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Shake it Up with Person-Centered Care Best Practices
Dear Friend,
The New Jersey Alliance for Culture Change (NJACC) is a non-profit organization that is
transforming the traditional culture of long-term care practices to one that promotes
individualized care and services that support dignity and choice for each person. Today we
help this mission come to life with the NJACC Connect Forum!
Our theme of “Shake it up w/Person Centered-Care Best Practices,” reflects what we will
do today: shake up our old ways of thinking to create a better world for the elders and
others living in New Jersey's long term care communities! You will hear moving stories,
share exciting ideas, and commit to growing personally and organizationally.
Gandhi once said, “In a gentle way, you can shake the world.” By following through and
taking action on what you learn today, YOU will shake the world, starting right here in New
Jersey!
With gratitude for all you do,
Denise Boudreau-Scott
Chairperson, NJACC
Certificate of Attendance/CEUS
In order for a Certificate of Attendance to be received you must complete the evaluation at
the end of the day and return it to the registration desk. Certificates will be available for
pick up at the end of the Forum.
WI-FI
For your convenience, we have a free Wi-Fi account, RUwireless, which is available to use
at this forum. Please see this link for detailed instructions on how to connect.
https://ruwireless.rutgers.edu/ruwireless-login-instructions
SHARE WITH US
#NJACCShakeitup
Stay connected by using #NJACCShakeitup to share with everyone what you are learning,
anything you want to share from the Forum or something that sparks your interest.
Restrooms are located on the first floor across from Trayes Hall and on the second floor
near the DCS Douglass.
Find us on Facebook: https://www.facebook.com/NewJerseyAllianceforCultureChange/
Check out our website: njculturechange.org

Shake it Up with Person-Centered Care Best Practices
Schedule at a Glance
7:45am - 8:30am

Registration and Breakfast

8:30am - 8:45am

Shake it Up Welcome
Presenter: Denise Boudreau-Scott, NJACC President

8:45am - 9:30am

Keynote: Being Present
Presenter: Karen Stobbe, In the Moment Director

9:30am - 9:45am

Break

9:45am - 11:45am

Best Practice Presentations

9:45am - 10:15am

Caring Conversations: Humanities at the Heart of Elder Care
Presenters: Helen Blank, PhD & Nancy Gross, MS, MMH

10:25am - 10:55am Person-Centered Care & Parkinson’s Disease
Presenters: Lori Morell, Natalie Macaro, Tanvi Desai &
Katelyn Ciarelli
11:05am - 11:35am Panel Discussion
11:35am - 12:30pm Lunch
12:30pm - 2:20pm

Best Practice Presentations

12:30pm - 1:00pm

Volunteers in Action
Presenters: Dawn Neglia, Justine Dmuchowski &
Meadow Lake Residents

1:10pm - 1:40pm

Using IT to Create a True Community Dedicated to Improving
Quality of Life
Presenter: Chip Rowe

