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COVID-19 TESTING TEAM
Abstract

The novel SARS-CoV-2 strain (COVID-19) was identified in Wuhan, China in December
2019 (Eddy et. al, 2020). The resulting US outbreak has affected the Kaiser Permanente (KP)
Oakland health care system. With the threat of COVID-19 highest among immunosuppressed
and elderly clients, KP Oakland home health and hospice (HH/HO) department is rapidly
mobilizing to provide community and in-home testing for eligible clients. A project was created
to build a COVID-19 testing team workflow to provide diagnostic and preventative testing. This
project focuses on team-based interventions that will change the pre-existing practice of
requiring HH/HO clients to travel to remote testing sites or outpatient facilities for COVID-19
specimen collection. COVID-19 sampling in a home environment reduces the risk of community
spread and allows those who cannot travel to have the means to be tested (Kumari et. al, 2020).

The mitigation strategies for COVID-19 in the home environment must include specimen
collection competencies, testing workflows, and creating case definitions for implementing
testing practices. Per current national guidelines and KP mitigation strategies, clinical testing for
COVID-19 is strongly recommended for symptomatic patients and required for asymptomatic
patients receiving care in acute and outpatient procedural settings (see appendix A).

Outcome measures for this project include the number of HH/HO clients tested by the new
KP Oakland testing team, compared to the number of HH/HO patients requiring testing at
outside facilities or agencies. The newly developed workflow also tracks the amount of days

from COVID-19 test order to testing date.
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Introduction
Problem Description

The World Health Organization (WHO) declared COVID-19 as a pandemic on March 11,
2020 (WHO, 2020). The incubation period of the COVID-19 is about 2 to 14 days and
transmitted by respiratory droplets and close contact (Rahimzadeh et. al, 2020). Reported
illnesses have ranged from mild to severe symptoms and, potentially, death. Significant
symptoms include fever, cough, shortness of breath, pneumonia, and other respiratory tract
involvement complications (Rahimzadeh et. al, 2020). Health care providers are managing
patient symptoms using respiratory therapy, steroids, oxygen supplementation, and medications
to expel mucus from the lungs. In severe cases, treatments to support organ function are
necessary (Hamm, 2020).

The community spread of COVID-19 has proved to be widespread and ongoing. Proper
planning and preparedness is critical for maintaining healthcare services during the ongoing
COVID-19 pandemic (CDC, 2020). As the healthcare system becomes increasingly complex and
intertwined, different healthcare professionals are often required to work closely as part of an
interprofessional healthcare team (Welsch et. al, 2018). It has been reported that effective
teamwork and collaboration within healthcare teams improves the delivery of care and thus
positively impacts patient outcomes (Welsch et. al, 2018). In response to a regional health crisis,
education and leadership needs to be rapid and involve the multidisciplinary team working
together to bridge practice gaps (Peterson et. al, 2020).

This project aimed to decrease the number of clients tested remotely and increase the
number of tests completed in the home environment.Prior to the integration of a COVID-19

testing workflow, HH/HO clients that required testing were mainly routed to other agencies
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outside of KP Oakland. The benchmark data on COVID-19 testing in May 2020, 3 clients were

tested at remote testing centers, and 2 clients were tested in the home environment. Before
introduction of this change project, the KP Oakland HH/HO testing rate was 66%, and the goal
of this project was to provide 95% of all COVID-19 testing for HH/HO clients that meet the
testing case definition.

Providing quality specimen collection and testing procedure amid the global pandemic
poses unique challenges, especially to the preexisting staff workflow for lab collection (Liebert,
2020). Specific testing practices need to be put into place, including testing in the home
environment for HH/HO clients, the use of personal protective equipment (PPE) and infection
control practices for obtaining specimens (see Appendix B). The unique aspect of a HH/HO
department is the variable environments for healthcare workers to provide care and treat clients.
In a fragmented microsystem, it is key to streamline all diagnostic and procedural care to ensure
that all healthcare workers are meeting agency competencies. Clients experiencing COVID-19
symptoms should be tested early and efficiently to aide in developing a plan of care.

Available Knowledge

The community resources and home care of KP Oakland’s HH/HO department are
constantly being tested and improved. In the COVID-19 pandemic, it is crucial that the HH/HO
department continually responds in a timely manner with home testing workflows, adequate PPE
and testing resources and safe handling and transport of specimen to the laboratory. The PICO
question (see Appendix C) for this change project revolves around the development of COVID-
19 testing protocols for the home environment. The outcome of this project is the improved

testing workflow for HH/HO clients. In comparison, without a change project to create a testing
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workflow, faulty or unsate COVID-19 testing can negatively affect client outcomes and quality
of life.

In HH/HO patients, quality COVID-19 testing by the established healthcare team directly
increases patient health outcomes and satisfaction (WHO, 2020). By implementing home testing
as safely and timely as possible, the hospice and home health clients can receive adequate
epidemiological care, regardless of mobility and ability to travel.

