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TeleCare Tuck-In Call Program Implementation date: March 2006

Advanced Clinic Access:  Redesign for Improved Patient Outcomes and/or Healthcare Delivery Systems beyond Primary Care

The telephone rings and a Network 22 Telecare Advice nurse is calling to find out how you are doing, how do you feel; they are asking “do you understand your discharge instructions”; “do you have any pain”? They are reminding you of your follow-up appointment in the surgical clinic in 5 days.


The Network 22 Telecare Advice nurse is “tucking in” a patient: thus implementing the Tuck-In Call Program.


The program provides: 


· Access to healthcare beyond primary care


· Improved patient outcomes by providing early intervention of complications


· Immediate triage by prioritizing  unexpected symptoms according to the seriousness of the condition


· Access to same day appointments in primary care or specialty clinics for emergency interventions


· Support to the recovering veteran from same day surgery/procedures 


· Follow-up from ER visits

· Reinforcement of a discharge treatment plan

Rationale:  Telecare nurses observed the fact that veterans and caregivers would call with questions regarding discharge instructions, procedure and post-surgery questions as well as follow-up questions shortly after returning home from the hospital.  The medical record and subsequent conversations with nurse managers indicated that these patients received adequate instructions and teaching but needed reinforcement after returning home. From these observations and nurse collaboration the Tuck In Program was developed.

Improvement of patient /staff perception

Telecare staff perceived that patients recently discharged from the hospital did not comprehend the discharge instructions or directions for home care as given. This was verified through comments from several patients stating “I know they told me, but I forgot. I was in a hurry to get home.” and “they made a follow up appointment but I lost the card.” as well as “I have the pain medication but I can’t remember if I take it with or without food.”

Improvement of current practices


Before program implementation, case mangers called patients the day after their procedure/surgery. Now patients are called the evening of their procedure/surgery. This has improved hospital operation hours because the Telcare staff can call patients in the evening, weekends and holidays.

Test published in professional literature


Published opinion in professional literature supports the observations by stating (Aaronson et al. 1996). “telephone interventions conducted by nurses to assess patients' comprehension” reinforces patient teaching and supports “efficacy of telephone interventions and the importance of nurse-implemented interventions in obtaining increased patient awareness and understanding”. Other literature (Wasson et al. (1992) states “telephone care patients had fewer total clinic visits (scheduled and unscheduled), less medication use and fewer admissions” and Poncia et al. (2000) “follow-up calls [used]as a tool for assessing needs and monitoring critical incidents” improve[d] overall quality of care and reduce[d] readmission rates for what they referred to as a ‘vulnerable group’’.


Reference:


 Aaronson N., Visser-Pol E., Leenhouts G., Mullar M., van der Schot A., van Dam                                                                                                                                                                                                                                                                                                      F., Keus R., Koning C., 10 Bokkel Huinink W., van Dongen J. and Dubbelman R. (1996) Telephone-based nursing intervention improves the effectiveness of the informed consent process in cancer clinical trials. Journal of Clinical Oncology 14, 984–996.


Wasson J., Gaudette C., Whaley F., Sauvigne A., Baribeau P. and Welch G. (1992) Telephone care as a substitute for routine clinic follow-up. JAMA 267, 1788–1793


Poncia H.D.M., Ryan J. and Carver M. (2000) Next day telephone follow-up of the elderly: a needs assessment and critical incident monitoring tool for the accident and emergency department. Journal of Accident and Emergency Medicine 17, 337–340

Evidence of Nursing Leadership 


Nursing designated as leader of the initiative 


The Lead Care Coordinator and Program Manager utilizing case management protocols and care coordination guidelines confirmed the literature findings that telephone nurse implemented interventions increased patient treatment compliance. They also observed and discussed the fact that veterans and caregivers would call with questions regarding discharge instructions, procedure and post-surgery questions. After discussing the literature and personal  observations, they agreed that veterans could benefit from this service. The development, orientation, operating procedures and implementation of pilot and service was conducted by Registered Nurses: The Lead Care Coordinator, Telecare Program Manager and Telecare Primary Charge Nurse 


Demonstrates interdisciplinary collaboration in nursing led initiative


 The program creates alternatives to traditional face-to-face interactions and acts as intermediary with patient and providers.  Contact of ancillary personnel (social service workers, councilors, case managers) and receipt of consults by Tuck In Program nurses has decreased traditional face to face interaction by 2%. Calls by a Network RN have prompted telephone contact to the patient and alleviation of the patient coming to the med center to seek assistance. (Follow up has been tracked by medical record review of 100% of these referred patient calls to other-service for intervention during the pilot phase.) Building of service agreements between primary and specialty care has led to  collaboration with the primary care clinic managers and specialty clinic leaders at all Network sites, has allowed for designation of specific slots for Triaged patients to see providers on an immediate need basis.


Redesign recognizes and takes into account interdependence of change in VA healthcare system


The program was designed because of an identified need not by just the Telecare and Care Coordination staff but by the nurse managers and case managers in same day surgery, ophthalmology and dental services.  The program recognizes the limitations of a business hour schedule for the majority of  staff assisting in  patient follow-up and recognizes the benefits of utilization of services that are manned 24/7. The interdependence between services , care lines and disciplines allow for the success of the program while marking a change in the VA Healthcare system of conducting timely patient follow-up.

Nursing leaders have disseminated information on initiative


Individual specialty clinic personnel and primary care providers have been given presentations, clinical orientations and handouts regarding the Tuck-In program by VISN Telecare and Care Coordination nurses.

Scope of Initiative:  

History and Description of the Telecare Tuck-In program: 

Introduction: The Telecare Tuck-In call program started as a referral from the Home Telehealth program at VA WLA, which was initiated in March 2005. To date, the Telecare Tuck-In program is a 24/7 phone follow-up operation by an RN that enrolls patient from Loma Linda, GLA, Sepulveda and Santa Barbara. The program includes consult menu requests at these sites and will be available to all Network 22 sites with the addition of San Diego, Las Vegas and Long Beach by Fall 2006.

Qualifying criteria:   Potentially identified participants include:  Vulnerable and susceptible patients  recently discharged from the hospital, Individuals who have had an outpatient procedure requiring simple monitoring [ i.e.: dental surgery, dermatology excisions, GI and  GU same day interventions, ophthalmologic laser scrapping, etc], Mental Health clients, Limb Preservation and wound management, Veterans who are non compliant to the Provider Plan of care, Diabetics in need of reinforcement of positive behaviors with diet and exercise and At- Risk Hypertensive patients.

Goals of Program:  To provide on-going coordination of care for participants and allow for the provision of excellent continuing care for our veterans; to meet and exceed customer service expectations.

Process:  Telecare RN will call veteran per directions on consult. For a Simple Tuck-In call, the RN will provide teaching, follow-up instructions, medication reminders and provide public relations. When there is an indication of an unexpected medical event, the RN will triage the call using the Veteran’s Health Gateway software. This is a commercial standardized software program that was designed by physicians It is updated monthly and is used throughout the VISN for triage calls.

Initiative impacts a single area beyond primary care


The Telecare Tuck-In call Program was implemented in March of 2005 beginning with patients referred from the Home TeleHealth Program at WLA.


Initiative impacts multiple areas; is well developed; is changing practice


Currently enrolled patients are represented from all primary and ambulatory care, sub-specialty clinics and surgical departments in Loma Linda, GLA, Sepulveda and Santa  Barbara. Access to services and provider intervention for consultation and treatment intervention, as well as lack of contact during a post-event (same day surgery or in-patient stay) was identified as a constraint. The Tuck In program has provided 5265 professional calls to patients discharged following same day  surgery and in-patient stays since it’s inception. 6% of those calls reverted to emergent triage calls  requiring further intervention by other health team members. Scheduled interventions of this type prevented 328 emergency room visits. 


Initiative impacts facility wide; demonstrates standardized process and change in practice


The program includes consult menu requests at these sites and will be available to all Network 22 sites with the addition of San Diego, Las Vegas and Long Beach by Fall 2006. The Telecare RNs use standard protocols to optimize use of other providers :


 Professional advice is based on current clinical practices and Veterans Health                                                Gateway (VHG) software program. This is used in 100% of the Tuck In calls and is a physician authored, protocol based program. Telecare Program manager and Charge nurse have provided clinical in-services to RN’s at WLA, Sepulveda, LACC , the GLA CBOC’s, Las Vegas clinics, Loma Linda  and San Diego Medical centers in the use of the VHG software. Long Beach RN’s attended an in-service at WLA. This has provided standardization in the telephone triage process and progress notes entered into CPRS.


Shows promise of usefulness to other VAMCs; Impacts VISN wide and is recognized as best practice


During a quarterly meeting for the VISN Tele-home Health program the Associate Chief Nurse for VISN 8, expressed interest in the program for her VISN. As stated above, the program will be available to all Network 22 sites with the addition of San Diego, Las Vegas and Long Beach by Fall 2006..

Impact on Patient Outcomes or System Challenges


Outcomes related  to demonstration of improved  morale, staff satisfaction, patient satisfaction


Staff satisfaction and improved morale:  Staff turnover rate has been relatively low in Telecare but a noticeable improvement has been an increase in staff morale amongst the evening staff since the implementation of the program,. A survey of the staff conducting the tuck-in calls has shown that their satisfaction has increased from 5 to 9 out of a scale of 1 to 10.  .  Comments from staff have been favorable and are as follows:


       “It’s fun to try to help somebody. My job satisfaction has increased.”


        “I feel like I am being proactive instead of reactive.”


        “I love this job and never want to leave it now.”


Patient satisfaction surveys were conducted on 100% of the patients during the first 6 months, considered the pilot phase. 100% of the patients gave positive comments to the program. 42% of the patients indicated that they would have traveled to Urgent Care or the ER for assistance without the Tuck In call. 5% interviewed were caregivers that unanimously expressed feelings of support and were surprised by the Tuck In call.


 10% of the patients are currently surveyed monthly for Quality Assurance.


Outcomes related to demonstration of improved staff efficiency, e.g. timely services, access of services


Drive unnecessary work away from the constraint:  The Tuck In Program allows the patient contact, education, reinforcement and follow up by a professional health care worker without utilizing after hour emergency services. 328 calls placed as a result of Tuck In  Program consults became Triage calls due to indications of unexpected medical events.  Intervention diverted these 328 patients away from the emergency  room to same day appointments with a PCP or specialty provider. As stated above 42% of the patients  surveyed during the pilot of this program and indicated that without intervention they would have reported to the VA or neighborhood emergency room (As stated by the patient).


Outcomes related to the demonstration of improved delivery of care / services e.g. decreased delays, cost effectiveness, cost savings, cost avoidance 


A significant cost savings to the VA has been realized by the initiation of the Tuck-In Call program. The total number of veterans serviced in the Tuck-In call program is 526. The total numbers of calls made is 2,283. A random sample of 74 veterans that received tuck-in calls at least twice a week, having between 1-3 unplanned visits prior to receiving tuck-in calls (average 2 visits per veteran), showed that 96% of those veterans did not have any unplanned visits after receiving the calls. An average cost of an ER/UC visit equals $3500.00. The sample population averaged a cost to the medical center of $518,000 prior to the program initiation. The 96% savings in the care delivery costs, after program initiation, potentially decreased patient care cost for the medical center of an amount equal to $497,000. 