1:50pm – 2:20pm

Panel Discussion

2:20pm - 2:30pm

Break

2:30pm - 3:00pm

Special Guest: One Person Can Make a Difference
Presenter: Francis Njuakom Nchii

3:15pm - 3:30pm

Closing

Shake it up with Person-Centered Care Best Practices
Guest Speakers
Keynote Speaker: Karen Stobbe
Karen was working as an actress, director, writer and instructor of theatre
when her Dad, Manfred was diagnosed with Alzheimer’s disease. Her
life has taken on a new focus and new meaning in combining the
knowledge of her two worlds into one life work.
Karen wrote and performs in a two-person performance entitled
Sometimes Ya Gotta Laugh, which takes you on a fast paced journey through the world of
Alzheimer’s, the laughter and the tears. She has also written a book by the same name. Karen has
developed a 6-week training program called In the Moment, which uses creativity, improvisation
and theatre as training tools. She has a web site for the entire program: www.in-themoment.com.
She has developed a Train the Facilitator DVD which focuses on how to train effectively and
creatively. Karen served as the Conference Chair and eventually the Director of Education and
Outreach for Pioneer Network for 5 years. Karen recently worked as a co-developer on the Hand
in Hand Training Program for CMS, which was distributed to every nursing home in the US.
Karen has performed over 700 trainings in person-centered care, being with persons with
dementia, creativity in healthcare and the importance of laughter. Karen and her husband, Mondy,
are currently working on a website for families with tips, videos and podcasts to help anyone who
is associated with dementia.
Special Guest: Francis Njuakom Nchii
Francis is a Cameroon national and holds certificates in social work,
community development, social gerontology, advocacy and leadership.
He is Founder and Executive Director of Community Development
Volunteers for Technical Assistance (CDVTA), Cameroon's leading
organization in care and support of older people. CDVTA has been one
of All We Can's partners in Cameroon since 2004. In addition to having
received more than five awards in Cameroon from national media organizations, in 2008 Njuakom
was awarded the Sheila McKechnie 2008 International Campaigner award at Ten Downing Street,
London by then UK Prime Minister, the Rt. Hon. Gordon Brown. Recently Francis has been
appointed as Ambassador for the Commonwealth Association for the Aging in Cameroon and also
as a board member of the International Federation on Aging. The President of Cameroon recently
conferred on Francis, the title of “Knight of the Cameroon National Order of Valour” for his 20 years
of service championing the rights of the elderly in Cameroon.
Francis is happily married to Roseline Njuakom and they have two boys and three girls.
Special thanks to It’s Never 2 Late for sponsoring Francis appearance at the NJACC Forum.

Shake it up w/Person-Centered Care Best Practices
Best Practice Summaries
“Caring Conversations: Humanities at the Heart of Elder Care”
Presenters: Helen Blank, PhD & Nancy Gross, MS, MMH
Summarize your best practice in 100 words or less.
Our unique project, based on a national hospital model focused on the joint use of the humanities
and bioethics, demonstrates that increases in quality of life and enhanced satisfaction for long-term
care residents may be achieved by promoting a sense of wellness, meaning and purpose among
staff members. In caring for the carers, we increase their feelings of purpose, and validate their
contributions by respecting who they are and what they bring to their work. This effort builds
community, heightens cultural understandings, and promotes workplace satisfaction. The goal is to
integrate compassion and empathy into the culture to maximize person-centered care for
residents, many of whom face advancing illness and disability.
What issue does your Person-Centered Care Best Practice address, and what are the
primary achievements and/or goals?
Our Person-Centered Best Practices promote increase in quality of life for long-term care residents
by fostering a sense of wellness, meaning and purpose among staff members. In attracting
interdisciplinary staff, from nursing assistants to Medical Directors, and promoting dialogues and
shared written reflections, Caring Conversations has demonstrated an ability to strengthen the
identity and collegiality of the team, allowing them to empathetically “walk in the resident’s shoes”.
By use of film, poetry, literature and art, and the integration of ethical concepts such as autonomy,
respect for persons and preferences, written evaluations confirm significant increases in staff
members’ sensitivity levels, communication, interpersonal and listening skills. Attendees gain a
sense of respect for who they are and the high value they bring to their work in caring for the
elderly. Incorporation of the humanities as well as ethical principles (e.g. promise-keeping, truthtelling confidentiality, etc.), enables those caring for seniors on a daily basis to appreciate their
situation and develop perspectives that nurture a healing culture in the facility. The on-the-spot
readings and film clips illuminate topics of aging, caregiving, death and dying, bereavement,
professionalism, psychosocial issues, prejudices and stereotypes, and conflict resolution. Most
importantly, program participants gain in an expanded comprehension of suffering, illness, loss,
and love: the shared experience of all human beings.
What stakeholders (family, residents/ clients, employees, departments/ disciplines, and
shifts) participated in developing and implementing this best practice?
The designers of Caring Conversations have spent many years facilitating Literature and Medicine
programs in hospitals for interdisciplinary staff members. In adapting this national successful
program to the long-term care facility have sought input from administrators, clinicians, chaplains,
social workers and individuals from other disciplines. In addition, we have led seminars for staff
and family members of residents on topics such as, Advance Care Planning, End-of-Life
Decisions, and the Role of Palliative Care as well as professional programs focused on leadership,

