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Announcement of Top 10
 2009 Office of Nursing Services Innovations Awards 

The Office of Nursing Services (ONS) is pleased to announce the 2009 winners of the prestigious Nursing Services Innovations Award!  The Top 10 innovations including the title, primary author, contributors, facility, VISN, and their accompanying narratives are attached.
Forty-seven entries were submitted from across VHA utilizing this year’s theme, Improving Programs And/Or Access To Services For Specified Populations: OEF/OIF, Rural Communities or Mental Health.  While the Top 10 represent the “best of the best”, all entries described valuable programs and initiatives led by VA nurses.  

All award recipients will be recognized in multiple venues, including the VHA Hotline Call, the National Nursing Conference Call, and the annual VA Clinical Executive Conference in 2010.  During this conference, each team’s primary author will be formally recognized and presented with a plaque for their achievement. In addition, each of the award recipients will receive a team award of $10,000 to be divided equally among members. 

The Office of Nursing Services recognizes all 47 teams for their submissions, and applauds each of them for their innovation and commitment to quality patient care!  We also extend a sincere “thank you” to the individuals who volunteered as reviewers during this important selection process.

[image: image2.png]



Cathy Rick, RN, NEA-BC, FACHE

Chief Nursing Officer 

Attachment: 2009 Innovations Awards for Improving Programs And/Or Access To Services For Specified Populations: OEF/OIF, Rural Communities or Mental Health      

2009 Office of Nursing Services Innovations Award Recipients

	Title of Submission
	Primary Author
	Contributors
	VISN/Facility
	Submission

	A DoD/VA Collaborative Initiative: Development, Implementation, & Evaluation of a Nursing Electronic Hand-Off Communication Tool
	Laureen Doloresco
	Brenda Stidham

Margaret Veneman

Lea Rashka

Maureen Merkl
	5 & 8

DC & Tampa
	[image: image1.png]CARING - COLLABORATION - CUSTOMER FOCUSED - INTERDISCIPLINARY TEAMWORK - INNOVATION

NURSING

Excellence in Patient-Centered Care





	Grow Our Own RNs - Improved License Staffing in Mental Health Units  
	Sharon Valente
	Ileen Wright

Michelle Kendall
	22

Los Angeles, CA
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	The Veteran's Resource Book: An Individualized, Interactive, Evidenced-Based Educational Tool for Mental Health Recovery
	Carol Hawthorne Rumpler
	William D. Burmeister

Scott Hutton

Joyce Seltzer

John M. Backscheider

Darcel Bolser 

Constance Boehner 

Patricia Bender 

Charlene Bradley 

Sandra S. Brown 

Mary Blunt

Amy L. Carter 

Darrell Cooper 

Richard Cohen 

Sheila Cowherd 

Cynthia Doherty 

James Faddis 

Stacy Fischer-Samano 

Sharra Harper 

Peter Hess 

Jennifer Hosler 

Jeanette Larry-Dillard 

Claudia McRoberts 

Ahmad Namakydoust 

Jeffrey Osborne 

Alan L. Rowekamp 

Constance Schitoskey 

Bobbie J. Sloan 

Suzanne Simon 

Mainerd Sorenson 

William Tomko 

Jane A. Wansky 

Linda Wood 

Joyce Williamson
	10

Cincinnati, OH
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	The Iowa City MOVE! Program Goes Country
	Joyce Kron-Chalupa
	Krista Kazembe

Barb Amende-Evans

Steve Mallinger

Joseph Dillon
	23

Iowa City, IA
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	Teleconference Support for Family Caregivers of Veterans with Dementia  
	Kathleen Warren
	Jill Bormann

Arlene Klinefelter

Laura Regalbuto

Robert West
	22

San Diego, CA
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	Delivering High Quality Preventive Health Care for Rural Veterans
	Denise Boehm
	Mary Virginia Rudy

Timothy R. Burke

Deborah Mitchum
	4

Pittsburgh, PA
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	Expanding Rural Home Care: Point of Care Testing for Anticoagulation Management
	Debra Walls
	Jennifer Wengryn

Judy Plowman

Jodi Guzik

Robin Westlake

Jill Meyers
	4

Pittsburgh, PA
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	Metabolic Assessment Group Intervention Clinic (MAGIC) 
	Lori Cranwell
	Stephanie Baynton

Tammy Richardson

Elizabeth O’Connor

Carolyn Tucker
	6

Salem, VA
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	Road to Hope - Transition from Battlefield to Homefront: Nursing Led Initiative to Provide Seamless Transition for OEF/OIF Veterans Combating Homelessness
	Mary F. Pilarski
	Susan Byerly

Frances Dannenberg

Thomas Matusky

Joseph Savino
	4

Pittsburgh, PA
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	The Patient Access Center
	Dennis Ellis
	Divina Abella

Chris Kawakami

Linda Morn

Marcia Muskrat

Sarah Nuttbrock

Tammy Pidde

Georgia Shaw-Holden

Shirley Taylor

Kathy Jones-Sublette
	20

Seattle, WA
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Office of Nursing Services
2009 Annual Innovations Awards
Application Form

IMPROVING PROGRAMS AND/OR ACCESS TO SERVICES FOR SPECIFIED POPULATIONS: OEF/OIF, RURAL

COMMUNITIES OR MENTAL HEALTH

Title of Submission

The Veteran's Resource Book: An Individualized, Interactive, Evidence-
Based Educational Tool for Mental Health Recovery

Facility Name and Address

Cincinnati VA Medical Center
3200 Vine Street
Cincinnati, Ohio 42220

VISN # 10

VA Healthcare System of Ohio

Names of Team Members (Note: At least two (2) team members are required.)

Primary Author Information

Name

Carol Hawthorne Rumpler, MS, APRN, BC

Title of Position

Clinical Nurse Specialist, Acute Psychiatry

Telephone Number

513 - 861 - 3100 Extension: 5425 carol.rumpler@va.gov

Please provide the following information for the other team members. Use a separate sheet if necessary.
(Important Note: Only those making significant contributions to the initiative should be listed in this section as
the $10,000 award will be divided equally among the team members)

Name

William D. Burmeister, MSA, RN

Title of Position

Chief Nurse, Mental Health Care Line

Telephone Number

513 - 861 - 3100 Extension: 4747 william.burmeister@va.gov

Name

Scott Hutton, PhD, RN

Title of Position

Nurse Manager, Acute Psychiatry

Telephone Number

513 - 861 - 3100 Extension: 6348 scott.hutton@va.gov

Name

Joyce Seltzer, MSN, M.Ed.

Title of Position

Education Specialist

Telephone Number

513-861  -3100 Extension: 4460

Name

See attached names of additional team members

Title of Position

Telephone Number

- - Extension:

Submissions shall be in narrative format, in Times New Roman font, no less than 11 point, and NOT exceed
five pages in length, including attachments. Submissions cannot contain embedded documents.
Submissions which are noncompliant with these criteria will not be considered. Narrative shall include (a) title,
(b) summary of initiative, (c) date of implementation, and (d) clearly identify each rating category being
addressed followed by applicable narrative. The attached template serves as a face sheet for the narrative.

All best practices shall be submitted electronically by the Nurse Executive with endorsements by the Facility

Director/designee notifications of the VISN Director/designee. An electronic copy of the attached endorsement
memo or equivalent electronic message addressed to Cathy Rick, RN, CNAA, FACHE, Chief Nursing Officer,
Office of Nursing Services (108), is to be sent WITH the submission to Kerrian Reynolds (VACO), Office of
Nursing Services VACO (108), at kerrian.reynolds@va.gov. Deadline for submissions with endorsements is
by COB May 29, 20009.
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Team Members (513) 861-3100 x 6348
John M. Backscheider MS, CTRS, Recreation Therapist
Darcel Bolser MSN, APRN,BC, Local Recovery Coordinator
Constance Boehner PhD, Clinical Psychologist
Patricia Bender RN, Staff Nurse

Charlene Bradley LPN, Nursing Service

Sandra S. Brown NA, Nursing Service

Mary Blunt NA, Nursing Service

Amy L. Carter LISW, Social Worker

Darrell Cooper LPN, Nursing Service

Richard Cohen RN, Staff Nurse

Sheila Cowherd LPN, Nursing Service

Cynthia Doherty RN, Staff Nurse

James Faddis LPN, Nursing Service

Stacy Fischer-Samano RN, Staff Nurse

Sharra Harper RN, Staff Nurse

Peter Hess RN, Staff Nurse

Jennifer Hosler RN, Staff Nurse

Jeanette Larry-Dillard RN, Staff Nurse

Claudia McRoberts RN, Staff Nurse

Ahmad Namakydoust RN, Staff Nurse

Jeffrey Osborne RN, Staff Nurse

Alan L. Rowekamp RN, Staff Nurse

Constance Schitoskey OTR, Occupational Therapist
Bobbie J. Sloan RN, Partial Hospital Coordinator
Suzanne Simon RN, Staff Nurse

Mainerd Sorenson RN, Staff Nurse

William Tomko RN, Staff Nurse

Jane A. Wansky LISW, Social Worker

Linda Wood Med, RD, Dietitian

Joyce Williamson LPN, Nursing Service





Annual Innovations Awards

Title: The Veteran's Resource Book: An Individualized, Interactive, Evidence-Based Educational Tool
for Mental Health Recovery

Summary of Initiative: The innovative feature of our evidence-based inpatient psychiatry program is the
Veteran's Resource Book. This individualized, interactive educational tool provides outcome monitors for
determining therapeutic effectiveness on inpatient psychiatry.

The Veteran's Resource Book addresses multiple strategies associated with treatment effectiveness:
knowledge of diagnosis, management of symptoms, management of co-existing health problems, knowledge of
psychiatric medications and strategies to ensure adherence, management of chronic pain, coping skills to enrich
the quality of life, a recovery plan, an emergency safety plan, and a guide to aftercare and community resources.
Mean symptom discomfort scores show a significant decrease in the patient's symptom discomfort from the time
of admission to the time of discharge. Other findings demonstrate that improvement in symptoms is positively
correlated with satisfaction and quality of care received. The Veteran's Resource Book is instrumental in
structuring the veteran — nurse partnership and in initiating the process of mental health recovery.

Date of Implementation: January 2006
Introduction

Historically, therapeutic effectiveness on an inpatient psychiatry unit has been a difficult concept to measure.
How do we know if a patient is really better when he or she is discharge? For years, acute psychiatry units have
been inconsistent in measuring the effectiveness of the treatment offered. A review of the literature indicates
that therapeutic effectiveness has been measured by the following variables: diagnosis, previous
hospitalizations, demographic variables, symptomatology, level of functioning, quality of life changes, and
perceived satisfaction with treatment (Gerolamo, 2004, Solomon and Stanhope, 2004, Mowbry et al., 1999,
Holcomb at al., 1998, Healey et al., 1998, Knapp and Kavanaugh, 1997, Menezes et al., 1997, Pfeiffer et al.,
1996).

A multidisciplinary treatment schedule was implemented in 1999 on the Acute Psychiatry Unit at the
Cincinnati Veteran's Medical Center. An evidence-based evaluation protocol was incorporated the following
year (2000) and continues as Acute Psychiatry's Performance Improvement Program. Over time, program
revisions and schedule refinement have been implemented as a result of veteran response and multidisciplinary
staff retreats.

The innovative feature of this inpatient program is the Veteran's Resource Book. This book was developed
and put into an electronic format in 2006. The book was then compiled by the multidisciplinary treatment team
and given to Education Service for editing and review of appropriate reading level. Each year, the book has
been revised according to veteran response. The most recent revision has included the incorporation of the
recovery process, recovery language and a recovery aftercare plan.

Adoption of the Innovation

The Veteran's Resource Book is a unique treatment guide and resource involving all the variables
necessary to determine treatment effectiveness for the individual veteran patient.
The Veteran's Resource Book is innovative as an educational document. The book:
Is individualized to our veteran population.
Is "Recovery" oriented in approach.
Is interactive and involves a partnership of the patient with the nurse.
Fosters the veteran's ownership of his or her mental health.
Serves as an evidence-based measurement tool.
Is monitored and refined in response to veteran feedback.
Is used across outpatient programs as a resource for follow-up care.
Is being utilized by VAs across the country as a "Best Practice" in mental health.
Throughout inpatient treatment, the veteran compiles this personal resource guide identifying his or her
treatment outcomes. Each is measured and reviewed with the patient prior to discharge. The primary nurse
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serves as a mentor or "coach" throughout the veteran's inpatient hospital stay. Coaching involves the patient and
the primary nurse interacting together on a daily basis around the treatment outcomes listed in the book. The
nurse empowers the patient to develop treatment outcomes or goals that are written and individualized to his
personal strengths and needs. A nice outgrowth of the Veteran's Resource Book has been the placement of
treatment in the veteran's hands. It also serves as the foundation for the nurse — patient relationship. For the
mentally ill individual, the locus of control should increasingly shift from the treatment provider to the
recovering by giving that individual a larger role in the selection of treatments and services (Frese et al., 2001).
The Veteran's Resource Book serves as a crucial first step in empowering the hospitalized patient in his or her
recovery.

The Veteran's Resource Book has been customized to our veteran population. Veteran feedback was
actively solicited in the development process. This book was originally written by a nurse as an adjunct to a
discharge form. It was entitled Mental Health Book and simply had a medications list and a safety plan.
Patients reported feeling uncomfortable carrying around a booklet that labeled them as mental health patients.
Veteran feedback was actively solicited. Veterans chose the title, designed the cover and identified specific
content to be incorporated into the resource book.

Nursing Leadership and Collaboration

The development of the Veteran’s Resource Book was a multidisciplinary treatment team effort lead by the
nursing leadership on Acute Psychiatry. Initially, this document was a nurse-developed pamphlet. During the
first program retreat, staff members formed small groups and created each of the classes, therapies or activities
identified in the treatment program schedule. An overall format for the book was developed for consistency and
ease of reading. Additionally, the Clinical Nurse Specialist assumed responsibility for creating the workbook
pages identifying the treatment outcomes associated with all the treatment opportunities provided in the program
schedule. Annual multidisciplinary program retreats, co-lead by the nursing leadership, have resulted in the
revision and refinement of the current 132 page edition. In conjunction with updating and improving the
content, the resource book has, in fact, been streamlined. Essential or “core” content is emphasized and
successful completion of the book is possible within a 4 to 5 day length of stay. Enrichment learning and related
materials, also part of the Veteran’s Resource Book, can be completed throughout the inpatient stay or during
follow-up treatment. The resource book is uniquely designed to be used in any of the outpatient mental health
programs. For example, the continuous Medications Sheet is an excellent means of tracking current medications
as well as identifying discontinued medications and why stopped. Veterans frequently bring this invaluable
reference to outpatient appointments for medication reconciliation with outpatient providers. Medication
reconciliation is one of the Joint Commission's Safety Goals (Joint Commission, 2009).

The Veteran’s Resource Book and the evidence-based inpatient treatment program have a nursing
theoretical framework. Inpatient Psychiatry provides 24 hour — 7 day a week mental health treatment lead by
the nursing staff. The Veteran's Resource Book provides structure and focus to inpatient treatment. Structure
is essential to psychiatric treatment because without it, there is no justification for a patient being in an inpatient
treatment environment (Keltner, Schwecke, and Bostrom, 2007). Identifying, individualizing and successfully
completing the treatment outcomes is the therapeutic work accomplished via the patient — nurse partnership.
The workbook pages are interactive in nature and provide the patient with the opportunity to develop personal,
individualized treatment outcomes. A "Signatures™ page, with space for both veteran and nurse review, is
completed as treatment progresses. The page is detached and entered into the performance improvement data
base. All measurement tools and data collection are tracked and entered by nursing staff as part of the evidence-
based program. Day and evening tours mentor patients throughout the treatment experience. Night tour nurses
complete and enter admission and discharge measures for each patient.

Personal Writing Times are built into the treatment schedule and allow time for individual written work
under the auspices of the nursing staff. Veterans with learning barriers or reading difficulties are given 1 to 1
support and assistance. The patient's increased awareness of his or her diagnosis, medications, effective coping
skills and life style strategies is the work of the resource book. The book then provides tangible evidence and a
beginning point of discussion with family members or significant others. It also serves as a link to continuity of
care with the outpatient mental health programs.

Since the inception of our Acute Psychiatry’s evidence-based evaluation protocol in 2000, there has been one
paper presentation, three poster presentations, one Grand Rounds, numerous consultations and visits from other
VA facilities. All of these presentations were nursing or VA-wide conferences. Recently, the poster
presentation entitled: "A Multidisciplinary Approach to an Evidence-Based Model on Acute Psychiatry:
Measuring Therapeutic Effectiveness” was given at the Federal Nursing Poster Session during the 2005 Meeting
of the Association of Military Surgeons of the United States (AMSUS). It highlighted the Veteran's Resource





Book as the centerpiece of the inpatient program. Within the following year, the book was put into electronic
format and made available to other facilities nationwide.

Scope of Initiative

The Veteran's Resource Book impacts mental health treatment on the inpatient unit, and other outpatient
mental health programs facility-wide. The resource book has also influenced program development at other VA
hospitals nationwide. The Veteran's Resource Book addresses multiple strategies associated with treatment
effectiveness: knowledge of diagnosis, management of symptoms, management of co-existing health problems,
knowledge of psychiatric medications and strategies to ensure adherence, management of chronic pain, coping
skills to enrich the quality of daily life, a recovery plan, an emergency safety plan, a guide for follow-up
treatment and community resources. Each of these components is written by the patient in measurable language
and reviewed with the primary nurse. The veteran partners with the nurse to define his or her multiple treatment
objectives. The resource book's comprehensive approach fosters the veteran's ownership of his mental health.
Nursing staff refers to the book as an "Owner's Manual" developed ""by" the veteran "for" the veteran and his or
her family members. As inpatient treatment is concluded, the veteran is then encouraged to build on what was
learned and applies that knowledge to other outpatient programs within the Mental Health Care Line. To
illustrate: the discharged patient may be referred to the Partial Hospital Program. He or she will receive a
workbook supplement to be added to the resource book. This expanded version then takes the veteran through
the transition from the hospital back into the community. As mentioned earlier, the Medications Sheet also is
invaluable in providing continuity of care from inpatient to outpatient care. Narrative written patient comments
about the book support its usefulness and how it serves as a resource: "The Veteran's Resource Book is "a
good start to a long term recovery" and it "provides guidance”. It "is even more helpful at home." "Even though
I am in other classes (SUDEP), the resource book helped me to understand more."

This innovative educational tool has impacted other psychiatric units both within our VISN and nationwide.
Dayton and Chillicothe VA Hospitals have sent teams to learn about our evidence-based program and the
implementation of the Veteran's Resource Book. St. Louis VA, Sacramento VA, Buffalo VA and
representative VA hospitals from the entire VISN 23 have all traveled to Cincinnati to learn about our inpatient
program and the Veteran's Resource Book.

The most significant scope of this initiative involved putting the resource book into electronic format and
making it available nationwide. In February 2009, the Sacramento VA Hospital, following adoption of our
evidence-based inpatient program, modified the Veteran's Resource Book and is currently using it as the focus
of treatment for their newly opened 10 bed Intensive Psychiatry Unit. The ability to share the Veteran's
Resource Book electronically has nationally impacted use of a recovery, evidence-based approach to mental
health treatment. In July 2009, a national teleconference for Recovery Coordinators will feature Cincinnati VA
Medical Center's Acute Psychiatry Program and the Veteran's Resource Book as a "Best Practice™ Model.

Impact

The Veteran's Resource Book demonstrates measurable process improvement. Completion of
individualized treatment outcomes, found within the book, is part of the systematic performance improvement
protocol for Acute Psychiatry. Treatment outcome completion (or lack of completion) is entered into an excel
spreadsheet along with other admission and discharge measures that are part of the overall performance
improvement program.

Use of the Veteran's Resource Book allows treatment to be interactive. This approach to patient education
enables veterans to take ownership of their mental health. Recovery requires that treatment services reflect and
support the consumer as an individual (Solomon and Stanhope, 2004). The resource book is individualized and
consumer-focused. It enables the patient to take an active role in change, understand one's capabilities and use
oneself as a resource. Veterans have responded that they have felt "empowered"” and "have a voice" in
treatment. Patients are discharged from Inpatient Psychiatry with a thorough understanding of their mental
health issues and the process of recovery. It is noteworthy that such a comprehensive approach results in
patients feeling successful in treatment and well able to return to the community. This is reflected in our
decreased length of stay. Length of stay has been reduced from 11.0 (2006) to 9.0 (2008).

Overall patient satisfaction with inpatient treatment is monitored as a part of performance improvement.
Evidence supports satisfaction as a valid quality indicator and outcome measure (Gerolamo, 2004). Inpatient
Psychiatry's overall satisfaction is high with a reported rating of 4.41 out of 5 on a Likert type scale (1=fail to
5=excellent). Furthermore, overall satisfaction with quality of care during the hospital stay, measured by the
inpatient Quikcards, has increased from 74% in 2007 to 97% in 2009. More specifically, the Patient Evaluation





Survey asks respondents to rate both the helpfulness and use as a resource of the Veteran's Resource Book.
Helpfulness of the resource book was rated as a 4.47 out of 5 and its use as a resource was 4.38 out of 5
(n=990). The Veteran's Resource Book is a measurable part of perceived satisfaction with inpatient treatment.
The Patient Evaluation Survey also invites veterans to write comments about their inpatient treatment. All
written comments are monitored and reported to the multidisciplinary team on a monthly basis. Of these
narrative responses, 80% of the comments pertaining to the Veteran's Resource Book were positive. In

summary, a list of narrative comments includes: "Book is excellent", "helpful”, "good resource", "good for

review", "a reminder of where I've been”, "daily reference", "great journal”, "able to be applied to my life", "will

use in the future", "helpful in the past", "avoids boredom in the hospital", "even more helpful at home",
"identifies a lot of helpful people", "a lot of good information", and "a good start to long term recovery".

