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Abstract
Urinary incontinence affects up to 70% of residdiag in a long-term care facility and

can affect their quality of life. Specifically, nary incontinence has a direct impact on
older adults in regards to self-esteem, pressuer dievelopment, falls, urinary tract
infections, and psychosocial wellbeing. The goahaf quality improvement pilot

project was to determine if an electronic healttord (EHR) assessment tool could help
older adults remain continent longer and assistaimtaining an independent lifestyle.
Orem's self-care deficit theory and social cogaitiveory were used to determine how
the electronic health record incontinence temptatdd be used to monitor residents for
incontinence and affect the incidence of incontager©ut of 25 residents, 13 met the
requirements for inclusion in the pilot study. Qtitative data were collected and
documented in the EHR for 4 weeks and comparedetanimediate 4 week period post-
implementation of the EHR template. Descriptivelgses of pre- and post-
implementation EHR assessments showed there weféiRoassessments completed
pre-implementation and 2 residents out of 13 ha& BEsessments completed post-
implementation. The available data suggested bieaEHR template, if edited, could be
effective for tracking incontinence. The templaéeded to address bladder incontinence
only rather than bowel and bladder. Feedback framsing staff indicated that a future
study should be conducted over a longer period 4haeeks to see if results would
remain consistent. Nurses working in the long teare environment would benefit from
reading this project. This study contributes toi@ochange as evidenced by the residents
who remained continent longer by having individigglleting plans partially developed

by the template; therefore, they remained a viphhke of the community.
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Section 1: Nature of the Project
Introduction

Urinary incontinence (Ul) affects approximately 256#5% of the general
population (Ehlman et al., 2012) and 45% to 70%esidents living in long-term care
(LTC; Dugger, 2010). Ul is the inability of one hold his or her urine until he or she can
get to the bathroom (Green, 2012). As part of ity of life of the individual or
resident, this is indeed a very significant probkbiat needs to be addressed. Ul can
affect residents in the LTC setting in that theyymat think they have control of when
and where they can use the bathroom. The long-geahof this quality improvement
pilot project is to help residents find a contineqpcogram that will work for their needs
and help them remain continent using templatedaaiin the electronic health record
(EHR).

The resident may feel as though he or she is aeburd the staff if he or she asks
to use the bathroom and may not ring the call Bélis in turn can lead to incontinence.
When residents are incontinent, it becomes an bigger challenge for the caregivers as
they then have to change them instead of justtaggitiem to the bathroom. This can be
much more challenging and time consuming for tisedent as well as the caregivers.

Problem Statement

The main problem addressed in this quality impnoeet pilot project was
incontinence in the LTC setting. The research goestas as follows: Will having a
bladder continence program using an EHR templasssess residents monthly and as

needed help residents remain continent longer?grbject helped meet the needs of
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residents in LTC and also helped meet the requinésaf the LTC organization where
this study took place, which had received a citafrom the state for not having a current
continence program in place for the residentsasimeeded assessmetbne in the
EHR, was conducted as needed to see if there Wargyes noted in a resident’s
condition. These changes could include urinatingenfiequently, being incontinent
more than usual, or having foul-smelling urine. Toal of this pilot QI project was to
have less incontinence in a 24-hour timeframe tivéor to the project. Success was
measured by residents having one less incontiriemtge in a 24-hour timeframe than
they did prior to the project.
Definition of Terms

Incontinence can be defined in a number of differeays. For the purposes of
this project, incontinence was defined as a resisl@mbility to recognize the urge to use
the bathroom or residents’ inability to make itlhe bathroom on time (Green, 2012)
once they felt the urgency to urinate, which wasked by the ringing of their call bell.
The definition of a resident for the purposes @&f pinoject was anyone who lived in an
LTC facility and considered it their home.

Significance of Project

Context

Ul can lead to multiple problems in the elderly plapion. There can be a direct
impact on residents in regards to self-esteemspreailcer development, falls, and
urinary tract infections (UTIS) just to name a féResearchers described how

incontinence can increase the development of presscers in residents (Temkin-



Greener, Cai, Zheng, Zhao, & Mukamel, 2012). Dudg64.0) described how
incontinence can lead to falls, UTIs, and disruptd sleep. All of these can have
devastating effects on the elderly. These issueggrortant to know and understand due
to some of the Center for Medicare and Medicaid/iSes requirements for payment,
which restrict the payment for pressure ulcer tmeatts (Temkin-Greener, Cai, Zheng,
Zhao, & Mukamel2012). Thus, there is more thanm@ason to look at continence
programs to meet resident needs.

Incontinence can affect more than just the phystahents of a resident’s body.
Vinsnes, Harkless, and Nyronning (2007) discussdihcontinence can affect one’s
psychosocial and physiological health. Green (2@1st) discussed how some residents
may feel anxiety and thus may not want to partigpa activities due to their
incontinence. This in turn can lead the resideridcome isolated from others and
potentially develop other health issues.

Another issue that residents face is how the tesaots to and treats residents
with incontinence issues. Ehlman et al. (2012)ussed how certificated nursing
assistants are front-line managers of incontin@mckethat their beliefs and attitudes
about incontinence differ from those who are lieghsuch as licensed practical nurses
or registered nurses. This can most definitelycaffiow a resident is treated and can
impact the resident both emotionally and physicallye CNA may see the resident as
not wanting to go to the bathroom whereas the LPRN may realize that something

medically may be causing the increased incontinence



Implicationsfor Social Change

When developing a project, one should consider ti@project could affect
social change. This project can affect the socal-being of the residents in the LTC
setting. When a resident is feeling anxious abio ior she is incontinent, he or she may
not be willing to go out and be social with hisher friends and family. This then in turn
can affect a resident’s well-being. So, havingikting schedule that is partially
developed by use of the EHR template and the siaffild allow the resident to remain
more independent. If a resident feels he or shewaisol, then he or she will be willing
to go out and remain socially active with others ¢ her age. This will then allow those
elderly people to remain a viable part of the comityy and they will not feel isolated
due to their incontinence.