Largely due to the variable protocols across Northern California and nationally, a
preliminary literature review of COVID-19 testing procedures and workflows yielded mixed
results. The search terms for the literature review included the key terms of “COVID-19 testing
in the home environment” and “COVID-19 testing in a hospice facility”. The literature review
was conducted using the database source CINAHL. A total of sixteen sources were reviewed and
included in this paper. Included in the literature review were eleven sources from the United
States, two from the United Kingdom, one from Singapore, one from Iran and one from India.
The literature review included ten published evidence-based research articles, two excerpts from
published textbooks, and four internet pages published by respected sources, including the World
Health Organization (WHO) and the Center for Disease Control and Prevention (CDC).

A key component of this project was identifying the case definition for testing clients that
receive services from the KP Oakland HH/HO department. It would be illogical and unnecessary
to test every client on service; instead, a case definition must be developed to elucidate when
testing is necessary. Implementing case definitions is an epidemiological requirement to
standardize criteria for identification of cases (Pan American Health Organization, 1999). For the
purposes of this project, an asymptomatic case refers to a client being tested for COVID-19

without any symptoms or any known exposure. There are many reasons for an asymptomatic test
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to be performed, including client transfer to a long-term care facility or an upcoming procedure
that requires admittance to a hospital, other acute facility, or outpatient facility. A symptomatic
case is a test ordered on a client exhibiting COVID-19 symptoms.

Rationale

The rationale for this project was to standardize the practice of sample collection using a
team-based approach for a population of HH/HO patients. Utilizing a framework that helps guide
changes suggested by evidence-based literature, the ACE Star Model of Knowledge
Transformation is well adapted not only to facilitate nursing change, but to better understand the
knowledge behind that change (see Appendix D). Developed by faculty at the University of
Texas, the model has five aspects, including discovery of knowledge, a summary of evidence,
translating the evidence into clinical practice, integrating the recommended change into practice,
and then evaluating the outcomes once the changes are incorporated (see Appendix D).

Using the ACE Star Model (see Appendix D), the interventions are sustainable through the
re-evaluation process, allowing for adjustment and continuous improvement. One aspect of the
ACE Star Model that applies well to the HH/HO COVID-19 Community Testing Team is an
ingrained understanding that clinical information and research is the basis for successful change
process. The crucial step of knowledge transformation allows for the systematic organization of
knowledge and application of knowledge opportunity. The ACE Star Model is a collaborative
process that works well with other improvement methods, including the Model for Improvement
(MFI). Advocated by the Institute for Healthcare Improvement (IHI), the MFI asked three simple
questions: What are we trying to accomplish? How will we know the change is an improvement?

What change can we make that will result in improvement? (Langley et al. 2009).
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Specific Project Aim

Providing quality home health and hospice care amid the global pandemic poses unique
challenges, especially related to COVID-19 testing procedures and staff workflow (Liebert,
2020). Following both the CDC and the KP agency standards, a workflow was developed. As
time progressed, and the pandemic has evolved, the expected outcomes remained the same for
the purpose of this project. This change project was implemented to meet a specific aim:

By August 05, 2020, the KP Oakland Home Health and Hospice department will provide

95% of all COVID-19 testing for clients meeting both symptomatic and asymptomatic

testing requirements, and will provide testing within 72 hours from physician order.

Methods
Context

The IHI developed a Cultural Assessment Tool (see Appendix E) that enables
organizations and agencies to determine the cultural environment through questions about safety,
disclosure of adverse events, and client perception of care. Using this tool, an assessment of the
microsystem was completed and revealed an environment ready and willing to incorporate
change to the infection control and safety workflows. The staff already participate in ongoing
training and continued learning, and a culture of safety is supported through just policies for
reporting, safety protocols and a commitment to timely communication.

In a HH/HO department, Strengths, Weaknesses, Opportunities and Threats (SWOT)
analyses are completed to assess the organization’s current situation before deciding on a new
strategy for change (see Appendix F). SWOTs provide healthcare leaders with a quick and
simple overview of the microsystem and its processes. Moreover, SWOT analyses can provide

high-quality information to stakeholders and personnel, and can demonstrate the microsystem’s
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preparedness for upcoming threats (Ruffinen et. al, 2015). At the KP Oakland HH/HO

department, the unique strengths include clear and efficient leadership over a highly specialized,
sufficient amount of staff for testing. Also, the KP regional organization supports this program
and there is considerable buy-in from the nursing staff, who want a safe and reliable way to test
HH/HO clients.

A fishbone diagram was created to delve into the various reasons for an increased need
for a HH/HO COVID-19 testing workflow (see Appendix G). The fishbone diagram is a tool to
determine various factors that contribute to a primary concern or problem in a microsystem. This
change project revolves around testing processes, and therefore the fishbone reflects the different
aspects that coalesced into a need for a community testing team and subsequent workflow. As
many HH/HO clients are immobile and unable to travel to remote sites, key factors of the
fishbone diagram include the high risk of contracting COVID-19 in the community outpatient
setting and the increased risk of exposure from family.