The cost effectiveness of providing the Veteran's Resource Book to every admitted patient must be
considered. An analysis of the resource book found it to be cost neutral. Previously, we were printing and
providing 10-15 educational handouts to each patient. In addition, there was an entire admission packet in a 2-
pocket folder that was given out facility-wide. As treatment progressed, veterans were also provided with
mental health booklets focusing on specific mental health problems such as Bipolar Disorder, PTSD, Anxiety
Disorder or Grief. Each patient usually received 7 or more of these booklets during the inpatient hospital stay.
The need for handouts, admission information, unit guidelines and specific mental health booklets has been
eliminated. All of the abovementioned materials have been organized into the Veteran's Resource Book. One
book has replaced a lot of unnecessary handouts and materials that were frequently lost or misplaced following
the group or class.

Findings (2006-2008)

Analysis to date has shown several significant results. Symptom discomfort is measured by patient report
during admission (BDS1) and again at discharge (BDS2). Patients rate their symptom discomfort on a 23 item
nurse-developed symptom discomfort scale (Betemps, 1999). The Veteran's Resource Book has an extensive
diagnostic and symptom management plan that is completed by the patient during hospitalization. Coping with
Symptoms is a daily group linked to this outcome. The management plan is individualized and refined
throughout the patient — nurse interaction. Mean symptom discomfort scores show a significant decrease in the
patient's symptom discomfort from the time of admission to the time of discharge (paired t-test, p< .0001).
Other findings demonstrate that improvement in symptoms (BDS1-BDS2) is positively correlated with
satisfaction (r = 0.129, p< .0001, n=899). BDS improvement is also positively correlated with quality of care
received (r=0.11, p< .0003, n=915). Finally, overall satisfaction and quality are highly positively correlated
(r=0.82, p< .0001, n=898) as well.

Performance Improvement monitors for inpatient psychiatry are evidence-based. Improvement in Symptom
Discomfort, Satisfaction, and Treatment Outcome Completion are all program monitors. The Veteran's
Resource Book is an integral part of this evidence-based process. A nursing-sensitive quality indicator
recognized in the literature is surveillance. Surveillance is defined by Clark and Aiken (2003) as ongoing
assessment, responding to psychological and physiological signals and identifying complications. The coaching
role of the primary nurse as he or she interacts with the veteran promotes surveillance. The Veteran's Resource
Book is the means for providing this treatment focus and underpins the vital patient — nurse interaction. This
interaction allows for ongoing assessment, provides opportunities to respond to psychological and physiological
signals, and identifies potential complications in mental health recovery.

In summary, integrating and maintaining the use of the Veteran's Resource Book necessitates a twofold
approach: (1) keeping the veteran involved and (2) keeping the staff involved. Patient commitment to mental
health recovery is facilitated by the use of the Veteran's Resource Book, the coaching role of the primary
nurse, and opportunities to express areas of satisfaction or dissatisfaction. Staff involvement remains high as a
result of frequent program retreats, ownership in the creation and subsequent revisions of the resource book,
communicating daily as a multidisciplinary team in planning and processing treatment activities, and sharing
responsibility for data collection by the nursing team members. Evidence-based clinical nursing practice is
determined by the interface that exists between treatment and the evaluation of outcomes. The Veteran's
Resource Book is individualized to the veteran, empowers him or her throughout the treatment process, focuses
the work of treatment into outcomes, and initiates the process of mental health recovery.
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Office of Nursing Services Annual Innovations Awards
Title: Teleconference Support for Family Caregivers of Veterans with Dementia

Summary of Initiative

Caring for Veterans with chronic dementia can be burdensome and demanding. Research has
shown there is an increase in depression, anxiety, and perceived stress as well as lower quality of life and
increased mortality and morbidity in family caregivers (Amirkhanyan & Wolf, 2003; Beeson, 2000;
Moretti, Torre, Antonello, Cazzato & Bava, 2002; Yueh-Feng & Austrom; 2005). In addition to
psychological distress, caregiving has been associated with impaired immune function and overall poor
caregiver health (Bauer, Vedhara, Perks, et al., 2000; Kiecolt-Glaser et al., 1987; Kiecolt-Glaser, Dura,
Speicher, Trask & Glaser, 1991; Mills, Yu, Ziegler et al. 1999; Redwine, Mills, Sada, Dimsdale,
Patterson, Grant2004).

To assist family members in caring for Veterans with dementia, an 8-week family caregiver
support program consisting of spiritual and cognitive-behavioral skills was developed and implemented.
This psychoeducational program combined evidence-based mantram repetition practice and cognitive-
behavioral skills training. The cognitive-behavioral skills included identifying stressful events,
developing behavioral goals, practicing listening, using assertive communication skills, and planning
pleasant activities. Mantram repetition, slowing down, and one-pointed attention were taught and
practiced as a strategy to improve relaxation and the caregiving experience. The program was successful
in reducing family caregivers’ perceived stress, but many caregivers reported they were unable to attend
the program because of their reluctance to leave their Veteran loved one alone or because of the costs,
time, and/or distance it took them to drive to the hospital. Many of them had total responsibility for their
loved ones, making it impossible to obtain any traditional caregiver support services. Because of these
identified difficulties noted early in offering the program, the teleconferencing approach was trialed and
continues to be utilized with much success.

Description of Innovation

Caregivers were invited to bring their care recipients to the first meeting to obtain instructions
and materials. After the first meeting, caregivers, participated in a weekly (one hour per week)
teleconference call for six consecutive weeks to obtain social support and learn spiritual and cognitive-
behavioral skills. The program was implemented as follows:

Week 1: Face-to-face meeting, lasting no more than two hours, to explain the program, collect
demographic information, and give instructions on the group process.Each participant received a
course manual and textbook. Participants were asked if they wanted to participate in a group
photo to be used to identify fellow group members during the conference calls. A group photo
was taken and participants® names were provided. A mantram repetition exercise was included.
Homework was assigned.

Week 2: Teleconference lesson focused on mantram repetition and the stress response. Homework
was reviewed, mantram repetition exercise was completed, and the next week’s homework was
assigned.

Week 3: Teleconference lesson focused on mantram repetition and recognizing unhelpful thoughts,
using the 3 C’s (catch it, check it, change it) and one-pointed attention. Homework was reviewed,
mantram repetition exercise was completed, and the next week’s homework was assigned.

Week 4: Teleconference lesson focused on mantram repetition and ways to decrease unhelpful
thoughts. Homework was reviewed, mantram repetition exercise was completed, and the next
week’s homework was assigned.

Week 5 Teleconference lesson focused on mantram repetition and the importance of having
pleasureable activities to decrease caregiver burden. Homework was reviewed, mantram
repetition exercise was completed, and the next week’s homework was assigned.





Week 6 Teleconference lesson focused on mantram repetition and goal-setting, focusing on how to
set clear goals. Homework was reviewed, mantram repetition exercise was completed, and the
next week’s homework was assigned.

Week 7: Teleconference lesson focused on mantram repetition and improving listening and assertive
communication skills. Homework was reviewed, mantram repetition exercise was completed, and
the next week’s homework was assigned.

Week 8: Face-to-face meeting was held and collection of post-course evaluations was completed for
termination of the group/class.

A typical call format included (1) welcoming members, (2) checking on their status, (3) follow-up on
practice assignments, and (4) answering questions. This was followed by introducing new content
from the course manual that all participants had received. Mantram repetition was then practiced
and assignments for the next week were reviewed.

Mantram repetition, as taught in this program, is used to describe a sacred word or phrase chosen
by an individual to redirect attention and initiate the “relaxation response.” Mantram repetition involves
two steps described by Benson (1983, 1996) as necessary for achieving relaxation: (1) silently repeating a
word or phrase while (2) disregarding any other thoughts or stimulus that intrude (Benson 1983; Benson
1993; Benson 1996). The benefits of frequently repeating a mantram include improving the caregiver’s
quality of life and his/her ability to care by learning relaxation skills (Bormann, Warren, Regalbuto et al.,
in review; Waelden & Thompson, 2004).

Cognitive-behavioral skills were integrated with mantram repetition to offer a more broadly based
repertoire of skills for managing stress and caregiver burden. The literature supports teaching cognitive-
behavioral skills to caregivers of patients with dementia (Coon, Thompson, Steffen, Sorocco & Gallaher-
Thompson, 2003; Marquez-Gonzalez et al., 2007; Etters, Goodall & Harrison, 2008). Caregivers were
asked to complete daily journaling to help them identify unhelpful/intrusive thoughts, to write clear goals
for planning pleasant activities, and to practice listening and assertive communication skills.

The teleconference family caregiver support program has continued since the first group in spring of
2000, led by the geriatriatry psychiatry unit’s nursing and social work team a minimum of two
times annually. There is an average of three to six participants for each group. Caregivers
continue to be seen with Veterans at regularly scheduled clinic appointments. This format for
teaching caregivers was very well-received. As described in the literature, providing support and
education to this target population in the form of small groups is most effective (Coon,
Thompson, Steffen, Sorocco & Gallaher-Thompson, 2003;Etters, Goodall, & Harrison, 2007,
Glueckauf et al., 2005) and the use of telecommunication provides a means to reach caregivers in
rural areas.

In summary, this psychoeducational support program for family caregivers of Veterans combined
evidence-based mantram repetition practice and cognitive-behavioral therapy (CBT) skills. The
cognitive-behavioral skills included identifying stressful events and setting behavioral goals.
Mantram repetition, slowing down, and one-pointed attention were taught and practiced as
strategies to improve relaxation and the caregiving experience. These were combined and
delivered via teleconferencing. Teleconferencing was the chosen delivery method because it
provided a solution to previous barriers voiced by caregivers in early face-to-face groups.

Date of Implementation: April 2006 to present

Adoption of the Innovation:

The VA San Diego Healthcare System (VASDHS) did not offer any groups for family caregivers
who provided care for Veterans with dementia, Alzheimer’s disease, or other neurodegenerative
conditions. Thus, an innovative plan was implemented by Katie Warren, MSN, NP, of the Geriatric
Psychiatry Outpatient Program. Her idea was based upon a designated need documented by the National
Dementia Steering Committee, review of professional literature (Annerstedt, Elmstahl, Ingvad &






Samuelsson, 2000; Crespo, Lopez & Zarit, 2005; Diwan, Gougham & Sachs, 2004; McConaghy &
Caltabiano, 2005), and anecdotal reports from family caregivers of Veterans diagnosed with dementia.
Katie Warren, MSN, NP, identified a gap in support services for family caregivers of Veterans
diagnosed with dementia. The gap existed between what the community offered and what the families
requested. Families receiving VA care wanted information that was specific to the VA’s benefits and
resources available to them, in addition to support and education related to their caregiving roles. The
community had a number of caregiver support groups which were more traditionally based and they
provided emotional support and education about how to provide physical care for persons with dementia.
These classes, however, did not provide any VA specific information. Thus, due to the VASDHS not
having any groups for caregivers and the community not providing adequate information for family
caregivers of Veterans, Ms. Warren, along with an interdisciplinary team including social workers and
research nurses, began to develop an educational/supportive group to meet VA family caregiver needs.
The customized program was based on (1) identified needs for an innovative program as cited by the
National Dementia Steering Committee, (2) informal conversations with family caregivers of Veterans
with dementia, and (3) the professional literature. Using a psychoeducational approach that focuses on
lessening perceived stress, caregiver burden, and supports coping, well-being and sense of self was
consistent with the literature (Gallaher-Thompson & Powers, 1997; Annerstedt, EImstahl, Ingvad &
Samuelsson, 2000; Hepburn, Tornatore, Center & Ostwald, 2001; Waelde, & Gallagher-Thompson, 2003;
McConaghy & Caltabiano, 2005; Crespo, Lopez & Zarit, 2005; Sanders, Ott, Kelber & Noonan, 2008).
The literature also suggested innovative telecommunication strategies for delivery of services, such as,
teleconferencing or internet connection, as a means for support giving (Ankri, Andrieu, Beaufils, Grand,
& Henrand, 2005; Rotondi, Sinkule & Sprin, 2005; Kleinpell & Avital, 2005; Lehmann, Mintz & Giacini,
2006; Wheeler & Waterhouse, 2006; ) Marquesz-Gonzalez, Losad, Izal, Oerez-Rojo & Montorio, 2007).

NURSING LEADERSHIP AND COLLABORATION:

Ms. Warren, along with an interdisciplinary team, developed the innovative approach described
above. The goal of this program was to provide family caregivers with strategies/methods they could use
to increase well-being and decrease caregiver burden. Teaching the use of mantram repetition along with
cognitive-behavioral skills via teleconference calls provided an opportunity to deliver a new model of
support and treatment for our target population: family caregivers of Veterans with dementia.

The development of this approach occurred when Katie Warren contacted Jill Bormann, PhD,
RN, who directs the Mantram Repetition for Rapid Relaxation stress management program at the
VASDHS. Together with Laura Regalbuto, LCSW, a social worker in the Geriatric Psychiatry Oupatient
program, they created a family caregiver group as part of a process improvement project. Robert West, an
administrative assistant, was also involved with developing an 8-week (90 minutes per week) face-to-face
group for family caregivers. Participants were evaluated on perceived stress levels, and results indicated
positive benefits.

Several problems to the face-to-face delivery were identified, however. Caregivers reported
having difficulty finding daycare for their loved ones while attending the group. Others described
transportation costs and lack of parking availability that made them late or caused them to miss meetings.
Some brought their loved ones with them, but found this distracting. They needed help to monitor their
loved one’s safety. All these issues prompted our team to find a way to ameliorate these problems.The
method selected was teleconferencing.

This teleconference delivery was successful due to the collaborative teamwork with nursing,
social work, research, and administration. Nurses and social workers had expertise in conducting both
mantram repetition and cognitive-behavioral skills classes. A research nurse provided the theoretical
background and expertise for organization and measurement of results. This project would not have been
possible without the administrative coordination for printing and making folders for participants,
purchasing equipment, setting up teleconferencing for the group, and coordinating planning meetings.





Although this effort was generated by Katie Warren, MSN, NP, who was the only staff nurse in
the geropsychiatry unit, it was supported by our nurse leaders, Chief Nurse Executive Janet Jones, EdD,
RN, and Associate Chief of Research/Nursing, Marty Shively, PhD, RN. Throughout the project,
outcomes data were collected as part of a funded Office of Nursing Service (ONS) pilot project led by Jill
Bormann, PhD, RN, Research Nurse Scientist. Additional staff who continue to implement the innovation
include Laura Regalbuto, LCSW, and Arlene Klinefelter, LCSW, who now each facilitate their own
caregiver teleconference support groups. We receive referrals from colleagues in all disciplines,
especially from those affiliated with the Geropsychiatric Unit.

Many nurses serve as mentors for and/or facilitators of the larger Mantram Repetition for Rapid
Relaxation program, which is included in this innovative program as well as other types of delivery
systems for teaching mantram repetition to Veterans and staff. All the nurses involved in the program
have disseminated information on its outcomes informally throughout the VASDHS over the past several
years. The evidence collected during the original process improvement project on the teleconference
family caregiver support program has been disseminated formally through research posters and/or
presentations at local, national, and even international meetings (see a sample list below). Dr. Bormann
has collaborated with colleagues from other disciplines and seeks to publish research in peer-reviewed
journals (see in review below).

Bormann, J., Warren, K. A., Regalbuto, L., Glaser, D., Kelly, A., Schnack, J., & Hinton, L. (in review). A
Spiritually-Based Caregiver Intervention with Telephone Delivery for Family Caregivers of Veterans
with Dementia, Journal of Family and Community Health.

Bormann, J., Warren, K., Regalbuto, L., Kelly, A., McQuaid, J. (2008). Tele-conference support for
Family Caregivers of Veterans with Dementia (Poster). VA HSR&D National Meeting,
“Implementation Across the Nation,” Baltimore, MD, February 13-15, 2008.

Warren, K., Bormann, J. E., McKibbin, C., Regalbuto, L., Glaser, D., McQuaid, J., West. R. (2007).
Feasibility of Family Caregiver Program Delivered With Telephone Conference Calls. (Poster) 10th
Annual Behavioral Health Conference and Resource Fair: Meeting of the Minds, San Diego, CA,
November 7, 2007.

Bormann, J. E. Warren, K., Regalbuto, L., Hinton, L., & West, R. (2006). Mantram Repetition in Family
Caregivers of Veterans. American Association for Geriatric Psychiatry Annual Meeting, San Juan,
Puerto Rico. March 12, 2006. (Poster).

Bormann, J. E., Warren, K., Regalbuto, L., Hinton, L., & West, R. (2006). Efficacy of mantram
Repetition for Family Caregivers of Veterans. VA Office of Care Coordination Conference,
Bethesda, MD. January 25-27, 2006. (Poster).

SCOPE OF INTIATIVE

This initiative most clearly impacts mental health as an area of care. The program enhances care
for the Veteran and his/her family who are distressed from living with dementia. The strategies
implemented provide necessary support for the family caregivers, which impacts how they provide care to
the Veteran, and potentially lessens the level of caregiver burden. Through participation in the the
psychoeducation class teaching mantram repetition and cognitive-behavioral skills, family caregivers can
be more successful—and can feel more successful— with how they provide care to the Veteran. Family
members can also increase their sense of well-being. Mental health content included skills to decrease
stress, limit cognitive distortions, set goals, and improve communication skills. Each of these affects how
the caregiver perceives events and how they care for the Veteran.

Additionally, this initiative impacts access to care. Participating caregivers lived between 10 and
150 miles from the medical center. The format and method of delivering the program improved access for
caregivers who found it difficult to attend more traditionally delivered support/psychoeducational
programs. Although San Diego, California is not primarily a rural setting, the VASDHS does have a very
broad catchment area from the Mexican border on the south to Orange County in the north and west from





the the Pacific Ocean to the Arizona border in the East. This is a total area of approximately 8,000 square
miles.

The initiative improved the quality of services to caregivers of Veterans with the diagnosis of
dementia first, by developing the program, and next, by overcoming barriers the caregivers identified.
These included difficulty finding supervision for the Veteran while attending the group, lack of and/or
cost of transportation, poor parking availability, and the distraction/worry for their loved one’s safety.
Satisfaction was also improved by meeting the caregivers’ needs through the teleconferencing format.

This shows evidence of support for innovative strategies to improve access to care, safety, and
patient and family satisfaction. For example, one caregiver lived 160 miles away and would not have been
able to participate in the former, standard face-to-face format. For safety concerns, Veterans with
dementia are not being left in waiting rooms or with unknown caregivers. Satisfaction is enhanced
because of cost and time savings for family and patients. This project addresses the Vision 2020 VHA
“Goal of Optimizing use of ... technology for benefits of Veterans. ... Using state of the art electronic
tools to improve quality of care for our Veterans” (VHA, 2003, p.12).

This innovative plan definitely supports the facility, VISN and VA National goals to improve
access to care and to optimize the use of healthcare information/technology by using teleconferencing to
provide this service to caregivers. As previously stated, this plan also meets the National Dementia
Steering Committee’s recommendation to provide support for caregivers, who manage care for Veterans
with dementia.

IMPACT

This initiative has impacted process improvement as documented by family caregiver evaluations
and reports during follow-up support sessions. Results of the program demonstrated significant decreases
in caregiver burden as well as perceived stress, rumination, and depression. There were also significant
increases in quality of life. The Client Satisfaction Questionnaire was used to evaluate the program and
results were “high” satisfaction for the majority of the participants. In addition, the program continues.

We have demonstrated measurable long-term integration into the system with ongoing
teleconferencing support groups for family caregivers who continue to meet twice a month. Family
caregivers continue to verbalize appreciation of these follow-up groups, where they are able to obtain
support, reinforce their mantram repetition practice, and apply the education and information received
that is related to the care and management of their care recipients. The groups are run by social work
and/or nursing.

An adaptation of this teleconference delivery method was employed to offer a stress management
(mantram repetition) program to OIF/OEF Veterans in January 2009. And although we have not yet
offered it to OEF/OIF Veterans with Traumatic Brain Injuries (TBI), we believe the same type of model
would be useful to family caregivers of Veterans with TBI. It has potential to be implemented VHA-
wide.

In summary, Teleconference Support for Family Caregivers of Veterans with Dementia program
is an example of an innovative, nurse-led, evidenced-based initiative that positively impacts the mental
health of Veterans and their families. It is cost and time efficient for the family and patient. There is little
or no travel time or cost and no cost for respite care of the Veteran with dementia for this ongoing support
program to decrease stress related to family caregiving.
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Office of Nursing Services Innovation Award
Professional Practice Environment for Nursing Excellence

Expanding Services in Rural Homecare:
Point of Care Testing for Anticoagulation Management

Summary of Initiative: It is estimated that 3 million VVeterans enrolled in the VA Healthcare
System reside in remote or rural areas, many of which are located in the state of Pennsylvania
(Department of Veterans Affairs Office of Rural Health, 2007). Unfortunately, this geographical
location can often be associated with poor overall health status depending on the availability of
quality healthcare (Forbes & Janzen, 2004). Homecare in remote areas is especially challenging
when weather and terrain combine to further isolate the Veteran. In order to improve accessibility
to healthcare for its rural Veteran population, The VA Pittsburgh Healthcare System (VAPHS)
elected to expand homecare services to include Veterans receiving primary care through the
Greensburg Community Based Outpatient Clinic (CBOC). The Home Based Primary Care
(HBPC) expansion utilized a Tailored Care model in which Veterans received HBPC Nurse Case
Management in the home, but continued to receive primary care services from their Greensburg
CBOC provider. The overall goals of this rural health expansion were to improve healthcare
accessibility for Veterans in this rural area, improve the quality of life, maintain healthcare
stability through long term, consistent chronic disease management in the home, and decrease
skyrocketing healthcare costs associated with acute care admissions. In addition the general
expansion of HBPC program services supported the VA Pittsburgh Healthcare System's Strategic
Plan for the growth of Non-Institutionalized Care.