Project Objectives

When developing any plan the writer must have gjaall objectives in mind that
he or she would like to accomplish. The reasontferdevelopment of this pilot program
was to help residents in the LTC setting have ilegsntinence in a 24-hour timeframe
than they did prior to the pilot project. The resbaguestion addressed whether having a
bladder continence program that used an EHR tempadssess residents monthly and
as needed would help residents remain continegeloi©ne long-term outcome was to
determine if remaining continent longer had anctféen the residents’ mood. Another
long-term outcome was to determine if having ataill toileting program for each
resident helped the resident remain continent logéhough most LTC settings have

set times for taking residents to the bathroomh @scafter meals and at bedtime, this
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may not always be appropriate for all resident&€dse Therefore, the main goal of the QI
pilot project was to have less incontinence in @&@dr time frame than they did prior to
the project.

Studies have shown that having an incontinencepobin place can reduce the
number of incontinence products used and reducartieaint of times a resident is
incontinent in a 24-hour period (Frantz, Xakelkwrvey, & Lewis, 2003; Rodriguez,
Sackley, & Badger, 2007). This then can hopefullyéa positive effect on the residents’
state of mind and physical state (Green, 20123 .résident is continent, it will reduce his
or her risk for developing pressure ulcers or ofitersiological effects on their body
(Green, 2012; Thompson, 2004).

The short-term objective of this pilot study wasatdit the residents’ charts for
EHR template documentation of bladder habits aneraening if the EHR
documentation was current. | also looked at the Ebigee if staff had used the EHR as-
needed template to track residents’ bladder h&titdhe described timeframe on the
assessment tool. Also, making sure the incontmésmplate was used would show that
the issue of incontinence was being addressed &b stegte requirements.

The main objective was to see if using the EHRplabe and the as-needed
template assisted in decreasing incontinent epssddhd staff education on the EHR
assessment tool and the as-needed assessmetaf.Had questions after the education,
| answered them individually. Staff were alreadsp@nsible for completing the EHR
template, so the education provided was specifibeas-needed assessments and when

it should be completed.



Approach

The most useful way to introduce evidence-basectipea(EBP) was to use an
EBP model to help guide and demonstrate the reagdor the change. The model
chosen for this project was the one by RosswurmLancabee (1999). It helped to show
the reasoning behind the change in a simple yetipahway.

First, | would need to evaluate the need for ceaiitpsswurm & Larrabee,
1999). The need for change in my organization vesbse most of our residents have
issues with incontinence. Noting that currentlyréneas no standard practice for
continence management, | determined the problenthedshere was no standardized
program to address incontinence needs of the mrsidgtaff members were not
consistently using the EHR bladder assessmentdassess bladder practices on a
monthly or as-needed basis.

Second, according to Rosswurm and Larrabee (1988uld need to link the
problem to the intended interventions and selectedomes. For this project, the
intervention was conducting monthly incontinencgeasments in the EHR, along with
as-needed assessments, thereby determining residentinence episodes. A toileting
plan was then set up for each resident in ordardet his or her personal toileting needs.
The intended outcome was for residents to be aliemhain continent longer.

Third, 1 needed to synthesize for the best eviddRosswurm & Larrabee, 1999).
This meant that | needed to go to the literaturieeotify the best practices and then

determine what was possible and doable at thatfaaitider study. In cooperation with



management of the facility, | determined that aticemce program tailored to each
resident was doable.
The risk to the residents was very minimal as theke not harmed in any way
with the implementation of an individualized comtiite program. It was financially
feasible as it did not require the hiring of motaffs The facility currently employed
enough staff to make the project feasible, ancetivas adequate staff scheduled per shift
to achieve the change.
Fourth, | needed to design the practice changeg\®arm & Larrabee, 1999).
The change was going to be doing a monthly anceaded assessment on residents for
incontinence. The resources involved included mgrgime to document as well as the
CNAs’ time to toilet residents at specific timesdgemed by the assessment and resident
needs.

| either trained or retrained the nurses on hotiltout the bladder continence
form in the EHR. The CNAs were instructed on thdividual residents’ toileting
program, such as specific times as requested byetident via the EHR assessment tool.
The CNAs were also trained on the definition ofonitnence as related to this project.
Having the CNAs understand the definition of incoance allowed them to understand
not only the project scope but also the benefih&resident.

Fifth was to implement and then evaluate the cedRgpsswurm & Larrabee,
1999). This was when the study was implemente@é¢afst did actually work for the
facility. | provided education to the nursing staff the need for the assessments. The

CNAs were then educated on the reasoning behinsttisy and the part they played in



it. Their input was also crucial when setting ue ihdividual residents’ toileting
schedule.

Sixth was the integration and maintenance phasssfRorm & Larrabee, 1999).
This was when | recommended to management to eitheinue with the monthly and
as-needed assessments or implement changes. dlswashen staff were shown the
results and hopefully realized that maintainingdest continence helped with the
residents’ self-esteem and skin care.

Using the Rosswurm and Larrabee (1999) model fd? EBowed for the
introduction of the proposed change and providecettplanation of why the change was
necessary. Following the six steps allowed for aammomprehensive explanation so that
others could understand the intended change. Tlielrhelped to define the project in a
way that the stakeholders would understand thesgidhe project.

Using the Rosswurm and Larrabee (1999) model fangh provided explanation
for why the project on incontinence was neededamy the stakeholders in the process
and explaining to them the reasoning behind thaghallowed for more buy-in from
staff. Then, implementing the proposed change &tbuall to see how the project was of
benefit to all involved. Finally, evaluation of tbhange showed if the project was a
success or if it required changes to meet the nefeithe residents.

