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NURSING

Excellence in Patient-Centered Care




Announcement of the

 2011 Office of Nursing Services Innovations Awards 

The Office of Nursing Services (ONS) is pleased to announce the 2011 winners of the prestigious Nursing Services Innovations Award!    A list of the winning innovations and their accompanying narratives may be found on the Office of Nursing Services Intranet site at:  http://vaww1.va.gov/NURSING/nationalawards.asp.

Over sixty entries were submitted from across VHA utilizing this year’s theme, Achieving Patient Driven Care through Highly Functioning Teams.  While the winners in the table attached 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 and the National Nursing Conference Call, and will have the opportunity to present their work either at a national conference or other venues in Fiscal Year 2012.  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 distributed equally among members.
The Office of Nursing Services recognizes all 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.
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Cathy Rick, RN NEA-BC FACHE FAAN
Chief Nursing Officer 
Attachment: 2011 Innovations Awards for Achieving Patient-Driven Care through Highly Functioning Teams
2011 Office of Nursing Services Innovations Award Recipients

	Title of Submission
	VISN/Facility
	Primary Author
	Contributors
	Submission

	Mobile Adult Day Health Care Outreach Program: Taking Patient Driven Care to Rural Veterans and their Caregivers


	VISN 2 / Canandaigua VA Medical Center
	Nina Mottern BSN RN CCM
	Robert Heiler
Amy Modaffari
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	North Florida / South Georgia Health System Outpatient Nursing Team “The Grand Cru” 
	VISN 8  /North Florida South Georgia Health Care System (Gainesville)

	Maureen P. Hogan MSN RN
	Marilyn Presha – Jackson RN-BC MSN MPA
Helen Sue Gulledge RN BSN

Eileen Farrell BSN MPH RN-BC

Christine Ferguson RN BSN

Linda Henderson RN-BC BSN MBA

Ma Cecilia Malara RN BSN

Lisa Foerster RN MSN

Elizabeth Breza RN BSN MHA

Nancy Winchester RN MSN

Louise Damon RN MSN NPD-BC

John Keglor RN BSN

Martha Black RN BSN
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	Piloting to Improve Patient Quality Care Process as a CNL Tactic
	VISN 8 / James A Haley Veterans Hospital (Tampa)

	Lorraine R. Kaack MS RN-BC CNL
	Janet M Roberts RN-C RM CPHQ
Romona Sutton LCSW

Laura B. Smith RN MSN

Cathy Stevens RT BS

Sherly Varghese RN BSN

Evelyn Mack MSRS CTRS
Gladys Rosario RN-BC BSN

Myriam DeJesus RN BSN

Heather Weckman RN-BC MS CNL NEA-BC

Theresa D Schwartz RN BSN CCRC

Jeffrey Harlow PhD MD

Elaine L. Cohen RN EdD FAAN


	
[image: image6.emf]TampaKaack.docx



	Dental Screening and Care for the Non-Service Connected Veteran: A Nurse-Led Community and State Interdisciplinary Team Approach 
	VISN 10 / Cincinnati VA Medical Center
	Sara M. Krzywkowski-Mohn FNP EdD
	James M. Huey PhD MD
Margaret Story ADN

Kathleen Meyer BSN

Doreen Harris BSN
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	Patient Centered Team Diabetes Shared Medical Appointments in Primary Care 
	VISN 10 / Louis Stokes VA Medical Center (Cleveland)
	Sharon A Watts DNP RN-C CDE
	Gerald Strauss PsyD
Gloria Taylor RN

Kristina Pascuzzi PharmD

MaryEllen O’Day PharmD
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	Implementation of a Nurse Practitioner Led / Nurse Delivered Heart Failure Disease Management Program at Jesse Brown VA Medical Center (JBVAMC) to Reduce Hospitalizations and Cost of Care through Improvement in Self-Care 
	VISN 12 / Jesse Brown VA Medical Center  (Chicago)
	Charanjit K. Brar RN ACNP-BC
	Kathryn Rugen PhD RN
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	Achieving the “Virtually Impossible” : Developing and Implementing a Nurse Driven Virtual ICU 
	VISN 19 / Eastern Colorado Health Care System (Denver)
	Carrie Hawkins BSN RN CCRN
	Vickie Custer
Judith Burke RN

Leigh C. Anderson MD

Jamie Jenson

21 Nurse II Virtual ICU Nurses
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	The Critical Care Unit’s Therapeutic Sleep Environment Project
	VISN 20 / Portland VA Medical Center
	Deborah Hudson RN
	Jaya Saiz
Nancy Ness

Kym Court

Robert Ham

Christian Curtin

Heather Stevens

Heather Sutton

Erika Hardwick

Lorre Carver

Jennifer Daniels
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	Breathing New Life into Emergency Cardiovascular Care Training at VAGLAHS
	VISN 22 / VA Greater Los Angeles Healthcare System

	Femi Faminu RN
	Sharon Valente PhD RN
Sarla Duller, NP

Chester Fantroy, NA

Dana Grogan CRNA

Lonnie Miller LVN

Christine Seydel 

Guy Soo Hoo MD
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	Improving Rural Veteran Access to Specialty Care: Nebraska – Western Iowa CBOC Tele-health Expansion 
	VISN 23 / VA Nebraska Western Iowa Healthcare System

	Jan Youngblood RN MPH APRN
	Lea Anne Ottis RN
Linda Mattson RN

Connie Bloomquist RN

Joyce Smay RN

Alan Brummel RN

Dr. Ahsan Naseem

Terry Dozler

Steven Fogerty

James Prucha

Roger Van Epps

Danielle Wheelden

Michelle Coyle
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2011 Annual Innovations Awards

Application Form

ACHIEVING PATIENT DRIVEN CARE THROUGH HIGHLY FUNCTIONING TEAMS



		Title of Submission

		Innovative Approach:  An Interdisciplinary Team’s Journey Implementing a SCI Personal Pass/Personal Paid Caregiver Best Practice 



		Facility Name and Address

		James A. Haley Veterans Hospital (JAHVH) (673)

13000 Bruce B Downs Blvd

Tampa, FL   33612



		VISN #   

		VA Sunshine Healthcare Network – VISN 8







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



		Primary Author Information



		Name

		Lorraine R. Kaack, RN-BC, MS, CNL®



		Title of Position

		Clinical Nurse Leader/Resident Care Facilitator



		Telephone Number

		813 - 972 – 2000   Extension:  2930                      e-mail: Lorraine.Kaack@va.gov



		[bookmark: Text14][bookmark: Text15]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

		Janet M. Roberts, RNC, RM, CPHQ   



		Title of Position

		QA/Performance Improvement Coordination



		Telephone Number

		813 - 972 - 2000 Extension:  7169        e-mail:  Janet.Roberts@va.gov 







		Name

		Romona Sutton, LCSW



		Title of Position

		Social Worker



		Telephone Number

		813 - 972 – 2000  Extension:  2923               e-mail:  Romona.Sutton@va.gov 







		Name

		Laura B. Smith, RN, MSN



		Title of Position

		Patient Safety Manager



		Telephone Number

		813 - 972 – 2000   Extension:                       e-mail:  Laura.Smith72693@va.gov







		Name

		Cathy Stevens, RT,  BS



		Title of Position

		Neurorespiratory Therapist



		Telephone Number

		813 - 972 – 2000  Extension:  4701                  e-mail: Cathy.Stevens@va.gov 







		Name

		Ann Wilson, RN, MSN,



		Title of Position

		Clinical Nurse Specialist



		Telephone Number

		813 - 972 - 2000 Extension:  6978                        e-mail:Ann.Wilson@va.gov 







		Name

		 Sherly Varghese, RN, BSN                                  e-mail: Sherly.Varghese@va.gov



		Title of Position

		Resident Care Facilitator



		Telephone Number

		813 - 972 – 2000  Extension:  2927







		Name

		Evelyn Mack, MSRS, CTRS



		Title of Position

		Recreational Therapist



		Telephone Number

		813 - 972 – 2000   Extension:                        e-mail: Evelyn.Mack@va.gov  







		Name

		Gladys Rosario, RN-BC, BSN 



		Title of Position

		Clinical Nurse Educator



		Telephone Number

		813 - 972 – 2000  Extension:                        e-mail:  Gladys.Rosario@va.gov



		

		



		Name

		Myriam DeJesus, RN, BSN   



		Title of Position

		Patient  Care Facilitator



		Telephone Number

		813 - 972 - 2000 Extension:                          e-mail:  Myriam.DeJesus1@va.gov