Among the many benefits of this collaboration are the various home health services provided to
rural Veterans in the comfort of their own homes. Perhaps the most significant and unique service
provided by HBPC is the nurse driven anticoagulation management program for Veterans
receiving oral anticoagulation therapy (OAT). This program positively impacts Veteran
outcomes, provides the highest Veteran/caregiver satisfaction, and the greatest opportunity for
providing ongoing Veteran/caregiver education about anticoagulation management. The
combination of these two innovative programs successfully delivers quality care to Veterans by
utilizing the latest technology for real time medical management. From a nursing perspective,
HBPC nurses are given the opportunity to be actively involved in this healthcare innovation. This
arrangement allows nurses to practice independently and creatively, promoting their autonomy,
and encouraging a culture of shared governance within HBPC (Manojlovich, 2007).

Date of Implementation: September 1, 2008

Adoption of Innovation: Researchers have studied disparities in the rural health experience for
several years, including articles specifically targeting Veterans (Hartman, 2007). One study
concluded that compared to Veterans living in urban and suburban areas, those residing in rural
locations viewed themselves as having a lower health-related quality of life, and in poorer general
health (Weeks et al, 2004). Difficulty accessing healthcare due to distance, issues with
transportation, and physical impairment are cited as the most common barriers for rural residents
(Forbes & Janzen, 2004). With these factors in mind, the VAPHS HBPC Program proposed a
pilot program in February 2008 to expand their homecare services to the Greensburg CBOC. This
plan was in response to the Department of Veterans Affairs Office of Rural Health, and the VA
Strategic Plan to expand community services. This innovative program would enable HBPC to
significantly extend their catchment area by 55 miles from the Highland Drive Division, while
providing chronic disease management to Veterans in Westmoreland County and surrounding
rural areas.





In order to adapt the HBPC homecare model for Veterans in rural areas, the HBPC Nurse
Manager referenced conclusions from various resources. The study by Dr.Weeks (2004)
concluded that the Veterans in rural areas were older, and had more medical and physical
conditions than mental health and behavioral needs. With this knowledge, the emphasis of care
would be age specific geriatric competencies, and monitoring chronic disease by adapting a
Chronic Disease Management Model. Veteran/caregiver education would focus on an older
population and include maintaining quality of life with a chronic illness.

The HBPC team implemented a Taiored Care model at the Greensburg CBOC to those Veterans
requiring chronic disease management and were unable to attend clinic visits on a regular basis.
HBPC nurses collaborated with the Greensburg CBOC Physicians, Nurse Practitioners, Physician
Assistants, Dietitian, and Social Worker to develop an individualized treatment plan for in home
services. Initially the HBPC nurses visited Veterans residing within a 30 mile radius of the clinic.
The Veterans would already be enrolled at the CBOC for Primary Care, continue to be medically
managed by their primary care provider at that location, and be physically seen at the clinic every
six months. The HBPC nurses offered Nurse Case Management services in the home, providing a
multitude of interventions that may or may not be offered at the CBOC. Examples of these
services include: medication management to assess compliance and fill pill boxes, blood pressure
monitoring, assessment of chronic conditions such as Congestive Heart Failure (CHF) and
Chronic Obstructive Pulmonary Disease (COPD), obtaining regular lab specimens, administering
regular injections such as B12, and foley catheter changes. The nurses would also provide
instruction to the Veteran and caregiver for the use of glucometers, blood pressure cuffs, and
other equipment that were mailed to the home. The HBPC nurses were trained and certified in the
GU clinic at University Drive (UD) to give Zolodex injections in the home. The above
intervention saves the Veterans a trip to the UD GU clinic every three months. This is especially
helpful to the Veterans as it is usually a very long drive.

The most significant and convenient service that is made accessible to the Veterans in rural areas
is the HBPC nurse driven anticoagulation management program for those on oral anticoagulation
therapy (OAT). This is especially valuable to the Veterans who had difficulty attending their
outpatient appointments for frequent blood work and/or Warfarin adjustments. Strict
anticoagulation monitoring and control is essential for the patient to maintain a therapeutic
International Normalized Ratio (INR) level and prevent injuries and accidents (Green et al, 2008).
Anticoagulation in the home allows nurses to do INR point of care testing (POCT), have the
result in minutes, and call this result to the provider for a Warfarin dose adjustment. Since the
HBPC nurse is in the home, she is able to adjust the Warfarin, provide education, and assess
Veteran/caregiver understanding. The VAPHS uses Roche Coagucheck S devices, and tests have
demonstrated that this device produces reliable results comparable to standard laboratory values
(Green et al, 2008).

Although the HBPC nurse-driven anticoagulation management program has been used by HBPC
for the past decade, this is a new concept for the Greensburg CBOC. In addition, the VAPHS
HBPC program is the only program in VISN 4 to use POCT for obtaining INRs in the home. The
VAPHS is also the only facility in VISN 4 to offer an anticoagulation certification program for
RNs to make the Warfarin adjustments independently in the patient’s home, without having to
consult the provider. Currently HBPC has two nurses who are fully certified, and two more are in
training in the Anticoagulation Clinic under the supervision of Pharmacists.

The first HBPC VHAPS RN was trained in the UD Anticoagulation Clinic in 1991.
Anticoagulation training requires that the nurse sees 75 Veterans in the anticoagulation clinic and
in the home. A specific number of these Veterans must be new starts on Warfarin as well as





medically complex cases. Examples include Veterans with a high bleeding risk index, a
psychiatric diagnosis or dementia, non-compliant with taking medications, or Veterans who drink
alcohol sporadically. After the Veteran requirements are met, the RN then must pass an extremely
detailed written and oral exam given by the HBPC Medical Director. After passing both tests
successfully the RN becomes certified by the anticoagulation clinic to adjust the Warfarin dosage
in the home based on the POCT INR result. This enables the nurse to provide verbal and written
instructions on dose changes, and to change the dose in the Veteran’s pill box if they are being
seen for medication management. Anticoagulation education can be provided and assessed for
understanding at the time. This process dramatically decreases the turn around time from INR
result to dosage change if necessary, which would ordinarily depend on how quickly the nurse
could transport the specimen to the lab. The lab would inform the provider of the result, and the
provider would notify the Veteran or the nurse of any changes. The reduced time in obtaining a
result can be critical for patients receiving Warfarin for Atrial fibrillation and a history of CVA,
as a low INR can be an associated with an increased frequency and severity of stroke (Green et al,
2008).

Nursing Leadership and Collaboration: The plan to expand services to the Greensburg CBOC
was presented at the Community Based Care (CBC) Professional Practice Council meeting. A
small workgroup of nurses was formed to identify the specific services and procedures that would
be offered to the rural Veterans. A list of supplies was compiled, such as laptop computers with
air cards, cell phones, pagers and Coagucheck machines, and other supplies routinely carried by
the HBPC nurses. It was decided that the two nurses would attend Interdisciplinary Treatment
Team Meetings at the Highland Drive Division twice monthly to keep informed of administrative
issues, and to obtain supplies if needed.

HBPC Staff conducted a meeting at the CBOC with the Physicians, Nurse Practitioners,
Physician Assistants, the Social Worker, lab techs, and support staff for a presentation of our
program, and the services provided to the Greensburg patients. The HBPC Nurse Manager,
Community Based Care Business Manager, VAPHS contract specialist, and a nurse from Quality
and Patient Safety accompanied the Medical Director on this initial visit. The presentation
included an overview of the HBPC program and the specific skilled care that would be given in
the home. The Nurse Manager gave an explanation of our POCT INR program and how HBPC
managed anticoagulation patients. Issues such as available office space in the clinic, procedure
for entering consults for HBPC nurses, and communication with providers were addressed. Some
of the VAPHS and HBPC policies were discussed so the CBOC would know our expectations, as
their operations were managed by a community healthcare company.

The Medical Director, Program Director, and Nurse Manager reviewed VAPHS and HBPC
policies to ensure that the nurses were practicing within their scope. Two policies were updated to
incorporate CBOC procedures; the Reporting of Critical Results and Screens policy and the
Anticoagulation Management policy. The collaboration of provider and nursing staff from HBPC
and the Greensburg Clinic exemplifies the importance of care coordination across many
healthcare venues to achieve successful outcomes.

The second meeting was held at the CBOC with the clinic providers present. The program was
presented again, and the goals and expectations of the collaboration were clarified. The nurse
driven anticoagulation management program was presented in detail and a procedure was
developed that satisfied both areas. The procedure would be that the HBPC nurses would call the
CBOC Nurse Manager on a dedicated cell phone provided by HBPC. The HBPC nurse would
give the POCT INR results to the CBOC Nurse Manager, who would use the write down, read
back process, and then give the results to the Medical Director. The CBOC Medical Director is





responsible for all anticoagulation management, and is the contact for all INR results. The
Medical Director would then call the HBPC nurse with any change in Warfarin dose, and the
nurse could then educate the patient regarding the dose change, change the dose in the Veteran's
pill boxes, review the general anticoagulation education, and assess for understanding.
Documentation of the encounter would be completed within 24 hours. If the nurse obtained an
INR result of 4 or greater, she would obtain a venous specimen and transport it to the Greensburg
lab. The provider would be notified within one hour of the critical result by the same procedure,
then the correlation by the UD Lab.

The experience of blending the VAPHS HBPC services, policies, and staff with the contract
managed CBOC were described in a power point presentation at a Nursing Grand Rounds in
October of 2008 called “There’s No Place Like Home." This highlighted the nurse driven
anticoagulation management program, and how it has helped the rural, homebound Veteran to
have access to a unique service within VA homecare.

The Nurse Manager is preparing a poster of this experience and the improved patient outcomes
for the HBPC National Face to Face Conference in November 2009. As always, the INR results
are analyzed and presented at the pharmacy DUE Committee meeting. More presentations are in
the planning stage, as this program is so new to VAPHS.

Scope of Initiative

The scope of the nurse driven anticoagulation management program has influenced and improved
care in numerous areas, ranging from the HBPC program, Anticoagulation Clinic, laboratory
services, the Medical Center overall, and the CBOCs. Since Anticoagulation Management is such
an innovative program, HBPC leadership has reached beyond the VISN and is sharing the
procedures and Veteran outcomes with other VA facilities nation wide who are interested in
starting a similar program. Benchmarking with these facilities is planned when their programs are
instituted and they have sufficient data.

According to CBOC documentation, there were 16 no show appointments for 6 OAT Veterans.
Providing POCT for INR results in the patient’s home has eliminated no show appointments. The
Veteran does not have to cope with complex transportation issues, and therefore increases patient
satisfaction. This also provides slots for other Veterans’ appointments.

At the facility level POCT INR saves the HBPC nurses travel to the lab at the CBOC, HD or UD,
unless a critical level is obtained, of which there were three in this timeframe. It saved $660.00 in
mileage funds, at an average of 30 miles for 40 lab specimens at $.55/mile. It decreases
laboratory workload and time at both the CBOC and UD Labs and provides additional savings.

At the VISN and national level, the HBPC Medical Director and Nurse Manager presented the
nurse driven anticoagulation management program policies and procedures when they
participated in an Anticoagulation Therapy Management workgroup and Health Failure Effect
Mode Analysis (HFEMA) at both the facility and VISN 4 level. The HBPC anticoagulation
management program was showcased, and HBPC procedures were compared with the VAPHS
and other facilities. The VAPHS needed the addition of a procedure for patient refusal of a
venous blood sample for a critical result of 4 or greater. The Nurse Manager, Medical Director
and HBPC Clinical Pharmacist developed procedures that were included in the VAPHS policy
and were in conjunction with VHA Directive 2009-003, Anticoagulation Therapy Management.

Impact: Expanding home care to the rural Veterans of the CBOC has produced some impressive
results. A total of six OAT Veteran charts were reviewed and data collected for one year before





HBPC visits, from 9-17-07 to 9-22-08 and from the time HBPC nurses began POCT for INRs.
There was measurable improvement in several areas.

Number of Therapeutic Number of No Shows Patient stated
Visits INR Dose Changes | For Appt. Wrong Dose
9-17-07-
9-22-08 82 36 29 16 21
9-22-08-
4-13-09 43 29 11 0 3

INRs were in the therapeutic range 44% of the time during the 82 CBOC visits.
INRs were in the therapeutic range 67% of the time during the POCT home visits.
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Percentage of Therapeutic INRs Before . . Sy
’ and Aftef POCT The HBPC census has increased by 30, which aids in

increasing the Network Census to meet Transformational
Measure # 4. The program has contributed to a reduction in

B Therapeutic Bed Days of Care for the facility
INRs Before
POCT As the program is still young, all indications of Veteran and
nurse satisfaction are anecdotal. The CBOC patients and nurses
m Therapeutic expressed high satisfaction in their experience of care with the
INRs After POCT INR process. All six Veterans monitored for OAT have
POCT expressed high satisfaction with the in home process, the quick

turn around time, and especially not having to travel 30 plus
L miles to the CBOC. Veterans and their families have expressed
satisfaction with the individualized anticoagulation education,

and extra time spent with the patient to ensure understanding.
Patients and nurses appreciate the technology of readily available information from the laptop
computers. The nurses are satisfied with the elimination of traveling to the CBOC lab. The
opportunity to practice independently in the field is a great benefit for the nurses, who have
embraced the challenge. The CBOC Medical Director has expressed high satisfaction with the
POCT process. Veterans previously difficult to manage on OAT have better outcomes with
POCT supported by individualized education provided in the home. A formal satisfaction survey
is planned and will be conducted annually.

This innovative pilot program has had an impact on many Nurse Sensitive Quality Indicators for
home care (Robert Johnson Foundation, 2009). The timely initiation of care is evident in the
decreased turnaround time from INR reporting to dose change which previously could be up to 24
hours and is now within 1 hour per policy. The increase in the therapeutic INR results since home
visits started can be attributed to the individualized Veteran/caregiver education and medication
management. The education component has had an effect on the number of patient stated
incorrect doses of Warfarin, reducing them significantly, and preventing injury, bleeding, and
thrombosis. Veteran/family and nurse satisfaction is evident as previously stated.

Initiating access to Home Based Primary Care services for the rural Veteran population was a
timely and successful innovation. The addition of the Nurse driven anticoagulation model only
increases the likelihood of positive Veteran healthcare outcomes. Promoting a culture of
independent nursing practice encourages innovation and satisfaction. In conclusion,
Anticoagulation management in the home exemplifies collaborative nursing practice while
promoting positive healthcare outcomes for the rural Veteran population.
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ONS Innovations Award Program
Road to Hope — Transition from Battlefield to Homefront: Nursing Led Initiative to Provide
Seamless Transition for OEF/OIF Veteran Combating Homelessness

Summary of Initiative: “I want to help. | want to give back”. These are the words spoken by Operation Iraqi
Freedom Veteran, Frederick Johnson.* Mr. Johnson is the founder of the “HEROES Today” — a Pittsburgh
based volunteer organization begun to help the returning soldiers of the OEF/OIF conflict. He is one of the
thousands of Veterans who over the years have come through the VA’s homeless program since passage of the
McKinney Vento Homeless Assistance Act of 1987. The first Pittsburgh VA homeless programming began with
clinicians performing outreach into the community through the Healthcare for Homeless Veterans (HCHV)
program; it has grown into a program joining with several community partners to offer over 100 transitional
beds in three distributed community sites: rural, suburban and urban. In addition, the VA HCHV HUD VASH
Section 8 voucher program offers permanent housing to our Veterans and their families.

We describe two innovations developed within the last two years to enhance our communication with Veterans.
First, we added services and coordinated with the OEF/OIF Clinic to form a comprehensive outreach program.
The initiative to be proactive in reaching all OEF/OIF Veterans is a crucial goal for the HCHV program for
preventing homelessness. Second, we have integrated computer technology into our existing communication
network. We founded “a virtual community” (an online blog) for our clients to interact with our staff,
collaborated on a You-tube video, and obtained funding to provide internet access & personal computers in our
housing facility for the residents’ use. Date of Implementation: September 2007.

Adoption of the Innovation

* Innovation Implemented in Response to Designated Organizational Need. Thousands of men and
women return from serving in the military each and everyday. When they come home, they face the
transition from combat to civilian life. Emotional, social, and role identification are in flux. Homelessness is
a rapidly growing phenomenon among Veterans, and it has been shown that it dramatically increases the
incidence of substance abuse, mental health symptoms, and even suicide. Today, many service members
have experienced multiple deployments that have lasted more than 6 months at a time. Locally, VAPHS had
served 6,178 OEF/OIF Veterans at last count. While it is the goal of our HCHV program to reach all
Veterans, we have included a concentrated proactive homeless prevention focus that is aligned with the
goals of VAPHS locally and VHA nationally in providing optimal healthcare for OEF/OIF Veterans.
Additionally, many of the younger Veterans are accustomed to electronic communication (email, blogging,
etc), and they may not be reached by traditional outreach methods. In response to this need, we incorporated
virtual technology and expanded computer resources for our residents. This form of electronic
communication improves access to healthcare for Veterans, especially for those who live in rural areas.

*  Professional Literature/Evidence used to Design/Modify Innovation. Homelessness impacts an
individual’s sense of self, place and belonging and is aptly referred to as an experience of displacement.
Behaviors disrupted by homelessness include health-related decisions/ behaviors, self-management skills,
and social and functional skills relevant to community life and employment (Barr et al., 2003; Wagner,
1998). Positive screens for depression, generalized anxiety, and PTSD are estimated between 15-17% for
troops returning from Iraq. There is evidence to suggest that Veterans returning from Irag seek out mental
health services at higher rates than those returning from other conflicts (CRS report to Congress). Nursing
has a vested interest and critical leadership role in proactively addressing the complex healthcare and quality
of life issues identified as high risk for our returning Veterans (see for example Vandermark, 2007).
Furthermore, an extensive review of scholarly literature revealed that virtual communities are not yet being
used for homeless Veterans in transitional housing. Research from North East Program Evaluation Center
(NEPEC), Community Homelessness Assessment Local Education Networking Groups (CHALENG), and
Center for Accreditation for Rehabilitative Facilities (CARF) indicates that effective communication is
crucial to the HCHV program. CARF identified communication as a key barrier to a program’s ability to
reach out to the community and all Veterans with information for accessing services. Our decisions to target
coordination for OEF/OIF Veterans and to implement novel electronic communication strategies were based
on the importance of communication, the sobering research on the impact of homelessness, and the shift in
our clientele towards a younger, more technically oriented population.

* Innovation Customized to Fit Organizational Needs. A number of factors drive the success of healthcare
programs; however, the HCHV Program team agreed that together we needed to increase our outreach and





o The OEF/OIF team social worker spoke at an annual HCHV Community Health CHALENG
Meeting.

0 The HCHYV clinical team members collaborated with the OEF/OIF clinical team, streamlining and
significantly redesigning our intake procedures to maximize our coverage of this Veteran
population.

0 The HCHV grant and per diem liaison social worker and the Nurse Coordinator collaborated with
the Shepherd’s Heart Fellowship (one of our community partners: a Veterans’ Home located within
the area) in creating a video that appears on You Tube to reach out to our Veterans.

0 In order to reach more Veterans, especially our returning OEF/OIF Veterans, we established a
“virtual community” (see M/Cyclopedia of New Media reference) at our transitional housing
programs. This required leasing web hosting services, establishing domain names for the respective
housing sites, and utilizing open source content management software to create the websites. The
web sites require each member to register and receive administrative approval before they can enter
for security purposes. Structurally, the web site provides each member a personal blog.

Other efforts included sponsoring a “Stand Down”, a grand outreach by the entire HCHV clinical team to
the community and its Veterans, outreach to VA satellite sites, communication with our VA homeless
programs within the VISN, and sponsoring a grant and per diem training workshop at the VA for
community providers and Veterans in the region.

Innovation Uses Creative, Unique or Inventive Approach or Adaptation. To achieve an unprecedented
level of involvement, interaction, and an ongoing quality improvement feedback loop with our stakeholders,
we have pioneered and championed the use of virtual communities in the management of transitional
housing programs. One particularly creative effort is our collaboration in the creation of a You-Tube video
(http://www.youtube.com/watch?v=TmY AcPSK5-), entering the arena where our targeted population is
most likely to encounter us. Employing cinematography, music, and the editing and integration of dialogue,
our product is in a different medium than is usually employed in outreach. It has dramatically widened our
exposure to Veterans who might be helped by our services.

Nursing Leadership and Collaboration

*

Nurse Participation in Development/Implementation of Initiative. The HCHV Program Coordinator, a
master’s level nurse, provided leadership in initiating and leading the process of streamlining the OEF/OIF
and HCHV programs. She also serves on many community organizations and committees throughout the
community, including: (1) Serving as a member of the Allegheny County Department of Human
Service/Office of Community Services Community Services Advisory Council; (2) Serving on the newly
formed Allegheny ONTRACK Initiative Advisory Board; (3) Initiating the “Veterans Giving Back
Program” where formerly homeless Veterans volunteer their time to help with the homeless shelter (four of
these Veterans were hired for full-time employment with community agencies through their volunteer
efforts); and (4) Serving on other committees throughout the community including a treatment team meeting
with a homeless medical and behavioral health outreach team in the city, Operation Safety Net of Mercy
Hospital and a Health and Delivery System Committee with other community partners.

Staff Nurses Participated in Implementation of Initiative Through a Wider Nursing Governance
Structure. In our small program, rather than communicating through formally scheduled structures,
leadership endorses a culture of shared decision-making and governance. This is accomplished by
constantly and genuinely soliciting input from all staff nurses, respecting their ideas and experiences, and
translating staff nurses’ suggestions and ideas into program innovations. Staff nurses appreciate being
approached and respond by actively contributing to program development and improvement.