Conclusion

Knowing what one wants to accomplish and how taeahit is necessary for any

project. For this project, | needed to know thebpem, have objectives, and plan ways to

achieve the objectives. Furthermore, | needed t@bteto achieve the objectives and be
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able to state why the objectives were importanis BHowed the project to come to be
assessed and then completed.
Summary

Identifying the problem, Ul, and determining haweaiddress the problem was the
beginning of the project. Looking at Ul in the L' BEtting was necessary because
residents often felt staff “expected” them to beointinent in the LTC setting. Knowing
how incontinence can affect the residents in LTU¢hsas their physical and emotional
health, helped to explain to the stakeholders H@ptoject was useful to all involved.
This then allowed for all involved to understand tinportance of the project to help

residents remain continent as long as possiblelfpimprove their quality of life.
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Section 2: Review of Literature and Theoretical @wmhceptual Framework
Literature Review

When completing a project on must make sure tloegact a literature review to
see what has already been done on the topic. Qheamt to search for specific
literature that relates to the topic they are gamgddress. Finding specific literature
allows for expansion on what has already been dodeallows the researcher to not have
to repeat unnecessary steps. For the current stldgrature search was performed using
CINAHL and MEDLINE simultaneous search databases Kéywords used for the
search werelectronic health record, nursing home, incontire@ndlong term care
Specific Literature

When doing the literature review for this projabgre was not any specific
literature found on EHR documentation in relationrtcontinence. There was literature
on incontinence and its effects on residents. Thezel reviewed the existing literature
on the effects incontinence can have on the resderd incorporated the documentation
of incontinence in the EHR.

The general literature search did not provide gegcHic literature on
incontinence and the use in the EHR. There was amyarticle found in relation to
incontinence and the EHR. In this article, Fungo@Qdiscussed template usage in the
EHR. The study was intended to help physicianebatisess patients who may present
with UL

The study was conducted in a large veterans’ affagdical center. Results

indicated that the templates could be used asdediung, 2006). Fung (2006) also
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discussed how efforts should be increased to shewsefulness and ease of using
templates in an EHR. Therefore, an EHR can hauaetibnal place to allow the
tracking of how often a resident is incontinenaispecified timeframe and to allow for
potential interventions to be implemented basetherdata.

Although there was minimal specific literature aeantinence and EHR, there
has been some promise with the development of ek §&/stems. Most EHRs do have
the potential for adding forms or templates. Headtle professionals then should be able
to suggest additions to existing forms in the EHfRablase being used at their facilities.
Making additions or “tweaking” the forms alreadyplace can allow for better data
collection of how Ul is affecting the residents’ yvaf life.

General Literature

A literature review was performed using the CINABhd MEDLINE databases.
The keywords used wesdectronic health record, nursing home, incontirerandlong
term care Not all keywords were used at the same time. 8 &s an extensive amount
of literature on incontinence. A portion of theieds most relevant to the project was
selected for review. For the best credibility, @des were chosen from peer-reviewed
journals.

There was a plethora of literature available omasiging from the different types
of Ul, such as stress, overflow, mixed, urge, amtfional incontinence (Khandelwal &
Kistler, 2013) to the effects incontinence can hané¢he resident’s mental and physical

state (Green, 2012). This can include but is moitéid to an increased risk for pressure
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ulcer development, increased depression, and isedd@elings of isolation (Green,
2012; Thompson, 2004).

Ul can also affect the psychosocial and physioklgiell-being of LTC
residents. The physiological aspect can be thatetident may have a UTI or may have
sores from being incontinent or even from a paldéicmedication that a resident might be
taking (Green, 2012). Usually physiological reasfumgJI can be addressed and
managed efficiently. On the other hand, it can &elér to deal with the psychosocial
aspects of incontinence as they can range froratieal shame, embarrassment, loss of
self-confidence, depression, or feelings of infietyo(MacDonald & Butler, 2007).
MacDonald and Butler (2007) discussed how incomiteecan impose incredible
personal hardships. The hardships can range frarbemnog physically able to get oneself
to the bathroom to staff not answering call bells timely fashion, resulting in the
resident not being able to hold his or her urin@sTn turn can affect a resident’s self-
esteem, as he or she may feel ashamed that he arashnot able to hold his or her urine.

There was also literature available on differepetyof programs developed in
LTC settings related to incontinence educationsves et al. (2007) looked at doing
unit-based education as a quality improvementatie to see if they could reduce Ul on
the unit. Staff education was done along with tbe of a bladder scanner to assist with
measuring incontinence. Ehiman et al. (2012) alscudsed technology and how the use
of a bladder scanner did help reduce incontinefathors of these two articles both

looked at the use of education as a way to imptéva the elderly population.
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Rahman, Schnelle, Applebaum, Lindabury, and Simn(@d%2) discussed how a

distance learning program was used to see if itldvbelp staff learn how to deal with
incontinence. The authors discussed how a distemaehing course was used to improve
nursing home care and how best-practice guideineb as those used at conferences
and web-based webinars were not always effectia@rfian et al., 2012). They used
individual coaching over a specified period; thiewed to have better results for
improving incontinence care in the elderly populati

Frantz et al. (2003) discussed how one LTC facditynot have any protocol in
place for incontinence care. The facility did nat/b any systematic strategies for
incontinence management; they were only doing wiast needed for the minimum data
set (MDS) in order to receive payment from Medid&meantz et al., 2003). The authors
found that there was not much documentation rel@@gcontinence and how it was
managed in the facility. An incontinence protocasneveloped using EBP and
education was given to staff. The education wa®daa staff education sessions. The
study showed that there was a decrease in incowgnafter the protocol was
implemented. The article did not indicate how mampntinent episodes residents were
having prior to implementation. After implementatjoesidents who needed no more
than two changes in 24 hours were considered “@fgéntz et al., 2003). The authors felt
needing to be changed only twice in a 24-hour plenas sufficient to be considered
improvement.

For the current research, | also conducted a segioly the key wordslectronic

health recordandlong term care (LTC)o see what literature was available. There were
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some articles addressing the use of EHR and LTE€ .afticles focused on results and
how the EHR can help with data collection. Rantalef2010) discussed that, to help
residents continue to function independently, pFoid need to be identified early and
timely interventions designed. The use of the EH&need for a better overall view of a
resident’s health status as it can be shown ira& dn graph form in the EHR, whereas
in a paper chart one would have to search andddbatneeded information (Rantz et al.,
2010).

