, follow-up focus group discussion, presentation at local
conference, publications, setting up a community of practice online among practitioners
in the country etc.

= We highly recommend conducting a follow-up focus group discussion to discuss
specific strategies for:

- Infra-structural changes

- Service protocol changes

- Motivational activities

- Educational activities

= There actions will increase the likelihood of capacity an performance improvement.
ntin he | for constant r men Figure 6.1 11

We encourage you to set higher standards for the following cycles of quality
assessment.
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Appendix O: Notes on Publication and Co-authorship

Matana Pruksapong developed the research design and materials such as
interview/observation guides; submitted the research proposal for ethical approval;
reviewed the literature; conducted field-studies, collected information; analyzed
and interpreted the findings; wrote all of the manuscripts and chapters associated

with the thesis.

Michael MacEntee, as a faculty advisor and chair of supervisory committee,
contributed throughout the whole process of developing, implementing, analysing,
and writing the thesis. He reviewed and edited all of the texts. And he is a co-

author of all publications from the thesis.

Lynn Beattie, as a member of the thesis supervisory committee from Faculty of
Medicine, contributed to the development of research proposal; and reviewed each
chapter. She is co-authoring a book chapter that will be published as part of “Oral
Healthcare for Frail Elders”: a project accepted by Blackwell Munksgaard for
publication in 2009. She will also help write a manuscript for journal article,
originated mainly from chapter 4 about the complexity of an oral healthcare

program in long-term care facilities.

Arminée Kazanjian, as a member of the thesis supervisory committee from

Department of Health Care and Epidemiology, contributed to the development of
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research proposal; and reviewed each chapter. She also is co-authoring the book

chapter “Oral Healthcare for Frail Elders”.

JoAnn Perry, as a member of the thesis supervisory committee from School of
Nursing, contributed to the development of research proposal; and reviewed each
chapter. She will help write a manuscript for journal article, originated mainly from
chapter 4 about the complexity of an oral healthcare program in long-term care

facilities.

Chris Wyatt, as a member of the thesis supervisory committee from Faculty of
Dentistry, contributed to the development of research proposal; provided insights
on the initiation and operations of the case study. He reviewed each chapter and
will help to prepare a journal article from chapter 4 as well as comparative case

studies of the three existing models of oral healthcare delivery in BC.
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