Outcomes related to demonstration of  improved health, patient centered care optimizing patient throughput,; elimination of unnecessary delays; implementing all 10 ACA principles; specific nursing sensitive measures are highlighted. 


Any patient that receives a Tuck-In call and the RN identifies an urgent problem because patient has symptoms requiring immediate attention is given a same day appointment instead of waiting 60 days for an appointment or going to the ER. 


The Tuck In Program contributes to ACA in participating in 7 of the 10 ACA Principles:


Work Down the Backlog 


Gain immediate capacity: Utilization of same day appointments designated for Network Telecare Calls in primary care and subspecialty clinics allow for prompt symptom management for triaged patients.  


 Temporarily add appointment slots:  Contributing data from Tuck In and Telecare Program                 patient  management allows for clinics to adjust access proactively. 


Reduce Demand


Maximize activity at appointments: Nurses progress notes for Tuck In patients are reviewable in the medical record alerting providers to patient conditions upon their immediate post-event discharge.

Create alternatives to traditional face-to-face interactions


 Contact of providers and ancillary personnel (social service workers, councilors, case managers) by a Network RN has prompted telephone contact to the patient and alleviation of the patient coming to the med center to seek assistance. 


Optimize patient involvement in care


Education of a Tuck In Program patient concerning their disease process, health event management and conversations concerning medication involves the patient in their treatment plan and care. 


Build service agreements between primary and specialty care 

Collaboration with the primary care clinic managers and specialty clinic leaders at all Network sites has allowed for designation of specific slots for Triaged patients to see providers on an immediate need basis.


Plan for Contingencies

 Develop flexible, multi-skilled staff 

 Network 22 Triage nursing staff have multiple specialties and certifications throughout the health care continuum. Examples are:  mental health, rehab, oncology, hospice, surgery, ambulatory care, critical care and ER. Tuck in program calls are distributed amongst the nursing staff as  disease management dictates for  execution and follow up.

Manage the Constraint

Identify the constraint (HOLD UP)

Access to emergency services and provider intervention for consultation and treatment         

    intervention after a patient was discharge to home was identified as a constraint. Lack of contact  during a post-event episode, such as same day surgery was identified as a constraint. The Tuck In Program was initiated based on these identifiers.


Drive unnecessary work away from the constraint

The Tuck In Program allows the patient contact, education, reinforcement and follow up by a

professional health care worker without utilizing after hour emergency services. Providing the service


enables the patient to participate in their care and assume responsibility for healing. 


Optimize the Care Team 

Use standard protocols to optimize use of other providers :

Professional advice is based on nursing judgment and current clinical practices as outlined formerly in the Briggs protocol and Veterans Health Gateway. This program is a physician authored, protocol based software program currently in use by the network Telecare program. Other forms of reference are the medical record showing physician discharge orders, pharmacy education and established discharge protocols of the medical center. 


Synchronize Patient, Provider, and Information

Check the chart to make sure it is complete, accurate, and present for the appointment :

Each patient call is checked for accuracy of patient demographics and is updated as appropriate.


Use health prompts to anticipate full potential of today’s need 


Clinical Reminders identified in CPRS that can be completed by register nurses, or by policy, are done on each patient referred to the Tuck In Program during the first follow up phone call.


Predict and Anticipate Patient Needs


Communicate among care delivery team throughout the day (or night!)


Telecare is a 24/7 operation and the Tuck In Call Program operates during “after hours”. Providers and services are accessible on an emergency basis and routine needs, that are identified, can be addressed through endorsement to alternate nursing staff for management during standard business hours. An example is medication adjustment and refill of discharge meds or the request for evaluation by a visiting nurse for dressing changes.
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Using Advanced Clinic Access Principles to Develop and Implement a Safe Patient Handling and Movement Program

Rationale for Innovation

The Chillicothe VA Medical Center is a 297 bed facility that provides a wide range of care from acute and chronic psychiatric services, primary and secondary medical services, nursing home care services and ambulatory care services to the veterans residing primarily in southeastern and south central Ohio. Inclusion of strategies to reduce the incidence of employee injuries resulting from lifting, moving, or repositioning patients has consistently been part of the Safety Action Plan for Nursing Service. Primarily staff education and training were the foundation of the safety plan. Coordinated efforts between the Associate Director for Patient Care Services (ADPCS), the Nursing Collateral Duty Safety Officer (CDSO), the Chief of Supply Processing and Distribution (SPD), Human Resource Management Specialist for Office of Workers’ Compensation Program (OWCP), and the Rehabilitative Care Line Coordinator have not been successful in success in achieving a sustained reduction in the incidence or number of lost days from work of employee injuries related to lifting, moving, and/or repositioning patients (see table 1).   

Table 1   
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The Veterans Health Administration (VHA) has committed substantial resources to develop an infrastructure to reduce the frequency and cost of injuries as identified under the Domain of Building Healthy Communities (Deputy Under Secretary for Health for Operations and Management Monitors for FY 2006). The monitor identifies the responsibilities of VISNs to achieve a specific goal in cost reduction related to employee injuries. Reduction in costs associated with injuries is best achieved through injury prevention.

Trending of employee injuries during the first quarter in FY 05 required the need for a more intensive review. It was noted that a significant increase in injuries related to patient handling and movement had occurred in the long term care areas while using existing lifting equipment. Initial evaluation by the accident review committee identified staff training on the use of patient lifts was needed to reduce employee injuries. After a drill down was completed of the injuries by the Nursing CDSO and review of current concepts from literature, it was determined that it was not lack of knowledge on how to use current equipment that contributed to injuries but that equipment available to staff was not meeting the need of patients or employees. 


It has been well documented that education and training strategies alone will not result in sustained reduction in employee injuries (Nelson et al., 2003). Although the facility has implemented devices for safe patient handling and movement, the process for implementation has been inconsistent in ensuring that resources (supply) are adequate to meet patient need (demand), specifically safe handling and movement equipment which meet the needs of the patient population being served.  

Program development/implementation was based upon review of multiple literature/research sources including but not limited to Patient Care Ergonomics Resource Guide: Safe Patient Handling and Movement developed by the Patient Safety Center of Inquiry (Tampa, FL), Veterans Health Administration and The Department of Defense, Nelson (Ed.), (2001); U.S. Department of Labor, Occupational Safety and Health Administration Ergonomic Guidelines for Nursing Homes (2002); Ergonomics Guidebook (2003); Patient Care Ergonomics (2002); and Preventing Nursing Back Injuries: Redesigning Patient Handling Tasks (2003).    

Evidence of Nursing Leadership 

Under the direction of the ADPCS, the Nursing CDSO took the lead in local program development and implementation. The Nursing CDSO utilized current concepts from research to implement the Safe Patient Handling and Movement Program at Chillicothe, Ohio. Three strategies of Advanced Clinic Access (ACA), for use in building a sustainable system, was utilized to ensure successful implementation.  The first strategy utilized prior to implementation was shape the demand. According to “Advanced Clinic Access” by the Institute for Healthcare Improvement for the Veterans Health Administration, “improving access is all about increasing the ability of the system to predict and absorb demand (patients’ request for care) (p.2). In order to predict patient and employee needs, the following information was obtained:

1. Facility baseline injury data.


2. Unit specific injury profiles and FTEE numbers. 


3. Unit specific profiles and ergonomic analysis. 


4. Assessment of patient population levels of dependency. 


5. Assessment of equipment available and indications for use. 


6. Staff input related to why some existing equipment was not being utilized.


Reviewing the pre-implementation process of completing patient transfers identified that staff were either placing themselves and the patient at risk for injury by attempting to complete the transfers without adequate assistance or adequate/appropriate equipment to complete the task. There was no consistent approach/process to identifying patient lifting/transfer needs. It was also identified that delays occurred if a manual team was assembled to complete the task. Additional time delays were identified when staff had to locate equipment or wait until existing equipment was available for use. 


Areas that posed immediate concerns were insufficient numbers and/or lack of specialized equipment to meet patient and employee needs.  


The second strategy of ACA utilized was matching supply and demand. Understanding patient demand as it relates to facility resources (staff and equipment) is a critical component for successful implementation.  During this phase of implementation education “Safe Patient Handling and Movement - Reducing Staff Injury and Improving Patient Safety: What is Leadership’s Role in the Balance” was developed and presented to facility leadership in August 2005 by the Nursing CDSO. As a result of this presentation, approval for full implementation of the Safe Patient Handling and Movement program was given in addition to $100,000.00 for initial purchase of equipment.  Implementation included the use of Back Injury Resource Nurses (BIRN). The BIRN nurses are responsible for program implementation at the unit level. Oversight of the program is completed by the Nursing CDSO under the direction of the ADPCS. Staff education on program elements were provided to Leadership, Nursing Supervisors/Managers, nursing staff, BIRN nurses, members of the Environment of Care Committee and select staff in Rehabilitative Medicine, and Supply Processing and Distribution by the Nursing CDSO. BIRN nurses have provided additional education to all staff at the unit level on key program elements. Due to the ever changing patient population and their dependency needs on any given area within the facility, a contingency plan was developed to ensure patient and staff needs are met in a timely manner. A broad range of equipment is now available and accessible for every area of the facility. If an area identifies a need that cannot be met with existing equipment, the Nursing CDSO during administrative hours or the Nursing Supervisor during non-administrative hours is notified. Equipment meeting the patient and staff need is located and transferred to the area. The equipment is then returned to the home unit when the need no longer exists. Movement of equipment is tracked through the e-mail system. BIRN nurses work closely with the Nursing CDSO to identify equipment needs on an ongoing basis. Requests for additional equipment needs are initiated when identified.  


Strategies to reduce potential delays in care or transport were addressed by purchasing additional lifting devices, slings, transfer devices, and motorized transport devices to meet patient and employee needs. Implementation of the appropriate equipment type/numbers has served to improve patient flow and patient satisfaction. For example, when it was determined by the RMS Coordinator that a total care spinal cord injury client was scheduled for an appointment and required special lifting/transfer needs, the nursing CDSO arranged for use of a mobile electric lateral transfer device to be used.  Use of this device eliminated the need for multiple staff to be assigned to assist in transporting the patient from home to his appointments and prevented the patient from enduring multiple manual lateral transfers.  This device is a flat mat which is placed under the patient. After placement, the mat is plugged into an electrical outlet and the mat is filled with air. This device reduces the amount of weight the employee is required to pull to only 10% of the patient’s body weight. When unplugged, the mat deflates. The mat may be left under the patient until all transfers are completed (home bed to ambulance litter, litter to x-ray table, x-ray table to ambulance litter, ambulance litter to home bed). Limiting the number of times the patient is exposed to possible sheering, uncomfortable manual transfers, and the reduction of required number of staff to complete needed transfers serves to improve timeliness of transfers, patient satisfaction and employee satisfaction. 