team building and meditation. Helen is a member of the Board of Trustees of a long-term care
facility and has great familiarity with the daily issues confronting staff and residents. The national
Literature and Medicine program, which is the model for the Caring Conversations program, has
confirmed that the use of the humanities, literature and other expressions of creative arts, helps
those who care for patients/ residents to appreciate their circumstances and develop the
understanding and outlook that promotes a supportive environment. The program has been
specifically-tailored for the nursing home environment, taking into account the psychosocial and
medical status of residents during this part of their life’s journey, the impact of end-of-life issues on
residents/ caregivers, the emotional issues for family members, and the burnout and stress often
experienced by staff who are asked to cope with these challenges on a daily basis. In
implementing the program at various long term care facilities over the last five years, we always
engaged an individual in the organization to act as the liaison and provide internal support. During
the recruitment process, the facilitators reached out to all disciplines (including clinicians, social
workers, chaplains, maintenance staff, food services, admissions, human resources, etc.) to
ensure that a broad spectrum of experiences and concerns are illuminated during the sessions.
How does it work? What methods or procedures/ protocols are used to get results?
The Caring Conversations project in collaboration with the New Jersey Council for the Humanities
creates a meaningful experience for participating employees in long-term care facilities. At each
site, we have standardized the procedures that have led to success. A positive incentive is that the
Council provides funds for the facilitator honorariums and the gift book distributed at the concluding
session. The facilitators usually hold a brief demonstration session at each interested site prior to
program implementation, to provide the experience, sample materials and syllabi.
The attendees are drawn from all disciplines in order to provide a variety of personal and
professional perspectives. The workshops are conducted in the facility on a once-a-month basis
from January to June (6 sessions) for approximately sixty minutes. The organization provides the
room and light refreshments for attendees. Since each facility has a different culture, resources
and needs, the sessions are scheduled at a time that is convenient for the facility to accommodate
what works best and will allow staff members to attend on a regular basis.
The discussions are facilitated by humanities scholars and the syllabi for the workshops are
developed and submitted prior to the start of the program. Promotional materials developed for
participant recruitment are provided to a liaison person in the organization. All resources (e.g.,
films, short stories, poems, etc.) used during the workshops are provided by the facilitators at no
cost to the organization. At the concluding session, participants will complete a brief evaluation
survey developed by the Council to assess their workshop experience and provide feedback to the
facilitators and program funders. All attendees receive a certificate, which is placed in their
permanent file, to demonstrate their participation in the Caring Conversations program.
What has your best practice accomplished, and how have you been able to measure this?
Program participants are asked to complete a survey prepared by the NJ Council for the
Humanities. Past date collected by the Council (which includes out program results) indicate that

participants had great or moderate increases in the following areas: (1) Empathy for residents,
79%, (2) Interpersonal Skills, 64%, (3) Communication Skills, 58%, (4) Job Satisfaction, 62%, and
(5) Cultural Awareness, 67%. As further evidence of the project’s positive impact, please read
Attachment 1, a letter written by Dr. Joshua Schor, the Medical Director at Daughters of Israel, who
captures many of the program’s influences among staff members at that facility. Participants have
indicated in their evaluations that the Conversations program provides a “safe space” to explore
and share their feelings and listen to the experience of others. Over the years, many have
expressed that it has helped them to evolve as professionals, and better respond to the residents
with increased patience and heightened understanding. Evaluations and facilitator observation
confirm a continuous improvement of resident care through reflective practice.
What problems, obstacles or challenges might other nursing home/ communities face in
replicating your innovation? Do you know of any other nursing home/ communities which
have tried this or a similar idea? Were there any adverse effects or unexpected outcomes?
Identify your lessons learned.
The challenges in making this program successful in a long-term care facility focus on (1)
scheduling that allows for the creation of an agreed upon time slot so that staff members from all
disciplines are able to participate on a regular basis, (2) having a dedicated and capable internal
liaison, and (3) gaining the support of the nursing home administrators for this ongoing initiative by
demonstrating its high value to resident care.
The program has been implemented and is currently running at Daughters of Israel (5 years). The
unexpected outcomes in several of the ongoing facilities have been the notable increase in
camaraderie and caring among participating staff members, resulting in an increased efficiency
when they respond to each other’s requests regarding resident needs. After Dr. Schor’s
presentation of this program in Phoenix, Arizona in March 2017, we have received requests from
administrators in Missouri and elsewhere who are interested in replicating this program in their
facilities.
What was the cost to implement your best practice (includes staffing, supplies, equipment,
and any other costs)?
The Caring Conversations Program is funded by the New Jersey Council for the Humanities. The
Council provides the monies for the facilitator honorariums and the end-of-year gift for participants.
The Humanities Scholars supply all the resources (e.g., short stories, poems, video clips, etc.)
utilized during the six-monthly workshops. The responsibility of the facility is to provide a suitable
space and most offer light refreshments, (snacks, lunch, etc.) depending on the time of day when
the program is held.
What are the reasons you consider this best practice to be successful and innovative?
The Caring Conversations Program is a unique blend of humanities and ethics that most
participants would not be able to access in other way. The American Society of Bioethics and
Humanities believed that this program was so unique and innovative, that they invited the