Innovation Demonstrates Collaboration, Teamwork and/or Multidisciplinary Involvement. The
success of our program depends on ongoing interdisciplinary collaboration within and between multiple
programs at VAPHS. Furthermore, creative collaboration with our community agencies is a major tool for
reaching the homeless Veterans in many communities and rural areas. The HCHV team of clinicians
collaborates with the community on a daily basis in outreach efforts, housing placements, and attending
collaborative meetings. These community partners include the county agencies, local and regional hospitals,
prisons, private and faith based agencies, Veterans Leadership Program and HEROES Today. The entire
effort to refine the OEF/OIF and HCHV programming consisted of collaboration between the two teams
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from the outset to the final design of our newly integrated program. Other examples of collaboration include
the following: (1) Nursing leadership implemented a multidisciplinary evaluation committee to evaluate
referrals to the HUD/VASH program, including representatives from social work, nursing, and psychology;
(2) Nursing collaborates with the psychologist in the Comprehensive Homeless Program to insure a prompt
response for Veterans requiring mental health treatment; (3) Integrating computer technology required a
paradigm shift through training and collaboration between HCHV staff, our community partners at Veterans
Place and Shepherd’s Heart Veterans home; internet services, funding sources through local veterans service
organizations as well as providing the necessary support and training of the residents at the respective
facilities.

Nurses have Disseminated Findings. 5/13/09 CHALENG Meeting was dedicated to OEF/OIF veterans.
The Nurse Coordinator presented a workshop in June 2008 at the National Homeless Veterans Coalition’s
annual conference in Washington, D.C. discussing what the HCHV program was doing to be proactive in
preventing homelessness in the OEF/OIF returning Veterans. This outreach on the national level to VA and
community providers helped in communicating what programming is being offered through VA Pittsburgh,
specifically in the OEF/OIF and HCHV Programs (or under the umbrella of OEF/OIF and HCHV
Programs). The Nurse Coordinator developed a poster presentation of the services offered with the HCHV
program and presented this at the 2007 National 20" Anniversary Homeless Conference in San Diego,
California. The Nurse Coordinator incorporated the media of radio and video, presenting information on the
radio through a talk show forum in December 2007 and participated in a documentary on homeless Veterans
and VA HCHYV services with SOHO films in the fall of 2007. This documentary was filmed for the
“Discovery” Channel.

Scope of Initiative

*

Initiative Impacts One of More Strategies in a Single Area. Regarding the single area of homelessness,
we have modified several strategies. In efforts to proactively reduce the impact of homelessness, we (1)
collaborated with the OEF/OIF clinic to assist returning Veterans in entering our healthcare system; and (2)
employed electronic communication and virtual communities to broaden and deepen our outreach to these
and other Veterans. Transition and change are a challenge on any level; to the individual returning from
combat our services must be transparent and in place so as to avoid a cascade of sequelae that may result
from homelessness. The homeless experience, as noted, includes a sense of displacement; and, subsequently
impacts the ability to attain a meaningful role in society. The impact reaches far deeper into the physical,
psychiatric and psycho-social parameters entertaining a paradigm shift in exploring strategies and
subsequent innovative treatment is essential.

Initiative Impacts One or More Strategies in Multiple Areas. Homelessness, helplessness, loneliness,
fear, pain and abandonment may lead to challenges for Veterans in multiple areas. Homeless clients are
more vulnerable than others to substance abuse, physical abuse, depression, anxiety and exacerbation of
physical illness. The marriage of technology and collaboration of programs include the Domiciliary, Center
for Treatment of Addictive Disorders and Behavioral Health. As well, a dedicated blog for those suffering
from the impact of combat and their subsequent homelessness is powerful in its ability to reach out to
numerous Veterans with services heretofore not imagined. Addressing these areas, our innovations have
reduced delays in access to mental health and physical health care, improved rapid diagnosis and
intervention for substance abuse, and reduced the likelihood of physical abuse.

Initiative Impacts One of More Strategies Facility Wide. Our strategy is to collaborate with all programs
throughout VA Pittsburgh in multiple ways to assist our Veterans, improving awareness and access to care,
and in every way possible improving their healthcare. Working closely with the Domiciliary, The Center for
Treatment of Addictive Disorders, Compensated Work Therapy, Incentive Therapy, Behavioral Health
Clinics and Primary Care to include Women's Health, we have a facility-wide impact on the care that
homeless Veterans receive.

Initiative Impacts One or More Strategies VISN Wide. The HCHV program implements the national and
VISN policies for assessment of suicide risk, preventing suicide and self-harming among Veterans. Our
program’s innovative approaches include collaborations both facility and community wide. In addition,
demonstrated improved access to care is the model for programs throughout our VISN. The proactive effort
here is to assist returning troops as they adjust to Veteran status. The VISN is aware of the complications of
this war to include TBI and the challenges these Veterans face upon return to the ‘civilian world'. Thus, from
clerical level to clinical level, the VISN understands unique issues each Veteran faces and assists them in
obtaining resources necessary to promote healing and returning home. The past teaches us that leaving
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Impact
* Demonstrated Measurable Process Improvement. A number of demonstrated measureable process
improvements have been accomplished, among which are:
0 HCHV CRNP and OEF/OIF RN have weekly telephone discussions (this is a minimum; more
consultations are held when needed.)
o0 For a Veteran seeking service there is no "wrong door" as there is a collegial and collaborative
multi-disciplinary process. This includes transitional and permanent housing as well.
0 Veterans are using our blog on a regular basis.

. . VP/SHVH Virtual Community Survey Results
Graph to right documents first month ;
of blog use. g 8
e Veterans Place (VP) — 28 total £ ° Ve
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* Demonstrated Measurable Impact on Patient/Staff Satisfaction. We have found significant benefits in
the use of virtual communities in the management of transitional housing programs. It is important to note
the paucity of academic journal research on this subject matter to provide comparative data & guidance. We
can ascertain from blog journals and direct feedback from residents the following assessments of the virtual
communities:

o Feelings of membership and feelings of empowerment.

e Integration and fulfillment of needs and shared emotional connection.

e Improved networking and improved computer skill development.

e Assist in minimization of isolation, which may decrease depressive symptoms.
The integration of virtual communities in the management of transitional housing programs for homeless
Veterans has tremendous potential to empower and offer real partnership with the residents and allied
support services. Our virtual application has already demonstrated improvement in VAPHS Veteran's
computer skills, development of a community identity, sharing of information and input in program
development. Since the web site is modular, we plan to offer online psycho-educational training, include the
participation of Vocational Rehab staff for career development and provide a wide array of surveys that can
be targeted for ongoing process improvements in the program. The application of virtual communities in
transitional housing is a paradigm shift for health care workers that deliver services dynamically in a
synergistic relationship with our customers. This transition will require ongoing orientation and training for
it to successfully integrate with existing models of care.
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Demonstrated Measurable Long-Term Integration into Structures and Processes. The HCHV program has
been in existence for over twenty years continuing to offer services for homeless Veterans. Funding is stable and
an established part of our organization. Through the research efforts of CHALENG and NEPEC, the needs of
homeless Veterans have been identified. The integration of additional transitional and permanent housing case
management programs has been established to help Veterans. The two innovations discussed in this paper are
now an established part of our practice and demonstrate promise for long term integration. In addition, a domino
effect extending beyond the direct services of VAPHS has been realized in that one of our formally homeless
OEF/OIF Veteran, Mr. Johnson, founded “HEROES Today”. This Pittsburgh based volunteer organization
offers support and help to the returning solders of the OEF/OIF conflict.

The following are Veterans Satisfaction Survey results randomly taken January 2009.

Number of Responses

Q1: How would you rate the information

Overall Veterans' Satisfaction Survey provided by the HCHV staff about HCHV

Feedback services?
Q2: How would you rate the services by

HCHV staff as far as helping you with your
particular housing or employment/income
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o (6} o (6)] o (6)]
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B Excellent concerns?

B Above Average || Q3: We would like HCHV Veterans to play an
active role in achieving their goals. To what
extent did staff listen to you and consider your
input?

Q4: How would you rate the amount of respect
Ol Q2 Q3 Q4 Q5 and courtesy afforded you by HCHYV staff?

Q5: How would you rate your satisfaction with
being able to access or obtain HCHV services?

O Average
O Below Average

Question

*  Demonstrated Measureable Impact on Nursing-Sensitive Quality Indicators and Patient Outcomes.
While the formal nurse-sensitive indicators identified by the National Quality Forum are not specifically
measured in our patient population, the HCHV programmatic performance standards are part of the VA
National Homeless Performance Measures where access to mental health services is a priority. This entails
the timely delivery of mental health, SUD, and primary care services to Veterans: upon contact with them,
upon admission into housing and upon discharge from housing for follow-up. Nursing staff, along with the
interdisciplinary team consistently meet these measures and surpass the benchmark. For example:

(0]

Measure 1a, Indicator Statement: Percent of eligible homeless Veterans with intake interview who
receive timely MH or SUD specialty services (the definition of timely is within 30 days before or 60
days after). Note, the numerator is Veterans in the denominator who receive timely MH or SUD
specialty care and the denominator is Veterans identified by intake interview as homeless or at
imminent risk of homelessness that are eligible for VHA healthcare and indicate an interest in
receiving VA psychiatric or substance abuse services. The benchmark is 94%. For the month of
February 2009, we were at 100%.

Measure 1c. Indicator Statement:Percent of homeless Veterans entering a homeless residential
program who receive timely Primary Care services. The numerator is the number of Veterans from
the denominator who receive timely Primary Care expected to include a detailed history and
physical. The denominator is the number of homeless Veterans who enter a Contract Residential
Care for Homeless Veterans or Grant and Per Diem homeless program and have a length of stay of
at least 7 days. The benchmark is 91%. For the month of January 2009, we were at 100%.

In conclusion, we have collaborated across disciplines, streamlined access to OEF/OIF services, and
integrated electronic communication to improve access to care. Our new programming — reaching veterans
who have the most difficulty with access and are among the most vulnerable — reflects our commitment to
the vision described by Abraham Lincoln: “To care for him who shall have borne the battle and for the
widow and his orphan.”
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Title: The Patient Access Center

Summary of Initiative: The Patient Access Center (PAC) was officially created in March, 2008 with the
intent to improve patient access to VA Puget Sound Health Care System (VAPSHCS). Admissions,
complicated discharges, and interfacility transfers united under one nurse manager to accomplish this task
with the overriding objective to improve access to care, placing the veteran and his or her needs at the
center of every transaction. Every PAC employee is empowered to intercede for the veteran, including
assistance with re-entrance into the VAPSHCS system upon discharge from community hospitals. A
sampling of some of the accomplishments of PAC includes: (1) Registered nurses now coordinate patient
access, thereby freeing 1.2 FTE providers to see clinic patients; (2) The Post Discharge Call program
resulted in an immediate, positive veteran response and initiated various systems-wide improvements;
and, (3) No-show rates for scheduled admissions fell from approximately 28% in early 2007 to 1% during
First Quarter FY (9.

Date of Implementation: Officially created in March, 2008; initial development of the project
began approximately one year earlier.

Identify each rating category being addressed followed by applicable narrative:

Adoption of the Innovation: The concept for the Patient Access Center (PAC) was conceived and
regularly revisited during the early months of 2007. The PAC was officially created in March 2008 to
unify many of the functions that intertwine patient access functions under one administrative umbrella
{admissions, discharges, and interfacility transfers). At VAPSHCS these functions were previously one-
person positions operating independent from one another in different divisions. And, two primary
functions—specifically the Admissions Coordinator and the VISN Integrated Referral System (VIRS)
clinician did not have formal, trained back-up to allow secamless transition when the primary person
assigned went on leave. The PAC was sanctioned to coordinate and improve patient access into and
leaving the medical facility. This was and continues to be accomplished through the implementation of
numerous systems changes and innovations, including (but not limited to): cross-training, increased
operational hours, implementation of a post-discharge call program that transcends VA requirements,
increased contact with community healthcare facilities, and partnering with Fee Services for medical
review of community healtheare facility documentation.

A graphic model was developed that places the veteran at the center of all patient access processes. The
PAC model consists of three primary roles: (1) Admissions Coordinator (also known as Bed Control) that
coordinates in-house movement and placement; (2) the VIRS nurse that coordinators patient transfers
from and back to other VA facilities; and, (3) the Community Access Officer (previously called
Admitting Officer) that tracks requests for, coordinates transfers into VAPSHCS and assists community
hospitals with discharge planning. The Patient Access Center was visualized in the model below. Please
note that the input of the veteran is included with the model in the form of Post-Discharge Calls.
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Prior to the development of the Patient Access Center, the functions of the Admitting Officer were
performed by a physician and later changed to a Nurse Practitioner. With the implementation of the PAC,
the Community Access Officer functions became the responsibility of experienced registered nurses.

This modification released 1.2 FTE providers to direct patient care responsibilities. The PAC staff also
assumed responsibility for daily review of medical packets submitted by community hospitals to
determine hospitalized veteran eligibility for coverage by Fee Services.

Additionally, VIRS representatives were hired and assigned to specifically work with those veterans from
cither Walla Walla or Alaska—mneither VA location has a stand-alone inpatient facility. While trained to
the other PAC functions, these representatives follow, facilitate, and coordinate inpatient and outpatient
care while the veteran is temporarily relocated to Puget Sound. VIRS staff are invaluable to the
coordination of discharge plans and services with the VAPSHCS inpatient treatment team and the VIRS
personnel back at the veteran’s home facility.

Nursing Leadership and Collaboration: It is essential to the members of the PAC that the veteran
remain the center of all we do. Although a small unit, the PAC is represented on muitiple VAPSHCS
programs and initiatives, members participate: on the FIX Collaborative Team focusing on avoidable
hospital days in Mental Health; another is a member of a local systems redesign group addressing in-
house transfer times and earlier discharges for medical patients; two members are coaches for systems
redesign teams; and five of the members have recently been trained in Utilization Review using Interqual
criteria. The entire team is a member of the Patient Flow Redesign Committee and is represented on the
VAPSHCS Systems Redesign Committee. Informal projects have included joint ventures or agreements
with Cardiology, Interventional Radiology, and Specialty Clinics. Partnering with Fee Services was
discussed in an earlier section. In mid-April, 2009 the PAC organized a 4 CEU educational offering for
community social workers and RN discharge planners to educate them about veterans’ issues and benefits
and the role of the PAC in patient access.





The ongoing development, as well the work and success of the PAC, has been shared at VISN and local
leadership meetings, as well as with nurse managers and specialty coordinators.

Scope of Initiative: The Patient Access Center tracks all veterans receiving inpatient care in community
hospital facilities. Clinical updates are recorded in CPRS on each veteran, whether funded through Fee
Services, other insurance, or private means. The primary care provider is added to the notes as an
additional signer. This system fosters improved continuity of care when the veteran re-enters the VA
system. Once discharged, the veteran is called to ask about the quality of their hospitalization and if they
require assistance in any way. Normal requests include questions about billing which are referred to Fee
Services; the scheduling of follow-up appointments that are normalily either obtained for the veteran in
real time or appropriate contact numbers are provided; and how to obtain prescriptions written at the
community hospital.

The PAC combines the information received via direct contact with the Access Office from community
hospital personnel and review of medical packets submitted by Fee Services to compile the list of all
veterans admitted in non-VA hospitals. Fee Services also inputs the names of veterans pre-approved for
care in the non-V A hospitals. Regular calls are made to obtain clinical updates and record the
information in CPRS. This function serves a three-fold purpose: (1) it provides valuable information to
the Primary Care Provider who may not have otherwise been made aware of the hospitalization thereby
affording the opportunity for a better informed, comprehensive health care plan; (2} establishes a stronger
rapport with community clinical providers and improves discharge planning; and, (3) completes the Post
Discharge Call program to assist the veteran with re-entry into the VA system and helps identify areas for
process and/or systems improvement.

To provide a more scamless approach to patient access, a variety of changes were implemented to foster
better communication between the PAC personnel and the individuals that provide these services during
non-administrative times of the day or week. These changes included:

- PAC Community Access Officer reports to the Administrative Officer of the Day (AOD) daily on
outstanding veteran transfers and/or any admit issues still pending;

- PAC Community Access Officer provides daily updates on veterans hospitalized at VA expense
to VAPSHCS leadership;

- PAC Access Office provides a list of veterans on fee contracts in the community and possible VA
transfer requests to Nurse of the Day (NOD) at end of the shift on Friday for possible weekend
admits/transfers to SVA resulting in decreased Fee Services costs;

- The Access Office expanded normal working hours from 1630 until 1800 during the week and
frequently remains open until 1900 to facilitate patient transfers;

- The Access Office notes veterans who have had frequent calls made to the PAC or multiple
admissions; cither the Primary Care Provider is contacted personally to suggest non-institutional
care options or calls are made to the Non-Institutional Care phone line to recommend the veteran
for possible services to improve home health management.

Impact: An early project, that began during the preliminary brainstorming for the Patient Access Center
was to decrease the high number of no-shows that occurred with scheduled admissions. In early 2007, the
number of no-shows averaged greater than 25% for most months, A number of short term solutions were
advanced almost simultaneously, we: (1) publicized and educated staff members about this problem and
how it contributed to limit the number of available beds for unscheduled admissions because these





“reserved beds” could not be released untii late afternoon; (2) emphasized the use of a dedicated printer to
print canceled admissions at the admissions desk; and, (3) implemented calls to remind veterans of their
pending admissions and asked the veteran if (s)he would be able to keep the appointment.

Immediate improvements resulted. As these changes became embedded in common practice, the
percentage of no-show appointments steadily decreased to the point that no-shows for the First Quarter
FY09 neared only 1% of all scheduled admissions. This decrease is shown in the graph below.

» Scheduled Admission Ne-Show Rates, MAR 07 - DEC 08
=
2 28%
o 250 30%
5 200 25% 2
b4 . B
2 150 20% &
ES 0o 18% 2
b 1 10% %
S 50 5% 8
@ _ =
= g - 0%
- Mar-07 107 Jan-08 Jul-o8 Dec09

Emm Total # of Scheduled Admissions 235 189 186 171 155

73 Total # of No-Shows B6 23 5 3 o]
vof No-Shows 28% 14% 3% 2% 0%

A recent project involved the tracking and improving the time span measured from the time a request for
a patient transfer, either from another VA Healthcare Facility or from a community hospital, and the
actual acceptance of the patient at VAPSHCS. Data prior to October 2008 suggested this time interval
exceeded 200 hours. However, this data is highly suspect for a number of reasons, the foremost being the
inaccurate or non-specific reporting of data prior to that time. In October 2008, the PAC began use of the
electronic VISN Referral System (eVRS) and reported a consistent transfer request to acceptance time of
roughly thirty-six hours (this is represented by the letter “A” on the graph that follows). In January 2009,
a second nurse was dedicated to assist with eVRS and community contacts (represented by letter “B” on
the graph); the measured time interval dropped to approximately 30 hours. In February, the measured
time decreased by almost 50% when PAC members began to manually entering requests for transfer in
eVRS rather than accepting the default times which indicated the time and date the notification of
hospitalization was received rather than the date transfer was requested (letter “C” on the graph). The
data presented below was derived from the VISN20 eVRS system.

Time Required from Transfer Request to VAPSHCS Admission
250

200
150
100

50

Time in Hours

0

2007 Oct-08 | Nov-08 Dec-08 Jan-09 Feh-08

| —e—HrsTaken| 200 20 | 38 3.4 30.4 6.4

Patient centered care was the prevailing construct for the Patient Access Center. Every modification or
addition to the original plan has been to improve access to care (as graphically displayed in the conceptual





model presented earlier). This is probably best exemplified by the Post-Discharge Call in which patient
recommendations and/or concerns become the catalyst for systems improvement.

The implementation of the Post Discharge Calls program was initiated in February 2008 following the
guidelines outlined in the Transformational Measure T-2: Post-Discharge Contact System Implementation
which stated, “Each network will have implemented a system of post-discharge telephone contact by a
qualified staff member, for 80% of all patients discharged to home, and analyze the input received to
improve patient services.” The program met with instant success and an overwhelming approval from
most veterans. However, the PAC program, while meeting the expectations as outlined in the
Transformational Measure, consists of a few additional key, value-added elements, i.e. (1) veterans
admitted in non-V A hospitals are also called to discuss the care received and to assist the veteran with the
transition back into the VA system; and, (2) members of the TETRAD contact veterans that have
expressed significant concern about the care they received. These executives reassure the veteran that
their concern has been heard and brought to the attention of individuals who can readily act upon the
concern. Ultimately, VISN 20 developed a VISN Call Center modeled on the program at VAPSHCS for
VISN20-wide compliance and consistency.

While most of the voiced concerns in this program were and continue to be handled on an individual
basis, a few system-wide improvements have been undertaken. Examples of these improvements include:

- Inpatient psychiatry added a recreation/occupational therapist to their staff when a concern was
voiced about boredom being a major issue, especially in the evening.

- Dietary Services concluded that most of the concerns about the quality of food came from
veterans on modified diets; they researched additional recipes, enhanced the visual presentation
of meals, and invested in systems that maintain appropriate food temperatures.

Readmissions have been prevented:

- A medical patient with newly diagnosed diabetes was concerned that he was not performing his
sliding scale insulin correctly; further investigation determined that this veteran was overdosing
himself because the sliding scale he had been given was incorrect—instant revisions were made
by a specialist in diabetes via the phone to correct the problem.

- Veterans either missing pain medications or continuing to experience insufficient pain control
were contacted either by their discharging physician or the pharmacist to consider possible
solutions without requiring the patient to return to the hospital or clinic.