The third strategy of ACA, Redesign the system to increase supply, resulted in implementation of a structured facility wide “Safe Patient Handling and Movement Program”. This program serves to improve the efficiency of lifting/transfer techniques by the use of Safe Patient Handling and Movement Algorithms. Lifting equipment was relocated to areas of need. Additional equipment was purchased to meet patient and employee needs based upon staff response/input related to equipment trials. Program elements include:

1. Peer leaders – BIRN nurses.


2. After Accident Review Process to use proactively as a tool to evaluate near misses and after employee injuries have occurred. 


3. Patient assessment, care plan, and Algorithms for safe patient handling and movement.


4. Safe Patient Handling and Movement Policy.


5. Ongoing ergonomic workplace assessment of nursing environments.


6. Equipment.

During this phase of implementation, the need to address constraints has been significant. Prior to program implementation, the number of available slings for patient lifts was inadequate. This required staff to use a sling on more than one patient. At times the employees would need to manually lift the patient to remove a sling. Program implementation specifies it is the goal to have a dedicated sling for each patient during hospitalization. There were no slings on station permitting the patient to be transferred from bed/chair to toilet for patients requiring total body lifts. The Nursing CDSO and Chief of SPD and BIRN nurses worked closely to ensure adequate numbers and types of slings were purchased. Insufficient numbers of available lifting/moving devices required staff to either manually transfer the patient by themselves, use a team approach, or wait their turn to use existing equipment. All inpatient staff was required to use a manual litter to transfer the patient from ward to ward or appointment prior to implementation. Inconsistent processes for lifting/transferring patients have been eliminated. Standardized processes for placing equipment where it is needed are in place.

Scope of Initiative  

Implementation of the Safe Patient Handling and Movement program serves to standardize the process for lifting, moving, or repositioning patients throughout the facility. The program is also instrumental in assisting our facility, as well as the VISN, to meet action item requirements related to the Workers Compensation Program Management monitors listed under the Domain of Building Healthy Communities within Deputy Undersecretary for Health for Operations and Management Monitors Guidelines Fiscal Year 2006 Monitors (Veterans Health Administration, 2006).  Standardized approaches to program implementation include use of the same assessment guidelines to determine lifting/transfer needs, plans of care specifying use of Algorithms for Safe Patient Handling and Movement are in place in all computerized care planning systems used at the facility, and implementation of a “no lift” policy with exception for emergent situations. In addition, injuries resulting from lifting, moving/repositioning patients are monitored as a performance measure for the Environment of Care Committee and reported monthly by the Nursing CDSO. While the goal of the program locally is to reduce the incidence and severity of nursing musculoskeletal injuries, additional positive outcomes have been realized in the following areas: 

1.    Cost associated with on the job injuries (OWCP claims, job restructuring post injury, medical expenses) 

2. Replacement cost for injured nursing staff (overtime for staff off work, light duty status, or cost for replacement if unable to return to duty).


3. Employee satisfaction.


4. Patient satisfaction.


5. Unified approach and support for program implementation.

Impact on Patient Outcomes/System Challenges  

Impact of patient outcomes/system challenges is multiple. According to Safe Lifting and Movement of Nursing Home Residents (2006), benefits, costs and effectiveness of implementing a safe patient handling and movement program are divided into three categories: 

a. Benefits for patients: improved quality of care, resident safety and comfort, increased patient satisfaction, reduction in the risk of falls, friction burns, dislocated shoulders, and being dropped in addition to decreased risk of skin tears and bruises. 


b. Benefits for employers:  Reduction in the number and severity of employee injuries, reduced workers’ compensation medical and reimbursement costs. Reduction in number of lost and/or restricted days, reduction in overtime and sick leave, improved retention and recruitment of staff, and fewer resources required to replace injured staff.


c. Benefits for employees: Decreased risk of injury, increased morale and job satisfaction, less likely hood of re-injury, more energy and less pain and muscle fatigue on a daily basis, staff can work to an older age, reduction in patient to staff assaults, and pregnant caregivers can potentially work longer. 

The average cost of an employee back injury is $25,000.00 (Nelson, Baptise, & Barker. 2005).  According to Nelson, et al., (2005), return investment for initial cost of program implementation is approximately 2 ½ years and immediate cost savings/recovery of investment may not be observed at implementation. Chillicothe, Ohio has observed a decrease in cost associated with lifting, moving/repositioning patients for injuries occurring during the first two quarters of FY 06 compared to the same timeframe in FY 05 (see table 2). Total medical expenses for injuries occuring during this period were $4040.00 in FY 05 compared to $1,321.00 in FY 06. Total COP/Compensation costs for injuries occurring during this period were $7861.08 in FY 05 compared to $956.02 in FY 06. Implementation date for the Safe Patient Handling and Movement Program Chillicothe, Ohio, was October, 2005.  To date here have been 8 lost time days involving 2 employees associated with specifically lifting moving and/or repositioning patients. Seven of those days were specific to 1 injury which occurred during the month of implementation (October 2005). Since complete implementation, only 1 lost time injury resulting in 1 lost time day has occurred specifically related to lifting, moving/transferring patients. A total of 10 injuries occurred during the first 2 quarters of FY 06 compared to 13 injuries in the first 2 quarters of FY 05 (see table 3).  It should be noted that 5 of the injuries (50%) which occurred in FY 06 were during the month of implementation. Staff education and strategies to change the culture of safety within Chillicothe VAMC are ongoing.  With program implementation at its infancy, it is expected that future cost savings will be significant. 
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Table 3
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Advanced Clinic Access:  Integration of Business & Technology Systems and Quality Management Processes in Care Management Services in a Busy GI Practice

Introduction



The utilization of Advanced Clinic Access (ACA) principles in the unique settings of specialty clinics was an imperative that met with skepticism and disbelief.  The initial ACA point of contact (POC) was to be a physician leader who deferred the role to the ACNS/Ambulatory Care.  This individual had only two month’s tenure in the VA system and commented that “There was a strong culture of resistance and an “if you ignore it, it will go away” attitude.”  The majority of the Director’s performance measure clinics clinicians felt that ACA principles could not work in the busiest VA medical center in the nation (3,922,815 uniques in 2005).  All services chose a wait-and-see approach leading the POC to seek out his peer ARNP in the GI service.  We had very unique challenges that appeared to be detriments to the implementation of the philosophy, let alone the tactical roll out, of this mandate.  Yet, those very challenges were the rationale for the GI specialty to embrace and “walk the walk,” implementing the “new age” of patient care provision in one of the busiest consultative services in corporate Tampa, averaging 1,400 consults per month (combined inpatient, outpatient, and clinical procedure).  



ACA for this specialty service has streamlined and simplified operations from consultation appropriateness, clinic utilization, procedural booking, and process tracking, to monitor over-all service efficacy.  Staff and patient satisfaction have reflected this process improvement, with the routines of the service becoming standardized with clear outcomes, demonstrating an efficient and vigilant patient care delivery system (Colorectal screening:  Tampa 76%, target 72-75%; waiting time for next available appointments in 30 days, Tampa 95%, target 80-85%).


The nurse leader, an advanced nurse practitioner, had personally been involved in the ACA process design philosophy through previous work in Primary Care.  However, implementation had not yet occurred on a widespread basis.   Thus, after attending national ACA VA programs, this team set out to evaluate and measure existing problems, apply basic principles of ACA, effect changes through pilot processes, re-evaluate, and make necessary “tweaks” through solicitation and involvement of  team members representing GI, Primary Care, Health Administrative Services, data management support (DSS), and the Ambulatory Procedure Unit.  Today, two years later, ACA is the backbone of outpatient clinic management. 


The success of this process improvement has rested on several important premises: 1) the full commitment of leadership to support the often painful change processes, as we often had to learn from our mistakes or “missteps;”  2) the clear and utmost importance of effecting change through the involvement and expertise of those affected by those changes;  3) communication must occur frequently and involve all team members (sometimes you don’t know what you don’t know about impact on other aspects of  the patient care delivery system); and 4) a strong sense of humor and flexibility remains an important overlying theme for a change environment that is safe and supportive, as we embark on ‘out of the box” solutions to our challenges. 

The GI Service ACA Team



The GI service ACA team is anchored by Dr William P. Boyd, Section Chief.  He provided the essential “clout” to promote significant service changes, in spite of heavy workloads and natural resistance to change.  Nursing leadership was provided by Rosemary Ashby, ARNP, who facilitated, coordinated, and successfully bridged the multiple services involved, promoting communications and interdisciplinary involvement.  The Nursing section (Hepatitis C clinician, CCHT staff (Care Coordination/Home Telehealth), Ambulatory Procedure Nursing staff, Health Administrative Services team members, Informatics staff, and clinicians (GI and Primary Care) are integral members of this dynamic team, with consultative members added, as needed (DSS). 

Rationale for the Innovation


The GI service is the busiest consultative service in corporate Tampa.  JAHVA is a tertiary medical center that has had annual growth in unique enrollment for the past 5 years, with subsequent impact on GI service needs.  

		

		2001

		2002

		2003

		2004

		2005



		Outpt Clinic Visits


Overall Utilization

		7,003


87.44%

		10,128


104.86%

		10,569


109.62%

		10,943


106.62%

		11,704


99.76%



		Consultations

		No data

		No data

		No data

		7,042


(avg 135/wk)

		7,992  


(avg 153/wk)



		Procedures

		2,390

		3,343

(29% increase)

		4,811 


(31 % increase)

		5,400 


(31 % increase)

		7,632 


(30 % increase)



		RN GI teaching

		No data

		No data

		No data

		No data

		3,667  


(avg 70/week)





This service is consulted for complex, high acuity, and high intensity GI disease processes.  Clear defining of referral guidelines, according to GI practice guidelines (professional benchmarks), to assist our primary care partners in the appropriate and timely consultation began as a frustration; as workload demanded concise utilization of the consult service, with the discharging of patients back to Primary Care, once stable only to be re-consulted soon thereafter for “management of GI problems.”  This revolving door has evolved into a collegial supportive symbiotic relationship between Primary Care and GI providers.   A Primary Care and GI service agreement was forged and implemented in January of 2006 with a >90 % utilizations rate, per random sample of consults in 1st quarter of implementation.  The Chief of the service uses inappropriate or inadequate consults as opportunities for education and orientation to order set/agreement. Ongoing monitoring will continue, to identify overall  impact on effective utilization of agreement.  The overall care of the complex patient has improved with Primary Care support for transplant patients, and GI co-management.  Over 90% of transplant patients have been assigned Primary Care providers to address typical evaluation and care of these complex, co-morbid patients, and offer key program opportunities for referral (i.e. MOVE!, Chronic Opioid Management Program, etc.). Computerized order sets have added ease and “ticklers” for referrals, to ensure pre-work is completed prior to consult appointment (Attachment 1: Symptom-driven GI Consult).  These were developed in cooperation with Primary Care, hospitalists, GI specialists, and IMS, with Lab and Radiology input regarding testing.  Patients have responded positively to these changes, since they are now treated in a comprehensive manner (less visits and elimination of rework).  Both referring and consulting providers and their teams are on the “same page.”  The comparative consults average from 2003-2004 was 691 per month; and now, noting an overall increase in uniques, average 800 consults per month, with booking available in < 30 days.  