For this project, the KP Oakland HH/HO department has many resources available to
assist the development and sustainability of new workflows. Return on investment (ROI) is a
performance measure that calculates a company’s resultant cash flow after change is initiated. As
this change project is implemented across the microsystem, the ROI was predetermined by
regional HH/HO directors to be sufficient for the development and sustainability of the
workflow. Per current CDC guidelines and agency mitigation strategies, PPE is supplied for
every home health and hospice visit indefinitely. Face masks and face shields are a required for
every home visit, regardless of the level of care provided. Masks cost approximately 0.6-1.9
cents per mask depending on type, pricing, availability etc. Additionally, nurses completing

COVID-19 testing wear gloves and don gowns for symptomatic tests.
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Four nurses were trained to perform COVID-19 testing through a five-hour session
completed on one day. The average HH/HO nurse salary at KP can range from $50-55.
Approximate loss for the education session is $1,050 in wages, and does not include the cost for
transportation and cost of collaboration with training personnel. Data collection, completed by a
clinical nurse leader over a 25 week period, at $72/hour calculates out to $1,250 for data
collection. No other initial start-up costs are evident.

Interventions

After identifying a need for testing among clients on service, the KP Oakland HH/HO
department strategized how best to implement a COVID-19 testing workflow in late May of
2020. Rolled out in June 2020, an internal workflow was initially developed through team
collaboration. A specific number of registered nurses were selected to receive education on swab
testing for COVID-19 and proper donning and doffing protocol of PPE. At this time, four nurses
have received such education and achieved competency. The nurses were sent to observe and
learn directly from the healthcare workers at the “drive-thru” testing sites set up by the regional
Kaiser Permanente and located throughout Northern California. It took approximately 5 hours, in
a one day period, to complete this training.

After a physician’s order is acknowledged by the KP Oakland HH/HO department for a
client’s COVID-109 test, the Quality Director notifies the interdisciplinary team of a potential
symptomatic case vs asymptomatic case. One of the trained registered nurses is then assigned to
this specific client’s case for the COVID-19 test. These visits are restricted to only obtaining the
specimen for lab testing; the nurse is instructed to refrain from providing other care for the client
due to the time constraints on the refrigerated specimen. The standard PPE for KP Oakland

currently includes a face mask, face shield, and gloves, all of which is appropriate for an
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asymptomatic test. After obtaining the specimen through proper swabbing technique, the nurse
exits the client’s home whilst maintaining proper infection control protocols. The next step in
this workflow is the lab, where the nurse must drop off the COVID-19 testing swab within one to
two hours of collection. The specific location of the lab is pre-determined, based off of the
distance and availability of the labs partnered with KP Oakland HH/HO. The nurse completes a
warm hand-off with a laboratory supervisor for the test to be acknowledged.

Clients that present with symptoms of COVID-19 and require a test from the KP Oakland
HH/HO are classified as “patients under investigation” (PUI). A PUI mandates that the nurse
follow stricter PPE requirements (i.e. gown) and an observer role to be present and available
throughout the entire testing process. The observer role can be completed by physical therapists,
occupational therapists, home health aide, or another registered nurse. All members of the
interdisciplinary team meet competencies for proper donning and doffing procedure of PPE (see
Appendix B). The observer remains outside the residence/testing environment for the procedure,
and observes how the nurse dons and doffs PPE, handles the specimen, and helps with providing
the proper insulated bag for the testing swab. This role is assigned for the swab test only, and the
observer does not enter the home environment.

The last piece is the specific documentation for a COVID-19 test. Set forth by the larger
regional KP agency, specific parameters for diligent documentation include the testing time,
patient tolerance, lab information, and observer presence. At the KP Oakland HH/HO agency,
the quality director monitors the tests and documentation, ensuring that the specimen arrived at
the lab within the appropriate time frame and was received by the proper personnel. Once the lab

results are known, the quality director follows up with the client’s healthcare team immediately
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for both asymptomatic and symptomatic cases. In the occurrence of a positive, symptomatic
client, the interdisciplinary team moves forward and identifies a care plan for the client.
Measures

A critical part of testing and implementing change is diligent and meaningful
measurement that indicates improvement (“Science of Improvement”). For this change project, a
balanced set of measures was used for all improvement efforts, including outcomes measures,
process measures, and balancing measures (see Appendix H). The outcomes measures for this
project include the number of patients tested by the KP Oakland HH/HO. According to the
benchmark data obtained in May 2020, only 2 clients were able to be tested by healthcare
providers through KP Oakland HH/HO, and 3 clients had to travel to remote testing centers.
Translated into a percentage, KP Oakland HH/HO’s goal was to reach 95% of all COVID-19
testing for clients that met case definitions. Process measures, which study if the change is
performing as planned, include the days from order to testing date. The microsystem and testing
team was given a goal of under 72 hours between the time of the test being ordered and the nurse
performing the COVID-19 test in the home environment. This is a regionally-accepted
timeframe, and was consistently met by both KP Oakland HH/HO and other remote testing sites
prior to this new workflow introduction. Finally, balancing measures for this project are the
patients identified by personnel for testing that do not meet the current case definition for
specimen collection.
Ethical Considerations