Li and Korniewicz (2013) discussed the effectivenef EHRs to document
pressure ulcers. The conclusion they came to vedsstaff needed better education on
the templates available in the EHR to better docurmpeessure ulcers. Li and Korniewicz
did a descriptive study design though which theyeneed the documentation
retrospectively from both the EHR and the writteedneal record. They discussed how
staff was not properly educated on how to fill theé templates. The conclusion they
made was that even with EHR templates, educatieneaded to promote proper
documentation.

In conclusion, while there is documentation to sliRS can improve resident
outcomes, there is still a need to make sure tadegpbre thorough enough to meet the
needs of both the residents and facility. AssesBiHR templates and making necessary
changes will allow for better documentation of desits’ needs and wants, potentially
allowing for more individualized care for the remnds and meeting of their care needs.

A literature review was conducted for incontinen€elR, and combinations of

each. While there was literature to support inaarice programs and some literature to
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support using EHRs for documentation; there weteang articles addressing the two
together. Hence, even though there was literatargoth incontinence and EHRS, there
was a lack of how the two could work together fo benefit of the residents at the
facility under study.

Theoretical Self-Care Framework

Orem’s (2006) self-care deficit nursing theory whssen for guidance with the
stated problem. Orem stated that nursing needaue & concern for an individual's need
to self-care and how they have the capabilitianéet those needs. According to
Isenberg (2006) the theory enabled individualsxer@se their self-care abilities to the
extent that they can for themselves. Which thenameped the resident to maintain some
health restoration and health maintenance in their care needs (Isenberg), allowing
the resident to feel that they do have some cootret their own care and the
environment in which they are living. This can beportant for individuals as they age in
place.

Allowing the resident to maintain their independerscan important aspect to
care. Having a “say” in when they use the bathratlows him or her to participate in
their care needs and gives him or her a sense@ddm. When a resident feels in
control, her or she are more willing to do thingsthemselves, thus giving them a sense
of independence.

Residents learn a cultural standard first, nexveting to his or her beliefs and
learned practices (Isenberg, 2006). This can meatronce a resident enters an LTC

facility they “learn” that incontinence is accepwbl hen her or she may not want to ring
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the call bell to use the bathroom. So the learredbior is acceptance of incontinence
and may need to be changed as the goal is to tirp@avent incontinence for as long as
possible.

When doing any type of program/project it is gooagtice to have a theory to
follow so as to make sure that the answer | wakitgpfor could be found. According to
Kettner, Moroney, and Martin (2008) one needs tela“road map” when doing
research or they may not be able to find the ansidex model chosen to use for this
project was the social cognitive theory (Hodge¥iéeto, 2011). The reason | chose it
was it uses behaviors and addresses how they camabged. Hodges and Videto
discussed how the theory helps to create prograatsaffect people, the environment,
and their behaviors. If residents have a sensermsbpal investment her or she are more
willing to change behaviors when faced with obgta¢Hodges & Videto). Thus if a
resident feels they are included in the changecandsee the benefit he or she will be
more willing to adapt to the change. He or she thilk that their behavior change is
both beneficial and worthwhile to his or her owmlle (Hodges & Videto). The
residents will see and feel that engaging in hisesrown decisions gives them some
control over his or her environment.

Social cognitive theory ties into Orem’s self-cdedicit theory (1985) in that both
discussed learned practices. Orem’s theory disdussened practices (Isenberg, 2006)
and how they can develop into behaviors. The scoighitive theory discussed

behaviors and how they can be changed. By intexgy#tie two theories, | could look at
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helping residents care for themselves by learnifrgea” behavior in relation to his or
her incontinence care.
Summary

After both a general and specific literature searébund that there is more
literature in general on incontinence than the@isncontinence and EHRs. There
seems to be a lack of data to support the useeatighic templates for managing
incontinence in the LTC setting. This could be suteof the EHR still being fairly new
in the LTC settings. With the use of theories aagnieworks, it is a good probability that
templates in the EHRs can be developed to meetabds of both the regulatory bodies

and the residents.
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Section 3: Methodology

Project Design/M ethods

The quality improvement incontinence program thas implemented affected
the residents of the LTC facility under study ahelit behaviors towards incontinence.
The goal of the project was that residents woutdaia@ continent longer due to the EHR
assessment tool and the plan developed by the $tadffassessment included questions
such as “Is the resident incontinent?” and, if‘stmw many times in the past 24 hours?”
as well as assessing if the resident asked tdheseathroom. These questions along with
staff input allowed for an individualized toiletipyogram. The individual toileting plan
would then allow for a behavior change in bothrésdents and the staff. Allowing
residents to have a say in his or her care needg alith documentation demonstrated
why the change was needed. It also allowed thdeasio care for their own needs in a
way that was acceptable to them.

Data were collected from all shifts and documemettie EHR (Appendix A) to
allow for a more comprehensive approach to an iddalized toileting plan. The data
were collected for 1 month. The data were alscectdld from the period prior to the as-
needed assessment in the EHR implantation for gpanson post as-needed assessment.
The nursing staff members were educated on thegranpd were informed of the project
goals and what their role would be. | asked th# gtdhey encouraged residents to ring
their call bells if they felt the urge to void. Tharses were asked if they were familiar

with the template in the EHR for the documentabbbladder habits, as the template
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could assist the nurse with developing an individed toileting program for each
resident.

The nurses were asked if they were aware of thelegmin the EHR. If the
nurses were not aware, | educated them as to winérel the template in the EHR and
how to complete it. The nurses were also educatdtbw to fill out the as-needed
assessment. The as-needed assessment used tHeHRrteamplate that was filled in
during admission, so no additional templates weetled. They were instructed as to
when a possible as-needed assessment may needdmpketed, such as if there were an
increase in incontinent episodes or an increasenifusion. The education was
completed prior to project implementation after Wéad Institutional Review Board
(IRB) approval was obtained.