Summary: Placing the veteran at the center of access to care is not a new concept, nor really is the plan
to place admissions, discharges and interfacility transfers under one roof. Yet the concept has generated a
great deal of interest in various locations throughout the VA system. The frue focus on patient access is
easily grasped but not casily implemented. Many of the current VA institutional practices and operating
procedures are no longer pertinent in these days of budgetary constraint and advanced technology. Nor
do they adapt well to the sudden influx of veterans the VA is currently experiencing. It is a time to re-
focus on the basics—what is best for the veteran—and begin to question those things that have become
accepted as routine, i.e. normal hours of operation, eligibility for unit or program acceptance, to name but
two. [t is true that these practices may serve a purpose; but that purpose often violates increased access to
care for our veterans.
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Title: Metabolic Assessment Group Intervention Clinic (MAGIC) Salem, VAMC

Summary of Initiative

The shared medical group appointment model (SMA) and a tiered resource design model (TRM) were
integrated within a population-based chronic care model framework (CCM) to more effectively address
uncontrolled metabolic conditions (diabetes mellitus (DM), hypertension (HTN), and hyperlipidemia) among a
predominantly rural, Appalachian veteran population at the Salem VAMC. The end result was a population-
based, primary care clinic titled "MAGIC" (Metabolic Assistance Group Intervention Clinic). Primary
objectives of MAGIC include: (1) improved outcomes for at-risk, rural veterans diagnosed with uncontrolled
DM, HTN, and hyperlipidemia, (2) improved capability for meeting EPRP performance goals related to DM,
HTN, and hyperlipidemia, and (3) reduced resource utilization of these veterans within primary care clinics.

MAGIC is designed as a two hour group clinic that takes place two days per week. Each intervention
includes interdisciplinary staffing to address medical, nursing, behavioral, motivational, and dietary needs of
each veteran. Staff rotate through the clinic, and include three NP’s, one CNS, one RN, one endocrinologist,
three psychologists, three clinical pharmacists, one licensed clinical social worker, two registered dietitians (one
of who is a Certified Diabetes Educator (CDE)), and a medical assistant. Use of an integrated SMA and TRM
framework allow for treatment of 16-24 veterans per clinic, and have improved the ability of Primary Care
Service Line (PCSL) to: a.) increase patient access to medical and other health specialists, b.) increase patient
access to non-formulary medications and treatments, c.) decrease wait times for entry into clinic, d.) maintain
ongoing enrollment of at-risk veterans, and e.) improve the holistic review of veterans with metabolic issues to
better meet the above stated objectives.

Date of Implementation:

Interdisciplinary meetings to define the model and processes for MAGIC began in July 2007. MAGIC
was implemented in a trial form in October 2007, with a staff led by one CNS, one primary care NP, one RN,
three behavioral health specialists, one registered dietitian with CDE credentials, and two clinical pharmacists.
Revisions in the processes were made from October 2007-December 2007. The current version of MAGIC was
implemented in January 2008, and additional staff were added in response to identified clinic needs.

Identify each rating category being addressed followed by applicable narrative:
1.) Rationale for Adopting the Innovation:
Innovation is implemented in response to designated needs in the organization

A series of interdisciplinary meetings was sought by PCSL leadership in July 2007 to address a
recurring challenge of the Salem VAMC to achieve External Peer Review Package (EPRP) performance
measures related to DM, HTN, and hyperlipidemia. Representatives were sought from primary care, nursing,
pharmacy, mental health integration, nutrition, and the diabetes management program. At that time, EPRP data
suggested that over 3,500 patients within the Salem VAMC had a combination of uncontrolled DM, HTN, and
hyperlipidemia. Additional evaluation of facility processes revealed a fragmented system of often redundant
and isolated treatment programs for management of DM, HTN, and hyperlipidemia. Therefore, the goal of these
initial meetings was three-fold: to develop a population-based intervention that, a.) better meets the needs and
challenges of identified at-risk veterans so they may reduce risk of health complications and improve their
quality of life, b.) assists the Salem VAMC in achieving desired performance outcomes in an efficient manner,
and c.) improve integration of treatment elements. Factors identified as important to success included use of an
empirically supported model from which to base procedures, accounting for the fact that the Salem VAMC
provides services to a predominantly rural population in southwestern Virginia, understanding the influence of
Appalachian culture on management of chronic metabolic disorders, and identifying medical center assets and
limitations.

Use of evidence-based literature to inform design of innovation

To address these goals with a population-based approach, a certified case manager (CCM) was used as a
framework for developing the processes to be implemented in MAGIC. The CCM promotes a population-
based, proactive, and long-term management approach to patients with chronic health care needs via use of
several interrelated system modifications'. These system changes focus on delivery system redesign, promotion
of self-management and support services on the part of the patient, promotion of decisional support by nurses
and healthcare providers to assist with adherence to practice guidelines, and use of clinical systems to improve
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identification and followup of at-risk patients™. Following from the CCM, literature concerning the use of
SMA was pursued. This was done in an effort to better address population-based needs and goals of this clinic.
SMA'’s allow for group visits, thus improving efficiency over individual primary care visits. SMA’s generally
advocate for 8-20 patients per clinic that are typically seen over a span of 90-120 minutes. Group visits usually
incorporate medical evaluation and medication titration with group discussion and education about health topics.
SMA'’s have been associated with greater adherence and outcomes associated with the American Diabetes
Association (ADA) process-of-care indicators when compared with treatment as usual in primary care®,
decreased patient wait times while improving access to health care*, improved outcomes associated with
Hemoglobin A1C (HbA1C) and systolic blood pressure®, improved provider productivity, and decreased
emergency room visits and associated outpatient costs in management of DM®.

Literature indicates SMA’s and group visits might also be effective for addressing patient factors
associated with rural health care and the Appalachian culture. Given that many of our veterans drive
considerable distances for appointments, use of an interdisciplinary SMA made sense with regard to reducing
barriers associated with travel. In fact, nearly 20% of MAGIC participants travel from outlying areas served by
four Community Based Outpatient Clinics (CBOC’s) in southwestern Virginia, and a small sample of veterans
seen in MAGIC travel from another VA medical center located in West Virginia. MAGIC is advertised to
veterans as “one-stop shopping”. Literature also suggests that within the Appalachian culture there is significant
level of misunderstanding and limited knowledge related to management of metabolic conditions, in particular
DM. Such medical issues are often highly stigmatizing and associated with significant shame and guilt’. Asa
result, individuals with metabolic conditions may rely upon less effective approaches to dealing with symptoms.
There also appears to be a reliance on "feeling healthy" as a measure of health perception; that is, individuals of
Appalachian descent may be less willing to manage "unseen™ medical conditions as long as outward signs of
physical illness are not present®. Use of group processes have often been thought to assist in destigmatizing
chronic health conditions, correcting misinformation, and improving treatment adherence and skills among
those who need it the most”.

Innovation is customized to fit the needs of the organization and uses creative and unique approaches

Although there are many benefits to using SMA’s, these clinics are not without limitations. First, in an
effort to maintain group cohesiveness, the traditional SMA is typically limited to a set number of participants
(which prevents ongoing enroliment and limits population-based care), and SMA’s tend to run for a fixed period
of time (which limits ability to provide population-based care). Additionally, the traditional SMA struggles to
assist patients with specific needs that would be best served by one-to-one treatment (which limits both holistic
and specificity of components of care). In reviewing institutional barriers, the use of consults (which delays
treatment) and the culture of "reliance on medication while minimizing self-management of chronic illness"
were identified as barriers to successful treatment of chronic illness. Therefore, several processes were initiated
to address these challenges.

MAGIC removed consults for Salem VAMC referrals and implemented open-access scheduling,
wherein all of PCSL and the Salem VAMC medical center are able to contact MAGIC staff by phone or in
person to have patients scheduled the same day they are seen in a medical encounter. Research has shown that
long delays between initiation of a consult and appointment hinder adherence and reduce perceived importance
for managing health issues™. Second, MAGIC emphasizes ongoing enrollment of patients and relies on the use
of provider-facilitation, established group norms/culture, and emphasis on defining clear expectations/goals of
MAGIC to counter concerns about group cohesiveness. Use of the TRM has improved care for veterans who
need more intensive individual services. In addition to participating in a SMA format, TRM allows the NP’s,
PharmD’s, and endocrinologist to function as individual providers and subsequently identify veterans for who
would benefit from individual treatment/skills training/education with our RN (who also serves as a Diabetes
Case Manager), CNS, behavioral health specialists, and registered dietitians available in MAGIC. Additionally,
TRM allows for patients to be followed in individual clinics between MAGIC appointments if necessary, while
maintaining continuity of care and communication within the MAGIC treatment plan. Finally, emphasis is
placed on the use of self-management of chronic illness by all staff, and we emphasize use of skills associated
with motivational interviewing™. These patient-centered techniques have been shown to be highly effective for
reducing the use of alcohol and substance use problems, improving weight loss adherence, and increasing
physical activity among sedentary individuals' .

2.) Nursing Leadership and Collaboration:
Nurse participation in development and implementation of initiative

Initial meetings concerning MAGIC were facilitated and supported by the PCSL Associate Chief (RN
by training). This individual provided permission for a "bottom-up" model of defining needs and processes






within MAGIC, which allowed for development of innovative practices to address barriers to patient care.
Throughout these meetings a strong nursing presence was available, including two RN’s, one CNS, and one NP.
These individuals participated in the examination of institutional needs/strengths, review of empirical and
theoretical literature to inform MAGIC processes, and design/implementation of clinic practices. Two NP’s
were added to the MAGIC staff in January, 2007 and have participated in the facilitation/development of
MAGIC since that time.

The current roles of NP’s in MAGIC include ongoing evaluation and treatment planning for veterans
enrolled in MAGIC. This process is highly interdisciplinary, and includes ongoing consultation with the
endocrinologist, clinical pharmacists, behavioral health specialists, and registered dietitians available within
MAGIC. The role of NP’s has also expanded to include ongoing review and evaluation of business/clinical
processes within MAGIC, and participation in research and dissemination of outcomes. Within MAGIC, the
CNS works to provide expert clinical advice to both non-medical and medical staff within MAGIC. Similar to
NP’s, the CNS works in an interdisciplinary fashion with other healthcare providers, and the CNS is involved in
research endeavors and defining ongoing clinical processes. RN’s assist with the provision of patient education,
skills training, and coordination of treatment planning within MAGIC.

Staff nurses systematically participated via a wider nursing governance structure/innovative delivery model
Staff nurses have been involved with MAGIC from the earliest stages. Two staff nurses, one nurse
practitioner, and a clinical nurse specialist collaborated in the initial interdisciplinary meetings to identify the
model and processes for MAGIC. (See above for description of innovation.) Since that time, two additional
nurse practitioners have afforded their services to MAGIC, and all nursing staff regularly participates in
business processes, evaluation of clinic processes/design/outcomes, and research aspects of MAGIC.

Innovation demonstrates collaboration, teamwork, cooperation, and multidisciplinary impact/involvement

The bottom-up management structure provided by PCSL administration for MAGIC has been
instrumental for facilitating initial development and ongoing functioning of this clinic. MAGIC staff currently
includes three nurse practitioners, one registered nurse, once clinical nurse specialist, four behavioral health
specialists, two dietitians, four clinical pharmacists, a medical assistant, and an endocrinologist. All staff rotates
through the clinic, and use of the SMA and TRM have facilitated the interdisciplinary approach to patient care
within this clinic. Additionally, these models and the bottom-up approach encouraged by PCSL administration
have increased the collegial and synergistic nature of the working environment in MAGIC.

Nurses have disseminated findings via paper or presentations; published
Nursing staff have authored five research posters presented at national conferences:

e Baynton, S. (March 6, 2009). CNS Role in Developing and Coordinating a Multidisciplinary Intervention for
Primary Care Patients (MAGIC). Poster presented at the National Association of Clinical Nurse Specialists;
St. Louis, MO.

e Cranwell, L. & Shelor-Rogers, M. (November 11, 2008). Integrated Behavioral Health Care Within A
Population-Based Primary Care Medical Clinic: The Salem VAMC MAGIC Clinic. Poster presented at the
Association of Military Surgeons of the United States, 114th Annual Meeting; San Antonio, TX.

e Gieck, D.J, Baynton, S., Hardy, L., Shabana, H., Therien, J., Padmanabhan, H., & Shelor-Rogers, M. (July
22, 2008). Integrated Behavioral Health Care within a Specialty Medical Clinic: The Salem VAMC MAGIC
Clinic. Poster presented at the VA National Mental Health Conference; Arlington, VA.

e Gieck, D.J, Baynton, S., Hardy, L., Shabana, H., Therien, J., Padmanabhan, H., & Shelor-Rogers, M. (July
21, 2008). Integrated Behavioral Health Care within a Population-Based Primary Care Clinic: The Salem
VAMC MAGIC Clinic. Poster presented at the VA National Conference for Integrated Mental Health-
Primary Care; Arlington, VA.

e Gieck, D.J, Baynton, S., Hardy, L., Shabana, H., Therien, J., Padmanabhan, H., & Shelor-Rogers, M. (July
30, 2008). Integrated Behavioral Health Care within a Population-Based Primary Care Clinic: The Salem
VAMC MAGIC Clinic. Poster presented at the VA National Primary Care Conference; Arlington, VA.

3.) Scope of Initiative:
Initiative impacts one or more strategies in a single area and multiple areas

Goal of "putting patient care first": A primary goal of MAGIC is to better meet the needs of at-risk
veterans diagnosed with uncontrolled metabolic disorders so they may reduce the risk of health complications
and improve their quality of life. Program evaluation and EPRP data (see data/outcomes below) support the
efficacy of MAGIC in achieving this goal. Additionally, MAGIC has increased patient access to medical and






other health specialists for management of these conditions, increased patient access to non-formulary
medications, and decreased wait times for entry into clinic. It has also allowed patients to access multiple
specialty services within a single encounter. Patients rated their overall satisfaction with the MAGIC program at
80%.

Goal of "practicing progressive leadership™: Nursing personnel have played an integral role in the
development and implementation of the clinic. First, Associate Chief of PCSL (RN by training) provided
leadership and administrative support to develop the concept of MAGIC. This process subsequently provided
structure a bottom-up approach in which MAGIC personnel were able to critically evaluate and address both
patient and medical center needs. This has increased the viability of nursing personnel in MAGIC to participate
in additional roles, including facilitation of business processes, clinic design, clinical practice, and research.
Ultimately, this structure fostered an environment of innovation and creativity.

Goal of "improved business processes™: As mentioned above, a number of simple system
improvements were implemented to mitigate effects of patient and institutional barriers. These strategies
included elimination of consults and implementation of open-access scheduling, combining the SMA and TRM
to more completely address veterans' needs (including that of a rural, Appalachian population), and a focus on
saving both veterans and the Salem VAMC money associated with the management of uncontrolled metabolic
conditions (see below for more information). There has also been heavy emphasis on an interdisciplinary focus
with a bottom-up business process approach that has been facilitated by PCSL administration.

Goal of "produce meaningful performance measures"”: Significant changes have been observed via
empirical outcomes. Veterans who have participated in MAGIC have evidenced significant decreases in
HbA1C, blood pressure, and lipids. Additionally, outcomes have had a positive impact on EPRP outcomes
associated with these measures (see results in next section).

Initiative impacts one or more strategies facility wide

Effects of MAGIC have been felt throughout the Salem VAMC. Not only has there been observable
improvement in EPRP outcomes, but the processes and models behind MAGIC have been used to develop
additional group clinics, including a clinic titled Advanced MAGIC and a group-based Insulin Pump Clinic.
Nursing plays an integral role in both clinics. In fact, Advanced MAGIC is coordinated by a Nurse Practitioner,
a Clinical Nurse Specialist and a Registered Nurse who play an integral role in the Insulin Pump clinic.

Initiative impacts one or more strategies VISN wide

MAGIC has been designated a VISN 6 “Best Practice” by System-wide Ongoing Assessment and
Review Strategy (SOARS), and processes have been disseminated at multiple national VA healthcare
conferences. Outcomes and processes associated with MAGIC will play an integral role in influencing trends
toward addressing several key VA strategies/goals, including reduced costs associated with the care of chronic
medical conditions, viability of increased roles for nursing within population-based clinics, and increasing the
standard of care for patients diagnosed with uncontrolled metabolic conditions.

In terms of financial concerns, no specific cost savings are yet available for MAGIC. However, clinical
outcomes associated with MAGIC will likely produce significant cost savings over time. Annual management
of DM is associated with nearly $200 billion in healthcare costs, half of which is associated with excess medical
expenditures and management of complications™. Little doubt should exist about the benefit of intensive
management of uncontrolled DM, HTN, and hyperlipidemia. Expansion of nursing roles within MAGIC are
evidenced by nursing participation in clinic design and implementation, research (poster presentations), and
business practices facilitated by the bottom-up approach of PCSL leadership.

4.) Impact:
Demonstrated measurable process improvement

Results reveal over 1,500 total visits and 658 unique encounters within the first 18 months. This data
suggests that integration of a SMA and TRM was effective in building a population-based clinic focused on
treatment of veterans presenting with uncontrolled metabolic disorders. Additionally, the fact that 20% of
veterans are referred from CBOC’s indicates this model is effective for better meeting the need of a largely rural
population wherein travel may present a barrier to care.

Demonstrated measurable impact on nursing-sensitive quality indicators and patient outcomes

Among veterans with 3+ encounters, HbAL1C has decreased by .92% (t [167] = 2.01, p < .05, Cohen's D
=.62), systolic BP has decreased by 13.29 mm/HG (t [121] = 5.64, p <.001, Cohen's D = .3.43) diastolic BP has
decreased by 7.62 mm/HG (t [121] = 2.11, p <.001, Cohen's D = 2.11), and LDL has decreased by 4.20 mg/dl (t
[67] = 14.42, p < .05, Cohen's D = 14.42). Recent EPRP data (January, 2009) has also shown that the Salem
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VAMC is close to achieving desired goals related to metabolic management. Prior to implementation of
MAGIC, EPRP data indicated that 23% of diabetic patients had a HbA1C>9.0% (target = 15%), 53% of diabetic
patients had a BP<140/90 (target = 79%), and 76% of diabetic patients had an LDL<100 (target = 67%).
Cumulative EPRP data from the first two quarters of 2009 showed 15% of diabetic patients had a HbA1C >
9.0% (-8% change), 77% of diabetic patients had a BP<140/90 (+24% change), and 64% of diabetic patients had
a LDL<100 (+3% change). In summary, data indicates MAGIC has been effective in meeting the stated goals
of providing population-based treatment that (1) improves treatment outcomes for at-risk, rural veterans
presenting with uncontrolled metabolic conditions and (2) improves the capability of Salem VAMC to meet
EPRP goals for treatment of DM, HTN, and hyperlipidemia. Data also suggest that models similar to MAGIC
are effective for addressing rural, Appalachian cultural influences associated with chronic illness.

Demonstrated measurable impact on patient/staff satisfaction

A number of veterans enrolled in MAGIC have been solicited for feedback about their experiences.
Overall, patients rate their satisfaction with MAGIC as 8.0/10 (1 = highly unsatisfied, 10 = highly satisfied).
This level of satisfaction likely derives from the fact that a number of respondents have found MAGIC integral
for facilitating significant lifestyle changes (rating = 7.5/10; 1 = no change, 10 = high level of change) and
increasing personal understanding/knowledge of their metabolic condition and medications (rating = 8.1/10; 1 =
no change in knowledge, 10 = high level of change in knowledge).

Demonstrated measureable long-term integration into structures and processes

MAGIC has become an integral component of metabolic care within PCSL. All Primary Care Providers
(PCP’s) are encouraged to refer patients to MAGIC according to the following inclusion/referral criteria: 1.) at
least three failed medication trials, and 2.) BP 140/90 for essential HTN, BP 130/80 for complicated HTN,
HbA1C > 8.0%, LDL > 100 for hyperlipidemia, and/or LDL > 70 for complicated hyperlipidemia. As a result,
MAGIC has helped alleviate heavy resource utilization within PCSL for metabolic conditions. Second, clinical
outcomes demonstrate the efficacy of MAGIC, which has allowed PCSL to further advance EPRP outcomes.
Finally, several processes have improved long-term care within PCSL once veterans achieve metabolic goals.
Once a veteran’s metabolic indices reach target he/she is discharged back to the referring PCP with a treatment
plan and recommendations for maintenance. This discharge process also includes enrollment with ongoing case
management services within PCSL.
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Office of Nursing Services Innovation Award
Delivering High Quality Preventive Health Care for Rural Veterans

Date of Implementation: October, 2008

Summary of Initiative:

The VA Pittsburgh Healthcare System (VAPHS) is an integrated three division system consisting of 629
operational beds serving a veteran population of over 360,000 patients. Services include acute care, long
term care, and behavioral health as well as tertiary services such as cardiac surgery and liver and kidney
transplantation. While metropolitan in nature, VAPHS serves an extensive rural population as the tertiary
facility for the western region of VISN 4. In order to extend the same high level of health care to all
veterans within the VISN, the VAPHS has embraced Shared Governance strategies while working with
the interdisciplinary staff to reinvent processes with the goal of improving patient care outcomes.
Recognizing that travel outside one’s comfort zone can be challenging, the VAPHS embarked on
reaching out to veteran population in a 73 mile radius by providing preventive health care, screening and
health maintenance to rural population in a setting that meets their care needs in respect to access and
related care services. By implementing best practices and developing clinical and systems improvement, a
larger catchment area of veterans have access to enhanced health and well being. In remaining focused
on patient-centered care, the VAPHS used creativity, technology and plain old stubbornness to
incorporate new yet simple processes to ensure the wellness of our patients. Our goal was to be inclusive
versus exclusive for health care in this hard to reach population.