The rare and special aspect of HH/HO care is the client’s supreme right to privacy; the
client resides in their own environment, and spends large chunks of time free from healthcare

professionals and support staff invading their space or territory (Scott et. al, 2003). In regards to



12
COVID-19 TESTING TEAM

informational privacy, the client’s electronic health record is accessed through the testing nurse’s
departmentally-issued laptop or tablet, and accesses the internet using a VPN. The process of
data collection involves chart auditing and only tracks the total number of asymptomatic versus
symptomatic cases. This data does not incorporate any protected health information. In regards
to autonomy, COVID-19 testing is only completed on clients who consent to testing. Autonomy,
or the ability to act according to one’s knowledge and judgment, is sustained through nursing
care within existing professional, regulatory, and organizational rules. A self-assessment was
completed to determine if this change project met ethical requirements. This project’s aim and
methods do not come into conflict with commonly recognized values. Additionally, this project
does not involve identifiable persons. No potential conflicts of interest were identified.
Results

Change projects require a timeline chart to identify when to approach goals and when to
measure the change (see appendix I). A chart was developed after the onset of the COVID-19
pandemic to help the microsystem’s leaders identify necessary steps for creating a testing
workflow. The chart included dates for project conception, implementation and evaluation. The
initial steps of the chart outline the time for project definition, aims and measures development,
primary literature review, identification of changes to test, creation of the testing team and
coordination of staff training. The project roll-out began on April 24, 2020. By May 8, 2020,
workflows were developed through multiple interprofessional collaborative meetings; testers
were trained and met competency standards for COVID-19 testing by May 15, 2020. A driver
diagram was created to identify the order in which certain tasks needed to be implemented
throughout the project timeline (see appendix J). Included in the driver diagram is the flow from

the creation of the testing team into the wider tasks of education and creation of workflows.
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Over the course of the project, various factors affecting the success of the change were
identified and required new methods and adjustments. For example, the observer role was
introduced after a need for an extra support staff during testing was identified. Additionally, a
specific time frame for data collection had to be established to determine a clear point to stop and
take an overview of the project and data. There were no unexpected costs associated with this
project. Although much national and global attention around PPE shortages extended throughout
this project, the regional KP organization mitigated such shortages appropriately and the
microsystem never had to ration PPE.

Benefits of this change project were identified through data review and tester feedback.
Personal, informal interviewing of testers gave valuable insight to the testing process and aided
workflow modifications and sustainability. The testers of the microsystem reported feeling safe
and supported in the testing and specimen handling process. Reviewing charts and tracking cases
is a continual process that ensures clients can be tested in an appropriate time frame.

Discussion
Summary

In March 2020, COVID-19 was declared a pandemic and was catapulted into a primary
concern for healthcare agencies across the United States. KP Northern California mobilized
quickly to develop new standards of practice for testing, specimen handling, data collection and
organization of testing resources. In a home health and hospice population, invasive diagnostic
procedures are not generally a standard for care; however, it became clear that developing a
COVID-19 testing workflow was necessary after HH/HO clients required both symptomatic

testing and asymptomatic testing by April and May of 2020.
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The key findings of this project indicate that the COVID-19 community testing team
workflow is successful. A total of 26 symptomatic tests and 97 asymptomatic tests were
performed by the KP Oakland HH/HO community testing team (see Appendix K). A combined
total of 123 tests were performed between June 15, 2020 and September 28, 2020. This project
far exceeded the projected goal of 75 completed COVID-109 tests (see Appendix H). A total of
four clients were diverted for testing through other agencies; therefore, approximately 97% of
HH/HO clients that met the case definition received testing through the KP Oakland community
testing team. This exceeds the project charter goal of 95%. As this project surrounds workflow
development and efficiency, a successful percentage of testing is key for the sustainability of this
new testing team to continue through the COVID-19 pandemic.

Conclusion

COVID-19 diagnosis and treatment continues to be a challenging issue, as infection and
mortality rates increase and cause significant expenditures on the United States healthcare
system. Community spread of COVID-19 is projected to spike through November and December
of 2020 and extend into the spring of 2021. This change project was developed during an integral
period of the pandemic and need for COVID-19 testing will still be prevalent after the official
end of this project. The developed workflow of testing for COVID-19 is sustainable for
continuation and will be further led by quality improvement leaders and nursing staff in the
microsystem. Implications for other microsystems and mesosystems include the potential for the
workflows to become established practices in the regional KP departments of Northern
California. Additionally, this project could be adapted for testing clients in long-stay acute

rehabilitation centers, nursing homes and residential facilities.