This VA serves the highest average of Hepatitis C patients on treatment (588 new pts enrolled in Hep C registry in 2005, 157 on therapy, < 2% dropout rate once patients started therapy).  This was identified as a high acuity, complex care patient population (well documented in VA and community publications).  CCHT Program was initiated and continues to support patients, whether on or off medications.  This program has facilitated and coordinated care, diminishing clinic time, often utilizing nursing initiatives for interventions.  Outcomes are tracked through the CCHT Program, including holistic patient and family quality of life indices, depression scores, etc.  Objective evidence of decreased ER visits, unscheduled visits, and hospitalizations are financial, as well as organizational, outcomes that are supported through this program.     



Through CCHT access, and an interdisciplinary team support, we continue to be successful in keeping patients with significant co-morbidities on treatment, giving the best opportunity for successful hepatitis treatment (undetectable viremia).  

Evidence of Nursing Leadership


The ACNS/Ambulatory Care and POC (collateral role), Chief of Staff, and hospital Director were instrumental in supporting the education and leadership for this specialty service to be the inaugural service to implement this change process.  The GI ARNP deployed ACA principles in a positive and methodical manner, taking small steps to build a foundation for system change in collaboration with HAS, DSS, Quality Management, and IRMS (all who have representation on the Tampa ACA Steering Committee).  These examples of integrating ACA principles were self-fulfilling strategies that demonstrated the importance in evaluating all components of the “business and process aspects” of delivering patient care.  Nursing leadership was identified in the specialty areas, and mentoring of other services in various aspects of ACA was a natural linkage that occurred, as milestones were reached.  For example, the Primary Care/GI service agreement was reviewed by Cardiology and Audiology for strategies in crafting each unique service approach.    The ARNP for this service facilitated and coordinated the change process across interdisciplinary services, as success was measured by not only changing the process, but actually building a process that was simple, sensible, and easy to implement and maintain.  All service agreements were posted on a newly created (by RN) Tampa ACA web page for timely access for all clinical and administrative services (http://vaww.tampa.med.va.gov/tampa_css/homepage/TampaACA/index.html).


Staff and patient satisfaction were other key imperatives that have demonstrated marked improvement over time. The GI Patient Satisfaction Survey from 2005 rates satisfaction with nursing care improved from 84% to 94% over a seven-month period.  Nursing frustration with task issues (54%) and autonomy (50%), (NDNQI data, 2005), was used as a trigger; and thus, a positive influence, providing the impetus to proceed with change.  Now, pride and professional satisfaction in the work that is provided is reflected in employee morale (clinics and procedural areas).  Nursing satisfaction rates are high in decision making and job enjoyment, close to other MAGNET benchmarks.  These strategies are shared on the VISN 8 GI monthly conference call, Tampa ACA Steering Committee, Clinical and Administrative Executive Boards, and the Performance Improvement Council on a consistent basis .  Tampa GI service has a less than 30-day wait for all appointments, regardless of service connection, and is able to provide procedure appointments within the same time frame (KLF/Proclarity  3/06: next available new appointment is 20.9 days, established is 7.9 days).   On-going monitors identified a limitation in initial planned clinic availability, which impacted scheduling of CBOC patients, pushing next-available times beyond 30 days.  This was promptly addressed by the interdisciplinary team, and additional clinics were added to work down the backlog.   The efficacy of providing appointments in a timely manner, near to consultation requested date, has decreased patient cancellation and no show rates, which were averaging 18% to the current 11.9% and 13.5 %, respectively (23% National and 20% VA benchmarks);  with a steady  monthly decrease noted for the 6-month period.  Coordination of care with other appointments, implementation of group clinics and telemedicine clinics, and re-alignment of Primary Care and GI services has led to improved patient care delivery initiatives / strategies (i.e. immunizations, diabetes, and obesity) and management. 


As the first specialty service to accomplish the implementation of ACA, we have been invited to present a poster at the next ACA conference.  Our facility ACA POC uses the GI and Primary Care service data as evidence based practice to encourage other services to apply these principles.  The GI ARNP has volunteered to be the VISN 8 Coach for ongoing monthly GI team conference calls, at the request of the VISN 8 ACA POC.  

Scope of Initiative


This GI ACA initiative is fully implemented within the corporate Tampa site.  

· The GI Telemed clinics are implemented at 2 CBOCs with anticipated expansion to Brevard and other outlying centers.  

· The CCHT has no boundaries within corporate Tampa, and supports patients with liver disease through nursing science and care coordination for other needs.   

· The GI Group Screening Clinic is implemented at the Tampa site, with exploration of implementation at other sites in progress.  This has drawn interest from Cardiology and Mental Health services, and mentoring continues, as requested by those services.   The GI Primary Care service agreement is held as a template tool for other services to utilize as the framework for building their own agreements.  

· VISN interest in Tampa’s GI ACA program implementation is cited as a “best practice” for no-show / cancellation rates. 


Stake holders have had input and ownership of change processes and express overall satisfaction with process improvements, despite our growing pains.  For example: a survey completed of patients with no-show or cancellations (over 600 in a 60-day cycle) provided information regarding reasons for missing / canceling appointments (Attachment 2:  Reasons for Cancellations and “No Shows” to GI Clinic Appointments).  The response rate of 33% sample size of those appointments was 60%, through a combination mail out and phone call effort.  This baseline information corrected some false premises that the providers and this specialty had regarding these missed opportunities.  These survey results were shared with the hospital ACA team, directing technical changes in automated mail out notification of appointments (noted as most common reason  for missing appointment, besides chronic parking issues).  Information was shared with hospital administrative staff.

Patient Satisfaction

· Patients seen within 30-minute goal of appointment (1st quarter timeliness: target 70%, Tampa site 81.9%).

· Phone calls, telemed clinics have promoted open clinic access.

· No-show rate and cancellation rate for telemed clinic at < 2 %.


Very low sick call rate for providers (clinic utilization rate is >100% due to high performance staffing/team huddle).  Cross coverage provided for clinics, thus limiting amount of clinics canceled or reduced due to planned leave (clinic cancellation rate decreased from an average of 18% to 11% over the past 6 months).  Use of mid-level providers has facilitated access and care management in this high volume, problem-prone population.   Staff appreciates continuity of care, interdisciplinary collegial team, and broad sense of professional satisfaction in the delivery of patient care.   Ambulatory Procedure Unit personnel (nursing, physicians, and HAS staff) have dramatically streamlined the process for patient education, coordination of care, and procedure unit management, thus maximizing utilization of unit.  This process and strategy (which we invented!) is now being integrated in other units (Vascular Lab) with similar challenges. 

Impact on Patient Outcomes and System Challenges


The outcomes for ACA implementation in the GI service are varied and in a variety of stages.

1. Primary Care/GI Service Agreement; fully implemented, (order sets created 1/06), monitoring in progress: 


· beginning to see appropriate testing in place prior to GI consult; and


· review of 2/06-5/06, compared to same time frame in 2005 


Overall clinic utilization demonstrates an 8.5 % decrease in utilization across the board thereby creating additional capacity.

		 Year

		Total Appointments

		% Change



		2005

		1837

		



		2006

		1694

		8.5% reduction






Efficiencies gained has resulted in a significant monetary cost avoidance savings to the Tampa VA ($261 and $139 are average costs of a new and follow up GI appointment respectively, per DSS data).  Patient satisfaction, as evidenced by patient feedback, is increased, due to having the appropriate pre-workup done; thereby avoiding an additional future visit (doing today’s work today).  Chief of service, who reviews and assigns all consults, as well as other GI providers, have noted an increase in pre-work completed, prior to GI specialist visit.  Ongoing education continues to be an important aspect of this roll out.  Initial feedback from Primary Care was positive; some changes were made to the order set, adding clarification and identifying potential cost expenditure issues if ALL potential tests were ordered  (reduce demand, service agreements, discharge patients to primary care, alternatives to face-to-face consults).

2. Implementation of group clinics and telemedicine has had a direct impact on no show rate, (NSR decreased from 15.9 to 13.5%) along with an associated 10% increase in patient satisfaction in part due to “one-stop shopping.”  These clinics provide clinical overview, patient education, colon preps (saving a trip to pharmacy), and booking of patients.   We are delivering the care to the patient, instead of making the patient “take the tour” in accessing these multiple portals in routine clinic appointments.

3. Patient “through put” is most evident in the re-tooling of the GI procedure area.  We have increased our capacity for appointments by 25%, through clinic and work load re-design of operations, improved patient safety with less hand-offs from pre-, peri-, and post-op areas.  Continuity of care is transparent; as skilled nursing staff rotates through all aspects of the GI procedure area, thus maintaining optimum competencies.  Work re-alignment was accomplished in the early stages, with nurses doing nursing work, and HAS doing scheduling, working as a close knit team to promote the best interests of the patient and the smooth operations of the department.   Standardized scheduling (through the expertise of DSS) was implemented, thus enabling even float HAS to easily do the procedural scheduling.  

4. GI was the pilot for ACA, IMED, and CP consults.  This ACA team is highly functioning, applying ACA standards to all changes, promoting timely, efficient, and safe care, as well as both patient and staff satisfaction.  


This ACA/GI team continues to meet new challenges, acknowledging that it is an ongoing process, as new needs arise, and new “challenges” (or glitches) emerge.  There is never a dull moment!



Attachment 1:  Symptom-driven GI Consult
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Symptom Activated order sets
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Greater Los Angeles Healtheare System
MENTAL HEALTH /HOMELESS PRIMARY CARE: Expanding the Care Continuum
ACA: Redesign for Improved Patient Outcomes & Healthcare Delivery

Mental Health and Homeless Primary Care Clinic: Designed to meet the medical needs of homeless veterans with an
array of problems.

initial Program Development: Spearheaded by nursing leadership (Joan Brosnan, Ph.D., R.N.) a primary care clinic was
created as a pilot project in July of 2002. The primary innovation was to incorporate a primary care clinic with our
homeless and mente] health programs. Small steps toward implementing the principals of ACA were initiated in 2003.
The program has coatinued to expand with an average of over 640 provider visits per month (Attachments B & C, Blue-
Howells).

I, Rational for Innovation

A 2005 report of the characteristics of homeless veterans enrolling at the VA/GLA shows: the average age is 50; sixty-four
percent (64%) indicated a substance abuse problem; forty-eight percent (48%) had a2 serious psychiatric disorder {e.g.
psychosis, mood disorder, Post-Traumatic Stress Disorder); seventeen percent (17%) have seen combat; and over half
(52%) report at least one serious medical problem. According to the most recent CHALENG survey results ‘medical care’
is ranked number eleven (11) on & their hierarchy of needs scale. A conservative estimate of homelessness amongst
veterans for the Greater Los Angeles and Long Beach Health Care System (VISN 22) is 21,424 (CHALENG Report,
2005).  Simple actwities of daily living that the non-homeless take for granted {personal hygiene, food, clothing,
immediate shelter, tzansitional living facilities) all take precedence among the homeless (CHALENG Report, 2005). Te
patch together a teary who is comfortable delivering primary care to the homeless: the mentally ill; the substance abuser or
all of the above, is ro ordinary assignment. These veterans are the targeted challenge of the Mental Health and Homeless
Primary Care Clinic at the Greater Los Angeles area VA.