Adoption of Innovation

Our journey began with launching health fairs led by nursing staff with a primary focus including
preventive health screening such as cholesterol, blood glucose, PSA, and immunization. This strategy was
utilized to increase exposure of VAPHS by going to local veteran social agencies such as the American
Legion and establishing a clinic setting where veterans could enroll for benefits, obtain information
regarding coverage as well as receiving follow up appointments based on screening indicators. While
successful in nature, we were required to cut back in the number of health fairs provided in that the
demand exceeded the available resources in the primary care clinics in the “city”. Not to be denied, it
was a short time before the community based outreach clinics (CBOCSs) were initiated. Since 2002 the
number has grown from 3 to 5. Given the chronic medical conditions of our patient population and
blended with the results of External Peer Review Process (EPRP), we were challenged to manage from
afar this rural population as related to diabetes, immunization and specialized services associated with
women’s health. Citing the literature and evidence based data that is benchmarked against National
performance standards, The Joint Commission standards, and nationally published benchmarks; we
vowed that the same level of care would be available and implemented best practices across the board.
Recognizing the subset of patients seen in CBOC are challenged to obtain sub specialty services such as
podiatry, contracts were negotiated to insure podiatrist on site thus enabling routine foot screening. As
such EPRP results demonstrate a progression from 93% compliance to 100% in the 2™ quarter FY 09 of
associated with foot screening. Heartened by the success of obtaining foot screen for this high risk rural
population, steps were taken to institute diabetic retinal screening. Using state of the art technology,
diabetic patients now receive annual retinopathy screening at the CBOC averting a trip to Pittsburgh for
this examination. Being faithful to our approach for completion of pre appointment clinical screening, the
nursing staff at CBOC:s is the driving force in insuring completion of annual exam. Initially discussion
centered on expansion of screening via fee basis or addition of VAPHS based clinics. These approaches
in obtaining annual exam were quickly discarded as we were committed in delivering services at point of
care in one stop shopping. In addition, having a top notch ophthalmology department available to review
retinal exam determined that we would deliver the same standard regardless of point of care. Given the





availability to transmit retinal exam images electronically, we customized our approach and moved
towards installation of retinal imaging equipment in each CBOC being one of the first in VISN 4 to
utilize this modality of diagnostic screening.

Nursing Leadership and Collaboration

It is the nurse in the role of teacher that plays an integral part in the health and well-being of our patients.
Nurses are well positioned as the key connection between provider and patient and are continuously able
to improve the quality and safety of health care for our veterans. As such, nurses have the opportunity to
promote wellness and health by keeping preventive care a priority in our veteran population.

The nurses, both Registered Nurses (RNs) and Licenses Practical Nurses (LPNSs) are the important
connection to wellness for our patients. The processes developed to serve the patient population in the
VAPHS catchment area to screen for disease progression were borne out of nursing creative approaches.
Recognizing the importance of reaching patients in rural areas of VISN 4 the RNs and LPNs embraced
team collaboration to initiate needed changes in preventive care. The driving force behind the systems
changes that were ultimately incorporated into practice was shared governance as evidenced by the use of
an interdisciplinary team within a shared governance structure. It was clear that the intent of the VAPHS
nurses was to change process in order drive changes in outcomes. The result achieved was a realistic yet
simple strategy that, as described below, proved to make a world of difference in reaching our veteran
population. The Primary Care team saw value in optimizing time spent in the clinical setting with their
provider. The nurses also recognized the importance of consistent completion of these types of screening
reminders and collaborated with the interdisciplinary team (physicians, social workers and pharmacists)
both at VAPHS and the CBOCs to develop processes to ensure completion on a consistent basis. While
the approach that was trialed was not one of a highly technological nature, it proved to meet the needs of
the rural patient population. Again, recognizing the distances some of our veterans travel to receive care,
a process was put in place to reach out to the veterans via telephone to initiate the visit before arrival to
the clinic. Examples of key indicators not completed on a consistent basis prior to this new approach
include vaccination for influenza and pneumonia, blood pressure monitoring, cholesterol screening,
colorectal cancer screening, teleretinal imaging, and cervical cancer screening.

One of the first innovative ideas was a strategy that not only ensured screening completion but would
improve veteran and family satisfaction by promoting patient-centered care and excellent customer
service. Recognizing that much of the screening was completed by an LPN asking the veteran questions,
the RN staff worked with the LPNs to develop a process of telephone screening. The nursing staff
receives a list each Monday of patients coming for appointments the following week. They then contact
the veterans to initiate preventive care. The purpose of this initiative was two-fold. First, important
health maintenance would be completed as needed by the LPN who would call the patient a week prior to
the appointment. Second, this call, in advance of the scheduled visit with the provider, would serve as a
reminder of the upcoming appointment.

A similar approach was selected for colorectal cancer screening. Recognizing that the key to success of
this screening tool is education and close follow-up and tracking, the nursing staff developed a process by
which they would track each and every patient in need of colorectal cancer screening. Each patient at
VAPHS and all of our CBOC:s is closely managed if they receive stool cards. At the time of the visit,
they receive education on the importance of screening and early recognition and are instructed on how to
complete screening. The LPNs are then managing the tracking and follow-up to ensure that the patients
follow-through with the testing. Again, recognizing that patients in rural areas may not have access to
healthcare professionals, the nursing staff of the VAPHS and CBOCs reaches out to them. If a result is
not in the electronic record in 2 weeks, a member of the nursing team calls the patient to remind them of
the importance of this test. They will send a letter with additional supplies if the patient is not reached.
This gives the patient the opportunity to interact with a health care professional who is invested in their
well-being.





Another aspect of staff satisfaction is recognition. Recognition comes in many forms but VAPHS takes
delight and pride in achieving far reaching results as evident by setting the gold standard for women’s
health. Initially we approached women’s health as an add-on not as the specialty that has evolved. We
were similar to other VA’s in our EPRP results but more importantly we knew that we could exceed
expectation. The Facility Women’s program manager who recognized the success of nursing case
management instituted a similar process to follow our women population. All women followed at VAPHS
and CBOC’s began to receive reminder calls, appointment and screening follow up by a dedicated
women’s health case manager. It was in this local success that support for the women’s health initiative
grew which ultimately led to identifying women’s health champion in each CBOC. What started as a 4
hour clinic, completing pap smears has now grown to where we meet the comprehensive needs of women
for the western half of VISN 4 including gynecological surgery, colposcopy, treatment of urinary
incontinence including urokinetics, treatment for abnormal bleeding, and insertion of invasive birth
control which is highly sought out. Recognizing the barrier associated with access to health care for this
unique population, an intensive annual training is conducted by VAPHS experts to provide cutting edge
evidence along with innovations and trends to equip VISN 4. The strides made at VAPHS has positioned
us to take the lead at the national level as evidenced by the national leader in women’s health has her
roots in Pittsburgh.

Dissemination: VAPHS nurses have disseminated a multitude of presentations related to our outreach as
well as preventive care. First, our focus on flu led to the development of a presentation that included
influenza and vaccination information as well as a tutorial on how to correctly document vaccine
administration. The presentation titled DON’T Let the Flu Get You! Vaccinate !!!! was shared
throughout VA Pittsburgh and the CBOCs. It was placed as a reference on the VAPHS website for use of
all staff and can be accessed at: http://vhapthdocushare/docushare/dsweb/Get/Document-
7683/Influenza+08+%282%29.ppt Second, our focus on women’s health has yielded national
dissemination of information. The Women Veterans Health Program (WVHP) has a history of
recognizing outstanding performance in healthcare delivery to women veterans. Historically, the WVHP
has awarded recognition to Women Veterans Program Managers with the Millennium Award. The
VAPHS program manager was a 2008 recipient of this award. Her leadership and dedication to health
and wellness of women veterans coupled with the recognition of her expertise led to her receipt of this
high honor. In March of 2009 VAPHS, with our local experts in women’s health, developed and
presented a program to heighten awareness of the care needs for this unique patient population.
Obijectives of this program included treatment options for premenstrual symptoms, understanding the
indications for and use of hormone therapy in the care of male to female transgender care, understanding
the pharmacologic treatments available for the treatment of addiction, understanding the many and varied
roles that active duty women in the Persian Gulf play and the impact that these roles have on women in
the military, discussion of the demographic characteristics of women serving in the military and the
profile of issues currently affecting returning women vets, understand the impact of and how to screen for
military sexual trauma (MST) and understand the impact of and how to screen for post-traumatic stress
disorder (PTSD). This program was attended by not only care providers from the VAPHS, but had
participants from through VISN 4 and beyond. The full program brochure, as well as programs offered at
the VAPHS can be viewed at the Health Women’s webpage at:
http://www.pittsburgh.va.gov/Healthy_Womens_Center.asp

Scope of Initiative Focusing on preventive health as related to immunization, we turned to our 2006
Healthcare Failure Mode Effect Analysis (HFMEA) to guide us in achieving success. Citing Zimmerman
and colleagues (1993) whose study determined the strongest predictor of vaccination among patients 50-
64 was the belief that unvaccinated person will contract influenza. Among patient aged 65 years,
friends/relatives thought that they should be vaccinated. Interventions to increase immunizations included
reminder letters, standing orders and “walk-in” flu shot clinics. In conducting a post season analysis, we
determined missed opportunities abound including inconsistent documentation and reoccurring contact
with patients who failed to respond to reminder letters. A Power Point presentation was developed and



http://vhapthdocushare/docushare/dsweb/Get/Document-7683/Influenza+08+%282%29.ppt

http://vhapthdocushare/docushare/dsweb/Get/Document-7683/Influenza+08+%282%29.ppt



included verbiage on educating the patient on why they should receive the vaccine and how to properly
document the influenza vaccine. The power point was then inserted on the VAPHS docu-share drive for
all staff to reference at any time. This has been a key improvement in ensuring all vaccine notes are
documenting correctly and to diminish refusal rates. Working closely with Information Technology, a call
center was implemented to automatically initiate phone call as reminder to veterans identified as not
being immunized. As such, our success rate in immunizing high-risk groups such as patients with spinal
cord injuries, diabetes, and those that are immunosuppresed rose from 73.9% in FY 2008 to 78.42% in
FY 2009. This year, the team also took outreach a step further by providing health screening remotely to
communities of need. To achieve this, the VAPHS sponsored several Health Fairs during the influenza
season to rural Ohio and West Virginia. At this Saturday event veterans were able to enroll for
healthcare, have medical screening completed such as blood pressure monitoring, blood glucose and lipid
testing, dental and eye screening and influenza vaccination---all in their neighborhood. This event
brought nearly 500 veterans to health care professionals; 350 of which received the influenza vaccine that
day. Using data warehouse technology to give real time feedback, weekly reports were conducted which
tracks and records all patients that have received influenza immunization, refused, and received at another
site, or still need the vaccine. Using this technology the report has assisted in daily record of
communicating to all in patient units daily to ensure all in patients have received immunization. Overall
VAPHS is up 6.2% from last year’s numbers. VAPHS led the VISN in the most vaccines administered.
Physicians have also been more involved in 08/09

Impact: Nurses, as the principal frontline caregivers in the U.S. healthcare system, have tremendous
influence over patient’s healthcare experience. Given the clinical and social value of nurses and the
growing trend of making healthcare quality information available to consumers and purchasers, it is
essential that a formalized set of nursing-sensitive voluntary consensus standards is needed for quality
improvement, public accountability and patient safety.

Process Improvement- The results of incorporating a case management model to preventive health care
have been numerous. One indicator is associated with hospital admission. While the admission rate of
unique rural patients remained steady or rose slightly, the conclusion can be drawn that with heighten
awareness and follow through, patients are accessing health care and assuming responsibility associated
with maintenance of health and wellness thus decreasing length of stay. VAPHS has struggled with
meeting some key performance measures for the past 2 years. Since instituting the new strategies
described at VAPHS we are having our greatest success. Outcomes are recognized through an increase in
External Peer Review Process (EPRP) data results. Performance Measure (PM) 11b/CA - Cervical
Screen age 21-64 has risen from 89% in Quarter 2 of Fiscal Year (FY) 2008 to 97% in quarter 2 of FY
2009, which now exceeds the benchmark of 90%. Alcohol screening has improved from 96% in Quarter
2 of FY 2009 to 96% in quarter 2 of FY 2009 which now exceeds the benchmark of 95%. Colorectal
cancer screening rose from 75% in Quarter 3 of FY 2008 to 82% in Quarter 2 of FY 2009 which now
exceeds the benchmark of 79%.

Impact on nurse satisfaction - We found that staff satisfaction increased as evident by the National
Database of Nursing Quality Indicators (NDNQI) in the area of shared decision making. We also found
improvement in patient satisfaction as evident by The Survey of Healthcare Experiences of Patients
(SHEP) scores increasing by achieving a high quality of patient satisfaction and exceeding the national
threshold. Our overall outpatient satisfaction currently exceeds the national threshold by 3%. In the area
of provider wait time, the CBOCs exceed the national threshold by 10%, which can be directly related to
the change in work flow associated with the new systems put into place as they have enhanced throughput
at all clinic sites by completion of screening in advance of the appointment. Lastly, it has ensured
completion of screening by doubling the opportunities to interact with the veteran for each appointment.
It was in collaboration with the interdisciplinary team that key preventive indicators were selected for this
process.





Long Term integration into structures and processes- The success of the case management approach
coupled with incorporation of extending telephone-based health care resources to rural veterans has
allowed the VAPHS to achieve a high level of positive patient outcomes. Telephone screening started as
a small scale trial in one of the hospital based clinics and is not the culture in not only the hospital clinics
but the CBOCs as well. This type of outreach has also assisted us implementation of nurse driven
processes that enhance patient care outcomes in all of our Primary Care clinics and CBOCs. Processes
that remain in place throughout the VAPHS related to early detection of colorectal and cervical cancer as
well as changes that could occur in the diabetic patient population are translated into optimal patient
health and wellness as evidenced by the rise in the level of performance with these indicators. Nationally,
processes are in place that emphasizes the health of women veterans, many of which were borne out of
VAHPS driven initiatives. While these current processes have had proven success in even our patients in
the far reaching areas of the VISN, we seek to continuously improve the care provided at the VAPHS and
continue to reassess based on the needs of the patient population.

Nurse Sensitive quality indicator and patient outcomes- The National Quality Forum (NQF) report
detailed 15 national voluntary consensus standards for nursing sensitive care which viewed together
provide consumers a way to assess the quality of nurse’s influence over outcomes. NQF nursing centered
intervention measures are associated with smoking cessation counseling. Tobacco use is particularly
prevalent in rural veteran population. One of the performance measures that were suffering was that of
smoking cessation. Prior to interventions to change processes at the VAPHS, the average completion rate
of this important clinical reminder was 88%. In FY 08, there were 4 months where the VAPHS fell
below the benchmark target of 84%. Since the influence of nursing driven change our success rate has
risen to an average of 93%, significantly exceeding the target. Our primary results related to nurse
sensitive system center indicators is evidenced by an above average rate of nurse satisfaction. In terms of
RN-MD interactions, the nurses showed satisfaction rates exceeding both the VAPHS and national
benchmark. The satisfaction rate for Primary Care in this category was 65.2, which is 5.9 points higher
than all hospitals surveyed and 7.8 points higher than VAPHS overall. It is believed that this increase of
satisfaction is realized due not only to better work flow, but the Shared Governance approach used to
achieve these outcomes.

In summary, our initiative heavily influenced by nursing leadership and collaboration resulted in
improved patient outcomes. Without the participation and expertise of the primary care nursing staff,
these outstanding improvements in process and patient outcomes would not have been realized. The
brilliance of nursing practice continues today and beyond thus broadcasting the professional practice
environment for nursing excellence.
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Title: The lowa City VAMC MOVE! Program Goes Country.

Summary of Initiative:  Nearly seventy percent of all adult veterans are overweight or obese. Together
overweight and obesity are the second leading cause of preventable death, primarily through effects on
cardiovascular disease, diabetes, hypertension and dyslipidemia. Reducing morbidity and mortality related to
overweight and obesity is a major rural public health priority which the VA is addressing with an outpatient
clinic-based program for weight reduction called MOVE! Despite enormous institutional efforts devoted to the
MOVE! Program, the impact on obesity in the rural VA population remains small and further evidence-based
optimizations of MOVE! interventions are needed to improve outcomes.

Among rural populations, obesity also presents a significant pubic health problem. Rural areas have a
higher self reported incidence of adult obesity than urban areas.® There are many specific factors which
contribute to weight gain for those living in rural areas including: less opportunity for physical activity;
transportation difficulties that confine patients to their homes; food insecurity associated with fluctuating
income; variable food supply that contributes to disordered eating patterns; and isolation leading to negative
emotions that patients resolve through eating. In addition rural residents face specific challenges to participating
in weight loss programs including access to services and the availability of healthy, affordable food in their
communities.

On a national level there are very few evidence-based practice MOVE! Programs that address these
issues for rural patients. Nationally, an overwhelming majority of MOVE! Programs do not monitor data on
systems redesign or patient outcomes such as weight lost. This paper will explain several novel interventions
which the lowa City MOVE! Program has implemented to facilitate patient weight loss in rural areas of lowa
and Illinois. All innovations described can easily be implemented in other MOVE! Programs nationally.

Date of Implementation: 10-15-2007 to 1-31-2009

A. Innovation

The lowa City MOVE! Program is considered to be a leader in VISN 23 for innovative approaches to
patient care. The lowa City MOVE! Program developed and initiated many interventions that are first in the
nation to be implemented. We will describe here some of these novel interventions and their relevance to rural
populations.

One innovative approach to patient care was to take them grocery shopping to obtain healthy but
affordable food. Prior to October 15, 2007 the average patient in the lowa City MOVE! Program gained 4
pounds. Patients who had gained weight instead of losing were interviewed by the MOVE! Coordinator. A
common theme was repeated by the rural patients that they purchased the wrong food while grocery shopping.
The lowa City MOVE! Program developed the “Grocery Shopping Experience for MOVE! Patients”. First,
MOVE! patients attended a two hour educational class focused on the food pyramid, menu planning, developing
a shopping list, understanding grocery store layouts, economically shopping using generic and national brands,
reading food labels, and understanding protein alternatives. The MOVE! Program secured funding so that each
patient had one hundred dollars to spend on groceries at the grocery store. Using the new skills taught in class,
the patients and dietitian went to the grocery store and purchased healthy foods in an economical manner.
Another innovative aspect of this project was that we identified community resources (in this case a major local
grocery chain with outlets in many smaller towns across the state) to facilitate our programs for veterans at no
further cost to the VA. We also encouraged the family member who performs the grocery shopping to
participate in this class along with the patient. The patients were set up to succeed in all avenues of this
experience. We are measuring cognitive abilities of the patients, lifestyle changes in the home, and the amount
of weight loss after this experience. We believe that we are the only MOVE! Program in the nation that has
taken this innovative approach to assist our patients to lose weight. To date for FYQ09, 78% of all MOVE!
patients who participated in the “Grocery Shopping Experience” have lost weight, averaging a 12 pound weight
loss.
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Program was developing the
“Biggest Loser” program. This
evidence-based program has been
very successful in motivating
patients to lose weight?3*°. In
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This incentive program was started
in January 2008. The average monthly cumulative weight loss for our Biggest Loser for FY2008 and 1% QTR
FY2009 was 126.7 pounds each month. The average weight lost per patient for FY2008 and 1* QTR FY 2009
was 27.3. Since winning the Biggest Loser competition, 92% of these patients have continued to lose weight,
while only 8% regained weight. The overall average weight lost per patient since initiation of the "Biggest
Loser" was 31.9 pounds. The average body mass lost was 9%, (3% - 19.5%; see Figure 1). The majority (65%)
of winners were participants in Level Il classes (focused on group interventions); while 35% of the winners
were from Level | (focused on telephone follow up). To encourage participation from the rural population, Level
| participants were encouraged to join the Biggest Loser competition.

Another example of innovative programming occurred in November 2008 when the lowa City MOVE!
Program hosted a “Women’s MOVE! Retreat”. The female veteran population in the lowa City MOVE!
Program had increased from 2% in FY07 to 15% in FY08 and 1 QTR FY09. Many of the female MOVE!
participants had requested an educational day just for women. The rural women stated they had difficulty in
attending the required multiple Level 2 classes throughout the month but could attend one all day session. The
Women’s Retreat MOVE! Program was designed to assist women participants in the MOVE! Program to lose
weight. All female participants enrolled in the MOVE! Program were invited to the retreat and 87% of the
women actually attended. All topics and presenters were selected for a female audience utilizing evidence-based
practice®’. Meals, snacks, and door prizes were selected to motivate and educate the female veteran on weight
loss®. Organization of this event, including the speakers, prizes, and event space, was a significant effort and
risk for our team and for the local VAMC administration which supported us in good faith. However, the efforts
and risk paid off. Patient evaluations (100%) from the retreat indicated an overwhelmingly positive response.
We will continue to track the participants’ weight to assess the effectiveness of the program. To date the average
weight loss per person attending the retreat was seven pounds. This retreat will be an annual program for the
female veterans in the lowa City MOVE! Program.

B. Evidence of Nursing Leadership and Collaboration

The MOVE! Coordinator (a Registered Nurse) led the implementation of new initiatives for the lowa
City MOVE! Program. The MOVE! Coordinator grew up on an lowa farm and has a good understanding of the
challenges the rural population faced in obtaining health care. All new initiatives implemented took into
consideration the challenges of adults living in rural areas of lowa and Illinois, including transportation costs
and availability of local facilities for food purchase and exercise.

The MOVE! Program team is multidisciplinary and consists of a nurse coordinator, dietitian, physical
therapist, physician, pharmacist, psychologist, and clerk. The MOVE! Coordinator was instrumental in
facilitating data collection regarding participant weight change, access into the clinic and classes, missed
opportunities, work load, and patient satisfaction for the MOVE! Program. The MOVE! Coordinator
systemically evaluated program data each day and incorporated these data into recommendations for future
programmatic changes. She organized weekly team meetings, including agendas, and meeting minutes. All team
members were kept abreast of activities, patient outcomes and progress of initiatives.

Demonstration of interdisciplinary collaboration is evident by the high productivity of all team
members. Utilizing teamwork and collaboration from all staff members, the MOVE! Coordinator developed and
initiated many programs for the rural patient. These included the “Biggest Loser”, “Grocery Shopping
Experience”, “Wall of Fame”, “Women’s MOVE! Retreat”, MOVE! Level I, quarterly MOVE! newsletter,
MOVE! Physical Therapy Clinic and MOVE! Dietitian Clinic. The Coordinator also improved the MOVE!
Introductory Classes, and increased the utilization of all resources assigned to the MOVE! Program. She was
instrumental in the elimination of the MOVE! Program’s wait list of 339 patients.