15

COVID-19 TESTING TEAM

References
Centers for Disease Control (CDC). (2020, March 25). Comprehensive hospital preparedness
checklist for Coronavirus disease 2019 (COVID-19). Retrieved from

https://www.cdc.gov/coronavirus/2019-ncov/hcp/hep-hospital-checklist.html.

Released by the Centers for Disease Control at the beginning of the pandemic
classification of COVID-19, this checklist was published and directed towards hospitals
and outpatient agencies. Information included in this article and checklist that are
relevant to this project include PPE protocols and timelines for COVID-19 testing in an
outpatient setting.

Eddy, C., Schuster, R., Sase, E. (2020). An all-hazards approach to pandemic COVID-19:
Clarifying pathogen transmission pathways towards the public health response. Journal
of Environmental Health, 8§2(9), 28-35.
Eddy, Schuster and Sase created and published a public health model for tackling the
COVID-19 pandemic in American cities. This model includes large-scale community
testing, contact tracing and incorporating environmental health into the care and
prevention of COVID-19 in American populations.

Hamm, R. (2020). Coronavirus disease 2019: Prevention and control in the radiology
department. Radiologic Technology, 91(5), 485-488.
Hamm discusses outpatient testing for COVID-19 and how to prevent transmission
during procedures and treatments. This article is framed for a radiology department, but
the author includes a recommendation for testing in the community prior to entering

outpatient facilities for radiologic procedures.



16
COVID-19 TESTING TEAM

Institute for Healthcare Improvement. (2008, April). Disclosure Toolkit and Disclosure Culture
Assessment Tool. Retrieved from

http://www.ihi.org/resources/Pages/Tools/Disclosure ToolkitandDisclosureCulture Assess

mentTool.aspx.

Institute for Healthcare Improvement. (n.d.). Science of Improvement: Establishing Measures.

Retrieved from

http://www .ihi.org/resources/Pages/Howtolmprove/ScienceofImprovementEstablishingM
easures.aspx.

Kumari, P., Kumar, A., Sinha, C., Kumar, A. (2020). COVID-19 pandemic prompts changes to
pain and palliative care at home. Indian Journal of Palliative Care, 26(S1), S180-181.
In this peer-reviewed article, the authors identify the basic purposes and requirements for
advance care planning in the COVID-19 setting. Kumari et. al address the high chances
of infections for the elderly and terminally ill patients and how to avoid unnecessary and
unwanted hospital treatment. The ACP plays an important role, asserts the authors, before
or at the latest stage with the infection is diagnosed via symptomatic testing. This paper
discusses the open and proper communication for patients and their family, and how the
healthcare worker facilitates such difficult talks.

Langley GL, Moen R, Nolan KM, Nolan TW, Norman CL, Provost LP. The Improvement
Guide: A Practical Approach to Enhancing Organizational Performance (2nd edition).
San Francisco: Jossey-Bass Publishers; 2009.
This textbook covers many facets of healthcare quality improvement. Including in

textbook are multiple passage and chapters covering how to achieve a microsystem’s goal



17
COVID-19 TESTING TEAM

performance and deciding which processes should be implemented for optimum
organizational success.

Liebert, M. A. (2020). Home hospice services during COVID-19: ensuring comfort in unsettling
times in Singapore. Journal of Palliative Medicine, 23(5), 605-606.
Liebert discusses the various ways that care and diagnostics have hanged due to the
COVID-19 pandemic in Singapore. The specific population discussed in this article is
home hospice patients.

Pan American Health Organization. (1999 March). Norms and standards in epidemiology.
Retrieved from https://www.paho.org/english/sha/be99 1norms.html.

This article, published by the Pan American Health Organization, discusses the standard
definitions and practices of epidemiology. Included in this article is relevant information
about case definitions and performing epidemiologic studies.

Peterson, J., Gottstein, T. L., Hackbarth, D., Landon, E. (2020). The role of simulation in
preparing a response to the COVID-19 pandemic. Infant, 16(3), 108-112.
Peterson et. al identify the different scenarios in providing care and diagnostic testing in
the COVID-19 pandemic. The authors offer recommendations on how to simulate and
educate COVID-19 for healthcare workers.

Rahimzadeh, G., Noghabi, M. E., Elyaderani, F. K., Navaelfar, M. R., Enayati, A. A., Anari, A.
M., Hujati, M., Rezai, S., Rezai, M. S. (2020). COVID-19 infection in Iranian children: a
case series of 9 patients. Journal of Pediatrics Review, 8(1), 139-144.
This article discusses the COVID-19 disease within a select pediatric population of Iran.
The severity and prognosis of COVID-19 presents differently in children; however,

information on testing can be comparable to the elderly population due to the immune-



18
COVID-19 TESTING TEAM

compromised cases discussed within this article. The authors identify and compare 9
separate cases of pediatric diagnosis of COVID-19 and the symptoms that cause parents
to bring the child into acute care.