L. Evidence of Nursing Leadership

Approximately six years ago, a number of key interdisciplinary staff with the support of nursing leadership including the
Nurse Executive {Donna Beiter, M.N., R.N.), Associate Chief Nurse of Ambulatory Care (Gloria Martinez MLN., RN},
the Associate Chief Nurse for Mental Health (Ann Stall RN, MN) and the Associate Chief of Nursing Service for
Community Care (Jean Brosnan, Ph.D., R.N.) supported an innovative VHA grant proposal which would create a program
dedicated to providing medical care to veterans who were simultaneously coping with serious mental illness and/or
homelessness. Clinizal Nurse Specialist leadership (Debra Dyckoff, M.N., R.N. and Susan Rosenberg, M.N.,, RN., CN.8.}
began to take steps toward incorporating Advanced Clinic Access (ACA)* principles in the Mental Health and Homeless
Primary Care clinic.

Nursing Leadership played a major role in the staffing design of our Mental Health and Homeless Primary Care clinic.
The clinic providers are predominately Nurse Practitioners, with a complement of Registered and Licensed Vocational
Nurses. In addition ‘o working in the clinic the ‘floating’ Clinical Nurse Specialist also visits correctional facilities, stand-
downs and grant and per diem programs. Our care team is experienced in dealing with this vulnerable population, in a
compassionate and vaderstanding way.

The decision of the VA Medical Center 1o implement ACA had a major impact on our program. As GLA moved toward
ACA principles a ‘side effect” for this clinic was the re-organization of the Urgent Care Center. This change increased our
number of “walk-in" patients. The sudden influx of visits was a major impetus for our rapid adoption of ACA principles.
The ten ACA principles are: (1) Work down the backlog; (2) Reduce demand; (3) Understand supply and demand; (4)
Reduce appointment types; (5) Plan for contingencies; (6) Manage the constraint; {7} Optimize the care teany (8)
Synchronize patient. provider and information; (9) Predict and anticipate patient needs at time of appointment; {10)
Optimize rooms and equipment. One of our first steps was a half-day of open access per provider, per week for
unscheduled patients. (1, 6, 7). We also printed hand-outs for Frequently Asked Questions (8, 9).

*Please note that for the rest of this document, the ACA principle(s) being addressed will be identified by bolded pumber/s
in parenthesis.

IT1. Scope of Initiative:

We have closely aligned our clinic with the VHA’s “Eight for Excellence, Suategies and Initiatives.” On 2 daily basis we
try to score an “eight while utilizing ACA principles.





1. Continuously improve the quality and safety of health cave for vererans, particularly in those health issues
associgted with milirary service.

Each summer we hive a graduate public health student to work on a special project (7). Last year’s project was o review
our flow patterns ard make recommendations. The principles of Lean Thinking (Womack, Jones, and Roos, 1990) and
Theory of Constraint (Goldratt and Cox, 1992) were used to frame the data. Some of the examples to improve efficiency
include: locating a lurger and more visible clock in the waiting area as a deterrent to distortion of elapsed time (8, 10} re-
assigning one of the clinic rooms so that traffic patterns allow the staff to scan and monitor the waiting room for patients
who may not have caecked in or who have a worsening condition (5, 6, 10); and creating reminder cards for our clerks and
veterans 1o update contact information at every point of contact (8).

2. Provide timely and appropriate access to health care by implementing best practices.

With the help of Nursing Leadership we are improving access through the implementation of Tele-Health (Brosnan, 2006}
This pilot project will bring Tele-Health into Westside, the largest VA supported housing facility in the nation. Residing
there are approximarely five hundred and fifty veterans in various stages of substance abuse recovery and/or dealing with
psycho-social circumstances. Many of these residents are the patients of our Mental Health and Homeless Primary Care
clinic. Our goal is to make the Tele-Health program a successful alternative to face-to-face visits (2, 4, 10). As we
succeed, we will use this best practice to provide expanded access of care to our more than 2,000 grant & per diem and
residential care beds (2, 4, 10).

3. Continuously improve veteran and family satisfaction with VA care by promoting patient-centered care and
excellent customer service,

A waining manual for clerical staff was developed to ensure systems did not break down in the event of absences or
changes in staff (Rodgers, 2005} (5). We created a Screening Clinic where registered nurses were the first to assess the
walk-in veteran. The Walk-in Screening Clinic has become the ‘gateway’ for care in our program. A triage style, bio-
psycho-social assessment sets the veterans plan of care. The Screening Clinic uses a “fast track” model for getting veterans
seen in our Primary Care clinic (4, 7, 9). Due to the *flight risk’ of our population we must deliver services quickly or risk
losing our opportumity to provide our veterans care. This unpredictable demand does impose a siress on our care team
because our resources do not fluctuate with the demand (3).

Our VA Medical Center monitors Clinical Performance Measures between provider clinics. Our Mental Health Primary
Care clinic consistently outperforms the main hospital’s Primary Care clinic on the majority of performance measures
(Attachment A). We have developed standardized referral forms between programs to enhance continuity of care (6, 7, 8,
9). One of the challznges facing our homeless mentally ill is the size of Los Angeles and the difficulty in utilizing public
transportation (McGuire, 2004). Our clinic must be less rigid than other ambulatory programs about appointment time (8,
6). It would be self-defeating for us to reschedule patients or late shows as some clinics do. On the contrary, we celebrate
when a veteran arrives on the day of his scheduled appointment. However, we continue to encourage adherence to
appointments s a generally important social skill (6).

An important point to mention is that our clinic is located approximately one mile from the main hospital. A daily
challenge is getting veteran’s who need more acute care, hospitalization, certain lab tests, imaging or x-ray to the medical
center in a timely fashion (5, 6, 9). Even so, the benefits of having our clini¢ co-located in the same building as Mental
Health and the Horneless Program continually outweigh the challenges and constraints. We are pleased that our annual
customer satisfaction scores continue 1o be high (Blue-Howells, 2006).

4, Promote diversity, excellence and satisfaction in the workforce (o foster a culture which encourages innovation.

Our program is very innovative, particularly when it comes to outreach. Often formerly homeless veterans themselves,
these outreach staff of men and women are adept at engaging the veteran to come in for care. Our outreach workers not
only go to the obvious places to find the homeless but are always looking for the “hidden homeless’. They work with the
homeless veteran to establish trust in the VA as an available and reliable resource. It is not unusual for a veteran to be
driven by an outreach staff member to our Primary Care clinic (5, 6, 7, 10).

In acdition, we implemented a program where a nurse visits the residential programs on and off campus to do brief visits,
health education, and counseling. The rationale is to head-off a percentage of walk-in visits in order to reduce demand on
the care team (2, 3, 4, 7). We also have implemented the use of a ‘referral slip’ o accompany the veteran when he/she
presents for care. This referral slip is issued by the veteran’s case manager. This helps cut down on the number of visits
for frivolous matters and allows us to inform the referring party important information for the care of the veteran (2, 7). An
unexpected benefit of this intervention is increased communication between programs.





5. Promote excellence in business practices through administrative, financial, and clinical efficiencies.

We are continually developing systems to improve our efficiencies in our administrative and clinical practices, Because
our allotment of licensed staff varies from time to time we are creating a mini-manual for priority of tasks, CPRS pearls
and frequently dialed numbers for our temporary staff (5, 7).

The VA Medical Center recently performed a review of vesting examinations. One of the outcomes was that a
percentage of professional staff were not appropriately vesting patients or were not using accurate coding. To remedy this
constraint we developed a ‘pocket sized’ Fact Sheet on Vesting (6) which serves as a quick guide to the vesting process
including the codes or different providers. These have been disseminated hospital wide. Another improvement that has
reduced provider tire for each encounter is the development of a Past Medical and Social History assessment form {2, 6)
which mirrors the Flistory and Physical template that the provider utilizes. Providers have given feedback that it
accelerates the history taking. 1t also serves to help the veteran organize his/her thoughts and questions for the current visit
9.

The ACA model differs from a walk-in approach in that patients call in ahead of time and are assigned an
appointment slot, preferably that day or the following day. We currently operate a hybrid model of care where visits are
scheduled for our providers. However, every afternoon until closing we have one clinician in Provider Open Access and
we are in the process of implementing Nursing Open Access (1, 4). We realize this is a ‘walk-in’ model, not ACA.
However, we hope that these ‘stepping stones’ will lead us to a purer ACA model with 2s little stress on our staff and
veterans as possible. Something to keep in mind is that ACA was piloted in more traditional settings first: audiology,
cardiology, primary :are.... It is just recently that ACAs application and unique challenges are being examined in more
vulnerable populatioas (Schobmn, 2004),

6. Focus resecrch and development on clinical and systems improvements designed 1o enhance the health and well-
being of veterans.

We are fortunate to have Dr. James F. McGuire, PRD, VA NEPEC Project Director for CHALENG as a member

of our program. His team collects the latest data on homelessness in Los Angeles, California. We use these statistics to
make changes in our outreach geographically, adjust clinical programs (3, 9) and compete for funding. Dr. McGuire's
team also mentors social work interns who teach health education classes, lead heaith oriented groups and collect data that
we base our operations on (3, 5, 7). Take, for example, Bakersfield, California- our survey identified we had not extended
outreach to this area for some time. Altering outreach and provider deployment yielded forty five veterans being contacted
and given resources. Twenty two (22) of these were vested (3, 5, 7) between January-April, 2006 (Nakashima, 2006). The
Bakersfield clinic was only too happy to acconunodate our clinician with an examination room and necessary support {10).
This parmership is very successful.
Alliances have been forged through the assistance of the Director of the Community Care so that the Homeless Program
paves the way for this staff and clinical teams to access shelters, correctional facilities and other community resources. Cur
Clinical Nurse Specialist meets with veterans who are incarcerated and begins the work of empowering the veteran to
collaborate in the shaping of his/her plan of care (6, 7). These VA ‘cooperative agrecments’ are essential for the care and
recovery of homeless and at-risk veterans (6, 7).

7. Promote excellence in the education of future health care professionals to enhance VHA partnerships with
affiliates.

Our care team currently mentors UCLA Nurse Practitioner students, Public Health Nursing students from California State
University at Northridge and Mount St. Mary Undergraduate nursing students. Many of these nursing students who
formerly thought they wanted nothing to do with Mental Health are exposed to our special program and leave wanting o
serve the homeless. The public health students supplement the health education of our veterans by leading health
education groups (7)

8. Promote health within VA, local communities, and the Nation consistent with VA’s mission.

Our mental health primary care program has been recognized as an emerging best practice at the VA “Mental Health Best
Practice” Conference in Mesa, Arizona September, 2005. The program has received verbal commendations as a best
practice model during recent CARF and JCAHO surveys. We have shared our program with other VA's who wanted
advice on how to implement this best practice at their facility.