		Name

		Heather Weckman, RN-BC, MS, CNL®, NEA-BC



		Title of Position

		Nurse Manager



		Telephone Number

		813 - 972 – 2000  Extension:  6740                  e-mail: Heather.Weckman@va.gov







		Name

		Theresa D. Schwartz, RN, BSN, CCRC



		Title of Position

		Research Program Coordinator Polytrauma/SCI                                                                       



		Telephone Number

		813 - 972 – 2000  Extension:  6740                  e-mail:  Theresa.Schwartz1@va.gov







		Name

		Jeffrey Harrow, PhD, MD



		Title of Position

		SCI Medical Director



		Telephone Number

		813 - 972 – 2000  Extension:                           e-mail:  Jeffrey.Harrow@va.gov 







		Name

		Elaine L. Cohen  RN,  EdD, FAAN



		Title of Position

		Associate Chief – Nursing Quality Improvement/Safe Patient Handling & Movement



		Telephone Number

		 813 903 2417        Extension:                      e-mail: Elaine.Cohen@va.gov







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 endorsement memo (ONS Innovations Endorsement 2011.doc may be found on the ONS Intranet site http://vaww1.va.gov/NURSING/nationalawards.asp)   or equivalent electronic message addressed to Cathy Rick, RN NEA-BC FACHE, Chief Nursing Officer, Office of Nursing Services (108), is to be sent WITH the submission to the VHA Nursing Awards mailbox: vhanursingawards@va.gov.

Deadline for submissions with endorsements is by COB May 27, 2011.









































                                                              

                                                                   OFFICE OF NURSING SERVICES

ANNUAL INNOVATIONS AWARD 



Title:  An Interdisciplinary Team’s Journey Implementing a SCI Personal Pass/Personal Paid Caregiver Best Practice. 

Summary of Initiative:  In response to our SCI residents’ needs for more independence over their quality of life, JAHVH implemented a Personal Pass Program.  A policy was in place that required 2-week advance notice to accompany a Spinal Cord Injury/Disorder (SCI/D) Long-Term Care resident on a personal pass while off VA premises.  This practice did not promote spontaneity, which resulted in missed opportunities for the resident to participate in community activities or go home for a visit.  Based on the identification of potential failure modes and a retrospective chart review, an additional personal pass process was implemented.  A quantitative study was conducted which included an examination of the various aspects of the personal pass program as it related to residents with spinal cord injuries/disorder and who were ventilator dependent.  An additional option was provided that gave these residents the choice of using a personal paid caregiver in lieu of using the unit’s personnel.  This preference, a Personal Pass/Personal Paid Caregiver, allowed our residents the opportunity to plan safe events and attend community/family activities within a reasonable timeframe.  It also helped facilitate forming a community identity and reducing social isolation.  

Goals:  

1. Provide the Spinal Cord Injury resident the opportunity to exert more independence over their quality of life activities. 

2. Increase the number of Spinal Cord Injury residents using Personal Pass/Personal Paid Caregivers.  

3. Promote adoption of the Personal Pass/Personal Paid Caregiver process by other organizations. 

4. Disseminate outcomes in journals and at professional meetings.

Objectives:

1. Conduct a retrospective study of the Personal Pass/Personal Paid Caregiver process.

2. Create a 5-Point Likert Scale that will capture the use of Personal Pass/Personal Paid Caregiver data in CPRS.

3. Collect performance data (successes and setbacks), develop action plans and outcomes that will establish the program's validity and sustainability. 

Date of Implementation:  December 2010.

Value and Impact:  The Personal Pass/Personal Paid Caregiver option affords the Spinal Cord Injury Veteran the ability to expand their social environment outside of the confines of the JAHVH facility.  This has helped empower our Veterans to seek a more contextual aspect to their lives through community involvement and aid in creating a home-like environment.  This initiative will provide comprehensive new benchmarking data that will inform our health care practices and also create opportunities for adoption in our Community Living Centers.   



ADOPTION OF THE INNOVATION



Need in Organization:  The SCI F-V Wing is a 10 bed Long-Term Care (LTC) unit located at the JAHVH, and is the first LTC unit in the VA System that accommodates ventilator-dependent SCI Veterans. The population served includes those who have spinal cord injuries (paraplegics and tetraplegics), Amyotrophic Lateral Sclerosis (ALS) and Multiple Sclerosis (MS).  



One of the goals of patient-centered care is to afford LTC residents the opportunity for more independence over their leisure activities.  An alternative option was needed that would safeguard the Veteran while off the hospital grounds on a medically approved personal pass.  These personal passes are typically offered to our residents for a portion of the day.    Due to the recognition of recurring problems, both actual and potential, an interdisciplinary team was formed to analyze our method of offering personal passes and conduct a hazard analysis to identify failure modes of the pass program for SCI Ventilator-Dependent Residents.  Each failure mode was weighted for probability of occurrence and severity of harm. From this, an action plan was developed to mitigate the failure modes, in accordance with the HFMEA (Healthcare Failure and Effects Mode Analysis). 



Data Analysis:  Data were analyzed using quantitative methodology.  In most instances, only descriptive statistics were reported.  
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Professional Literature Review and Evidence are used to Design or Modify Innovation: Although the ability to make one’s own decisions is viewed as a necessary component of autonomy, many long term care residents are dependent on 

others to fulfill the choice they make about things such as going to the doctor (Hickman 2004).  According to Sikorska-Simons and Wright (2007) Assisted Living is a rapidly growing residential alternative for the elderly population but one 

that involves tradeoffs between organizational rules and resident autonomy.  Their intention was to identify factors that influence the encouragement of resident self-sufficiency and the exercise of personal choice and self-direction in their daily lives. For many, life in a nursing home is predictable and lacks individual choice, personal decisions, privacy, and dignity. Several national projects including the VA’s Cultural Transformation model address principles and care practices that encourage, promote, and sustain resident autonomy and reflect a resident-centered approach to care (Department of Veterans Affairs Veterans Health Administration 2008). These efforts assist in reducing loneliness, boredom, and helplessness among residents and promote resident autonomy in choice and decision making. A challenge for us was moving past the esthetics of Veteran-Centered care and focus on the Veteran’s integration/reintegration into community life. Expanding on this concept, we wanted to put our initiatives into real time practice and design a complementary model of care with measurable outcomes.  To do so, we reviewed Maslow’s Hierarchy of Needs and human motivation theories.  Additionally, we adapted a business quality tool that was successfully used by the Japanese called 5S. This technique benefited both employees and customers in offering consistency and control of their living space and quality of life (Ransom, Joshi, Nash & Ransom, 2008, p.76).  Integrating the elements of the 5S Model with those of the VA LTC, Cultural Transformation helped us define an approach unique to the SCI Long-Term Care Resident - called the 5S SCI Model of Care. The 5S’s are defined as: Safety, Spontaneity, Satisfaction, Socialization, and less Structure (Table 1).  



Innovation is Customized to Fit Needs of the Organization:  The team analyzed the process of providing a personal pass to our residents.  A flow diagram was completed to identify variances in our processes i.e., how to request a personal pass, how to assign appropriate staff to accompany resident, how to maintain proper unit staffing, and how to administer medication/treatment while resident on pass. The team also conducted a hazard analysis to identify failure modes (HFMEA).  From this, several safety issues emerged including: residents leaving the facility with their family members without a physician order; residents were leaving without the proper equipment; and transportation was inadequate as it did not accommodate the residents’ personal wheelchair.  A Personal Pass Pocket Reference Card was customized to address the issues identified by the HFMEA process.  The reference card depicted a completion of steps to follow in order to facilitate a safe trip for the resident. For instance: the Social Worker initiates the coordination of the personal pass (contacts the family member and assures appropriate transportation); medical provider determines suitability for personal pass and writes an order for such; Resident Care Facilitator begins coordination of nursing staff, respiratory therapy or personal paid caregiver; and Nurse Manager and Associate Respiratory Chief provide the approval and execution of the personal pass.     