Ruffinen, C. Z., Sabid6, M., Diaz-Bermudez, X. P., Lacerda, M., Mabey, D., Peeling, R. W.,
Benzaken, A. S. (2015). Point-of-care screening for syphilis and HIV in the borderlands:
challenges in implementation in the Brazilian Amazon. BMC Health Services Research,
15(1): 495-495.

Published in 20135, this article outlines a British study on community testing of sexually-
transmitted diseases/infections in rural communities. The authors discuss the various
benefits and potential outcomes of community testing, and offer recommendations for
future studies performing large-scale community testing in rural populations.

Scott, P. A., Taylor, A., Viliméki, M., Leino-Kilpi, H., Dassen, T., Gasull, M., Lemonidou, C.,
Arndt, M. (2003). Autonomy, privacy and informed consent 4: surgical perspective.
British Journal of Nursing, 12(5),311-319.

This article discusses the principle of autonomy in healthcare and the many ways a
patient’s autonomy can be violated. Scott et. al also discuss the many ways a provider can
ensure a patient’s autonomy is respected.

Silva, B. (2020). COVID-19 test challenges and future predictions. Medical Laboratory
Observer, 52(6).

Silva discusses the demands for COVID-19 tests amid the pandemic with little sign of
decline. The article compares various diagnostic companies and the specifics of a testing

kit for COVID-19. The author identifies potential risks with testing workflows using



19
COVID-19 TESTING TEAM

different kits, as well as discusses PPE shortages and work-arounds- including at-home
tests.

Welsch, L. A., Hoch, J., Poston, R. D., Parodi, V. A., Akpinar-Elci, M. (2018). Interprofessional
education involving didactic TeamSTEPPS and interactive healthcare simulation: A
systematic review. Journal of Interprofessional Care, 32(6), 657-665.

In an collaborative article for the Journal of Interprofessional Care, Welsch et. al discuss
the TeamSTEPPS process and offer various simulations for practice in an
interprofessional environment. The article also offers an meta-analysis on
interprofessional collaboration models in the microsystem.

World Health Organization. (2020). WHO Director-General’s opening remarks at the media

briefing on COVID-19, 11 March 2020. Retrieved from

https://www.who.int/dg/speeches/detail/whodirector-general-s-opening-remarks-at-the-

media-briefing-oncovid-19---11-march-2020.

In this published article on the WHO website, the WHO Director-General presides over a
media briefing on COVID-19 transmission risks and potential for spreading. The WHO
Director-General identified the importance of community testing and keeping healthcare

systems active and funded.



20
COVID-19 TESTING TEAM

Appendix A

Project Charter

Title

Creation of a COVID-19 Community Testing Team for Home Health and Hospice

Global Aim

During the COVID-19 response, KP Northern Califomnia is able to order and test any Home Health
(HH) or Hospice (HO) patient as needed in community sites and patient’s homes

Specific Aim:
To provide community visits for HH/HO COVID-19 clinical (symptomatic) and pre-clinical
(asymptomatic) patients, and perform case defined testing for patients by June, 2020.

Background:

The novel SARS-CoV-2 strain (COVID-19) was identified in Wuhan, China in December 2019. The
resulting US outbreak have affected the Northern California (NCAL) Kaiser Permanente (KP) health
care system. Defined as a pandemic, the mitigation strategies, including creating clinical and
preclinical, case defined testing practices. These testing practices put into place, which include drive-
through testing at several hospitals throughout Northern Califomia, require the use of PPE use and
infection control practices for obtaining specimens like those used in the inpatient setting. COVID-19
sampling in a home environment reduces the risk of community spread and allows those who cannot
travel to have the means to be tested. Per current CDC guidelines (2020) and KP mitigation
strategies, clinical testing is recommended. This will expand to preclinical case-defined testing. A
project was created to build a Community Testing Team workflow to provide COVID-19 testing on a
population of home-based home health and hospice patients in Northern California.

Goals

The goal of this project is to organize information regarding HH/HO community testing and
standardize this practice of sample collection using a team-based approach for a population of home
health and hospice patients that includes the following:

1. Partner with TPMG to coordinate communication and outreach

2. Identify and educate RN team on testing practices and donning/doffing competencies, based
on the latest CDC evidence and KP workflows

Refine case definitions for clinical and preclinical sampling identification
Organize specimen collection, including supplies and lab drop off workflow
Develop scheduling workflow

Create tracking mechanism for testing results

N AW AW

Monitor patient testing data and integrate into the larger KP system for tracing and proper
isolation activities
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DC PPE Guidelines For Testing COVID-19

Use Personal Protective Equipment (PPE) When

Caring for Patients with Confirmed or Suspected COVID-19

Before caring for patients with confirmed or suspected COVID-19, healthcare personnel (HCP) must:

« Receive comprehensive training
PO, and peoper care, matntenance, and despasal of PML

om whiom and what PP s necossary, how (0 don (pat on) and dod! (take ofr) PP, lsbations of

« Demonstrate compotancy (1 porforming appropriste mloction control practioos and procoderes,