IV. Impact on Patient Outcomes and/or System Challenges

One of our challenges is predicting what our demand will be on any given day (3}, Variables affecting clinic volume can
include: the weather. income (the veteran is more likely to seck services as he/she runs out of money), the nconsistent





nature of outreach, etc. We will continue to observe and measure our clinic’s struggle with its inherent mismatch between
demand and capacity, thus assisting us in making appropriate improvements.

Other built-in constraints are that the VA Medical Center will always have precedence with regard to clinical resources and
that many VA providers and support staff is disinterested in working with the homeless.

We are also looking hard at our current rate of no shows. While we were aghast when we first looked at this number, we
soon realized that the clinic is filling in all no show slots and seeing a larger total number of veterans per week than the
number of originally scheduled patients (Attachment D, Blue-Howells). We hope to put this evidence to use as we move
closer and closer to a more conspicuous ACA model. Moreover, we need to continually remind ourselves that the
preliminary data tha: we collected prior to setting up this clinic showed overwhelmingly that this veteran population was
lost o follow-up in the general primary care clinic (McGuire, 2004). Hence, the current no show rate is an improvement
from where we started. Furthermore, it is also important to bear in mind that the usual remedies to prevent no-shows are
relatively ineffective because many of our clients do not have a telephone or an address. We found that a critical
component for the success of the program has been optimizing our care team. Our care team is committed and passionate
about caring for this vulnerable, yet challenging population. Our staff prides themselves on having the same productivity
standards and panel sizes as elsewhere in the medical center and as mentioned carlier, often surpassing the Medical Center
(Attachments A,B,C. Blue-Howells). At this point we believe that ACA is a model that can be successfully applied to our
unique primary care clinic. Our data demonstrates that the benefits of having a Mental Health Primary Care clinic ¢co-
located with Mental Jealth and Homeless Programs continually surpass the challenges and constraints.

Attachment A
COMPARISION OF (Building 500) & (Mental Health Primary Care) PERFORMANCE IMROVEMENT

MEASURES

April 03, 2006
Measures Bide 500 MHPC Measures Bldg 500 MHPC
Alcobol Abuse Screening 86 94%* Healthwise Book- OPT PCP's Only 89 &5
Colorectal Ca Prevertion 67 61 HTN Lifestyle Education 83 79
Depression Screening-Local 91 97% Tobacco Use Screening 84 92*
Hemoglobin AIC 97 100% Tobacco Use Counseling 2 25 21
Diabetes-HgbA 1T 60 40 HTN For Elevated BP>=140/90 63 71*
Hepatitis Risk Assessment 77 89* GLA-CHF Pt Ed - Wt Monitor and Diet 36 75%
Prostate Cancer Counseling 83 93* HTN Assess for Elev BP>=160/-GLA 37 3*
Diabetes Foot Exam 67 91* Needs Vesting Exam 97 9%
Diabetes Eye Exam 72 74% IHD/Diabetes Elevated LDL 21 25%
Preumovax 84 81 Pap Smear Screening 63 106*
Influenza Immunization POST SEASON 87 83 Depression Needs F/U Assess. -GLA 62 83*
Irag&Afgan Post Deployment Screen 66 100* Mammogram Screening 65 106*

* MH Primary Care has higher performance score than general medical care clinic.

ATTACHEMENT B

March 2006 Bldg 206 Primary Care Clinic total workload

Tyoe of visit # of visits Yo

Provider (MD, NP) visit 334 59.1%
LVN-only vigit 185 20.5%
Trigge RN to provider (MD, NP) 99 11.0%
Triage RN-only visit 83 9.4%
Total clinic volume 903 100.0%






Attachment C

Building 206 Primary Care Clinic Visit Volume
March 2005 - March 2006

July  Aug Seg Oct Nov Dec Jan
008 2006 2006 2008 2008 2005 2008 2006 2008

Total Visks oimm Toted Velersng -~ FTE

Provider visit means that the veteran went straight to the provider and bypassed triage.

An LVN-only visit means the veteran only saw the LVN for labs or other services but didn't see a provider.
Triage ‘o provider means the veteran saw the triage RN and then saw the provider that same day for a visit.
Triage N only means the veteran saw the triage RN but didn’t see the provider that same day.

Attachment D
Total seen in clinic
Scheduled  No shows per ACRP % No show
Week of 1/30-2/3 123 49 147 39.2%
Week of 2/6-2/16 134 43 140 32.1%
Week of 3/20-3/24 130 48 137 36.9%

*The irmportant message here is that although the no show rate seems high, the clinic is filling in all
no shows and seeing a larger total per week than the number of scheduled patients.
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2006 OFFICE OF NURSING SERVICES ANNUAL INNOVATIONS AWARDS PROGRAM

CHRONIC DISEASE MAINTENANCE WITHIN CARE COORDINATION HOME TELEHEALTH (CCHT)

SUMMARY OF INITIATIVE:

The CCHT Program was initiated in VA Caribbean Healthcare System year 2000 with the intent of facilitating access to care and improve the health of veterans with chronic diseases. The patient populations served are those with Diabetes Mellitus, Congestive Heart Failure (CHF) and Spinal Cord Injury (SCI), with Diabetes Mellitus and/or Pressure Ulcers.


The Chronic Disease Maintenance Program was integrated into CCHT in December 2005 with the intent of further developing Self Management Competencies of the veterans enrolled in the program for more than one year. Patients in the Maintenance Program require less frequent interventions, allowing for larger panels, thus increasing access to health services. The potential opportunities for Care Coordination Home Telehealth,(CCHT) and Advanced Clinic Access, (ACA) are numerous and assure exciting possibilities for improvement of healthcare service delivery to the veterans we serve. Since October, 2004 the VA Caribbean Healthcare System with the support of the Office CCHT embarked on an initiative to explore these potential connections with the intent of developing specific, useful Programs. The ACA initiative set the foundations for Care Coordination and its success. The Telecardio, Diabetes and SCI Telehealth Care Coordination programs emphasize the importance of rendering “just in time” care to veterans, when it is needed. The Telehealth program and ACA use proactive approaches to manage care, based on increased and up-to date information, and marshal resources to enhance care.


CRITERIA:


1. Rationale for the Innovation


CCHT facilitates access to care and improves the health of designated populations with the specific intent of providing the right care at the right time in the right place, in the patients’ homes. It promotes the independent living of patients at there homes. 

In Puerto Rico, this program and its technology have been well accepted by patients and their families among the populations served. Puerto Rican Culture promotes that self-care for symptom management includes the use of natural herbal teas used for signs or symptoms of illness. Many consult family and friends before consulting a health care provider. Pharmacists are often considered in the role of community consultants. Members of the family play a vital role in symptoms management.  With our Care Coordination Program we make it possible to bring specialist care directly into their homes and the local community engaging patients in managing their own conditions, safely and effectively.  Diabetes Mellitus is a major health problem in Puerto Rico and the Virgin Islands. In Puerto Rico alone, there are approximately 300,000 diabetics, 60% of whom will end in renal failure. There are 27,466 Diabetics among the enrolled Puerto Rico and US Virgin Island veterans. (May, 2004)  Heart Failure accounts for multiple readmissions in patients not enrolled in this program, being the fifth diagnosis in frequency of admissions to the facility.

A program such as CCHT which has shown positive patient and financial outcomes should be available to a greater numbers of our veterans. By implementing a maintenance program, two major goals are accomplished: we open more access for patients and assure that those who have stabilized their conditions in the acute phase have a transition between the acute phase and discharge: maintenance. Synchronizing patient, provider and information occurs through health prompts, alerts, anticipating today’s need, treating just in time, preventing acute episodes and reducing demand for Primary Care and other services while documenting relevant information which is available to the providers. 


Care coordination reduces clinical complications and the use of resources that these complications can consume. Care Coordination is one aspect of CCHT and it increases patient satisfaction, improves health outcomes, and raises work efficiency. Puerto Rican culture emphasizes a relativistic view of time often interferes with being on time to medical appointments. Some find it difficult to respond to predetermined length of appointment with health care providers. The quality of interaction often perceived as more important than length of appointment scheduled as evidenced by Gordon Schectman, MD clinical  research study in which he concluded that Educational interventions can successfully retrain providers to extend the return visit interval and reduce the scheduling of routine and perhaps unnecessary appointments. This can be accomplished without compromising important performance monitors for diabetes, lipid disorders, hypertension, and prevention.

Puerto Ricans are open to expressing their physical ailments and discomforts, signs and symptoms of impending complications to health care professionals using CCHT technology, allowing the team to predict patient needs, avoiding complications. Patient and caregiver centered care and education are the key strategic drivers for CCHT program in order to focus on customer needs and expectations. The Chronic Disease Maintenance Program strives to continue using the technology and communication 3 to 4 times a week to assure maximizing self management. The complexity of managing chronic conditions means that many elderly people have to give up living independently due to deterioration of chronic conditions and move to institutional care. However CCHT and its maintenance program make the home the preferred place of care assuring quality of life and high patient satisfaction to our veterans. Improvement of current practices is accomplished through technology changes, allowing maintenance dialogs to be implemented.  The patients, in this phase, have not yet fully developed their self management skills and discharge, at this point, can lead to reversion to previous practices. By optimizing the patient involvement in care, with the patient as a member of the team, there is less likelihood of this patient having more Primary Care clinic visits, ER visits and hospitalizations. Self Care theory is utilized, the patient and family understand and gain more confidence in their own ability to navigate the system and use the recourses as needed: neither too frequently nor too later throughout the acute and maintenance phases. Dimmick; Burgiss; Robbins; BlackD; Jarnagin; Anders presented outcomes of a demonstration project from the Telehealth disease management programs for congestive heart failure and diabetes, findings reported and  projected that the national cost of care for CHF hospitalizations could be reduced from 8 billion dollars to 4.2 billion dollars. 

With the implementation of this Program in our Institution we have observed improvement in access, an increase in number of referrals and admissions to the program, a reduction in emergency room and clinical visits, reduction in hospitalizations, reduction in waiting time, increased patient/family satisfaction and improvement in patient self-care management. The Chronic Disease Maintenance Program provides the patient and his/her family the necessary tools to improve self management, evidenced by the reduction in alerts and interventions related to patient needs. The program has shown a significant improvement in cost reduction. National performance measures derived from sound clinical practice guidelines are addressed and also healthcare Clinical Quality Outcomes, for all three populations are in the exceptional range, thus reinforcing the value of monitoring the health status and promoting self management for even more patients through the maintenance program. 

Care Coordination uses best practices that are derived from scientific evidence to bring together health care resources from across the continuum of care in the most appropriate, effective, and efficient manner to care for the patient. With the use of health technology we collect clinical information and disease management data from the originating site where the patient is located. The patient’s needs are anticipated; interventions are timely, thus reducing demand in Primary Care and Specialty clinics by this patient population, minimizing walk-ins and unscheduled visits.