The lowa City MOVE! Program is recognized as a leader in lowa City, VISN 23 and nationally for

Number of Veterans






creativity and positive patient outcomes in promoting weight loss for rural veterans. The lowa City MOVE!
Program was selected as a “VISN 23 Star Award Winner for the Spread of Strong Practice”. Our program
presented a poster and delivered an oral presentation at the 2008 VISN 23 Quality Conference. The MOVE!
Coordinator has presented information on the lowa City MOVE! Program at the following venues:
¢ National Surgical Quality Improvement Program (NSQIP) via conference call.
e National Nursing Practice Network (NNPN) website for outstanding clinical practice in assisting
patients to lose weight.
o VISN 23Executive Leadership Council in December 2008 for strong practice (poster presentation).
e “2008 4™ VISN 23 Quality Conference” on Weighing in on Evidence-Based Care in the MOVE!
Program (oral presentation).
e  “2008 VISN 23 Quality Conference” (poster presentation).
e 2008 VISN 23 LEAD Graduation on significant changes in a clinical setting (poster presentation).
e VISN 23 MOVE!/Health Prevention and Disease Promotion Conference (oral presentation on
elimination of wait list in MOVE! Program).
It should be noted that, when the lowa City MOVE! Coordinator was hired in 2008, there were no other
MOVE! Coordinators in VISN 23 who were Registered Nurses. The success of our program under the
leadership of a nurse coordinator, along with the multiple public presentations of the programs innovations and
successes, delivered by the nurse coordinator, has publicly underscored the role of nursing leadership in these
multidisciplinary programs in the VA.

Given the demographics of the veterans attending the lowa City VA and related Community Based
Outpatient Clinics, the initiatives that we have developed will be particularly appropriate for centers with rural
populations. Many other VISN 23 facilities have now adopted initiatives developed by the lowa City MOVE!
Program. We recognize that there is population diversity among VA sites. However, even though lowa and
Illinois are mostly rural areas, we believe that our initiatives can be incorporated into MOVE! Programs
nationwide.

C. Scope of Initiative

All initiatives in the lowa City MOVE! Program promote and support the priorities of quality, access,
patient satisfaction, innovation, system
improvement, cost-effectiveness and Fig. 2. Proportion of lowa City MOVE! Level Il
promotes health in rural areas. The veterans losing weight per month in FYO8 — FY09
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exceptional weight loss program. In
Level I, 70 % of all patients have lost
weight. In the MOVE! Support Group,
approximately 70% of the patients have lost further weight or maintained their weight loss. This high level of
weight loss is reflective of the high quality of care consistently being delivered to our patients.

The lowa City MOVE! Program promotes providing quality care in an efficient manner. The Program
excels at promoting excellence in business practices through clinical efficiencies. The MOVE! Team challenged
inefficiencies and established practices at all levels of the program. One inefficiency evaluated was the under
utilization of resources assigned to the MOVE! Program, specifically, the Dietitian and Physical Therapist. Prior
to January 2008 these individuals taught Level Il class once a month even though they were assigned 1.0 and 0.5
FTEE respectively to the program. Since January 2008 we have encouraged all participants including the Level |
participants, to be individually evaluated by the MOVE! Physical Therapist and Dietitian. Because of
transportation issues a higher proportion of Level | participants are from rural areas. The availability of one-to-
one sessions with the Physical Therapist and Dietitian has been particularly appreciated by participants in Level
I, since they do not meet with these providers during class. Each patient receives a detailed written exercise and
activity plan from the Physical Therapist.” The MOVE! Physical Therapist takes into consideration patient
preferences, and health needs and limitations of the patient.™ Patients are asked to fill out an activity log daily to
bring to the return appointment in 4-6 weeks when the exercise plan is updated and new body measurements are
taken. The lowa City MOVE! Program is one of the few MOVE! Programs to utilize a Physical Therapist in this
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manner. The MOVE! Dietitian performs individual and family dietary evaluations, provides meal plans and
develops low calorie menus for patients requiring

Fig. 3. Individual Encounters for MOVE! Program | specialized diets. The Dietitian meets with the

1200 patient and family, discusses and evaluates a
weekly log of food that the patients have
consumed and provides recommendations for
healthy choices in their diet.* The Dietitian also
600 alters favorite recipes into lighter and healthier
400 versions.
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by outpatient stop code reports. The number of total individual encounters increased from 7 in FY06, to 32 in
FY07, to 1104 in FY08 and 344 for 1 QTR FY09, (a 20% increase from FY08) (see Figure 3). The total cost
per encounter decreased from $260 in FY06, to $341 in FY07, to $181 in FY08. For 1" QTR FYO09 the total cost
per encounter continued to decrease at $149.

The visit rate increased from 1.17 in FY06, Fig. 4. Total Cost per Encounter
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for group visits from $92 in FY06, to $130 in 0 2006 2007 2008
FY07, to $70 for FY08. Again the total cost Fiscal Year

per patient for 1 QTR FY09 continues to
decline at $65 per patient (see Figure 4). The lowa City MOVE! Program sees patients an average of 0.61%
over the national average. Based on the number of appointments made in the MOVE! Program for FYQ9, the
number of individual and group encounters continues to increase by 13%.

Providing timely and appropriate access to the MOVE! Program supports the VISN 23 priority of
access. The lowa City MOVE! Program has fully implemented Advanced Clinic Access in all facets of its
operations. On October 15, 2007 the lowa City MOVE! Program had 339 patients on a wait list. Many of these
patients (40%) had been waiting for over one year to get into the MOVE! Program. As of January 16, 2008 the
lowa City MOVE! Program no longer had a wait list (see Figure 5). During this time period another 69 new
MOVE! consults were referred by primary care providers. In a three month period in 2008 a total of 408 patients
were seen in the MOVE! Introductory classes. This was accomplished by utilizing ten Advanced Clinic Access
principles, stepping outside the box and being creative, evaluating all practices and systems of the MOVE!
Program for inefficiencies, maximizing all current resources assigned to the MOVE! Program, developing
action plans and keeping the team very focused.

Impact of Initiative
All processes implemented in the MOVE! Program can be sustained over time without increasing cost
to the Medical Center. The high

sustainability of these processes is due Fig. 5. Total Weeks to Resolve Consults
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have occurred from process changes and have significantly improved over time. It is anticipated that this
significant weight loss and patient satisfaction will be maintained by the patients over time.

The MOVE! Program continuously monitors veteran and family satisfaction by promoting patient-
centered care and excellent customer satisfaction. The MOVE! Program strives to be patient centered in all
facets of care delivery by encouraging patient involvement and accountability. Each patient (100%) determines
their individual weight loss goal in the MOVE! Introductory class.'? Patients also determine what changes they
want to make in their dietary and activity life style. They make the decision on which level of the program they
feel best meets their current lifestyle. We allow the patient who is in Level | to attend Level Il classes, if they
feel this would benefit their weight loss. If a patient is in Level Il and can no longer attend class, we encourage
them to change to Level | instead of dropping from the program. This flexibility is particularly appropriate for
rural veterans related to either the seasonality of farm work or weather related transport difficulties.

Establishment of Level | (telephone intervention) was very important to the rural community. Prior to
January 2008 the lowa City MOVE! Program did not offer Level | or telephone counseling. The benefits of
telephone counseling have been well documented in the literature.® Because distance represents a major barrier
to medical care in rural areas, the availability of a treatment modality that does not require time and cost for
travel and attendance at clinic visits represents an important approach to providing weight counseling and
education in an ongoing manner to rural residents. Implementation of MOVE! Level | also assisted in
decreasing the costs for the overall program by 43% for individual encounters. The majority of MOVE! patients
(66%) chose to participate in Level I versus Level 2 (attending classes) and this number continues to increase
monthly by 5%. There is high patient satisfaction in both Level | and Level Il groups. Both groups have similar
compliance (83%) regarding attendance to class or being home to receive telephone calls.

The lowa City MOVE! Program is very flexible and provides many options to the rural patient. The
lowa City VA Medical Center has five Community Based Outpatient Clinics (CBOCs). Over fifty percent of
MOVE! participants have their primary care based in the CBOCSs. To decrease patient travel and increase
access, the lowa City MOVE! Program utilizes the latest available information technology. For example, all five
CBOC’s participate in MOVE! through telemedicine. Dietary consults are performed for those patients in the
CBOCs by utilizing a dedicated web cam device in the Dietitian’s office. Utilizing these technologies has
increased rural patient participation in the MOVE! Program.

There were many methodology changes that have occurred to improve quality and patient outcomes.
Due to the long distance many rural patients must travel to the medical center, the MOVE! Program has initiated
referrals on the same day that the patient sees their primary care provider. Entering the patient into the weight
loss program on the same day their provider discussed weight loss with them is shown to increase weight loss.**
To further assist the rural patient to decrease their travel to the medical center, MOVE! Dietitian consults with
the patient to determine dietary needs during the MOVE! Introductory class. When the patient sees the MOVE!
Physical Therapist they also see the Dietitian on the same day. During the Introductory Class a folder with
weight loss information, pedometer and the "Get Fit For Life" CD is given to the patient to increase exercise and
activity™. Prior to October 2007 the lowa City MOVE! Program rarely provided pedometers, "Get Fit For Life
CDs, Physical Therapy evaluations or Dietiary evaluations.

It is incumbent upon health care providers to seek input from their customers and to use that
information to improve services and create innovative strategies to meet and exceed expectations. We are
continuously looking for creative and innovative ways to make the class more fun and interesting for the patient.
Whenever possible we provide incentives for the patients, not only for weight loss but also for contributing in
class in a positive manner. Our feedback from the veterans is that these additional efforts by the Program are
greatly appreciated.

Patients are succeeding in losing weight because they receive individualized attention, both in telephone
counseling and in the class setting. Patients in the program are made to feel special and that they can succeed at
their weight loss goals. Many of our initiatives are based on patient suggestions. These initiatives are very
successful because they are patient driven.

The MOVE! Program integrates a system-oriented approach to providing patient care. lowa City is
currently meeting the EPRP outpatient performance measures for BMI >25 at 92%. The Program involves the
patient’s primary care provider by notifying them electronically of weight losses and providing them with
weekly updates. We are evaluating the relationship of weight loss and the number of primary care provider
visits. We are also evaluating the number of hospitalizations in relation to patients decreasing weight. We have
noticed a decreased in medication usage with weight loss. This has been particularly noticeable for diabetic,
hypertensive, and pain medications.

This presentation has illustrated many different techniques to assist the rural patient lose weight.
Medical centers must address the many challenges the geographically isolated individuals face to make health
and weight loss serves accessible, relevant and successful.
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Office of Nursing Services Annual Innovations Awards
A DoD/VA Collaborative Initiative: Development, Implementation, and Evaluation of a Nursing
Electronic Hand-Off Communication Tool

Summary of Initiative: Collaboration in the care of active duty service members and sharing of resources is a
joint mission of the Department of Defense (DoD) and Department of Veterans Affairs (VA). This charge was
underscored when complex patterns of blast-related injuries emerged in service members returning from
Operation Enduring Freedom/Operation Iragqi Freedom (OEF/OIF). This describes the development,
implementation, and evaluation of an electronic nursing hand-off communication tool that enhanced the quality
of care for military service members who were severely injured in OEF/OIF. In 2006, VA’s Office of the Chief
Consultant, Rehabilitation, Office of Nursing Services, and Nursing Command at Walter Reed Army Medical
Center (WRAMC) joined forces to establish the position of VA/DoD Nurse Liaison. A primary aspect of this
new nursing role was facilitation of seamless hand-off communication between nurses who provide care for
patients with polytrauma injuries at military treatment facilities and VA Polytrauma Rehabilitation Centers
(PRCs). The transition from acute care to rehabilitation is highly stressful for seriously injured service members
and their families. To facilitate the transitional process, the VA/DoD Nurse Liaison was lead architect in the
creation of an automated hand-off communication tool that standardized the method for reporting information
when patients with polytrauma injuries transferred from WRAMC to a VA PRC. Nurses at WRAMC and VA
PRCs collaborated in the design of the electronic hand-off communication tool, which utilized the SBAR
(Situation, Background, Assessment, Recommendations) framework. Information technology experts at DoD
and VA were catalysts for implementation of the electronic template. A massive collective effort was required,
given that each organization used an entirely distinct electronic patient record system. In due course, the
electronic hand-off communication tool was integrated across multiple healthcare facilities in the DoD and VA,
transforming nursing practice related to the coordination of care for OEF/OIF service members with polytrauma
injuries. The instrument was pilot tested for six months at WRAMC and the James A. Haley Veterans’ Hospital
(JAHVH), then later exported to all PRCs and National Naval Medical Center, with planned expansion to all
Army medical treatment facilities. This innovative project has generated international interest, as the hand-off
template is currently under review by nurses at Landstuhl Regional Medical Center in Germany and the
Canadian Forces Health Services Group Headquarters. Outcomes of this endeavor demonstrate the benefits of
using an electronic hand-off communication tool, as indicated in an evaluative survey of nurses who have used it
at JAHVH. This “best practice” exemplar in hand-off communication and collaboration between DoD and VA
has added value to the care of the OEF/OIF patient population, contributed to an organizational culture of
patient safety, and created abundant opportunities for further education and research related to polytrauma
rehabilitation nursing.

Date of Implementation: 9/23/08 — Present

ADOPTION OF THE INNOVATION

Organizational Need — The complex treatment needs of active duty service members and veterans with blast-
related polytrauma injuries from OEF/OIF posed a major challenge for nurses and other clinicians at military
treatment facilities (MTFs) and VA hospitals. VHA Directive 2005-024, “Polytrauma Rehabilitation Centers,”
emphasizes the specialized clinical needs of polytrauma patients and the imperative for continuity during
changeovers in their care. While traumatic brain injury is most prevalent, it often co-exists with other severe
impairments (e.g., amputation, spinal cord injury, post-traumatic stress disorder). Therefore, the transition of
polytrauma patients from military treatment facility to VA hospital requires a consistent, customized approach
for transferring critical medical information with patients to ensure their safety and timely access to specialized
services as they move from acute hospitalization to acute rehabilitation. This nursing initiative was
systematically launched at WRAMC and VA PRCs to meet and exceed these imperatives.

Literature Review — Current healthcare literature is rich with evidence that supports the effective use of
standardized processes for the exchange of patient information among caregivers. The use of automated
systems to communicate patient-specific clinical data is widely viewed as holding enormous potential for
transforming healthcare. A Joint Commission National Patient Safety Goal' (NPSG) calls for a standardized





approach to hand-off communications among caregivers that ensures the provision of up-to-date patient
information. This safety goal is a foundational element of this innovative, electronic hand-off communication
tool. SBAR is widely accepted in the literature as a sound method for defining elements of hand-off
communication and provides the structural framework for this tool. ~ This initiative is also congruent with aims
established in The Institute of Medicine report, “Crossing the Quality Chasm: A New Health System for the 21
Century."” These include providing patient care that is safe, reliable, responsive to individual patient needs,
timely, and efficient. Another landmark Institute of Medicine report, “To Err is Human: Building a Safer
Health System,” "' calls for the implementation of safe practices at the point of care, including improvements in
clinical information systems which provide timely access to complete patient information. When patients
receive care from multiple clinicians in different settings, the potential for fragmented care is increased. The
implementation of an electronic hand-off communication tool between DoD and VA provides a means to
improve coordination of care and reduce the risk of medical errors for patients with polytrauma injuries.

Organizational Customization - The VA/DoD Nurse Liaison engaged nursing leadership at DoD and VA
PRCs through formal meetings and discussions to acquire organizational support and identify implications for
implementation of a standardized electronic hand-off communication tool. Leadership support and
collaboration among stakeholders was remarkable. Funding of $500,000 was earmarked by VA’s Program
Director, Technology and Systems Design. Staff nurses at military treatment facilities (MTFs) and VA PRCs
collaborated to identify key design elements of the nursing hand-off template. The initiative was tailored to both
MTFs and PRCs, bridging acute care and rehabilitation settings. Additional stakeholders included information
technology professionals in DoD and VA who were extensively consulted to customize the instrument for use in
both organizations. A successful pilot testing of the electronic hand-off tool between WRAMC and the Tampa
VA PRC contributed to final modifications to ensure its practical applicability for broad implementation.

Creative Approach - The VA/DoD Nurse Liaison initiated a proposal to develop a standardized electronic
template to communicate patient information for seriously injured OEF/OIF service members transitioning from
military to VA healthcare system. Nurses from WRAMC and VA PRCs employed a creative approach that
paralleled VA’s Quality Enhancement Research Initiative (QUERI) process. They identified the OEF/OIF
polytrauma patient population as a high risk group, recognized the need for reliable processes to communicate
their care requirements across transitions, reviewed best practices in hand-off communication, defined existing
practice patterns and variations in hand-off reports between MTFs and VA PRCs, and developed and employed
an intervention to promote best practice. The implementation process included a pilot project prior to national
implementation.  Serial reviews were performed over several months to refine data elements and ensure
comprehensive patient information was included in the tool. A VA News Release of September 25, 2008
announced the launching of this creative electronic nursing hand-off communication tool, hailing it as a
significant step in making DoD and VA electronic patient records interoperable.  Nurses involved in this
venture were catalysts for changes in procedures, computerized applications, and performance improvement.

NURSING LEADERSHIP & COLLABORATION
Nurse Participation - This nursing initiative is a demonstration of VA’s commitment to provide seamless
nursing care during transfer of OEF/OIF service members from MTF to the VA. Nursing provided leadership
for the assessment, development, implementation, and evaluation of this ambitious effort. The VA/DoD Nurse
Liaison, nursing leadership at WRAMC Surgery and Neurology and nursing leadership at VA PRCs
conceptualized the DoD/VA Electronic Hand-Off Communication Tool and creative strategies for its
implementation.

Staff Nurse Participation — Congruent with Magnet principles of shared governance and participative decision-
making, front-line staff nurses at MTFs and VA PRCs charted the course for this initiative. They identified
issues related to nursing hand-off communications between facilities and made decisions regarding specific
clinical components of the tool related to the patient’s situation, background, assessment, and recommendations.
Further, staff nurses identified sections of the tool that required free form text and other sections that were pre-
populated with drop down selection menus. Primary goals were to provide standardized nursing hand-off
information to seamlessly transfer polytrauma patients, establish a patient tracking mechanism, improve patient





safety, and facilitate patient-centered care. Participating staff nurses were featured in a national video that was
produced to promote the benefits of the DoD/VA Nursing Hand-Off Communication Tool.

Interdisciplinary Collaboration -  Staff nurses at MTFs and VA PRCs agreed on data elements and
requirements of the hand-off tool. Priorities included standardized, clinically relevant information, a user-
friendly format, and electronic accessibility 24/7 for nurses at Walter Reed and the VA PRCs. Nursing
developers included polytrauma rehabilitation nursing leaders, polytrauma staff nurses, the VA/DoD Nurse
Liaison, infection control clinical nurse specialists at WRAMC, wound care specialists, and certified
rehabilitation nurses. Interdisciplinary collaboration and teamwork were pivotal in accomplishing this data-
sharing initiative. Clinical informatics experts at DoD and VA were instrumental in this high impact innovation.

Presentations & Publications - Numerous presentations have been given by contributing designers of this
innovation to nursing colleagues, interdisciplinary team members, and others since this initiative commenced.
They have provided continuing education, presentations, and professional publications, as follows:

Conn, Joseph, “Defense, VA pilot makes interoperability work.”” Modernhealthcare.com. October 1, 2008.

Ellis, Kristin, “Defense, Veterans Affairs Departments Cooperating to Better Care for Troops”. Stripe,
September 26, 2008.

General Hawley-Bowland, Dr. Gerald Cross, Stephen L. Jones, Col Susan Annicelli, Cathy Rick., Col Annicelli,
“DoD/VA Patient Transfer E-Solutions Kick Off Ceremony” Walter Reed Army Medical Center, September 23,
2008.

Col. Cynthia Abbadini, Janzen, Sandra, Stidham, Brenda “DoD/VA Development and Implementation of a
Nursing Electronic Patient Hand Off Tool” Association of Military Surgeons of the United States 114th Annual
Meeting, San Antonio, Texas, November 11, 2008.

Stidham, Brenda “VA/DOD Nursing Collaboration Standardized Nursing Hand Off Tool.” VA Polytrauma
Nursing Conference, Tampa, Florida December, 2007.

Stidham, Brenda. “VVA/DOD Nursing Collaboration Standardized Nursing Hand Off Tool.” VA Polytrauma
Nursing Conference, Minneapolis, Minnesota, July 26, 2008.

Stidham, Brenda. “VA/DOD Nursing Collaboration Standardized Nursing Hand Off Tool.” Course 501:
Visionary Executive Leadership with Nursing Informatics as the Tool, VEHU Conference, Orlando, Florida,
July 24, 2007.

Stidham, Brenda, “Nursing Collaboration Standardized Nursing Hand off Tool”. Walter Reed Command
Governing Body, February, 2007.

SCOPE OF INITIATIVE

Impacted Areas — Nationally, the DoD/VA Hand-Off Communication Tool has directly influenced the ability
to provide safe and patient-centered care for active duty service members and veterans with polytrauma injuries
at military and VA healthcare facilities. It also meets a Joint Commission Patient Safety Goal for improving the
effectiveness of communication between caregivers. It standardizes the hand-off communication with any
patient movement and provides caregivers the opportunity to ask questions. The note has facilitated the
strategic goal of the VA to create electronic interoperability of patient records with the DoD. The DoD/VA
transfer summary note enables the VA nurse to see pertinent, up to date information in the SBAR format. While
the entire medical record is transferred with the polytrauma patient, it is usually several hundred pages in length,
making it extremely difficult for the nurse to extract key points in a timely manner. Both VA and DoD nurses
provided input for the content of the SBAR. This innovation has extensive applicability to future real time needs
between these two national healthcare system, as well as a potential international impact. This innovative project
has generated interest abroad, as the hand-off template is currently under review by nurses at Landstuhl





Regional Medical Center in Germany and the Canadian Forces Health Services Group Headquarters. The note
has pioneered the initiation of electronic openness between VA and DoD, and has laid groundwork for future
collaborative projects between the health providers of our most severely wounded along the continuum of care.