Remember:

o PPItmust be donmed correctly before entoring the pationt area (o ., sekation room, wnit #f cohorting)
o PPI st renmatn i place imd be woen correctly foe llw duration ;' work m potentially contmminated acas PP should not

bo adjusted (o, rotytng gown, adjusting roge

Iy patient care.

o PPItmust be remsoved sowly ind deliberaty tn 2 sogquence that prevonts sell contamination, A step by stop process
shiowld be developed and used durtng tratiing and patient cire

A b >
b o - e .
{ | S e s s [ -
| | |
| | | Iy | |
[ i \ J ff |
f II" ] { ' |
| /e o/ ( T\
-, { )| O b f oo, f | )
e pwen hon e (e
| | |
| |
[ | ||’ ll
| |
| Nelire gy Pddbw (g

Donning (putting en the gear):

Mare i e dawaing ot bad iy be i il Tonining and prws o 2 iivg pour
Alhcnre it ps pos s i critind. Refow v one smmple of g,

1. Meneily snd garhar the praper PPEvo don. lisorn ke of grown
o oot Saned o0 trnmg).

7 Pertarm hand hygiene saing hand samiimer

B Purom bsolarhon goson, Tho sl o (e thos om o grown. Assstane iy
o vwnded by snnathor HECR

4 huMawmlbﬁmmu.
Nigher (uas » acomash i o roup

Ju

Doffing (taking off the gear):
Mure than onw defling methal vy e oniptudle Taavang ool pontine vy poar vslihare
fo Ay prwc s iy crtmal Redvw v one smawyde of dafing

- Hemave ghoves. I—’mn—l&uu-—u&n‘-ﬂ*ud
T Gl can be | owin i 0 g, phowe in ghowe (v
Tordl bk,

Rewmove gowmn e dl G bor anmmna B batronm) Soonm gowin tios can be lwcben
rothher han wmtind, Do s b grosthe mnanmer, rmonding o Smcotsl movemers. Boach up o0
e shendders snd caretully pudl growen down sl smsy Boen S bedly. ol e grwn
e o acomptabde spgmondh Dispons in s reomptacde®

lﬂuuqbduhu*-.c“b“bb_-ﬁhu 3. NCP may now cute posiont room.
“ﬂh-udhﬂpﬁhh*uﬁmlnﬂ A Perfurm hawd hyglene

4 b k] b ied endes i, Borh you menrh 5. Rewmave face shiol ar gogghos Corotally rommmrms Dan shiebl or gygdes by g by
oo s e b il [ e st e v e U v ap ool pellong tqpward sl soway ewn head [0 1en onseh the e o Eacr
youur hin or whore i e pockes betwoon putiens ikl ow poghe.
R 1 v shioebd b placed Wheadiey o Remove and dacand rosptrator (or (acomask of waed tnsead of resplraren)

l.q)d\l-d—l Dwtoms viragp). Portiwm o anr wod duek oah
(e youn poad om Ol powperadin

» Bacomanhs Mask chon shunik! o secired on cromn of head dhop () and
R o ek Qusthonn b B v D bonges, boed dhwwn appropriaiely
wrveindl poa v

5 Punom foce shield or popgles. Fas didih ponide 0 e

0 ot fonch e Soonnt of (e moaprinalon o cmmank,

» Bonptenrnr: Povnnrm dhoe Lontoms strnp by oo hingg omly (e strag ool being, 4 cometilly
awr (s bl Cvnmp (o g g sond iy, 4 oo bully irove O honsl sond (oo ol
B e L B e A L N

. Hlfﬂ*cﬂih“b‘uﬂ.‘"q”lnn\u

Cogghon shoos proeads ancrllens protecrunm b oyes, bat “.m
€ Poetorm hand Mypglene betore purting om gloves Clowns el cover
e cudl fovint) o o

T NCP may mow entor patbont oo,

Pr—— 4

4

Ao the from,
7 mumm o the reape " oh ol s
puh‘cna'blpuuﬁh--p-lhqm-

of P il send

R -

-*ma—.‘umm.m
thave provtioes

21



COVID-19 TESTING TEAM
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PICO Question

22

Patient,

Population or
Problem

Intervention or
exposure

Comparison

hospice and
home health
clients meeting
the case
definition for
COVID-19
testing

testing &
specimen
collection
workflows

faulty, unsafe
workflow or
protocol to test
clients for
COVID-19

improved testing
workflow for
home health and
hospice clients.
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ACE Star Model of Knowledge Transfer
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IHI Assessment Tool — A Culture of Respect, Communications, and Disclosure

Appendix E

Element**

<

Internal Culture
of Safety

The organization is grounded in the core values of compassion and respect and
the ethical responsibility to always tell the truth to the patient and family.

There is an expectation for ongoing communication, honesty, and transparency
that is set from the board and leadership and closely monitored.

Error is seen as the failure of systems and not people.

All can expect support at the sharp end of unanticipated outcome and near-miss.

Malpractice
Carrier

There is a commitment to rapid disclosure and support.