2. Evidence of Nursing Leadership 







The Nurse Manager of CCHT is designated as the leader of the initiative. She collaborated with VISN 8 CCHT staff to develop a maintenance program, maintenance dialogs, revised discharge criteria. Each patient enrolled in our program is assigned a Care Coordinator .The Care Coordinators are Registered Nurses and Nurse Practitioners who determine patient’s clinical health status and training requirements. Chronic Disease Maintenance Program utilizes the interdisciplinary approach to coordinate care across all settings. The RNs, Nurse Practitioners and Nutritionist collaborate with the physician providers of the three patient populations. The Chief of Medicine Service, Chief of Extended Care and Chief of SCI are partners in this team, through which trust is fostered in the patients and families, increasing compliance and reducing the likelihood of the physician providers, as the constraint, having more clinic visits than necessary, while maintaining the patient in good health, using his/her own self management competencies. The Physician and Nurse Practitioners, providers in Primary Care have been approached directly by the CCHT team for program enrollment of those patients who are high users of services, have frequent re-admissions and/or ER visits. The Nurse Manager is using available data to target appropriate patients for referral. This includes DSS data, by provider, of diabetic patients, in each panel, by level of HgA1C. The re-admission rate for various DRGs has been reviewed with Chief of Medicine service identifying patients with Heart Failure, who could most benefit from these interventions.  Recognizing the need to reduce demand in Primary and Specialty Care, the CCHT Maintenance Program, was redesigned to accomplish this through increasing access to CCHT, use of maintenance dialogs, which require less frequent interventions while, at the same time, reinforcing the patient and family’s self management competencies. 


Our Program integrates the Chronic Disease Maintenance Program as an initiative to patients admitted to the program who has reached stabilization levels. They are then transferred to a Maintenance Program until they demonstrate self management competencies. We have observed a positive response from the patients and families to this initiative. We started with a census of 54 maintenance patients, 2 were switched again to basic program due to instability in their diabetic condition and 5 were discharged with excellent results. By the end of this year, the number of patients in CCHT and Maintenance will increase to 900, an increase of approximately 80% over last year.  As of today, there are already 647 patients enrolled.  We have disseminated information locally through presentations, brochures for providers and patients, in Spanish and English, and messages sent through Outlook to all providers. Letters were sent to the patients transferred to the Chronic Disease Management Program, involving them in decision making.  During hospital week we hosted an open house to showcase the program among patients and hospital staff. 

3. Scope of Initiative


To address the needs of patients admitted to CCHT Program that are already stable but need follow-up in Self Management.

Chronic Management Maintenance Program was implemented in December 2005. Basically the implementation stage was designated to monitor health and educational progress of the patients admitted to the program that are stable and need follow-up in self management, which require less interventions. The technology changes, to a maintenance dialogue, of a more educational concept.  The dialogue is designed to quickly risk-stratify and present patient results, enabling proactive providers to intervene before a patient’s condition becomes acute. Patient responses are color-coded by risk level as High (red), Moderate (yellow) and Low (green) based on symptoms, patient behaviors and self-care knowledge. Care coordinators responses to key questions related to enrollment diagnosis of CHF, DM and SCI that include: blood pressures, capillary blood sugar levels, weight gain and medication compliance are measured. The response indicating symptoms, behavior and knowledge are analyzed and addressed by both patient and staff.

The program impacts multiple areas due to the improvement in access to care, reduction in waiting time, emergency room, clinics visits, and  in patient hospitalizations which has improved patient satisfaction,  understanding and use of  medication. The delivery of health care and related services across distance requires the modification of communication infrastructure increasing the capacity of data transfer. Also the transitions on patient education and cultural change have impacted veteran’s health. Through the Maintenance Program we can predict patient needs and avoid complications, with positive impact in cost effectiveness. The utilization of communication and information technology to provide healthcare between two separate locations in the delivery of health care utilizes a platform of medical information (CPRS) and telecommunications technology. It encompasses diagnosis, treatment, follow-up and education of our veterans in our program while meeting the same standards of care that they would receive in a local face to face setting. We have noted a significant increase in referrals from San Juan, Ponce, Mayaguez, Arecibo, and Guayama, St. Thomas outpatient clinics and have one patient from as far away as St. Martin. We now receive calls from Social Workers, Clinical Nurse Specialists, and Utilization Review Staff from inpatient areas asking about the program, as well as providers.  We have significantly improved the communication with the primary providers.

Care Coordination involves the use of Telehealth, disease management and health informatics technology to enhance and extend care management, case management and other related clinical activities that was initiated in VISN8 in the year 2000. We are the only institution with this innovative program in Puerto Rico, as part of operational goals FY 2006 our census will increase to 900 patients.  In the last 3 months we received 335 consults for patient enrollment that means that the program had a positive impact in our population. The integration of Chronic Disease Maintenance Program is a new concept in the program and intended to improve patient self management after stabilization.  With this new modality we expect that more of our veteran population will experience greater quality of life. VA Caribbean Healthcare System Telehealth program is a pioneer in the implementation of care coordination programs across the nation, significantly improving access and, at the same time, reducing demand for Primary and Specialty Care. This Telehealth network is serving as a model for integrating health services VISN-wide and setting the standards of best practice for telehealth care. 

4. Impact on Patient Outcomes and/or System Challenges


As reported by VISN-8 Care Coordination/Home Telehealth Performance (CCHT) Measures Report Cards FY 05 we have a 94 and 98% patient and program management satisfaction regarding Care Coordination and Telehealth. Also a staff satisfaction survey result reflects a 99% of satisfaction with the program services. Outcome: Quality Services provided to the patients and that their expectations were met. We are very proud that our institution is the only one providing this innovative program in Puerto Rico and also to obtain a cultural change in our population (veterans) that accept and are in movement with technology changes. We have noted the positive impact of the program in patient education. Education in Puerto Ricans culture is described as highly regarded and respected.  


The wider application of care and case management principles for the delivery of health care services using health informatics, disease management and Telehealth technologies to facilitates access to care and improves the health of designated individuals and populations with the intent of providing the right care in the right place at the right time. Care Coordination Home Telehealth Performance Measures for FY 2005 reflects for San Juan program improvement in access of care by the increase in program census. After 6 months of patient enrollment, emergency room and clinics visits were reduced with a positive impact in reduction of patient’s hospitalizations. In relation to healthcare value we observe compliance with performance measures of HBP less or = to 130/80 for SCI program 80% for DM program 99% and Tele-cardio program with a 95%, results for control of A1c value less than 9 were for SCI program 90%, DM program 93% and Telecardio program 93%. In relation to provider satisfaction results for SCI program was 100%, 91% for DM and 89% for Telecardio program. Results for patient satisfaction self-management were 94% for SCI, 93% for DM and 98% for Telecardio program, in relation to Program satisfaction SCI presented 94%, DM 97% and Telecardio program 98%.

As evidence by CCHT Performance Measure for FY2005 the program impacts financially with a cost reduction for Telehealth patients at 6 months Post-enrollment of $412,102. Access to care improve with the increase of patients enrollment, decrease in emergency rooms and clinics visits decrease delays in treatment and waiting times, decrease in patients hospitalizations for SCI program after 6 months of enrollment was cost saving of $265,657 and for Telecardio was $179,978. Telehealth provides clinical care, patient education, provider education and hospital administration in circumstances where distance separates those receiving and providing services. 

Telemedicine uses leading edge information technologies to address present health needs of our veterans. Care Coordination Programs are designated to:

· Increasing access to care, reducing delays and waiting times for our patients in this way we manage the constriction, currently our program delivers care to 647 veterans at home.

· Reduce emergency room and clinics visits Our program reduce time spent in waiting rooms because there really is no place like home


· Reduce backlog - with our innovative program and the use of technology  we keep moving   forward avoiding backlog


· With the telecommunication systems we are able to predict patient care needs and appropriately respond to them avoiding complications and deterioration in patient conditions.


· With the prevention of complications and deteriorations and improvement on   patient self management our program reduces appointments. 


· Care Coordination reduces clinical complications and the uses of resources that these complications can consume.


· With the model of Case Management and the use of technology assessment and monitoring of our patients is in their residential environment and we provide the appropriate information to the providers and the healthcare system avoiding the demand for specific resources.


· Our Program focuses in the Interdisciplinary and standardizes approach, following policies and procedures. The delivery of health care utilizes a platform of medical information (CPRS) and telecommunications technology it encompasses diagnosis, treatments, follow-up and education while meeting the same standards of care.


· With the use of technology we are able to manage patient’s conditions reducing demands as emergency room, clinic visits, waiting on line for laboratories, special procedures, and medications pick up.


· We are moving from a provider-centric model toward a patient-center organization that sees the home as preferred place of care and focuses in deliver just in time care before patient condition seriously deteriorate.


ATTACHMENTS

		CCHT Performance Measure Score Card FY-2005



		Value: Access



		STANDARD (FS= Fully Satisfactory; Exc=Exeptional)

		FS

		Exc

		San Juan 672



		HEALTHCARE VALUE: ACCESS as of 30 Jun 05

		Goal

		Goal

		SCI

		Telehealth  DM

		Telecardio



		Census - Program # Patients Enrolled (Target - Actual)

		 

		 

		100 - 74

		300 - 330

		150 - 139



		Census - Program Enrollment as % of Target

		90%

		100%

		74%

		110%

		93%



		Census - Facility # Patients Enrolled

		400

		10%+

		543



		# of Patients on Home Telehealth Technology

		 

		 

		62

		323

		136



		% of Patients on Home Telehealth Technology

		90%

		100%

		84%

		98%

		98%
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		Value: Financial UR Cost



		

		For period 6 month pre CCCS

		Differences for 6 month pre &



		

		Enrollment

		6 months post CCCS Enrollment



		

		SCI

		DM

		Telecardio

		SCI

		DM

		Telecardio



		# Patients with Admissions

		25

		17

		34

		21

		15

		22



		% of pre-enrollment Sample Patients with Admission

		29.1%

		5.3%

		28.4%

		24.4%

		4.7%

		18.50%



		# of Admissions

		27

		23

		48

		24

		17

		36



		# Bed Days of Care (BDOC)

		869
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260

		477

		579

		273

		326



		Total Cost for Admissions/BDOC

		$677,666

		$216,764

		$510,362

		$412,009

		$251,201

		$330,384



		# Patients with ER Encounters

		18

		24

		33

		14

		19

		30



		# ER Encounters

		33

		35

		57

		34

		22

		49



		Total ER Encounter Costs

		$12,948

		$18,389

		$24,864

		$11,706

		$11,857

		$31,734



		Total Combined Admission & ER Encounter Costs

		$690,614

		$235,153

		$535,226

		$423,715

		$263,058

		$362,118





  

                                         Pre – enrollment Total     $1,460,993
      Post – enrollment Total     $1,048,891


                                              Cost reduction total for Telehealth patients at 6 months Post-enrollment     $412,102

		CCHT Performance Measure Score Card FY-2005



		Difference Pre & Post Enrollment



		Difference for 6 months pre & 6 months post

		FS

		Exc

		SCI

		DM

		Telecardio



		Enrollment

		expected

		decrease

		

		 

		 



		% Change pre/post-enrollment # Sample

		 

		 

		 

		 

		 



		Patients with an Admission

		10%

		>10%

		-16%

		-12%

		-35%



		% Change Admissions pre/post Total Costs

		10%

		>10%

		-39%

		16%

		-35%



		% Change ER pre/post Total Costs

		10%

		>10%

		-10%

		-36%

		28%



		% Change Admissions & ER pre/post

		