Because the CNAs provided care to the LTC residé@ntsas important for them
to receive training on the use of the EHR form.sTihcluded the signs/symptoms of
incontinence they should report to a nurse. Themtirse would determine if an as-
needed assessment should be completed. The CNAsweouraged to document a
resident’s preference for toileting so that alffsteere aware.

A chart audit was also completed, by my mentoméke sure that each resident
had a bladder assessment completed in the EHR ti@rayailable template, which is a
requirement for all residents upon admission tdfaledity. There was also education
completed for nursing staff as to when as-needsélsaments should be completed. The

as-needed assessment included all the same queeatidhe admission assessment, so no
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addition form was required, just education on wieecomplete an as-needed assessment.
Once all education had been completed and theqirapgproved, it was implemented.

| also looked at the EHR template to see if itdezeto be modified. The template
was looked at pre- and postimplementation. Theerewf the template
preimplementation did not indicate that the tengleteded changes. It was determined
postimplementation that the template did need tmbdified, in that it combined
assessments for both bowel and bladder. It wasrdited that there should be one
assessment to look at bladder and one for bowel t8iinplate was assessed to determine
if it presents questions such as “Does the residav specific times they would like to
use the bathroom?” and/or “Do they have specifedsdor using the bathroom?” If these
areas were not addressed on the template, theertipbate may need to be reviewed and
revised to help residents meet their own care n@dusse suggestions were then given to
the director of nursing and nursing home admiatstrfor them to decide if they wanted
changes made to the EHR template.

Participants

For this project, the participants were the sifb underwent staff education,
with the ultimate goal of assisting the elderlyidests to remain continent longer. The
charts that were looked at were from residents wéi@ on the skilled/intermediate unit.
This means the residents considered the LTC fatilgir home. Since the unit only had
25 beds, the whole unit was considered for thegptoQOut of the 25 residents, 13 were

included in the project as they were alert, oridngand able to answgesno questions.
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The problem of Ul was examined using a normativedneKettner, Moroney, and
Martin (2008) defined a normative need as fallietplv the standard. The standard for
this project was not having an incontinence prdtpeo state requirements. This is
precisely what happened at the facility where reotly work. The facility fell below the
standard set by the state in regards to having@mtinence program for the LTC
residents. Therefore, using the normative needvalliome, as the researcher, to attempt
to determine how the LTC fell behind on this staddset by the state.

The EHR was looked at for documentation using ¢neplate available for
determining continence needs. The EHR was usedibedhis is what the regulatory
agencies use to audit the LTC facility. Lookingret EHR and the documentation
completed allowed for review of what education téwm needed in order to be
comfortable with using the template available fontinence needs. This also would give
the team a starting point in determining what tgpbeontinence program to start for the
residents.

Data Collection

Data collection could not begin for the projectiluafter IRB approval had been
received. After approval, data collection begarhwaitchart audit. There were 25
residents on the unit. Thirteen residents were tmetthe project as they were alert,
oriented, and able to answears/noquestions. These charts were audited to assure tha
they had an admission bladder assessment complgtezh was part of the admission
process. Then the charts were reviewed to deteriininere had been any as-needed

assessments completed.
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The next step was to meet with the staff to ecuttam on the EHR assessment
tool and the as-needed assessments. Of the 2Bmeswh the unit, 13 were alert and
oriented. Therefore, these 13 residents were iecdun the data collection. Of the other
12 residents, 11 were excluded because they hathardia diagnosis and could not
verbalize their need to void or answess/noquestions. One was excluded as this resident
did not speak English.

Data were also collected from the nurses and CNAs.nurses were educated on
the incontinence templates and asked if they had heing it. Depending on the answers
of the team, | educated them on what their rolesevior the quality improvement
project. The team was also asked if they were anfaaay resident’s diagnosis that
could affect incontinence, such as neurogenic l@addif they were on a diuretic.

The staff on each shift were asked to participateasked for their input. They
were asked if they felt the EHR template was h@mpmthe development of
individualized toileting programs or if they hadet suggestions on how to develop the
individual toileting programs. The staff membergevasked if they saw any changes in
the residents and, if so, were educated to do-&re@ded assessments on the resident. |
continually assessed the EHR for documentatiomaadle adjustments to the program as
it went along, such as whether there was a neeshdéoe education on how to fill out the
template and if staff needed reminders to ask eessdfor their input on a toileting
program. As the program designer, | also needadataitor in case adjustments needed
to be made in the program, such as whether a résies discharged, passed away, or

became ineligible for some other reason.
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Protection of Human Subjects

To protect resident identity, charts were assigneahdom number between one
and thirteen. This way when the data were repottedidentity of the residents was
further protected so that the data were not easibed back to a particular resident. This
also helped to ensure that the residents wereft@ptbeing identified by the study
results.

A cover sheet (Appendix D) was used to help furfiretect the identity of
residents. The cover sheet was filled out by mytorethe nursing home administrator.
In this way | did not know which resident’s chdreétinformation came from, allowing
for more protection of the residents.

Data Analysis

While interpreting the data | had to keep the gadlthe program in mind
(Hodges & Videto, 2011). Keeping the goals in matldwed me to determine if the
results were what | had expected, which was thanhbaa bladder continence program
where residents were assessed monthly and as needé&tihelp them to have less
incontinence in a 24-hour period than they did piacthe project. The data were
collected for 1 month after the start date of thiggrt, and | compared what was
happening at the end of the month to what had happening prior to the start of the
project. A comparison of the two allowed me to $¢leere were any changes in data
from the start to end. The data could then appedifierent forms such as graphs, charts,
or even pictures (Hodges & Videto, 2011). This\aldor different ways to disseminate

the results of the program. A graph was used f@ptirposes of this study (see Appendix
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B). The 13 charts were examined for the presencaoEHR bladder assessment or
paper assessment and reviewed for the number gfleted as-needed assessments.
Each assessment was reviewed for changes pre ahohmementation. There were no
changes in the data for EHR and paper assessrbehtbere were as-needed
assessments completed post implementation.