There is a written understanding of how cases will be managed in partnership
between patient/family/carrier.

Mechanisms are in place for rapid respectful resolution.

Policies,
Guidelines,
Procedures

There is a policy on patient and family communications.

There is a policy on patient and family partnerships.
Organizational infrastructure for clinician support exists.

There are policies on disclosure and documentation.

Procedures are known and in place for internal and external communication of
sentinel events.

Guidelines/policies support a fair and just culture (non-punitive) and the reporting
of adverse events.

There is a written crisis communication plan. This plan is centrally located and
easily accessible by all staff.

Training

Ongoing training programs are in place for all staff on communication,
expectations, policies, procedures, guidelines.

There is just-in-time coaching (training) for disclosures.

Disclosure
Processes in
Place

There is rapid notification of patient/family and activation of support—typically
immediately around what is known.

There is a team to support staff preparing to disclose (coaches).

Root cause analyses commence immediately, are closely managed, and the
results are shared, including with the patient and family.

The Disclosure

The organization is transparent and honest.

Responsibility is taken.

We apologize/acknowledge.

There is a commitment to providing follow-up information.

The caregiver is supported throughout the process.

The organization provides continuing support for the patient/family.

All hospital staff disclosing are trained in their role

Ongoing Support

Resources are available to assist families experiencing unanticipated outcomes
(not limited to error) — support is defined by needs of the patient and family (e.g.,
emotional support).

< <|=<|=<| <|<|=<|<| =<|<| =<|<| =<| =<| =<| =<|<| =<|=<|=<| =<|<|<|=<| =< =<

Resources are available to assist staff at the sharp end of unanticipated
outcomes (not limited to error) — based on the needs of the clinician (e.g.,
emotional support).

<

Procedures are in place and are known to ensure ongoing communications with
patients, families, and staff.

Resolution

Procedures are in place and are known to bring the case to closure respectfully,
as viewed by the patient and family.

Learning

Mechanisms are in place to ensure learning by the board, executive leadership,
MSEC, and across the organization.

Measurement systems are in place to assess the impact of communication,
disclosure, and support (as well as quality and safety) practices on premiums,
claims, cases, and payments.

< =< <| <
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Appendix F

SWOT Analysis

Strengths
What do you do well?

What unique resources can you draw on?

Weaknesses

What could you improve?
Where do you have fewer resources than others?

25

What do others see as your strengths?

- Clear clinical leadership

- Buy in from nursing staff

- Nurses specialized in palliative
and hospice care

- Clear guidance from regional
organization

- Sufficient staff numbers for
testings

Opportunities

What opportunities are open to you?

What trends could you take advantage of?
How can you turn your strengths into opportunities?

What are others likely to see as weaknesses?

- Vague & disorganized national
guidance on COVID-19
guidelines and testing
procedures

- Potential shortages of
PPE/swabs

- Variable testing competencies

Threats

What threats could harm you?

What is your competition doing?

What threats do your weaknesses expose to you?

- Directly providing COVID-19
resources to HH/HO clients

- Inform clients early and reduce
the risk of transmission through
education

- Reduction of inappropriate
interventions/screenings

- Allow clients to be tested
without travelling

- Potential for HH/HO personnel
to contract and spread COVID-
19

- Screenings may be seen as
unnecessary by the family/client

- Poor information processes
means key prognostic
information is not shared
effectively



COVID-19 TESTING TEAM

Appendix G

Fishbone Diagram

Limited Accesibility High risk of Exposure, even
to Testing Sites in home environment

\ Increased

High risk of poor Incentives for
outcomes Change
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IHI Science of Improvement: Family of Measures Assessment

Measures, Outcomes, Processes and Balancing
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Measure

Data Source

Target

Outcome Measures

# Home Health/Hospice patients
tested by KP Community Testing
Team

KPHC Report

75 patients

# patients requiring testing at test site
or hospital

Agency Spreadsheet

2 patients

Process Measures

Days from Order to Testing Date

KPHC Report

72 hours from request to test

Balancing Measures

Patients ID’d who don’t require a test
due to not meeting the current case
definitions criteria

Case Definitions

2 patients
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Project Timeline

Appendix |

Project Timeline
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05/01/2020

05/08/2020

05/15/2020 | 06/08/2020

07/08/2020

08/05/2020

08/19/2020

08/30/2020

Define the

Review
Literature

Identify
Changes to
Test, Driver
Diagram
Develop
workflows,
Coordinate
lab activities
Testers
trained

First patient

Review data

Observer
Role created
and trained

Modify
Workflows
as Needed

Reach
sustainability

Data
Collection
Under
Review
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Driver Diagram

Appendix J

Driver Diagram from Project Charter
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Appendix K

Run Chart and Total Testing Results

HH/HO COVID-19 Testing Data

Symptomatic

Divert

Total Symptomatic Tests: 26
Total Asymptomatic Tests: 97

Total Tests Diverted through Other Agencies: 4
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