Innovation uses a Creative, Unique, or Inventive Approach or Adaptation:  Due to multiple staffing and scheduling challenges, as well as potential liability and personal boundary issues, another option was created using a Personal Pass/Personal Paid Caregiver.  The SCI veteran living in our LTC may choose to acquire either a companion or caregiver.  Veterans are able to afford this service by utilizing their disability and social security income as there is no required co-pay.  The majority of our veterans who are ventilator dependent (ALS and MS) are 100% service-connected and receive Social Security Disability benefits.  A list of community-based SCI trained personal paid caregivers was developed using the resources of the Paralyzed Veterans of America (PVA) and our Social Work Services.  An Interdisciplinary Caregiver Skill Checklist was created that included input from Nursing, Social Services, Neurorespiratory, Dietary, Speech Pathology, and Kinesiotherapy.  This checklist was used to assure the competencies of the personal paid caregivers and companions.  These competencies included proficiency in the management of: emergencies, bladder and bowel care, safe patient handling, transferring of the resident, wheelchair management, infection control, medication administration and ventilator support.  A Certificate of Performance was provided upon successful demonstration of the learned skill.  An annual evaluation and review was established to assure continued skill development and updates as needed.                      



NURSING LEADERSHIP and COLLABORATION



Nurse Participation in Development and Implementation of Initiative:  This initiative was led by a Clinical Nurse Leader, and involved our staff nurses, a Patient Safety Manager, Nurse Manager, Clinical Nurse Specialist, Clinical Nurse Educator, and Resident /Patient Care Facilitator.  Our interdisciplinary partners included: a Respiratory Therapist, Recreational Therapist, and Social Worker.    
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Staff Nurses Systematically Participated in Development and Implementation of Initiative through a Wider 

Nursing Shared Governance Structure or Innovative Delivery Model:  We have a very active unit-based Shared Governance approach to care delivery.  Our SCI unit staff nurses drove many of the initiatives and helped focus our 

interventions related to:  resident safety concerns; maintaining appropriate resident and nurse boundaries to avoid issues of favoritism; developing education and training programs; providing resident teaching and family instruction; and active engagement in promoting resident autonomy and independence.    



Innovation Successfully Demonstrates Collaboration, Teamwork, Cooperation, and/or Multidisciplinary Impact and/or Involvement:  Our interdisciplinary approach which included team members from across disciplines and services successfully demonstrated a significant enhancement in our daily practice.  Since the implementation of the Personal Paid 

Caregiver option in conjunction with the personal pass, the residents of SCI-LTC have enjoyed more freedom and                                                                                       

independence, and fewer administrative challenges.  The concomitant results show an increase in resident and staff satisfiers as highlighted in Table 1.  There have been no reported adverse events in connection with this initiative.    



Nurses Have Disseminated Findings via Paper or Presentations; Published

· HFMEA Presented to the JAHVH PENTAD  

· Institutional Review Board (IRB) Personal Pass/Personal Paid Caregiver Protocol submitted – Pending Approval.

· 2011 Evidence Based Practice Abstract submitted for the 4th Annual EVP Frontline Conference - Poster Accepted.

· 2011 SCI Academy Abstract submitted – Accepted for Panel/Podium Presentation.

· 2011 PVA Summit Abstract submitted – Pending Acceptance for Poster Presentation



SCOPE OF INITIATIVE



Initiative Impacts One or More Strategies in a Single Area:  Enhances safety and improves quality of life of the SCI LTC veteran.  This innovation integrates a new approach to SCI LTC nursing practice through the use of the 5Ss SCI Model of Care (Table 1).    



Initiative Impacts One or More Strategies in Multiple Areas:  Similar strategies can be implemented in other areas such as: Acute Rehabilitation for SCI wounded warriors and with Traumatic Brain Injury/Polytrauma services.



Initiative Impacts One or More Strategies Facility-Wide:  Use the Computerized Patient Record System (CPRS) to capture required check-off criteria data input, prior to resident leaving VA premises on a personal pass; and immediately upon return, capturing in CPRS the resident’s response (Table 2, Table 3).   



Initiative Impacts One or More Strategies VISN-Wide: Benchmarking outcomes has potential to impact best practices in other VA facilities, LTC, Community Living Centers and Respite Care.    



IMPACT



Demonstrated Measurable Process Improvement:  Through the use of HFMEA, the 5S Model, and other quality improvement mechanisms we have demonstrated positive outcomes to sustain a safe Personal Pass/Personal Paid Caregiver Program at JAHVH.  The Personal Pass/Personal Paid Caregiver approach was pilot tested on SCI-FV in August 2010 to ensure that it was easy to follow, safe, cost effective, and to gauge the time needed to complete or revise the study instrument.  Educational Training sessions were developed and implemented, along with competencies and Annual Reviews demonstrating the Personal Paid Caregiver’s competence and proficiencies with the use of VA wheelchair equipment, portable suctioning devices and patient related procedures.  The study instrument itself, was designed by the SCI-FV’s health care team members.  Prior to the Personal Pass/Personal Paid Caregiver option, none of the ALS residents chose to participate because their care coordination was fragmented at best and there were not enough adequately trained staff.  Since its implementation, these residents have been able to engage in outside social activities.  A RESIDENT QUALITY OF LIFE FEEDBACK tool using a 5 Point Likert Scale (Williams, 2006) was developed. Of  the 12 Residents surveyed, 100% responded: that their ability to socialize outside the VA had increased; they felt more spontaneous in exploring new areas of activities; their personal pass was carried out with safe hands and in a safe manner; and they felt more in control (see Table 2).           



 (
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)Demonstrated Measurable Impact on Resident/Staff Satisfaction:  Resident and Staff satisfaction were measured by the use of various survey instruments that reported variables regarding Resident Satisfaction, and Staff Satisfaction. 



RESIDENT SATISFACTION: A 5-Point Likert Scale Self-Satisfaction questionnaire was used to report feedback from Veteran’s on the Personal Pass/Personal Paid Caregiver program.  All of the participants rated their experience with the 

program as “Very Good” (see Table 3).  STAFF SATISFACTION: A   5-Point Likert Scale, Staff Satisfaction questionnaire was created and distributed to randomly selected SCI staff members on the day shift.  The scale rated satisfaction from 1through 5, 5 being the highest (Very Good) on the following: satisfied in being better able to care for 

SCI-FV residents who were not using the Personal Pass/Personal Paid Caregiver.  The second item requested feedback

using the same 5-Point Likert Scale and questioned if the new Personal Pass/Personal Paid Caregiver process decreased staff concerns regarding professional liability and personal boundary issues. Scores demonstrated satisfaction at the top two tier levels of the scale (see Table 4).



Table 1                                                       5S SCI MODEL OF CARE



		5 S's

		SATISFIERS (Increased S's)

		DISSATISFIERS (Decreased S's)
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		1. SAFETY

		Provide Safe patient handling 
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		Explore new areas of personal pass activities 

		 

		

		



		 

		 

		 

		

		



		 

		Ability to function independently 

		 

		

		



		2.  SPONTANEITY

		Empowerment 

		Straining Impulses 

		

		



		 

		More engagement in their own care 

		 

		

		



		 

		Increased participation in personal pass 

		 

		

		



		

		 

		 

		

		



		

		Greater sense of independent 

		 

		

		



		3.  SOCIALIZATION

		Fits Cultural Transformation Model 

		Social Isolation, Detachment 

		

		



		 

		 

		 

		

		



		 

		Meaningful Life 

		Discontentment 

		

		



		4.  SATISFACTION 

		Resident Satisfaction 

		 

		

		



		 

		 

		 

		

		



		 

		 

		 

		

		



		 

		Freedom 

		 Lack of Control 

		

		



		5.  LESS STRUCTURE 

		Enables Voluntary Choice 

		Choice Removed  

		

		



		 

		 

		 

		

		







Table 2   RESIDENT QUALITY of LIFE FEEDBACK  

		Socialization: “My ability to socialize outside the VA during my Personal Pass increased.”

		5.Strongly agree

100%



		4.  Agree

		3. Undecided

		2.  Slight Disagree

		1. Strongly Disagree



		Spontaneity: “I felt more spontaneous in exploring new areas of Personal Pass activities.”

		5.Strongly agree

100%

		4. Agree

		3. Undecided

		2. Slight Disagree

		1. Strongly Disagree



		Safety: “I felt my Personal Pass was carried out with safe hands and in a safe manner.”



		5.Strongly agree

100%



		4. Agree

		3. Undecided

		2. Slight Disagree

		1. Strongly Disagree



		Structure: “I felt I was more in control with arranging my Personal Pass.”

		5.Strongly agree

100%



		4. Agree

		3. Undecided

		2. Slight Disagree

		1. Strongly Disagree





Comments:  

1. DS said “Please continue the Personal Pass Program, it has changed my life.” 

2. TF stated “I have a nice room, but to be stuck in here 24 hr a day, it is tough.”

3. LM felt that the “Personal Pass has changed everything.”

4.  (
4
)RW claimed that he was “So glad VA took time to offer a choice.”