The results were shown using a graph, in a meda stywhich 13 of the 25
residents were included in the study. A mean nurob#rose included were then divided
into those who had an initial assessment done drather it was on paper or in the EHR.
Then it was shown if any as-needed assessmentcamngeted on residents and the
percentage of residents who did have one. Theraaisasa graph (Appendix C) to show
the mean post implementation to show if incontireagisodes had decreased.

The chart analysis was the first part of the prioppmpleted. After all the charts
had been audited for the bladder assessment bealesults were tallied. | looked at how
many charts had admission assessments, whichcree®, and how many had as-
needed assessments completed. The results ofdrteacidlit were shared with the
director of nursing and the nursing home administraAfter the program had been
implemented, another chart audit was completectterchine if staff had done any as-
needed assessments.

Analysis of the chart audit began approximatetgdnth after the audit had been
started. The review determined whether or not s#eeaf the EHR template had helped
the resident remain continent by the use of theeesled assessment. The team was

asked if they felt the program was working for tbsidents and staff were also asked if
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the residents were ringing his or her call belise the bathroom. The team stated that
two of the residents were ringing his or her call bo use the bathroom. The team also
stated that for the as-needed assessment to loéi\effehe information needed to be
revised, such as not asking about bowel habitspandore specific for bladder habits.
To determine if the use of the toileting progranswéfective, residents would have one
less documented incontinent episode than pridnéarhplementation of the
individualized toileting schedules. The reasondeciding on one less incontinent
episodes was that in most of the literature revibarge seemed to be an acceptable
number to show a reduction in incontinence had weduFrantz, et. al., 2003,
Rodriguez, Sackly, & Badger, 2007).

After data analysis had begun, | was able tofsixe iprogram needed to be
adjusted. The project must be found to be feasdslall aspects of the program to be
considered a viable project to continue and be fiialketo both the residents and the
organization. The project showed that the EHR tateptould be effective for tracking
incontinence if some changes were made to the smplhe template needed to be
adjusted to just focus on bladder and not both bawe bladder. It was also determined
that further education was needed for staff to wstdad what an as-needed assessment is
and when is should be used.

Project Evaluation Plan

According to the vide®esign and evaluation of programs and projgtisureate

Education, Inc., 2011) | needed to understand Wivaint to measure, thus allowing me

to see if the program was meeting the set objextiVe evaluate the program | needed to
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chose a theory or model to determine if the projexs meeting the set objectives.
Currently, some residents are incontinent as mactOdimes in a 24 hour period. One
study showed that incontinent residents who weoenpted to void had a reduction in
incontinence from 3 to 4 episodes to 1 episodeyglahman et. al., 2012). So for this
project, | determined that having 1 less incontiregnsode would be considered as being
on target. A type of evaluation that | would useswammative evaluation. The goal of
this quality improvement project was to have legontinence in a 24 hour timeframe
than they did prior to the project, having 1 legsede of incontinence was looked at as
being on target. According to Hodges and Videtd @Gummative evaluation, was a
broad term that was used to determine whether tothegorogram worked and met the set
objectives. | would then go on to conduct an euv#bunausing the other actions described
by Hodges and Videto (2011). This included engagiregstakeholders, describing the
program, conceptualizing the evaluation, desigtimegevaluation, collecting evaluation
data, analyzing and reporting the data, making ghsnand evaluating again. These steps
were necessary to ensure the project was meetnggtiobjectives and help keep the
project on track.

As many projects can be ongoing and not always tstegbat the same time, so
was this project. The stakeholders included thsingrstaff, the CNAs, and the
management team. The program was a quality imprewaepilot program to assess the
effectiveness of using a tailored toileting prograna the as-needed EHR template
assessment to see if it helped with resident centie needs. The program was described

as a quality improvement project that conductetatcaudit for the incontinence tool
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assessments, both the initial and the as-needdavatuated the assessment for
completeness. Collecting the data was from thetghahether they were “paper” or
computer (EHR). Then analysis of the data obtafrn@d the charts was done to
determine if there were changes needed such aatamuor reeducation of staff. If as-
needed assessments were not being done, it wdl todee determined if it was due to
lack of knowledge or other reasons, such as tharedi toileting program was effective
in decreasing incontinence episodes.

A timeline can help m& stay on track with the project. Creating a time for
specific tasks helps to keep the project on tagidffés & Videto, 2011). Kettner,
Moroney, and Martin (2008) described performancasueement as an ongoing process
of the program to make sure that it was still nregthe objectives. The first step was to
engage the stakeholders, which | had already ceteghl The next step was to determine
who will conduct a program evaluation. The evaluafor this project were myself and
my mentor. Next | determined the design of the @atabn | would use. The instruments
used were an individualized toileting program, Bt¢R template, and how to fill it out,
were piloted and tested. The team was educateldeotenplate and the as-needed
template and how to properly fill them out. Thenteaas also educated on each resident
in the project, and their individual toileting sclhe that was developed by the team.
Next data collection was completed; this was dontbe weeks after IRB approval was
obtained. | then analyzed and reported the dadanay that was meaningful to those
who would be reading it. Using a graph chart toosshow many times the incontinence

template was used prior to the implementation eftoject and then again after
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implementation (see Appendix B). A graph was aised to show how many incontinent
episodes where documented prior to implementatidheotoileting program and then
again after 1 month to see if there was any ch&eg Appendix C). Next based on the
data available | would need to make any changésetprogram that may have been
required to allow it to continue. Lastly, | woulé lble to evaluate the program again as
it was ongoing.
Summary

Knowing what | wanted to achieve and how | wanteddhieve it was necessary
for any project. Using a template that was alraadyace was a beginning step. Next
engaging all the stakeholders was relevant. Callg@nd analyzing the data was a
necessary step to see if a change had occurreahdhe project. Then | needed to look at
all the data and the analysis that was collecteséoif the project was successful or not.
Depending on what the study showed the projectmegyl to be “tweaked” to be more
effective or it may need to be changed totally &efthe needs of both the facility and

the residents.
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Section 4: Findings, Discussion, and Implications
Summary of Findings