facilitators to give a Caring Conversations workshop at their national conference in San Diego in
2014 to highlight our model.
The interdisciplinary nature of the participants, and the sharing of personal and professional
experiences, creates a sense of community, that is often not present, and an increased sense of
empathy for each other. This transfers over to resident care as staff members gain a new
appreciation of the effects of culture, understandings about the aging process, heightened
awareness of the sense of loss felt by many residents, and an appreciation of family concerns
(their own and others), and a respect for all persons. The participants feel valued, cared for an
listened to, and they have the opportunity to sit side by side with individuals in the facility with
whom they had not previously had a relationship.
The influence of Caring Conversations is to promote a healing culture and explore the attitudes,
beliefs and values that must be present in an empathetic environment. By empowering staff
members to explore and articulate their feelings and concerns, they are able in turn to relate in a
kinder and more compassionate way to each other, as well as to residents and their family
members who may sometimes be challenging.

Shake it Up with Person-Centered Care Best Practices
Best Practice Summaries
“Person-Centered Care & Parkinson’s Disease”
Presenters: Lori Morell, Natalie Macaro, Tanvi Desai & Katelyn Ciarelli
Summarize your best practice in 100 words or less.
After experiencing an increase in the number of individuals living with Parkinson’s Disease (PD)
utilizing Parker's services, we identified a need for additional education and training regarding the
disease process, models of care, and how best to serve those living with PD and their caregivers.
The I.M.P.A.C.T.S. Program was developed to enhance the lives of those living with PD. The
I.M.P.A.C.T.S. Program believes that there are three components to living well with Parkinson’s
disease: exercise, therapy, and education/ support services. The I.M.P.A.C.T.S. Program utilizes
an interdisciplinary and person-centered approach to develop plans of care that include these
three components.
What issue does your Person-Centered Care Best Practice address, and what are the
primary achievements and/or goals?
Prior to the I.M.P.A.C.T.S. Program, individuals living with PD were grouped with and cared for in
the same way as those living with dementia. Although individuals living with PD can experience
cognitive changes, their overall needs differ from those living with dementia. The I.M.P.A.C.T.S.
Program acknowledges that individuals living with PD and their caregivers can benefit from an
interdisciplinary, person-centered approach that addresses their specific needs based on their
disease stage and personal preferences.
What does I.M.P.A.C.T.S. stand for?
Interact

Move

Participate

Awareness

Connect

Teach

Support

The primary goals of the I.M.P.A.C.T.S. Program are to:
1. Identify and appropriately stage individuals diagnosed with PD;
2. Create and/or identify a person-directed plan:
•

Residential Services- create and implement a person-directed plan of care based
upon the individual’s PD stage, capabilities, and personal preferences.

•

Home and Community Based Services- identify and provide resources and tools
based upon an individual’s PD stage, capabilities, and personal preferences.

3. Provide education to support a person-directed plan:
•

Targeted Populations include- individuals living with PD, caregivers, Parker
employees, and other key stakeholders (physicians, home care providers, etc.)