Table 3  RESIDENT SATISFACTION FEEDBACK

		Satisfaction: “I felt my quality of life and ability to participate in Personal Pass increased.”

		5. Very Good

100%

		4. Good

		3.Barely Acceptable

		2. Poor

		1.Very Poor





Comments:   DN, an ALS Resident, used his communication device to spell out the word “F R E E D O M” when asked about his quality of life. 



Table 4   STAFF SATISFACTION FEEDBACK

		 I am better able to care for in-house residents due to residents on personal pass being accompanied by competently trained personal paid caregiver.

		5.Very Good



       100%



		4.  Good

		3.Barely Acceptable

		2. Poor

		1.Very Poor



		The implementation of the Personal Pass has increased my assurance that my professional/personal liability exposure is protected while on duty and functioning within the scope of my practice.

		5.Very Good



         67%



		4.Good



     33%

		3.Barely Acceptable

		2. Poor

		1.Very Poor









 Demonstrated Measurable Long-Term Integration into Structures and Processes:  Standardization of the Personal Pass/Personal Paid Caregiver processes, in combination with staff education and continued evaluation has resulted in several facility-wide changes.  A CPRS generated feedback tool - Pass/Return Template Note that addresses issues associated with socialization, spontaneity, safety and structure is in the final approval stages of the Template Committee.  Once activated, this will allow for immediate evaluation of the SCI Resident’s perception of quality of life and satisfaction with the process. As visual cues, Resident White Boards and Monthly Personal Pass eCalendars were placed in every Resident’s room and included the dates/times for passes.  The interdisciplinary team also developed In-Room Personal Pass/Personal Paid Caregiver Posters, general Check-Off Lists, Equipment Lists, Cognitive Tools, Hand-Off Communication Tools, and Staff Personal Pass/Personal Paid Caregiver Pocket Reference Cards.  In addition, each service created education and training Competencies Check-Off lists (and annual competencies) to offer training to potential caregivers prior to accompanying SCI residents.  The interdisciplinary team is in the process of conducting a retrospective study and disseminating the results in journals and at professional meetings.  



Demonstrated Measurable Impact on Nursing-Sensitive Quality Indicators and Patient Outcomes: Patient/Resident Driven Care Outcome Measures and Target Goals were identified to prevent failure modes and enhance safety. Our process for developing indicators included the following steps: 

· Discussion with subject matter experts to identify measurement issues and additional information that should be collected to support hospital reports or analysis, i.e., patient risk level.

· Personal Pass/Personal Paid Caregiver steps were standardized to enhance safety and reduce resident risk level while away from the facility.  

· Availability of these new indicators for national benchmark comparisons is forthcoming. 



 As highlighted in previous sections, once the program was implemented, there were no reported adverse events with caregivers accompanying SCI residents on personal pass.  Both resident and staff satisfaction were augmented by this new initiative.  Prior to the program, a formal method of tracking potential failure modes did not exist.  
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Title:    The Critical Care Unit’s Therapeutic Sleep Environment Project 
 
 
Summary of Initiative:  The Portland Veterans Administration Medical Center (PVAMC) Critical Care 
Unit (CCU) is a complex 28-bed combined medical-surgical unit and provides a broad range of critical 
care services. The CCU has been experiencing rapid growth, increasing both operational beds and nursing 
staff over the last several years.  These factors (size, complexity, and growth) have often presented some 
of the unit’s primary key challenges such as noise levels within the unit. The CCU staff developed a 
quality improvement project after receiving feedback from Veterans that noise was interrupting and/or 
inhibiting their ability to sleep. During the annual nursing leadership retreat (Oct 2009) the PVAMC 
Chief Nurse Executive challenged all nurses to include the concepts of patient driven care into use when 
embarking on any projects.  With both this challenge and Veterans concerns about noise in mind the 
CCU’s Unit Based Council (UBC), representing nursing, and staff representing other CCU disciplines 
collaborated to develop a quality improvement (QI) project to provide a Therapeutic Sleep Environment 
for the Veterans. The CCU had completed a study in 2008 that was designed to measure noise levels in 
the CCU and submitted a manuscript for publication.  The investigational study, Sound Intensity and 
Noise Evaluation (SINE) was developed in close collaboration with the National Center for Rehabilitative 
Auditory Research (NCRAR) staff and Nursing Research.   The findings from the study have since been 
published in the American Journal of Critical Care (2010; 19:88-98).   
 


The SINE study demonstrated that the noise levels within the unit were above the recommended 
World Health Organization (WHO) guidelines, published in 1999.  The WHO recommends that decibel 
levels should not exceed 40 in patient rooms, and that levels should not exceed 30 decibels at night and 
when patients are in a state of stress.   In the CCU, the decibel levels averaged 40 to 45.  The noise levels 
varied in different conditions such as the number of staff, whether patient room doors are open or closed, 
and types of equipment in use.  The SINE study revealed noise spikes reaching 83 to 90 decibels in the 
critical care unit (Lawson, 2010).    
 


A literature search and review revealed that patients are awake 40-50% of the time they would 
normally be sleeping, if not in a critical care unit (Honkus, 2003).  Sleep deprivation can induce a 
catabolic state resulting in impaired immunity and extended healing process.  Cortisol secretion is 
prolonged with sleep deprivation, resulting in decreased pain tolerance, and increased risk of infection.  
Patients suffering from respiratory problems are affected by lack of sleep, resulting in diminished gas 
exchange. Sleep deprivation can result in other physiological problems as well and psychological and 
behavioral changes such as restlessness, irritability within the first 48 hours, disorientation, slurred 
speech, and increased post traumatic stress disorder have been reported (Honkus, 2003).  Acute delirium 
has been associated with increased noise levels and decreased REM sleep time, in addition to medications 
and withdrawal from opioids.  Delirium occurs in up to 80 percent of intensive care unit patients and is 
highly associated with increased lengths of stay, morbidity, and mortality (Xie, 2009).  
 


With a clear understanding of the science and health issues facing patients related to lack of sleep 
due to noise levels within the unit, the QI team started making plans for change. It was determined that it 
would be impossible to measure actual sleep of the patients, but the team could put together a project to 
enhance the CCU’s environment that would promote sleep. The Aim statement developed by the QI team 
is: The critical care unit will increase the amount of sleep enhancing measures provided to the CCU 
patients by 25% over baseline within 3 months. As of today the CCU Therapeutic Sleep Environment 
Project has met and exceeded the set goals.  The CCU is continuing to develop and investigate new ways 
of providing a better sleep milieu for the Veteran here at PVAMC and VISN20.   
 
Date of Implementation:  Implementation of the patient-driven sleep-promotion process grew out of the 
SINE research conducted at PVAMC’s CCU in 2008.  Through collaboration we determined that several 
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notable factors would make this QI project worth pursuing.  These factors included patient and staff 
complaints of the noise levels within the CCU, the information from the SINE study (Lawson 2010), 
literature review of the effects of sleep deprivation on hospitalized patients, and patient satisfaction 
responses from the Survey Health Care Experiences of Patients (SHEP).  The QI team was established in 
January 2010 and the project was approved as QI by Research & Development.  Over the next several 
months the team developed a staff education poster on the topic of the importance of sleep, data collection 
tools and reporting methods for the CCU Therapeutic Sleep Environment QI project. Baseline data were 
collected in March 2010, staff education in April, and the team collected the first month’s data post-
implementation in June 2010. 
 
Adoption of Innovation:   A common concern of the Veterans was the amount of noise inhibiting their 
ability to sleep during their hospital stay.  In response to these complaints, an assessment was conducted 
in the CCU asking patients: “What things could the CCU staff do to help you sleep at night?” 
Additionally a literature review was completed that focused on different techniques used to promote sleep 
in other CCUs. The QI team decided to use five of the nursing interventions that were suggested by 
Veterans and were also supported in the literature review.  The interventions include: overhead lights 
turned off, earplugs offered to patients; television and radio off, patient room doors closed, and 
shades/curtains closed (Richardson, 2007 ; Xie, 2009).  All of the nursing interventions included in the 
project were cost neutral or at minimal cost to the hospital (earplugs) and could be easily implemented in 
the unit.   
 