Preimplementation

After all the data were collected, then came tiadyasis of the data to see if the
project was successful or not. The data were deltkean the cover sheet (Appendix D)
by my mentor. Thirteen residents were still incldde the data, as none was discharged
or otherwise unable to be audited. | found that divthe residents did not have an initial
bladder assessment completed in the EHR. It wagamas to why there was not an
initial assessment completed on these two residStaff were aware of residents’
diagnosis and why they were admitted to the LTdifac
Postimplementation

Upon looking to see if staff completed any as-eeeassessments, | noted that
one as-needed assessment was completed. Thissugsrigingly low number because
staff were educated on when an as-needed assessmeid have been completed. It
was unclear if this was due to lack of educatiodus to the need to possibly change the
template. It was noted that the template availédiéhe nurses to document on covered
both bowel and bladder. This could potentially hessue as to why as-needed
assessments were not being completed, as thispvegs just looking at bladder and
staff were not sure how to fill out the template.
Summary

Feedback received from the staff revealed thatetmplate could be helpful to

determine incontinence needs of residents if iewevised to be more specific to bladder
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assessment. Staff also stated that more educatibow to complete the template might
have been beneficial so that they knew what theylshhave been specifically assessing.

It was determined that for the as-needed temptalbe tmore useful, changes
would need to be made to make it more understaadalthe staff and the questions
needed to be more specific to bladder assessmieatstiiggested changes were taken to
the director of nursing and nursing home administravho had the authority to make
changes to templates in the EHR. They would beties to determine if the suggested
changes were cost effective in assisting with tire of the residents.

From using the cover sheet (appendix D), it was atsed that four out of the 13
residents did have a UTI in the past 12 months.eNwirthese four residents had as-
needed assessments completed. Three of the UTéscwmrtracted prior to the
implementation of the education for the assessmérdsuld not be determined as to
why the fourth resident did not have an as-needsdssment completed.

As a result of this project, staff became awarbllchmong these residents after
the education. This was evident as residents wargylchecked more consistently and
often for his or her need to use the bathroom.eXample of this was staff not waiting
for residents to ring; staff would go in and asktar her if they needed to use the
bathroom.

Findingsin Regardsto Literature

The literature contained very little evidenceegards to using EHR templates to

help with resident care. Fung (2006) discussedyaipian who used an EHR template to

track Ul, which had shown promise that an EHR caléth be used in LTC to help track
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Ul in residents and assess for changes. Theraag@to develop literature on Ul in the
LTC setting to see what can be done to help resdsay continent as long as possible.
Implicationsfor Practice

Results of this pilot project did show it to benbécial. The results showed the
EHR could assist residents to remain continenldioger periods. However, more data
need to be collected to see if this trend wouldicoe.
Policy

For policy to be changed there would need to beeregidence to show that the
as-needed template was effective for decreasingrtimint of incontinence residents
had. Then the policy could be looked at to deteemfithe nurses would need to do as-
needed assessments on residents. It would notibreefacility to implement a policy
for doing the as-needed assessments on residehtsuviurther evidence showing that
the as-needed assessments were effective in dexy@asontinence episodes.
Practice

This pilot project did have a positive impact e tesidents as they did have less
incontinence. An EHR can assist nurses in regardssessing residents and determining
incontinence needs. However, more data are needszetif the trend would continue.
Research

More research is needed to determine if using k&at@pin an EHR system will
enhance resident care. There has been researchtvetd how and EHR can assist with
pressure ulcer documentation, but there was nohranancontinence. For it to be

determined if an EHR template can be successfuidtping residents in LTC with
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incontinence, more research will need to be doda@mger trial periods may be needed
to determine if it will help decrease the amouningbntinence a resident has.
Social Change

In LTC, there is a need for a change in how stadfmbers deal with residents’
incontinence. Having a tool available such as gtate in the EHR is one way to
address this because it would allow for more cotessessment and effective
intervention to prevent Ul. A limitation of thisqgect was the short time frame dedicated
to evaluating its effectiveness. The project wawded to be conducted over a longer
period to determine if it had a positive impacttbe residents and how it affected their
Ul. However, even over the relatively short peritheire was a noted improvement in the
nursing staff's approach to the residents' Ul plan.

Project Strengths

The strength of this project was that it maderthesing staff more aware of the
residents' incontinence needs. Another noted dtiemgs the finding that the EHR is
potentially a good tool that will help track incorgnce in residents.

Project Limitations

One limitation for this project was the small nuenbf participants available for
the project. Another limitation was the relativelyort time frame in which the project
was conducted. One month may not have been longgérto determine if more as-
needed assessments could have been completed, basttioing staff education as a
whole may have impacted the outcome. Staff educatas done one-on-one, and the

staff may not have felt comfortable asking questiatnen they were by themselves or
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may not have thought of questions that others Blkddaso not everyone got the same
answers to their questions.
Summary and Conclusion

The project showed that more research is needesyards to EHR and
templates. The templates that are available in Bi#feems have potential to help track
trends for residents in LTC. The issue is whetheiill be cost effective to make changes
to these templates to make them appropriate fomus&C and tracking issues such as
incontinence. There may also be a need for moreatidm on the templates available in
an EHR so that nursing staff are aware of whavaslable and how to use what is
available to them.

To determine if the project has any benefits fiamse in LTC, it would need to be
done with a larger sample and for a longer perdsdhis was a pilot project. It would
also be a benefit if changes could be made togheeaded assessment template prior to
another trial. Because the as-needed templatevimatrialed for this program assessed
both bowel and bladder at once, this may have baerreason it was not used as much,
as staff was not sure how to fill it out. It wagetenined that more education would also
be needed before another trial was completed.