To achieve these goals, the I.M.P.A.C.T.S. Program supports the development of the following
services: training, education, tools, and resources; recommendations and referrals; PD- specific
exercise programming; PD- specific therapy services; and PD-specific support groups and
networks.
What stakeholders (family, residents/clients, employees, departments/ disciplines, and
shifts) participated in developing and implementing this best practice?
The I.M.P.A.C.T.S. Program was developed by leaders and the Rehabilitation Services Program.
caregivers, participants and clinical leaders were engaged by these leaders to discuss how they
could better care for those living with PD. Caregivers were surveyed and participated in focus
groups to identify what services would be beneficial to them now, and based on their experiences,
what resources had been lacking in the past.
A wide-variety of stakeholders supported program implementation including: medical directors,
administrators, directors of nursing, recreation managers, and social workers. In the future we
hope to gain support from the MDS Coordinators, to integrate I.M.P.A.C.T.S. Program approaches
and interventions into the formal care planning process.
How does it work? (What methods or procedures/ protocols are used to get results?)
The I.M.P.A.C.T.S Program works by providing support and maintenance for the following
services:
1. Training and education resources/ tools: a resources side was developed to help those
living with PD. The guide identifies a number of interventions that an individual can select
from based upon their PD-stage and personal preferences. The guide can also be used by
caregivers to assist them in managing and preparing for an individual’s disease progression
and their own self-care. Educational seminars are scheduled quarterly. The topics of the
seminars change each quarter.

2. Recommendations and referrals: a resources cart was created. The cart includes materials
regarding treatment and care management services that area available in the local area.
3. PD specific exercise programs: exercise programs are adapted to meet the specific needs
of individuals with PD- focusing on movement and speech. Two new exercise programs
were implemented: Voice and Motion and Music and Movement. Recreation therapists and
wellness staff attended Dance for PD trainings.

4. PD specific therapy services: rehabilitation therapists provide training (e.g. safe transfers,
mobility and cognition tips) to caregivers enabling them to better care for individuals living
with PD. Physical and Speech therapists were scheduled to attend LSVT Big and LSVT
Loud Trainings to introduce PD-specific therapy techniques into treatment sessions.
5. PD specific support groups and networks: the Parkinson’s Disease Café, a non-traditional
support group by design, was launched and meets monthly. The goal of the PD Café is to
create a support network amongst caregivers and build relationships with other providers
that cater to those living with PD. The PD Café is self-led by participants.
What has your best practice accomplished, and how have you been able to measure this
(you my give numbers and/or specific “before and after” examples)?
The I.M.P.A.C.T.S. Program has enhanced the quality of life and care for those living with PD and
receiving services at Parker. This had been accomplished through:
•

Improved caregiver awareness of the specific care needs of individuals living with PD;

• Availability of a variety of PD-services (therapy, exercise, education) to support and
enhance the wellbeing of individuals living with PD, based upon their PD stage and
personal preferences.
Measurements of the program’s success include:
1. Positive qualitative feedback from those living with PD and their caregivers;
2. High ratings on seminar evaluations- provided at the end of each quarterly
educations seminar;
3. Increase in the number of participants attending PD-specific exercise classes on a
weekly basis;
4. Regular attendance at the PD Café Support Network
What problems, obstacles or challenges might other nursing homes/ communities face in
replicating your innovation? Do you know of any other nursing home/ communities which
have tried this or a similar idea? Were there any adverse effects of unexpected outcomes?
Identify your lessons learned.
We are not aware of any nursing homes/ communities which have tried a similar idea. There were
no adverse effects or unexpected outcomes associated with the program.
Obstacles and challenges to implementing the I.M.P.A.C.T.S program may include:
1. Lack of support from leadership. Lessons learned: it helps to educate leadership on the
number of individuals you are serving with a diagnosis with PD. We counted the number of
individuals living with PD for each of our locations/ programs. your PD population may be
larger than what you would expect. Are those you serve with a diagnosis of PD satisfied? Are