The five possible interventions were printed on a laminated form and placed outside each patient 
room for a quick reference to each patient’s request.  To integrate the intervention with current CCU 
practice, the CCU nurses discuss personal sleep habits with each patient during the initial assessment (at 
the start of shift) and ask whether any of the 5 sleep interventions would help to promote their sleep.  If 
the patient is unable to participate, the nurse involves the family if possible and if there is no family, then 
the nurse marks unresponsive on the form and all of the interventions are utilized, excluding earplugs. 
The nurse completes the form with the listed interventions and checks off each intervention that the 
patient requests.  If the patient requests something not on the form, i.e. warm milk or C-PAP, there is 
room on the form to add these requests. The nurse follows through with the intervention by discussing 
with the patient what time they’d like the interventions to occur. The nurse then implements the 
interventions per patient request or by 23:00 if no time request was made. 
  


In addition to incorporating the patient level intervention, the CCU also implemented other 
measures noted in the literature to reduce noise levels and to promote sleep by designating a quiet time 
between 21:00 and 05:00, putting up signage around the unit to inform visitors and staff of quiet time and 
dimming the unit’s hall lights by 22:00.   The team also placed quotes from the literature stating the 
importance of sleep in healing and patients satisfaction as a visual cue to staff and visitors. 
  


The CCU has acquired a classroom tool (used by teachers to control classroom noise) the Yaker 
Tracker ® that is designed to monitor decibel levels with the intent of helping staff to become more aware 
of acceptable levels of noise.  There was collaboration with NCRAR to help confirm the decimal levels 
measured by the Yaker Tracker® and to find the correct settings for monitoring the noise levels in the 
unit. The Yaker Tracker® resembles a traffic light and generates a green light if the noise levels are 
within acceptable limits, yellow light as a warning and red light if noise level exceeds set limits. 
Increasing staff awareness of environmental noise alone, increases the number of interventions applied to 
decrease noise (Overman, 2007)  
 


Our innovation is unique/ because we use multiple methods as mentioned previously to 
accomplish an increased awareness of noise in the unit and how it affects our patients and the project 
depends on the Veteran driving the nursing interventions. 







6 
 


 
 


Nursing Leadership and Collaboration:  PVAMC embraces a shared decision making structure with 
unit based councils situated at the core. The CCU exemplifies their commitment to shared decision 
making through the establishment of a UBC as well as multidisciplinary teams to address a variety of 
workplace issues that range from quality to safety to satisfaction.  Within this structure CCU nurses are 
encouraged and supported by leadership to participate in the development and implementation of QI 
initiatives at the unit level and throughout the organization.  The CCU Therapeutic Sleep Environment 
team is one example of a shared decision making team that is led by a staff RN and made up of CCU 
nurses,  respiratory therapists (RT) and other staff members..  
 


This team educated the CCU’s multidisciplinary staff (RNs, RT’s, housekeepers, medical support 
assistants, and physicians) on the effects of sleep deprivation and the quality plan to improve the sleep 
environment in the CCU.  The staff educated the patient and family on the importance sleep plays in the 
healing process.   Staff education was accomplished by unit-made posters, shift change in-services, and e-
mail.  The team designated specific team members to continue to educate and remind staff to fill out the 
form during the shift. At the beginning of this unit practice change the staff were rewarded with candy, 
the ever popular positive re-enforcement tool, when sleep forms where filled out and implemented.  


 
The CCU Therapeutic Sleep Environment team’s successes are a result of their commitment to 


the project, a collaborative relationship, and open communication. Success can also be attributed to the 
CCU at large as the entire CCU staff is a high functioning shared governance team that works together to 
implement sleep measures and suggest different strategies to patients, patient families, and co-workers to 
continuously provide and improve the process of the CCU’s Therapeutic Sleep Environment.  Staff 
continue to work within the multidisciplinary patient care team on therapeutic sleep measures specific to 
each individual patient.  An example of such a measure is to move a patient to a window room if they are 
to stay in the CCU for more than a few days.  A window room can enhance natural day/night cycles 
which may reinforce the patient’s natural circadian rhythm.  Our CCU staff work closely with each 
patient’s medical team on medication regimes: such as changing medication dosing times and decreasing 
vital sign frequency if possible to provide for sleep during the night hours. Tasks such as, 
starting/increasing medications for sleeping, and scheduling nursing activities before bed time  are now 
clustered  around each patient’s observed REM sleep cycle . 
 


The CCU’s nursing management team worked with other leaders within the hospital to provide 
each nurse with a shift phone.  The implementation of portable phones assigned to each nurse at the start 
of shift, has dramatically decreased the number of over head pages within the unit, resulting in decreased 
noise therefore allowing for an improved sleep environment.  Recently a staff nurse suggested providing 
white noise to promote sleep. The RN is now the newest member of the team.   The team has started to 
research the possibility of how to provide white noise to our patients by collaborating with the Patient 
Education Department and a member from the VISN 20 Quiet team  to determine the feasibly of 
implementing this intervention via each patient’s television. 
  


The CCU Therapeutic Sleep Environment team has presented the quality improvement outcomes 
at several local and regional nursing conferences.  In November 2010, the team presented a poster of the 
CCU Therapeutic Sleep Environment Project at the Greater Portland Chapter Area of Critical Care Nurses 
conference.  In January 2011 there was a poster presentation at the Seattle Research Consortium in Seattle 
Washington.  At the Portland Veterans Administration Medical Center (PVAMCs) Quality and 
Performance poster fair (Portland and Vancouver campus) in January 2011 the CCU’s quality  
improvement project gathered enough votes to win 2nd place for the people’s choice award.  The material 
was also presented at the Transforming Your Practice: Strategies for Clinical Inquiry Conference in 
Portland, Oregon in April 2011.  These presentations resulted in increased awareness among other nurses 
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about the PVAMC CCU project designed to reduce unit noise and to promote sleep.  There have been 
several inquiries from other units within PVAMC and other local hospitals for collaboration with the 
CCU staff, seeking out information on how the team implemented the therapeutic sleep strategies. 
 


The team has collaborated with the unit’s informatics nurse to incorporate our patient driven 
nursing intervention into our new charting system which starts May 2011.  There will be a section in the 
new charting system, IntelliVue Clinical Information Portfolio (ICIP), to chart the patient’s preferences 
for a therapeutic sleep environment.  The new charting system allows for easy data extraction which in 
turn, will allow for easy data collection to obtain patient information related to the improved sleep 
conditions within the CCU.   At present, data are collected once a week by observational audit to 
determine the patient chosen sleep interventions that have been implemented by midnight. The results of 
the audits are shared with staff on the unit’s quality bulletin board, web based share point page and at staff 
meetings. We have also shared the project and findings at the May 2010 PVAMC’s Nursing Professional 
Council meeting. Additionally, project updates are presented to the Nursing Quality of Care Committee.  


 
Scope of Initiative: This initiative directly aligns with Dr. Petzel’s vision of creating a VA system that is 
“more patient-centered, providing more team care and continuously improving.” The innovation started as 
a result of patient and staff feedback, and built upon the SINE study and the published work of the CCU 
staff and is the result of a progressive commitment by all CCU staff to reduce noise levels and improve 
the sleep environment. Our patient driven quality improvement project has led to sustainable changes in 
nursing practice (see attachment 1).  This change of practice incorporates patient personal sleep habits; 
sleep promotion, decreased noise levels and changes to our documentation.  


 
The Therapeutic Sleep Environment Team has inspired change both locally and nationally by 


sharing our QI project. Some examples of organizations that have consulted with us are the Portland VA 
rural mental health clinic and Kaiser Permanente Sunnyside in Portland, Oregon.  The VISN20 Quiet 
Team, newly created to improve VISN SHEP results targeting questions focused on noise and quiet in 
inpatient settings, has incorporated significant concepts and interventions initially developed by the 
Therapeutic Sleep Environment team,. A campaign designed to reduce noise and promote sleep and rest 
on the medical/surgical units will incorporate patient and staff education, environmental reminders and 
‘comfort’ kits for patients – all ideas inspired in part by the CCU project. The CCU QI team is closely 
monitoring the results of the External Peer Review Process (EPRP) and SHEP data as it pertains to noise 
in measuring our impact within the hospital and Veterans. 
 