Analysis of Self

When doing any type of research or projects ooelghry and analyze
themselves before, during, and after the projacthis way | could see what areas | have
strengths and weaknesses in. | then can see wheag heed to focus my attention in

order to get the best experience out of the project
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Scholar

| have developed as a scholar in that | am no loafyaid to use evidence-based
literature to make changes in practice. When t §itarted this program | did not like to
look things up or learn about EBP. During the cewkthis program | have become
more comfortable going to the literature and logkiip what the best EBP is for caring
for residents. | am no longer afraid of the worels&arch” and | help others to realize that
research on EBP is what helps to us to stay cuamthgive our residents the best care
available.
Practitioner

When | used to think of a practitioner | would tkiof a CRNP (Certified
Registered Nurse Practitioner). What | have comeatze is that this is not always the
case. A practitioner can be and is anyone who wiorksparticular area and is qualified
to work in that area. | have become a practitionemrsing, without becoming a CRNP,
in that | have knowledge in regards to nursing tedneeds of the residents for which |
care. Thus I have grown in my ability to see wihatmeeds of the residents | care for and
| am finding ways to help those residents to th& bémy ability.
Project Developer

Project development is not an easy task. | haamméal this first hand. | thought
that it would be much easier to implement a projlean it was. | learned that what | have
in my mind as to what | want to accomplish is retag/s so easy to write down and then
implement. | have also been able to develop somjegs for work. | have started some

teams to help with resident care and finds theant be a challenge to find the "right”
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individuals to be a team. Then once the team weasldeed | had to keep the team on
track to accomplish the goals that we had set. &hban be challenging to a new
developer of teams. | have found that my mentorie@n a huge support in helping me
to get the teams going and keeping them on track.
Future Professional Development

| need to always to be looking forward to whatanwto accomplish next. For me
one professional development | would like to acclishgs to become a Registered
Nurse Assessment Coordinator, Certified. | haveaaly taken the classes to become
certified, | just need to sit and finish the exadsother area for development that | have
planned is with informatics. | would like to becomere familiar with informatics and
maybe take a certificate course in it. This isribgt big thing that has already started
with the introduction of all the different EHRswbuld like to become more efficient in
the use of EHRSs to assist residents in all levetace. | will also present this project to
my sister facilities who my facility is a part ¢fwill continue to seek ways to improve

the health of others.
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Section 5: Scholarly Product

Project Summary and Evaluation Report

Once any project is completed, a summary shouldrliten up to share with
others. The summary should provide what the prejast about and what the major
finding were. For this project, the main summarthet more research is needed to
determine if the EHR template can be an effedvedto help manage incontinence of
resident in LTC. The incorporation of the EHR hasmed up many opportunities for
practitioners to see trends in health issues efmieesidents than if using the "paper”
chart. The EHR is usually set up with programs t#itallow one to see a graph of some
information, such as vital signs. Then the pramiér can see if a trend is developing.
With the use of as-needed assessments to deteifmainesident is becoming more
incontinent, it could possibly be determined if theontinence is coming from a
reversible cause or just from the act of aginglasthg control of bodily functions.

This project did show that a larger sample wowddbeded to determine the
effectiveness of EHR templates. It was also deteechithat changes were needed to the
existing template to make it clearer what was béwged at and not combining both
bowel and bladder. As they are two different bogstems and should not be looked at
together. The project also showed that more edut&ineeded in order for staff to
understand what as-needed assessments are antheehould be utilized. So there is
still promise that EHRs can help track trends lagigh prevent incontinence, more

research is needed.
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Appendix A: Sample EHR Form

Bladder Control

-Continent or has indwelling catheter
-Continent at least 3 times a day
-Continent 1-2 times a day

-Never Continent

Bowel Control

Can Walk to BR or transfer to toilet. Can managghds, wipe, urinal
-Alone with reasonable speed

-Alone but slow

-Needs assist from 1 person

-Dependent or needs assist from 2 persons or more

Mental Status

-Alert & Oriented

-Forgetful but can follow prompts

-Confused, needs verbal and physical prompts asidtasce
-Very confused, combative, refuses to cooperateredsed

Mentally aware of toileting needs
-Yes, always

-Usually

-Sometimes

-Never

Condition of skin, genitals, perineum, and buttocks
Predisposing Diagnosis
Medications
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Appendix B: Chart Audits
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Type of Assessment

"As needed" Assessment

EHR Assessment

Paper Assessment

Initial Audit

|

L
E—

o

5 10 15 20

Number of charts

I Post-Implementation
H Pre-Implementation

B Number of charts




Appendix C: Incontinece Episodes

Incontinence Episodes

Incontinence Episodes )
B Post-Implementation

M Pre-Implementation

57 57.5 58 585 59 59.5 60 60.5
Number of Episodes
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Appendix D: Cover Sheet

Medical reason for admission

43

Diagnosis

Past Medical History

Medications

Orientation: i.e. Alert and oriented

Able to answer “yes” “no” questions

Primary Language

Bladder assessment completed in paper chart

Bladder assessment completed in EHR

“As needed” assessments completed

UTI in past 12 months

Medical condition impacting continence

Staff aware of resident’s medical conditions




44
Appendix E: IRB Approval

Received June 2, 2014

Dear Ms. Rodgers,

This email is to notify you that the Institutiorfaéview Board (IRB) has approved your
application for the study entitled, “Using Electrofealth Record Assessment tool to
Maintain Bladder Continence."

Your approval # is 06-02-14-0072810. You will needeference this number in your
doctoral study and in any future funding or puliiima submissions.

Your IRB approval expires on June 1, 2015. Onetmbefore this expiration date, you
will be sent a Continuing Review Form, which mustdubmitted if you wish to collect
data beyond the approval expiration date.

Dear Ms. Rodgers,

This email is to serve as your notification thaaldén University has approved BOTH
your doctoral study proposal and your applicatmthe Institutional Review Board. As
such, you are approved by Walden University to cahdesearch.

Please contact the Office of Student Research Adimation at dnp@waldenu.edu if
you have any questions.

Congratulations!

Libby Munson

Academic Program Assistant, Office of Researchdstand Compliance

Leilani Endicott

IRB Chair, Walden University
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