their caregivers satisfied? A survey may help you to identify gaps and make a case for the
program.
2. Completing education priorities/ poor attendance. Lesson learned: PD education is not a
regulatory requirement. Employees may not see PD education as a priority. It is important to
engage supervisors/ managers early in the program development. Having leadership
understand the goals and benefits of the program, along with the population you’re trying to
serve, will make program implementation easier. It is critical that leadership encourage and
support their staff to attend education sessions on a PD as individuals living with PD require
very different care and services.
3. Providing stage appropriate programs. Lessons learned: We quickly learned that
programming must reflect an individual’s PD stage or it will not be successful. We originally
launched Voice and Motion in our using homes, however, found it was too difficult for
individuals living with later stage PD to be successful. Music and Movement (modified)
replaced this program and was much better received.
4. Caregiver support attendance. Lesson learned: Caregivers are already under a great deal of
stress and it may by difficult for them to attend support networks or educational programs.
Scheduling support groups and educational programs at the same time that a program for
their loved one is being offered may be helpful to improve attendance. Reaching out to each
caregiver to explain the benefits of the support network/ education, may also provide an
opportunity for 1:1 counseling/ support and understanding their specific their needs/
concerns.
What was the cost to implement your best practice (include staffing, supplies, equipment,
and any other costs)?
As the I.M.P.A.C.T.S. Program continues to expand and enhance existing services, we anticipate
the need for additional staffing to assist with program coordination. At this time we have been able
to manage the development of this program with existing staff.
Start-up costs associated with the program included the training and education of current staff that
facilitate the PD specific programs. Staff visited the Parkinson’s World Congress in Oregon, the
Muhammad Ali Center in Arizona, and Parkinson’s Place in Florida. The start-up costs to
implement the I.M.P.A.C.T.S. Program by other providers is expected to be less, as Parker is open
to sharing the best practices that we have learned, reducing the need for significant travel.
Costs:
•

Staffing: $0

•

Travel (conference fees and tours of premier providers): $7,000

•

LSVT BIG & LOUD Certification Training (therapy): $545/pp

•

Dance for PD Training (Exercise): $400/pp

•

Resources cart: $100

•

Seminar/ education refreshments: $50/quarter

What are the reasons you consider this best practice to be successful and innovative?
The I.M.P.A.C.T.S. Program has been largely successful due to the support of Parker’s Executive
Leadership Team. The Executive Leadership Team embraces innovation and supports the idea of
their employees which create a culture of continuous improvement. The I.M.P.A.C.T.S. Program is
an example of continuous improvement and best practice. It was created to improve services for
those we care for and reminds us that those living with PD require both specialized and
personalized support. The I.M.P.A.C.T.S. Program is innovative as we are currently unaware of
any long-term care communities caring for individuals with PD differently than the rest of their
population.

Shake it Up with Person-Centered Care Best Practices
Best Practice Summaries
“Volunteers in Action”
Presenters: Dawn Neglia, Justine Dmuchowsk & Meadow Lake Residents
Summarize your best practices in 100 words.
Together with our residents we have started a volunteer program in our continuum of care
community. Residents who reside in the independent living apartments, assist the residents in the
regulated healthcare areas of assisted living and long-term care. The residents feel that their
efforts have increased their scene of worth and purpose through volunteering and while doing com
increased the quality of life of residents we serve. We would like to share our volunteer
opportunities that include “Pushovers” (who assist with transport), library service, mail service, one
to one room visits, knitting of lap blankets and our grounds/ gardening club. It promotes the feeling
of a community within.
What issue does your Person-Centered Care Best Practice address, and what are the
primary achievements and/ or goals?
Our best practice addresses the quality of life and sense of worth and purpose of our residents.
Though our volunteer program with their peers group, the residents thought out our entire
continuum community are connected, active and involved. The residents who are receiving the
assistance appreciate the continued relationship with the residents they possibly once lived near.
The residents who are providing the volunteer services are also working alongside the employees
of our community and this lends more to a team and family style approach vs. a caregiver only
relationship.
What stakeholders (family, residents/clients, employees, departments/disciplines, and
shifts) participated in developing and implementing this best practice?
This practice has been developed and implemented by both the residents and the staff. The
residents sign up as volunteers thru their Forum (resident) run committees and are assigned duties
as appropriate. The Activities Director on the healthcare units make contact with the resident
representatives when special events are planned and they make arrangements to attend. Family
members and community volunteers also continue to be volunteers with the independent living
residents, allowing the practice to be community wide, extending both in and outside.
How does it work? (What methods or procedures/ protocols are used to get results?)
This process works quite simply. The residents sign up directly to be volunteers (as do our
community volunteers, local schools and family members). The alternative option would be for
independent living residents to joining one of the Forum Committees who have volunteers who
come to the healthcare areas for specific purposes. This includes the Library Committee, the
Healthcare Committee and the Grounds Committees. The Activities Director works with the
representatives of these committees to recruit for specific events as needed. The volunteers also