Impact:  Since June 2010, all five interventional measures requested by patients were implemented 75%-
100%of the time, therefore meeting the goal of an overall increase of 25% or more from baseline data (as 
established in our initial aim).  Results from the latest (2010) Survey Health Care Experiences of Patients 
indicated satisfaction scores for items related to noise have improved. Although not specific to CCU, the 
question “How would you rate the following aspects of your room” Noise Level PVAMC has improved 
by 4% and on SHEP question “During your hospital stay how often was the area around your room 
quiet?” PVAMC improved by 3%.  PVAMC’S EPRP target for inpatient data on noise level in patient 
rooms was set at 76% and we have exceeded that goal.  This is an improvement from the overall rating of 
73% in 2010.  In general, staff have verbalized their increasing awareness of the noise levels in the unit 
along with their belief that the noise levels have decreased and patients are able to get more sleep.  With 
35 % of the staff participating in the staff satisfaction assessment of the QI project as of this writing, the 
preliminary data show favorable results The results show an increased personal awareness of noise in the 
unit, 100% for both shifts and an overall satisfaction with the changes made to decrease noise in the unit, 
95% for night shift compared to 87% for day shift staff.  The project has been able to support long term 
changes by incorporating patient requested nursing interventions into our ICIP documentation. This 
practice change will also be taken forward to the Critical Care Multidisciplinary workgroup for possible 
inclusion into the standard operating policy of our unit.  
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           Nebraska-Western Iowa CBOC Telehealth Expansion
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Date of Implementation: April 2009 to present



Summary of Initiative: 



            During fiscal years 2008 and 2009 VA Nebraska-Western Iowa Health Care System expanded Veteran outpatient rural access through the establishment of primary care in five additional Community Based Outpatient Clinics (CBOC’s). In February of 2009 Nebraska-Western Iowa Health Care System began to organize strategic initiatives to utilize rural health funding as a method of improving rural access to care.   Championed by the NWI Chief of Staff, the multidisciplinary team planned, developed and integrated successful processes leading to a sustainable Clinical Video Telehealth program.  Jan Youngblood RN, APRN, NWI CBOC Manager led the integration of VHA strategic strategies into the CBOC setting. She developed a telehealth expansion implementation plan with CBOC nursing staff and the multidisciplinary team members at Nebraska-Western Iowa Health Care System. This implementation has dramatically changed access for specialty care in the small CBOC setting.  All of the CBOC’s have primary care enrollment less than 2700 and were initially designed for primary care with some limited mental health support. The following summary outlines the initiative related to nursing care within the CBOC’s, the two year implementation from 2009-2011, and the success of this planning. 



Identification of rating criteria with applicable narrative:  



CRITERIA #1 ADOPTION OF THE INNOVATION:



         In 2008, VISN 23 had the highest proportion of rural and highly rural Veterans within the VA health care system.   Establishment of primary care Community Based Outpatient Clinics within the Nebraska-Western Iowa catchment area was a first step in improving rural access, but did not fulfill Veteran requests for numerous specialty services.   Establishment of specialty care providers within these new, small CBOC’s was not a sustainable or cost effective method for the Nebraska-Western Iowa Health Care System. 

       Early studies such as the one conducted by Shore et al in 2007 found that the direct costs for providing Clinical Video Tele-health had rapidly declined since 2003 and that by 2005 proved less expensive and more efficient than face to face clinics.(1) (Shore et al, 2007)

        Most compelling was an evidence based work accomplished by VISN 23 Midwest Rural Health Resource Center in Iowa City, IA. (2) (Buzza et al, 2009)  An interim summary describing the qualitative exploration of perceptions and experiences of rural Veterans within VISN 23 found that improving access as the top priority identified by Veterans, providers and staff.  Traveling long distances for simple, common or uncomplicated specialty care was seen as a barrier that deterred or delayed patient care. 

      Schooley et al used descriptive focus group methodology with rural Veterans to better understand their considerations for establishment of VA care. (3) (Schooley et al 2010).  The authors identify special distance as a primary consideration for choosing their health care providers.  Given this, one might be convinced that tele-health services would be embraced within the CBOC setting. Unfortunately the emerging theme from this body work indicated that providers, clinic staff and patients were generally distrustful and uncomfortable with expanding tele-health services sighting unfamiliarity and additional workload as burdens. 



CRITERIA#2 NURSING LEADERSHIP AND COLLABORATION:



        Critical to the success of this initiative was the involvement of nursing.  Nurse Practitioner, Jan Youngblood and the nursing staff involved in the initiative were in the unique position to understand and appreciate patient care, environment of care, reusable medical equipment, documentation, and patient satisfaction issues related to successful integration of telehealth into the CBOC setting. All nurses at each CBOC have been cross trained to provide a variety of responsibilities for patient care.  The nursing supervisors have a strong clinical role in the CBOC, as well as, responsibility for coordination of clinical services. 

       Funding for this expansion was accomplished through an application made by the interdisciplinary team for rural health funding.  Jan Youngblood submitted a funding proposal for distant site nursing staff and equipment in conjunction with other multidisciplinary leadership. 

        Functional statements and position descriptions were written to support, telehealth clinics at the distant site.  Licensed Practical Nurses and Registered Nurses were hired for the CBOC, to support specialty services. The Registered Nurses completed competencies related to Care Coordination Home Tele-health (CCHT).   Protocols were developed with input from staff nurses who teamed with clinical champions to fine tune best practices for accomplishing a successful specialty care visit. These protocols are visible on our Tele-Medicine website and integrate the use of peripheral equipment such as electronic stethoscopes, otoscopes for hearing aide fitting exams, and digital cameras for wound and skin assessments. 

      Assessments of the current state of telehealth services, equipment and usage of CBOC clinic space were accomplished by this nursing team. Decisions regarding the amount and type of equipment were made after researching and conferring with Media, Biomed and IT committee members.  Templates were developed that specified locations for new telehealth equipment, the electrical, telecom and IT drops. 

Each CBOC assisted in bandwidth assessments by completing weekly templates monitoring the slowness or variability in CPRS, Vista and Video Conferencing units.  These assessments assisted in engaging all multidisciplinary team members to develop a reactionary stance into a proactive plan for bandwidth expansion at Nebraska-Western Iowa Health Care System. 

      As expected, integrating the new telehealth services into existing schedules led to a plethora of emails related to process issues, questions and frustrations. The emails from the distant CBOC sites identified equipment and scheduling malfunctions.  The emails from the providers described communication challenges with the distant site nurses, equipment and scheduling issues.  Very quickly, Jan Youngblood, the nursing supervisors, nurses, scheduling personnel, tele-health coordinator and the administrative officers formed a weekly video conferencing huddle that invited the identification of all anticipated and evolving issues.  The previous email traffic assumed the problems would be solved by leadership. This open forum redefined the multidisciplinary team members as the staff empowered to change processes, improve flow, address each other directly, and share best practices.   This huddle is now used to spread new training and competencies to staff who are regularly involved in telehealth and to staff who need to be cross trained to support these services. 

      This nursing led team also participated in supporting the multidisciplinary teams focusing on telehealth expansion at the medical center site in Omaha.  At the medical center site a multidisciplinary team developed  innovative changes in the telehealth scheduling processes which allows appointments to be made without double booking the provider and a efficient use of telehealth resources at the distant CBOC. 



       

CRITERIA# 3 SCOPE OF INITIATIVE



    Expansion of telehealth services into the small rural Nebraska-Western Iowa CBOC’s has widely impacted VHA Strategic planning strategies at the facility and VISN 23 and National levels.  In FY2010 Nebraska –Western Iowa Health Care System met and exceeded their goal of increasing Clinical Video Tele-health by 30%.  This fiscal year we are well on way to meet and exceed the target goals of CVT for identified specialty services and overall CVT.  This means our nursing led team has been successful in improving integrated services across NWI by improving timely access to care for Veterans in rural areas. This was accomplished by effectively involving and educating Veterans and staff through planned strategies.  Implementing this part of the NWI telehealth infrastructure also respects our facility, VISN and National goals for creating value based patient care.  Evidence of cost savings for Veteran travel pay enhances the value of providing care located closer to the Veteran communities.  Our successes, challenges and story have been shared by many of the identified multidisciplinary team members.  We have designed and displayed poster presentations within the facility and at VISN level service line meetings. We have been invited to speak within our facility and VISN to share our work, documents, and provide consultation to other VISN facilities.  Our latest presentation regarding our best practices was at the VISN 23 Primary Care and Specialty Service line meeting.  



CRITERIA#4 IMPACTS



      The impact was anticipated and led to the development of process work groups addressing equipment, scheduling, marketing, staffing and protocol development issues.  

     The Office of Tele-health services, our facility public affairs officer and attendance at VA conferences helped us form a basic plan for informing our stakeholders of our expansion project.  CD’s with examples of telehealth services were played in CBOC waiting rooms.  Staff and leadership meetings had standing agenda with information informing all stakeholders of the process changes and milestones that were accomplished. 