IMPACT
Process Improvement - A measurable process improvement is the standardization of a consistent process for
bi-directional communication between DoD and VA nurses involved in the care and transfer of OEF/OIF
patients with polytrauma injuries. The quality of nursing documentation and communication regarding patient
transfers has significantly improved as a result of this innovation. This information-sharing initiative has
contributed to polytrauma patient care that is safe, reliable, responsive to individual patient needs, timely, and
efficient.

Staff Satisfaction — A questionnaire was developed to obtain evaluation feedback from nurses who have used
the hand-off tool at the Tampa VA Hospital. Twenty seven surveys were returned, with 8 nurses indicating they
had used the hand off tool. Therefore, results are based on 8 complete surveys. The format and questions were
based on questionnaires from other evaluations. In previous evaluations, similar tools achieved over .80 for
internal consistency reliability. The first question asked nurses to rate the tool on six bipolar adjectives (easy-
difficult; valuable-worthless; useful-useless; good-bad; convenient-inconvenient; beneficial-harmful to patients)
on a 7-point scale (Figure 1), where 7 represented the positive dimension and 1 represented the negative
dimension. Average ratings were all above 6.2, indicating that the tool was viewed positively. The second
question asked nurses to rate the expected results of using the tool on eight dimensions on a 5-point rating scale
(Figure 2) where 5 was “completely agree” and 1 was “completely disagree.” All average scores were greater
than 3.5, indicating positive perceived benefits of using the tool.

Figure 1

Nurse Ratings of Hand Off Template (N=8)
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Long-term Integration — DoD and VA healthcare organizations have committed to long-term integration of
electronic hand-off communication as a strategy for nurses to employ to convey critical information about
patients with polytrauma injuries. Further, this initiative provides a model for future collaboration regarding
electronic integration of DoD and VA patient record systems.

Impact on Patient Outcomes — In the Strategic Plan for VA Employees published by the Office of the
Secretary (July, 2007), the first VA strategic and enabling goal is to restore the capability of veterans with
disabilities to the greatest extent possible and improve the quality of their lives and that of their families. An
objective of this strategic goal is to maximize the physical, mental, and social functioning of veterans with
disabilities and be a leader in providing specialized health care services. The DoD/VA Nursing Hand-Off
Communication Tool provides excellent baseline data for long-term follow-up of OEF/OIF polytrauma patients
as they transition from DoD to VA. Once in the VA system, the ability to track patients through the continuum
of care via VA'’s electronic data systems will allow evidence to be gathered on specific outcomes associated
with different patters of care from the acute and rehabilitation phases, through outpatient follow-up, to
community reintegration. Ultimately, this will enable clinicians to determine which patterns of care are
associated with optimal recovery in order to identify best practices.

CONCLUSION

The DoD/VA Nursing Electronic Hand-Off Communication Tool has burgeoned into a robust national
collaborative initiative that provides continuity of care for severely injured OEF/OIF service members and
veterans. This innovation is comprehensive, provides added value, and has been fully integrated into DoD/VA
organizational cultures. A national video has been produced to demonstrate the benefits of implementation of
this electronic hand-off communication tool in the nursing assessment and care of patients with polytrauma
injuries. Nurses have had a powerful influence on polytrauma patient care and have achieved excellence in
cultivating a practice environment that is conducive to further innovation to improve interoperable electronic
documentation among VA and DoD, employ emerging tools and concepts, foster research, and ensure education
on all levels.

Special acknowledgment is extended to the following colleagues who contributed to evaluative processes for
this innovation award submission:

Gail Powell-Cope, Nurse Researcher Diane Cowper, Assistant Director
VISN 8 Patient Safety Center RORC
Tampa, Florida Gainesville, VAMC

Gainesville, Florida

' The Joint Commission (2009). www.jointcommission.org/patientsafety/nationalpatientsafetygoals

i Institute of Medicine Report (2001). Crossing the Quality Chasm: A New Health System for the 21° Century.
The National Academies Press.

" Institute of Medicine Report (2000). To Err is Human: Building a Safer Health System. The National
Academies Press.
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- Title: Grow Our Own - Improved Licensed Staffing in Mental Health Units

Summary of Initiative

Clinicians requested this program that improves patient care by educating competent licensed staff.
Adequate licensed staffing puts Patients and Their Safety (51} first. Managers requested the program because
it improves quality of care-and reduces excessive cost for registry and overtime. The goal was to increase
registered nurses by educating graduate vocational nurses GVNs who would complete this internship program,
be licensed as LVNs and grow into registered nurses. Kame et al (2007) assert that increased registered nurse
staffing is associated with lower hospital related mortality and adverse events. Blegen et al (2008) report that
LVNs can assist registered nurses to achieve these goals. Greater Los Angeles (GLA) VA as well as VHA and
the State of California need strategic plans to address the licensed nurse shortage, particularly in'mental health.
The nursing shortage is a major problem for overall quality of patient care in hospitals (Buerhaus et al, 2005). In
2003, GLA had over 40 licensed mental health staff vacancies. California’s licensed nurse shortfall worsens as
the state’s population increases. California is ranked 50™ in the nation for numbers of licensed nurses and has a
growing deficit that will reach >158% deficit by 2020(HRSA). GLA had only recruited one new graduate/
registered nurse in mental health for the prior five years. This shortage was increased by workforce aging and
retirement, stigma of mental health, and new graduates’ personal anxiety about mental health. This project
recruited new graduate vocational nurses who would continue education and become registered nurses.

To increase mental health nurses, we recruited, trained, and retained 37 new graduate nurses (GVN) for
mental health in a New Horizons Internship program. This program_included an internship, a mental health
curriculum, a preceptorship, a state board review course, and new graduate program.

Outcomes: The program graduated 37 Licensed Vocational Nurses (LVNs) over 3-4 years. Given
California ratios, this provides care for more than 9 additional patients and each LVN can provide medications
for 10 patients. New Horizons interns started as new grads, completed the internship, were licensed (LVNs) and
are becoming RNs: 17% have received RN degrees and 14% are completing RN programs; 10% are in RN
programs, and the 59% are completing prerequisites. New Horizons Interns (100%) rated the program as
excellent, recommended it. Although the retention rates for new graduates is low across the nation, over 90% of
the New Horizons LVNs were retained and are still working at the VA in 2009. These LVNs have been
promoted, become clinical resource nurses, and continued career development and become registered nurses. All
stakeholders give high praise to the program graduates.

These LVNG increased the cultural diversity with high percentages of African Americans, Hispanic
Americans and Asian Americans and <10% of Caucasian Americans. These LVNs were the first Hispanic
nurses on several mental health units thus increasing diversity {S4{2). Quality of care improves by increasing
professional and competent mental health nurses. Staff and patients highly praised New Horizon graduates and
appreciated their skill, knowledge and compassion. This Grow Our Own increased mental health licensed staff,
reduced unfilled vacancies in mental health, and provide competent staffing for the mental health units.

Date of Implementation: July 2004

Adoption of the Innovation

Nurse executives face challenges in recruiting and retaining a competent licensed nursing workforce,
particularly in mental health. Deficit staffing requires use of costly travelers and registry staff that increase
employees’ dissatisfaction and pose barriers to quality of care. To reduce unfilled vacancies in mental health, we
designed a “grow your own RNs” program. According to surveys, new registered nurse graduates lack interest
in mental health but LVNs are very interested. A successful open house for nursing schools marketed the
program and yielded over 100 employment applications. Curriculum included a research and evidence based
psychiatric course with innovative teaching strategies to assist students to construct personally meanlngful
knowledge of behavioral health(2). We recruited ethnically diverse new graduates.






The program objectives included: recruit and retain 37 new graduate VNs in a New Horizon Internship.
They would become licensed LVNSs, work in mental health for at least 2 years, develop mental health
knowledge and competencies; pursue further nursing education, and reduce licensed vacancies in mental health.
Another objective was to evaluate the New Horizons program. They would pursue education to become RN,

Nursing Research/Education designed and orchestrated the program. The New Graduates applied, were
interviewed and selected as the New Horizons Interns. Dr. Valente planned the curriculum, marketed it,
recruited interns, oversaw the course and experiences. A major focus was to socialize the students into their first
work environment in a VA setting. Many students had never written a memo, applied for pregnancy leave or
interacted with other professionals at work. They needed assistance to manage issues that arose at work. lleen
Wright assisted in interviews and mental health presentations. Mental Health Nurse Managers assigned the
preceptors. Michelle Kendall, pharmacist, provided 3-4 hours content on psychopharmacology for each class.
Due to staffing shortages in pharmacy, she presented on her own time and also put her presentation online. Two
Mental Health Nurse Managers who have retired attended the planning sessions and oversaw preceptorships.

Curriculum: For over a decade, LVN programs have lacked adequate mental health content. Providing
competent, trained and therapeutic licensed staffing improves business processes (%2 (1(#3). Our mental health
course provided the content the New Horizons Interns needed in mental health, evidence based practice, and
managing assaultive behavior. Skill training included therapeutic use of self, management of assaultive
behaviors, interaction with disabled populations, and evaluation of complex mental and physical diagnoses (1-
3), normal aging, dementias or confusion, co- morbidities and suicide. The course also provided geropsychiatric
knowledge and skills to cope with the growing older adults with major psychiatric illnesses who will number 15
million by 2030. In addition to the course the Interns had a 1:1 preceptorship with an RN that helped them cope
with school-work transition, role conflict due to discrepancies between the nurse’s ideal view of nursing, lack of
role models, the bureaucratic context, and frustrations at work.

Based on nurse manager, leader, and new graduate feedback, we reduced the 6 month to a 4 month
internship and added a study course for state boards. Interns had class one morning a week and worked on the
units with a preceptor the rest of the time. All nurses at GLA were invited to attend the didactic sessions, and
many nursing staff and affiliating students attended.

Innovative aspects: Another innovation in the mental health course included brief outreéach experiences
with an advanced practice nurse, an outpatient clinic, a substance abuse program, and other specialty mental
health areas. This offered a broad perspective of services that enhanced discharge planning. HS 2 Gii (33) Another
innovative technique, reflective practice, has improved care delivery and nurse satisfaction(7). Assignments
enhanced development of reflective skills as a foundation for practice and growth. Reflective practices
encourages the nurse to reflect upon and learn from practice. Case studies used problem-based learning to assist
students to develop and hone their reflective skills for use as mental health practitioners(8, 9). Evidence based
practice was emphasized. Student groups evaluated the literature, chose a performance improvement project,
and created a poster to illustrate their intervention. Projects included reducing foot fungus on a geropsychiatric
unit and reducing multiple drug resistant infections on mental health units.

Another creative teaching tool was a 1 page research-based fact sheet that reviews a mental health topic
(e.g., suicide prevention, schizophrenia) (S7 G1G3G4) Fact Sheets help nurses apply the evidence to improve
assessment, treatment, management, education, and referrals. Nurses (93%) report that the mental health fact
sheets improved their professional knowledge and 98% of nurses rated these fact sheets as excellent in
efficiency, usefulness in practice, effectiveness, and they improved practice. The fact sheets contain codes
reflecting JACHO requirements. Nurses use these to improve patient education, patient care, and management.

Nursing Leadership and Collaboration

We received ongoing, visible and strong support from nursing leadership. The Chief Nursing Officer,
Donna Beiter, who is now the Director and the Deputy have supported the project. Initially, the ACNS
Research/Education, Dr. Roper, and the ACNS for finance supported “the grow your own RN concept. As
leadership has changed, the new finance ACNS, Donna Green and ACNS Research/Education support the
project. We met with Nurse Managers in Mental Health to verify their support and ability to provide RNs who
could precept the Interns. We invited Nurse Managers to lectures in their areas of expertise for the mental health
course. Each summer, we taught another New Horizons program. The Interns graduated after completing the
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course, Internship and preceptorship and then were expected to pass boards. Nurse leaders helped us overcome
difficulties when some Nurse Managers were unfamiliar with the interns and their role as LVNs in psychiatry;
they were reluctant to give them keys to the locked psychiatric units because they might lose them; and wished
to provide rotating preceptors for the interns. Consistent preceptors improved New Horizon Intern satisfaction
and enhanced learning. Leadership support helped resolve Human Relations issues when a couple of the interns
took more than 3 months to pass the state boards. Leadership support was also critically important in transfering
a couple of New Horizons Interns from one mental health unit to another to improve the training experience and
in reinforcing limits and expectations such as completing state boards by the deadline.

A hallmark of the program was matching the Interns with a mental health nurse preceptor who would
guide, direct, and help socialize them to their first professional role. The New Horizons Interns gave their
consistent primary preceptor rave reviews. In some instances, the new graduate had more than one preceptor, if
the primary preceptor was on vacation or unavailable. The nurse leader and managers’ collaboration was
particularly important to the program success because when we began the program, GLA had very few LVNs in
mental health and mental health staff were confused by this role.

The mental health course featured multidisciplinary lecturers to introduce the diverse roles and
resources. Ileen Wright, CNS served as lecturer and co-coordinator for classes. The ACNS Mental Health and
Ileen helped select the candidates for the internship and mentored them. Leadership support was essential to
giving release time to the presenters. The psychiatrists, psychologists and pharmacist were popular presenters
and helped the interns foster relationships across disciplines. We placed the course materials (the slides and
materials with narration) on blackboard, our share point and educational sites so that staff nurses could review
the content. Staff nurses attended about 40% of the courses or online lectures. Online courses are available for
off tour and off site mental health staff and available for remediation if needed.

Two nurse managers supported the program by attending all the planning meetings and coaching the
preceptors. Unrealistically, we expected Nurse Managers to explain the program to the staff. In retrospect, we
should have explained the role of the LVN and to clarify that these interns were not “students” but were new
graduates and staff members who would be licensed and have licensed tasks. The staff also had scant experience
with LVN roles in mental health. The first group of interns were pioneers who identify staff inservice needs.

We also provided mentorship and guidance for the LVNs when issues arose regarding negotiating
pregnancy leave, promotions, resolving issues with management, and resolving interpersonal issues including
staff-staff conflicts in clinical practice. This mentorship provided a socialization that helped alert the LVNs to
new opportunities (e.g., teaching basic life support or management of assaultive behavior) and helped them
understand how to accomplish things in the VA. This project is posted on the AHRP website. Publications
include: Valente, S.M. (2005). Recruiting licensed staff in mental health. J. Nurses in Staff Development 21
(2),66-72. (Google Scholar--article has been cited 18 times). Valente, S.M. & Wright LW. (2007). Innovative
strategies for recruitment in behavioral health. Nursing Administration Quarterly 31(3), 223-227. (article has
been cited 13 times). :

Scope of Initiative

This program aimed to provide competent and excellent licensed nurse staff for inpatient mental health.
We initially trained the 37 new graduate LVNs for the 5 mental health units at GLA. Although most of them
have remained in inpatient mental health, some moved into outpatient mental health areas, emergency
department, and other Community based outpatient clinics (CBOCs) and other VISNs. One moved to the New
York VA and one is requesting a transfer to San Diego VA. In the last few years, some have transferred into
medical surgical and pre/post operative areas. This “grow your own” program that has been published and has
been disseminated outside the VA. ' '

The New Horizons LVNs have also assumed leadership positions as trainers for the Management of
Assaultive Behavior, BLS instructors, wound care LVNSs, and other roles. These training roles impact GLA and
all of our CBOCS. Four LVNs have taken leadership roles as Clinical Resource LVNs who coordinate Nursing
Orientation. They precept new employees and students. These LVNs coordinate orientation for about 65 new
employees each quarter. Some of the New Horizons LVNs have moved to the New York VA and one has
applied to move to the San Diego VA.






At GLA two ACNS at GLA in gerontology and GRECC have requested a New Horizons course
curriculum and teaching guides for staff. Nurse leaders at VA in Florida and VA in Oklahoma. The project is
also posted on the Mental Health Advisory web site and published. Publications have been cited by 21 other
authors. Based on the New Horizon’s success, ACNS Mental Health, Ann Stall, planned to replace all NAs with
LVNs. Impressed by their performance improvement projects, she asked the LVNs to conduct inservices with
their posters on all mental health units. The Association of Nurse Executives (AONE) Diversity Toolkit -
Enhancing Diversity published the New Horizons program description for the Association of Nurse Executives
web site based on peer review. New Horizons reduced our licensed staff vacancy rate in mental health from 12%
to <5%.
http://vaww.vha.vaco.portal.va.eov/sites/ ONS/PracticeT mnsim mation/Clinical %20Practice/MentalHealth/Share
d%20Documents/

Impact

By providing competent licensed staff, this New Horizons project reduced $1-2 million dollar costs for
registry and traveler staff. All the New Horizons GVNs graduated from the course, became licensed, and
received strong support from all stakeholders. The LVNs and stakeholders evaluated the program 100%
excellent and highly satisfactory; they would recommend the program; they have eagerly served on nursing
committees and assumed additional duties on the units. One organized and managed the equipment on his unit;
another designed a spread sheet to track all the staff members’ licenses and mandatory educational classes such
as CPR training. The LVNs (100%) are eager to stay at the VA. They rated the mental health class and
preceptorship as 100% excellent and unit collegial atmosphere as 75%; state board review (98%). The
preceptorship scores were low (75%) on one unit without consistent preceptors but improved with additional
preceptors for each GVN.

Learning evaluations showed that their pretest scores were 1-2 on the pretest (from a scale of 1-5, 5
being excellent) rose to an average of 4 on the posttest. The LVNs have won several awards for excellent patient
care and service, received promotions, won 3 employee of the month awards in 2008-9 (S7 (:1G3(4). They
report that the mental health class helped them evaluate the dynamics of behavior, use therapeutic strategies
with patients, manage conflict, redirect patients, respond to emotional outbursts, and react to inappropriate
behavior. They emphasize the importance of understanding why people behavior in inappropriate ways and they
describe their growth in compassion, patience, and empathy (13, 14). They have conducted performance
improvement projects, provided unit in-service classes, and demonstrated high standards of ethical, professional
behavior, and high regard for patient care and safety. Surveys reflect the impact the LVNs have on the unit.
Areas emphasized included improved patient care, pat1ent teaching, better communication with patients and
families.

The addition of 37 competent and licensed staff allowed the psych units to admit more patients weekly
and honor the California ratios. Staff members accompany the mental health patients from all 5 units to court or
appointments. LVNs were very willing to do this. These LVNs increased the patients who could be cared for in
mental health. The cohorts of LVNs started in the summer (e.g., 12 per class and they allowed an increase of 3
additional patients/week for year 1. This doubled in year 2 and increased subsequently. The New Horizons
LVNs each gave medications to 10-11patients. They increased the number of patients cared for on the unit.
They allowed a total increase of at least 9 extra patients/week. Patients appreciated having LVN staff they knew
instead of registry. Because several of the New Horizons LVNs are also Veterans, they understood the Veteran’s
pre hospitalization and service experience. Hence, patient satisfaction scores increased. This new group was also
willing to do overtime to relieve the regular staff who had been working excess hours due to the staffing
shortage. These New Horizons LVNs had positive attitudes. They did above and beyond what was asked. They
wanted to be helpful to providing care and running the unit. One of the LVNs ran errands off the units to deliver
and pick up items. The Veterans were very grateful but a few other staff grumbled that he had raised the
standard that would be expected of them. The LVNs brought their medical-surgical skills and so were alert to
the signs of diabetes mellitus, hypertension, constipation and intervened to monitor the treatment, oversee
compliance, and educate the patient. In one instance the LVN on the geropsychiatric unit resuscitated a patient
with CPR and he instructed another staff member in proper cathether procedures. In several instances, the LVNs
were the first to detect an undiagnosed diabetes mellitus or hypertension and to request a medical evaluation.

The LVNs were also excellent at organizing and running psychoeducational groups for the patients in
exercise, education about medications, current events and other activities. They increased the groups and






activities on the unit. This program has helped us increase our 2007 — 2009 staff satisfaction scores in the scores
of career opportunities, career advancement, quality of care, and working with qualified staff. One unexpected
outcome has been the retention of these New Horizons LVNs and RNs. Over 90% still work at the VA and most
work at GLA. This return on investment is outstanding as they are developing their careers and serving the VA.

Ongoing Education Our LVNs have pursued their career development and are moving toward their RN
and advanced degrees. 17% of the LVNs have completed RN licensure; 14% will have RN by June 2009, 10%
currently study in RN programs; and 59% are completing pre requisites for RN programs. One has completed a
“master’s degree. One plans to have a BSN in 2010 and a master’s degree in 2011. One LVN is deployed.

Our awards and recognition committee has posted patient’s letters of commendation on the intranet for
the LVNs. We have attached 2 exemplars.
A Letter of Appreciation from Veteran Mr. B. regarding Mr. Nicholas Diaz, LVN of 2 North Mental Health
Services. One of my very favorite "caretakers"—Smart!! He was always a joy to see in some very trying times.
You should have bushels of Mr.'s Diaz. And best of all, he could pronounce my name!! Mr. B!!! of 2 North
9/8/08 - -
"Letter of Recognition” I, Mr. X., am writing this letter of recognition for the continuous, professional,
and excellent performance of Ms. Lynda Washington, LVN during my brief stay here at 2WAB Mental Health
Unit. I would like to commend Ms. Washington for her great attitude, morale for the care of her veteran patients
who have served their country, and suffered greatly from post mental illness. Upon my entry into the hospital, I
was suffering deep distress in a panic, and violent state of mind. At the time, I did not know who to trust, and
everyone seemed to want to take me down for sedation. Out of my deepest despair Ms. Lynda Washington
bravely embraced me with tender love and care until tears fell from my eyes, and from that point Lynda
continuously showed me that I have truly gained a supporter and a friend to help me through my time of trauma.
She treated me like a brother, and a friend rather than just another ill patient, which made me feel special and
content. I would like to say congratulations to Ms. Lynda Washington for her superior performance as a 2WAB
Mental Health Staff!! Sincerely, Mr. X.
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