advise the staff when they are hosting an event in independent living that may be of interest to one
of the residents in the Assisted Living or Healthcare units.
What has your best practice accomplished, and how have you been able to measure this
(you may give numbers and/ or specific “before and after” examples)?
Our practice is measured by the happiness and satisfaction of our healthcare residents and the
sense of community overall. Surveys are sent out regularly for the community and there is
opportunity to rate how pleased residents are with our programming. This programming is largely
supported by our volunteers. The practice connects the residents to the world of which they
previously lived. It allows them to continue to participate in what they enjoy as part of our larger
community.
What problems, obstacles or challenges might other nursing home/ communities face in
replicating your innovation? Do you know of any other nursing home/ communities which
have tried this or a similar idea? Were there any adverse effects or unexpected outcomes?
Identify your lessons learned.
Communities without the connected independent living unit may have more difficulty implementing
this practice. Whereas most long term care centers have volunteers, continuum communities have
the added value of the Indenting Living section on site. Possibly working with a local senior
housing complex would allow for some replication of this process. There have been no adverse
effects of this practice. At times it is necessary to help volunteers to realize their limitations for the
safety of all involved.
What was the cost to implement your best practice (include staffing, supplies, equipment,
and any other costs)?
There is no direct cost with the best practice. Some larger events where volunteers are served
food have a slight increase to cost. Training in done with staff who are already working in the
community.
What are the reasons you consider this best practice to be successful and innovative?
The most important reason we find our best practice to be successful is because it involves all of
our residents and helps promote self-worth, purpose and a better quality of life for all of those in
our community. This is all done thought the implementation of this practices of volunteerism in
within our community.

Shake it Up with Person-Centered Care Best Practices
Best Practice Summaries
“Using IT to Create a True Community Dedicated to Improving Quality of Life”
Presenter: Chip Rowe
Summarize your best practice in 100 words.
The changing face of information on technology, in an age of the Internet, helps all facilities take
charge of tracking and measuring the success of their person-centered care initiatives while
reducing liability and increasing resident satisfaction. IT provides greater transparency by
maximizing family involvement in care planning and execution. Technology can help you overcome
the challenge of involving family members at a greater level by providing each family member with
24/7/2365 access to current information, observations, and communication about their loved ones
while increasing staff and volunteer productivity and effectiveness which result in a reduction of
complaints and negative tags.
What issue does your Person-Centered Care Best Practice address, and what are the
primary achievements and/or goals?
What happens to the many observations made daily about your residents and patients? Are they
written down and placed in a chart and do they become meaningful information in the development
of care plan? Who has access to observations? Can the housekeepers or maintenance personnel
make observations about your residents too? After all, they communicate with your residents and
patients on a regular basis and in some cases even more often than your skilled nursing staff. Are
your activities meeting the needs and desires of your residents? Can you measure the success of
your Person-Centered Care best practice. What isn’t measured can’t be managed and what isn't
managed can’t be changed.
What stakeholders (family, residents/clients, employees, departments/disciplines, and
shifts) participated in developing and implementing this best practice?
Several stakeholders including family members, residents, volunteers, nonskid staff and other
employees and departments participated in the development of this best practice.
How does it work? (What methods or procedures/protocols are used to get results?)
During the intake process, as much information about the new resident is gathered by intake staff.
This information might include information about the residents past, their prior profession, what are
their likes and dislikes, and what activities they would find most enjoyable to engage in on a
regular basis. This information is compiled in a database built specifically for this purpose and
becomes shareable by all staff who interact the resident. Master activity categories are assigned to
the resident and any time a specific scheduled activity is set on the calendar, that resident is
scheduled as an attendee automatically. During the activities and at various times during the day,
observations are tracked and noted and attendance at prescheduled activities is also noted using

and intelligent handheld device like an iPhone or iPad. Family members have observations related
to their loved one and have the ability to communicate with staff directly about areas of potential
concern. Staff has the ability to invite family members to care planning meetings and can track
whether family members choose to attend or not.
What has your best practice accomplished, and how have you been able to measure this
(you may give numbers and/or specific “before and after” examples)?
The ability to involve family members has reduced unusual turnover among residents by 80%. The
volunteer community has increased 22%. Complaints about care have decreased by 90%. All of
these metrics are retained by our IT system and reviewed on a regular basis by our staff.
What problems, obstacles or challenges might other nursing home/ communities face in
replicating your innovation? Do you know of any other using home/ communities which
have tried this or a similar idea? Were there any adverse effects or unexpected outcomes?
Identify your lessons learned.
Other nursing homes and communities who are not currently engaged in the use of robust IT
technology to track observations and behaviors will experience a learning curve. The move away
from paper driven observations and filing of those observations will be new to many facilities.
Some discipline must be initiated to determine what information should be shared with family
members and what information should not be shared but experience is a great teacher. Some
facilitates have a policy against use of mobile phones and mobiles tablets and therefore this policy
needs to be reviewed to allow for real-time observations to be tracked. The most difficult challenge
will be to understand how to measure and then track the results that are experienced with PersonCentered Care initiatives.
What was the cost to implement you best practice (includes staffing, supplies, equipment,
and any other costs)?
•