      Posters, brochures and provider business cards were designed for visible placement in waiting rooms, elevators and exam rooms. The posters we designed in collaboration with our media department are now used by other VA’s within VISN 23.  An Example is displayed below. 
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       Veteran Satisfaction is enhanced through Veteran involvement in the implementation process and throughout their patient care experience. During the implementation phase numerous strategies were designed, displayed and discussed in the CBOC setting to enhance Veteran engagement and acceptance of the specialty care tele-health project. 

        In order to engage in timely process improvement, a satisfaction tool using VA approved questions was developed by the multidisciplinary team.   The table below is a screen print of the tabulated 1183 CBOC Veteran Satisfaction Scores for telehealth during Fiscal Year 10 and 11 and current to May 2, 2011.  The table indicates that we have been successful integrating our processes and providing the basis for a sustainable rural access infrastructure. 
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   The results led to access to a wider and more complex variety of specialty services. Our veterans no longer travel hundreds of miles to obtain their care.  Nebraska-Western Iowa had previously established processes for Clinical Video Technology for mental health, the MOVE program, and a smattering of other simple face to face clinical counseling sessions. More challenging was the establishment of tele-audiology, pre-op anesthesia, and primary care telehealth.  

    The template below describes all the 21 plus specialty services CBOC Veterans have an opportunity to obtain services within our health care system.  The first primary care telehealth visit recently occurred after a Primary Care Telehealth protocol written by Jan Youngblood was approved by the NWI TeleMedicine Committee.  Nursing staff at the distant sites continue to refine and develop competencies related to Clinical Video Conferencing as each one of the specialty provider champions integrate telehealth in to their clinical practice.



  





     Most impressive is the contribution this expansion has made in relationship to the growth of specialty care at the small CBOC sites.   Although several months remain in FY11, North Platte, Holdrege, Norfolk, Shenandoah and Bellevue CBOC’s have accomplished impressive growth that surpasses FY 10.  This growth is the result of the successful planning and implementation by multidisciplinary teams representing the CBOC’s and the provider champions at the Omaha Medical Center. 









     In conclusion, the CBOC providers and staff are pleased their Veteran population is served at a location closer to home.  The nursing staff enhanced their skills, confidence and communication with specialty providers.  Elderly Veterans and those ill with chronic conditions are increasing seen at their CBOC location.  The Patient Aligned Care Teams have integrated the telehealth pharmacy providers into their teams along with tele-dieticians and tele-mental health providers.  Pre-surgical tele-anesthesia examinations are now occurring at the CBOC and if a hearing aide malfunctions the Veteran makes an appointment at the CBOC.   The Veteran may now be evaluated for CCHT at the CBOC and preparations are being made to offer Store and Forward Tele-retinal imaging at all these locations.  The infrastructure is now in place for improved provision of patient centered specialty care to our rural Veterans. 
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Title:  Mobile Adult Day Health Care Outreach Program: Taking Patient Driven Care to Rural Veterans and their Caregivers



Summary of Initiative:  The Canandaigua VA Medical Center serves Veterans in 5 large mostly rural counties in the Finger Lakes Region of upstate New York.  Family members were interested in accessing VA Adult Day Health Center services which are sited at the Medical Center main campus, a location too far for family members to transport their loved ones or not on a transportation route for rural buses.  Through the innovative idea of a Nurse Leader, grant funding was obtained to develop a team-approach social model Mobile Adult Day Health Care (ADHC) Program to meet the needs of Veterans and their families who reside in rural areas.  Through a traveling team of VA care providers, rural Veterans and their caregivers remain living in their homes and communities thus forestalling institutionalization, experience coordinated and enhanced Veteran-centric services, and caregivers report less strain.  The program is based at American Legion Posts located within a Veteran’s community increasing the camaraderie and spirit of VA care.  This Veteran-Centered program is based on the tenets of “providing care that is respectful of and responsive to individual patient preference, needs, and values and ensuring that patient values guide all clinical decisions.”[footnoteRef:1]  [1:  Institute of Medicine. Crossing the Quality Chasm: A New Health System for the 21t Century. (Washington, DC: National Academies Press, 2001) 6.
2 Georgia Dept. of Human Services, Dept, Division of Aging Services  http://aging.dhr.georgia.gov/portal/site/DHS-DAS
3 Mittleman MS, Haley WE, Clay OJ, et al. Improving caregiver wellbeing delays nursing home placement of patients with Alzheimer disease.Neurology 2006;67:1592–1599.
] 




Date of Implementation:  The Mobile Adult Day Health Care Program received grant funding in January 2010.  By June 2010, the program was fully staffed, 3 MOU's had been signed, all resources were in place and the first day of programming was provided June 7, 2010, in Waterloo, NY. The program census continues to increase. There has been another offer for community partnership for program expansion.



Adoption of the Innovation:

             This proposal was intended to illustrate the measurable advantage of a novel team-based approach to expand adult day health care to an underserved population.  Referring to the literature from the State of Georgia Mobile Day Care Model, "mobile daycare is an innovative approach to providing social day care in rural communities that may not have the resources to develop their own full time day care program."2

The Canandaigua VA Medical Center’s Mobile Adult Day Health Care (ADHC) Outreach Program was created to address the unique needs of Veterans who reside in upstate New York rural areas through a social model of adult day health care.  Through a team of VA care providers that go to the Veterans’ communities, rural Veterans and their caregivers experience coordinated and enhanced care services, forestall institutionalization and report less caregiver strain.  "Improving caregiver well-being delays nursing home placement of patients with Alzheimer disease."3

While care provision in the person’s home is an established practice, transforming Veteran care services in rural communities is an innovative patient-centered approach to providing respite services where the Veterans live rather than expecting them to come to a VA Medical Center.  The program was developed on the belief that Veterans want to remain active members of their communities and Veteran organizations and that health care services can be delivered in a variety of settings other than VA institutions. 

Using the American Organization of Nurse Executive foundational tenet that “excellent leadership is essential to ensure excellent patient care,” the program was conceived by an innovative Nurse Leader/Caregiver Support Coordinator with a commitment to quality geriatric care. The program was developed as a social model of adult day health care, using knowledge of VA reimbursement, assuring patient safety in a community setting, and encouraging non-health care community involvement including partnering with American Legion Posts and other Veteran-focused organizations.  The program addresses the problems with rural public transportation, difficulty that families experience transporting their loved ones to a medical center located several rural counties from home, and the “lived experience” of rural upstate New York transportation in the winter. The program can be customized and replicated for other rural areas.

Beginning in January 2010, grant funding was obtained to implement Mobile Adult Day Health Care for an upstate New York rural Veteran population.  Through partnerships with four American Legion Posts, their facilities serve as the site for a team of traveling VA geriatric caregivers to provide an array of activities and supportive services with the goal of maintaining Veterans in the community. The mobile team under nursing leadership includes a Certified Therapeutic Recreation Specialist, Social Worker and Certified Nursing Assistant (CNA) with consultation by a registered nurse, geriatrician, psychologist and art therapist support. The team provides an array of activities and supportive services to maintain enrolled and active Veterans in their own community while relieving family caregivers. 

The Traveling ADHC Outreach Program team utilizes a van to transport VA staff, equipment, supplies, as well as Veteran meals and snacks to each ADHC location one day per week.  Veterans arrive at the ADHC site through community public transportation or private/caregiver vehicles. The costs to implement the program include three full-time staff, staff transportation and daily meals for the participating Veterans.

The mobile ADHC team consisting of a Social Worker, Certified Therapeutic Recreation Specialist and CNA is designed to help participants with physical and mental functioning. The team regularly accesses community-specific resources and events tailored to enhance and develop each Veteran’s engagement within his or her own neighborhood. Consistent with a social model and VA directives pertaining to delivery of VA-based Adult Day Health Care, the mobile team provides and coordinates services to include:

· Individualized plans of care  and Case Management                                

· Coordination of care with each Veteran’s primary care provider 

· Therapeutic exercise, leisure activities and pet visits

· Personal Care and optimal health such as weight and blood pressure monitoring 

· Special programming for dementia patients 

· Caregiver support and education

· Activities provided by Volunteer Services and local community organizations



Nursing Leadership and Collaboration:

            The Nurse Leader/Caregiver Support Coordinator has been the key player in the planning and implementing this unique program.  She has taken the lead role in the project including writing the proposal, hiring staff, obtaining equipment and supplies, developing MOUs with four different American legion posts and evaluating the outcomes. Her ongoing collaboration and timely communication with each department and discipline associated with this program (Nursing, Veteran Service Organization Leadership, Voluntary Services, Geriatrics, Social Work, Behavioral Health, Neuropsychology, Recreation, Education, Dietary Services, Paint Shop, Electrical Shop, Loading Dock, Housekeeping, Garage and Purchasing) has produced a positive outcome for all Veterans attending this program. This example of leadership and team development has empowered program staff to perform their duties in the same manner.  Having met all required measures, VACO program funding for FY 2012 is anticipated. 

	The Nurse Leader set the tone for building a team that is innovative and inclusive.  Through the joy of building a program, working together to address issues, weekly meetings, and team building activities, this team has a magnificent spirit of empowerment.  They readily make VA and community connections with a focus on the Veterans needs and requests.  They are known for the flexibility, resourcefulness and community connections.  Involving all the Veterans at the various mobile ADHC sites, they completed a community holiday project for our service members in Iraq. They are invested in their work and the outcomes they can improve for Veterans and their families.

The Mobile ADHC Outreach Program was the first featured presentation as a Patient Centric Alternative to Institutional Extended Care on the VACO monthly Geriatrics and Extended Care Leads call. This program was also approved for poster presentation at the GEC National Leadership Conference (April 2011/Nashville, TN) and is in review for presentation at the New York State Organization of Nurse Executives Conference. The Nurse Leader/Caregiver Support Coordinator's participation at the Alzheimer’s Association Community Collaboration Meetings, as well as her membership on Wayne, Ontario and Monroe County Long Term Care Planning Boards, fosters a community awareness of this program as well as helps identify new and innovative utilization of available community resources. 



Scope of Initiative:

To date, a total of 47 Veterans are served in four locations. The program serves Veterans in 5 large rural counties.  Because of the rural nature of our region, these Veterans reside in areas and may use services at the Canandaigua VA Medical Center, Bath VA Medical Center or VA Western New York Healthcare System located in Batavia and Buffalo, New York.  Community centered mobile ADHC has significantly impacted these Veterans and their families’ need to travel to a VA Medical Center for care. 

Our rural program is located in Waterloo and Penn Yan; each located 25 miles from the Medical Center where access to VA Adult Day Health Care is limited. Quite serendipitously, the program has expanded for more urban dwelling Veterans residing in Greece and Webster located more than 35 miles from the Medical Center, who are unable to access contract ADHC. The Veterans residing in Waterloo and Penn Yan are ages 40 through their 70’s while the Veterans residing in Greece and Webster are older, ranging from their 70s through their 80s. Through the use of a mobile team of VA care providers, access to a variety of health care and VA services has been dramatically improved. Comprehensive coordinated care plans are developed for each Veteran with many services brought to the local adult day care setting eliminating trips to the Canandaigua VA Medical Center.

The Mobile ADHC was developed to meet the unique needs of Veterans and their families who reside in rural areas.  Conceptually, it could be replicated in both rural and urban areas, bringing VA services closer to population areas where Veterans reside and have “roots” in their communities and Veteran organizations. 

A total of 3 full-time staff travel to the community locations to provide the mobile services.  Through targeted consultations or telehealth connections, additional geriatric consultations are available to the Veterans allowing them to stay in their own communities. The initial grant funded $156,945 in salary dollars and $17,175 in supplies, meals and snacks.  The cost to deliver the program includes the above grant funding and $3784 for transportation.  The “cost per Veteran” provides the pilot program to be exponentially more cost effective with costs decreasing as program enrollment increases.  There remains additional program capacity to care for more Veterans.  The Veterans and their families perceive even greater benefits than the program cost; their loved one remains living at home with VA support and specialized services.



Impact:

Program measures include assessments of retaining the Veteran in their home environment rather than institutionalization, utilization of an array of Veteran and community services, and assessments with the Caregiver Strain Instrument (CSI).  Our results are remarkable. Home Environment

Of the 47 Veterans enrolled, 100% have remained in their homes without institutionalization. This finding also has significant cost savings for VA as compared with the cost of VA Community Living Center institutionalization.  Annual program costs are $177,900/ 47 Veterans versus an annual cost of $4,700,000 for nursing home institutionalization ($100,000/ Veteran) resulting in potential cost savings of $4.52 million dollars/year.

Utilization of Veteran and Community Services

 Each of these Veterans has used increased Veteran health care services as part of their comprehensive plan of care.  Program participation has contributed to more timely communication and delivery of supplementary services, both VA and community, to our Veterans. Caregivers have developed important relationships with ADHC team and readily communicate any areas of concern or need with them. The ADHC team serves as viable and effective means of referral and provides timely reporting and updates to Veterans’ VA and community providers.  

Caregiver Burden Index

All caregivers interviewed gave feedback indicating that they were completely satisfied with the care and services the Adult Day Health Care Outreach program is providing for their loved one.  Specifically, each stated that the program allows them time to take care of other tasks or engage in relaxation and socialization activities.  Additionally, these activities are done with assurance that their loved one was being cared for safely.  They also indicated that they are very happy to see the Veteran participating in an activity that is outside of the home and in the company of other Veterans. Veterans have expressed their desire to the caregiver to attend the program and look forward to each week’s programming. Overall, the feedback has been very positive and is accomplishing the program goal of reducing caregiver stress and burden. All caregivers report a decrease in CSI scores.  

Costs

 Annual program costs are $177,900/47 Veterans versus an annual cost of $4,700,000 for nursing home institutionalization ($100,000/Veteran) resulting in potential cost savings of $4.52 million dollars/ year. The increment costs of serving more Veterans is the cost of the program meals and refreshments which are less than $5.00/Veteran. We anticipate continuing to transform VA health care by increasing Veteran enrollment in each of the mobile ADHC sites and expanding access to additional locations.

Veteran/Family Satisfaction

Some Veterans in this program live in residential home settings. After reviewing survey questions used by Georgia Department of Human Services, Division of Aging Services  http://aging.dhr.georgia.gov/portal/site/DHS-DAS , the following questionnaire was developed for use in a telephone interview with their care providers.

· Do Veterans look forward to program attendance?

· Do you notice improved socialization at home?

· Do you notice improved behaviors at home?

· Is program communication delivered in a timely manner?

· Do you find it easy to access this program?

· Is provision of case management services such as needs assessment, coordination of services available in the community, follow-up, and reassessment helpful?

· Comments:

· What can we do better?

All respondent stated that the Veterans looked forward to program attendance. All stated there has been an improvement regarding socialization at home. Two care providers have appreciated an improvement with certain behaviors while one did state this question was not applicable in her situation. All commented positively on the open lines of communication with program staff and timely delivery of program information. All agreed that program access was easy and appreciated case management/support services offered. 

Comments were:

· "Program has helped some of the guys be more open. They really enjoyed the Matter of Balance Program."

· "The guys really like the exercise. They seem to have really connected with Rob.  They wish it would be more than 1 day a week as Wednesday sometime conflicts with other appointments."

· "Program is helpful and meets needs of the Vets. Works well for Vets who could not handle the independence offered in other programs."

A Customer Satisfaction survey was completed at T21 Initiative Year End Reporting, October 2010. At that time, this program was available at three sites and had a total of 27 participants with 17 responding to this survey. 



Satisfied Veterans and their families are spreading the word about the program as are VA and American Legion Post members.  The success of the program has been shared at the VISN and National level with presentations and poster sessions.

Nursing sensitive quality indicators and patient outcomes 

The best patient outcome is one that fosters maximal independence, safety, and Veteran and family satisfaction.  This program has far surpassed those goals. All enrolled Veterans have remained living in their home environments without institutionalization.  Ready access to geriatric services has improved the coordination of patient care and incorporated health care and services needed by the Veteran that may not have been accessed due to distance. Veterans and their families report high satisfaction with the program and VA services.  Most poignantly, a Veterans wife thanks the staff each week for “her 4 hours - where I know he is well cared for and I can take care of my needs.”

Staff satisfaction

Since the program began, there has been high staff satisfaction and retention.  Weekly team meetings are a vital forum for discussion, planning, team building and ongoing education. Staff concerns are addressed in a timely manner. Recognition of this team's achievement has been acknowledged by leadership and confirmed in public forums.

Long term integration in structures and processes

The Medical Center Director have given his commitment for sustainability of the program. It is our goal to expand to other geographic areas and develop several teams able to serve each site at least twice a week. It is the Nurse Leader/Caregiver Support Coordinator's goal to serve as facilitator of this program within VISN 2 and assist in a national rollout of this successful initiative.

		1
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