Cost of the system- $.33 per bed per day

•

Training and Implementation- $3000-$6000 (one time cost)

•

System Support- included in the cost of the system for five hours per month

•

Interfacing to your existing EMR system- variable depending on what information
desires to be shared between the two systems and which company provides your
EMR

What are the reasons you consider this best practice to be successful and innovative?
The tracking of observations about behaviors and interpersonal relationships has never been able
to be a significant part of the care continuum. With the ability to not only track the clinical side of
someone’s quality of life, the ability to track real-time observations, using a handheld intelligent
device, about the behavioral and interpersonal quality of life becomes vital in providing a 360
degree view of each resident/ client. The system must be easy to use and with the ability to
verbally transcribe notes into an intelligent device makes each staff member including
housekeeping and maintenance important contributors to the quality of life of your
residents/clients. Finally, and of great significance is the ability for family members, no matter their
geographic limitation, to gain access to current information about their loved one any time of the
day or night which affords each family member the ability to be as deeply involved as they choose
to be.

Shake it Up with Person-Centered Care Best Practices
Forum Information
What is a best practice for person-centered care?
Person-centered care best practices include a variety of approaches that empower
residents/clients and improve the quality of their lives. Person centered care best practices are
best achieved through collaboration among all stakeholders (residents/clients, their families and
multi-disciplinary employees). They may include single or multi-facility initiatives and involve
partnerships with other community, religious or regulatory organizations.
The NJACC Best Practice Review Process
All presenters completed an application that best described their best practice. A review panel
was established and all applications were reviewed as blind nominations. The applications are
judge on the criteria listed below.
Submissions of Person-Centered Care Best Practices were evaluated based on the following
criteria:
1. The goals and objectives of the Best Practice respond to the residents/clients preferences
and/or needs.
2. The Best Practice improves residents’/clients’ quality of life and/or delivering care in a more
person-centered way (integrates quality of care with quality of life).
3. The Best Practice enhances residents’/clients’ sense of purpose and meaning.
4. The Best Practice promotes teamwork among residents/clients, family members, and direct
care employees.
5. The Best Practice improves care by supporting employees, for example: preventing burnout
or increasing a sense of pride in their work.
6. Multi-disciplinary collaboration: a variety of employee disciplines are involved in planning,
implementing and evaluating the Best Practice.
7. The Best Practice strengthens relationships among community stakeholders
(residents/clients, families and employees);
8. There is convincing evidence that the Best Practice has been successful in realizing its
objectives.
9. The Best Practice could feasibly be adopted by other nursing home/communities.
10. Innovation, i.e. the activity protocols, therapies, systems, interventions and programs
described are not routine practice.
11. The application clearly describes goals and objectives, implementation and outcomes.
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New Jersey Alliance for Culture Change
The NJACC promotes Culture Change in care settings to improve the lives of individuals and their caregivers,
by seeking to transform the traditional practices of long term care to ones that uphold individualized care and
services, supporting dignity, choice and autonomy.

•

The NJACC will create a presence for culture change in NJ through such mediums as social media,
website and an e-newsletter.

•
•
•
•

The NJACC will focus on education for the "masses".
The NJACC will host forums for stakeholders to share with each other.
NJACC will connect with direct-care workers to support and honor their voices.
The NJACC will promote culture change theories and practices to the future leaders of long term care.

If you are interested in helping out by joining one of our groups dedicated to the goals above please contact us
at Info@njculturechange.org

njculturechange.org
This program is a collaboration of The New Jersey Alliance for Culture Change
and the Center for Work and Health, School of Management and Labor relations,
Rutgers The State University of NJ.