		

		

		

		



		combined Total Costs

		10%

		>10%

		-39%

		12%

		-32%



		

		

		

		

		

		



		Value: Functional - Quality - Satisfaction

		

		

		

		

		



		HEALTHCARE VALUE: FUNCTIONAL STATUS

		Goal

		Goal

		SCI

		DM

		Telecardio



		VA Choice % of Patients at Risk of Institutionalization

		n/a

		

		5%

		2%

		2%



		Facility Average Daily Census (ADC) through 30 June o5

		

		

		817



		 Medication Adherence

		90%

		95%

		100%

		100%

		96%



		HEALTHCARE VALUE: QUALITY 

		Goal

		Goal

		

		

		



		HTN = Hypertension SBP< or = 130 & DBP< or = 80

		70%

		80%

		80%

		99%

		95%



		DM= Glycemic control HgBA1c Value < 9

		70%

		80%

		90%

		93%

		93%



		CHF = Are patients prescribed an ACEI or ARB & Beta Blockers

		70%

		80%

		100%

		100%

		87%



		# Patients with Primary or Secondary Dx of COPD

		n/a

		

		0

		0

		1



		HEALTH CARE VALUE: SATISFACTION

		Goal

		Goal

		

		

		



		Provider Satisfaction

		90%

		95%

		100%

		91%

		89%



		Patient Satisfaction - Self Management

		90%

		95%

		94%

		93%

		98%



		Patient Satisfaction - Program Satisfaction

		90%

		95%

		91%

		97%

		98%
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2006 ONS Innovations Award Program


Richard L. Roudebush Veterans’Affairs Medical Center, Indianapolis, Indiana University

Care Coordination Across the Continuum of Chronic Illness


Summary of Initiative: A patient centered nursing coordination model was implemented in Ambulatory Care Service at the Richard L. Roudebush Veterans Affairs Medical Center.  This redesign model incorporated several of the principles of Advanced Clinic Access and fully utilizes all nurse practitioners, RNs, LPNs, and health technicians to provide more access for patients.  There are three basic components to this model:  re-design into a “Patient Oriented Delivery System”, Chronic Disease Management System, and a handoff system to other care settings such as the emergency department or inpatient. 

Date of Implementation: A multidisciplinary team of physicians, nurses and  nurse practitioners was formed in August 2005 that began developing the “Patient Oriented Delivery System” and the Chronic Disease Management System.  In 2003 nurse practitioners implemented the chronic disease management process for diabetic patients.

Background:  The Richard L. Roudebush  Veterans Affairs is a level 1 tertiary care medical center that performs 450,000 outpatient visits per year.   The Richard L. Roudebush VAMC implemented a patient centered approach for management of chronic illnesses.  Disease processes selected for care coordination were: diabetes illness, heart failure, COPD, and hypertension.  Additionally, patients on warfarin therapy were targeted for care coordination.  The goals of this project were: improving access for patients, improved education of patients regarding their disease process, and improvement in clinical outcomes.  

In  August 2005,  a multi-disciplinary team of physicians, NPs, and RNs were formed to develop processes and standards of care for chronic disease management.  This group reviewed data regarding the numbers of patients with chronic disease processes and developed criteria and prioritization for care coordination activities.  This group has developed a standardized assessment process for all patients receiving care coordination as well as standardized physical assessment and educational standards for hypertension, COPD, diabetes, warfarin therapy, and heart failure.  The standardized assessment includes thirteen areas that assist the nurse with managing the patient.  Among the assessment factors are the patient’s understanding of their disease process, level of social support,  and ability to monitor signs and symptoms of chronic disease.   All of these standards of care coordination have been developed into CPRS templates and available for all nurses in the medical center to utilize. 

In January 2006, the Patient Oriented Delivery System  (PODS) redesign initiative was implemented.  


Prior to implementation of this redesign effort, services were delivered in a functional approach.  One group of nurses performed phone triage, another group of nurses performed triage of walk-in patients, another group of nurses performed RN visits, and nurse practitioners performed care coordination activities.  A patient who called the phone triage area and was instructed to come to the medical center for care would typically interface with 4-5 different nurses, none of whom were very familiar with the patient’s condition.  Also, review of nursing documentation of RN visits indicated that there was inconsistent assessment of patients, education, and a lack of goals for the patients.

After the POD redesign effort, teams of physicians, NPs, RNs and health technicians were permanently  assigned as a POD.  The goals of the PODS were to comprehensively manage care of the patients assigned to the POD.  Responsibilities of the POD RN is to  receive all outside calls requiring intervention, triage all walk-in patients, and perform care coordination for patients with chronic illnesses.     LPNs/health technicians perform functions related to processing the patients through clinic visits as well as seeing patients for hypertension rechecks.  This process allows the POD team members to become more familiar with their specific patients and provides more access to care for the patient.  If a patient has an immediate need, the patient can contact a nurse that he/she is familiar with and can be scheduled into an appointment.  


Nurse practitioners perform care management for patients requiring the skills of an advanced practice nurse such as pharmacologic management and diagnostic workup of patients.


Nurses and physicians assigned in the same POD review utilization  information from the VISN 11 Care Management Dashboard as well as clinical reminder reports to identify appropriate patients for care coordination activities.  Physicians can also utilize a standardized checkout reminder to refer the patient for care management.  NP and RNs schedule care management patients into their panel.  During the first visit, the NP or RN complete the standardized assessment and work with the patient to develop treatment goals.  RNs utilize standing orders for dietary consults, prosthetic consults, social work consults, and treatment protocols specific to disease processes. They schedule patients back for future visits until the patient reaches care management goals.  RNs and NPs work closely with the patient’s provider and keep them informed of the patient’s progress.


All care management patients are tracked by the HealtheVet Care Management Software.   The Nurse Dashboard of the Health e Vet Care Management software provides nurses with an easy-to-read table that lists patients who have items that need attention.  Nurses can quickly review patient information and identify when patients have had diagnostic information returned.  They can also determine when patients have unverified orders or have tasks that have not been completed, view vital signs, and upcoming appointments.  This software package greatly enhances nurses’ ability to monitor, care manage, and ensure that patients do not get lost in the system.

In addition to the re-organization and development of the chronic disease standards of care, ambulatory care nurses have also received intensive training related to each specific chronic disease process.  Nurse practitioners have presented workshops on heart failure, hypertension, diabetes mellitus, and COPD.  Each module includes an overview and pathophysiology of the chronic disease process, physical assessment, medication/lab issues, and patient education specific to the disease process.  Nurses have also participated in physical assessment classes in the clinical setting. Disease specific resource books have been developed for patients and each clinical area.

Ambulatory care nurses also utilize a standardized admission note template to hand off patients to other care settings such the emergency department and inpatient.  They communicate vital information regarding the patient’s clinical condition and also document if the patient is being care managed for a chronic disease process.  Inpatient nurses can review the care coordination plan, goals, and reinforce education as needed or focus on additional educational needs of the patients.  This communication process also allows inpatient nurses and care coordinators to communicate with the outpatient setting regarding discharge plans and future appointments for the patient.

Rationale for the Innovation:


Chronic disease is the nation’s greatest public health problem (1).  Almost 60 million Americans live with multiple chronic conditions, with 3 million of those individuals having five chronic conditions (2).

In “Crossing the Quality Chasm,” the Institute of Medicine proposed six aims for improvement in the 21st century: safety, effectiveness, patient-centeredness, timeliness, efficiency, and equitability (3).  Improving health access supports each of these aims and requires systemic thinking.  Health care access can be improved when members of the health care team, including the patient, work up to their training, skills, and experience.  The Institute for Health Care Improvement Innovation Series 2006 discusses the importance of optimizing the patient care team as part of their concept design for planned care. The IHI states that “a care team exists when the clinic staff members use all of their skills together in a concerted effort to deliver evidence-based clinical management and self-management support.” (4)  The IHI also discusses ways to optimize the care team by distributing work in different ways to achieve optimal performance and maximize the skills of the team. Optimizing the care team improves patient access by allowing patients to receive care from different members of the care team and allowing the physicians to focus on those elements of care that only they can provide: complex diagnoses, prescribing, and problem solving. (4). The Patient Oriented Delivery System implemented at the Richard L. Roudebush VAMC supports this concept because it fully utilizes all member  of the health care team and improves access to care for veterans..

The 2006 Institute for Healthcare Improvement Innovations in Planned Care also advocates a plan of care for ambulatory care patients that are based on evidence-based practice (4).  These plans of care should be developed by the patient with the help of the care team. “The concept behind patient activation is straightforward: Because patients care for themselves 99.9 percent of the time, the more they can be effective at self-care, the more reliably they will do what is needed to have healthy outcomes. A patient who understands her illness, knows how to monitor and manage her care, and how to get help when needed will follow through on the plan” (4).  The development of disease specific standards of care and the development of treatment goals with the patient at the Richard L. Roudebush VAMC supports this concept and promotes patient self-management.

Evidence of Nursing Leadership in Collaborative Effort


The Patient Oriented Delivery System redesign team included the Associate Director Patient Care Services, Chief Clinic Operations (ACNS), Chief of Ambulatory Care, Chief of Primary Care, Unit Manager Primary Care, physicians, nurse practitioners Primary Care, RNs from primary care,  and Project Manager for ACA.  Nurses have been instrumental in implementing the PODS re-design and chronic disease management  initiatives.  Betty Dameron, RN, Chief, Clinic Operations will be presenting the PODS redesign initiative at the Care Coordination and Telehealth Leadership Forum 2006: Evidence into Practice on June 7, 2006.            Karen Chang, PHD, Informatics Fellow  is scheduled to present a research  study, “The Efficacy of Nurse Practitioners in Managing Veterans with Diabetes at Home.” at the NLM Informatics Training Conference, Vanderbilt University, Nashville, TN on June 27, 2006.  This study was conducted regarding the case management functions of nurse practitioners related to diabetes mellitus.

Scope of Initiative:


The Patient Oriented Delivery System with its chronic disease care coordination  impacts patients throughout the medical center because it provides continuity of care management across the entire continuum of care.  Nursing care managers follow the patient throughout the entire medical center and interface with all medical disciplines, care coordinators in acute settings, as well as administrative staff to meet the needs of the patients. This model strives for high quality, improved access to care, and risk identification and provides patients with the knowledge and skills necessary to effectively deal with long-term disease management. 

Impact on Patient Outcome and/or system Changes


		System Change

		Outcome



		Patient Oriented Delivery System (PODS)

		· Implemented  one team in January 2006 and a second team in March 2006.  Patients now have access to RN Care Management activity.  Rates of patients that walk-in to the clinic have been tracked.  With the new process of patients calling their POD nurse,  one team has achieved a 45% decrease in the number of walk-in patients and the other has achieved a 20% decrease in walk-in patients.  This decrease in the number of walk-ins creates more access for scheduled patients.

· RNs in these two teams are currently managing 303 patients with chronic disease processes



		Chronic Disease Management System

		Karen Chang, RN, PHD, Medical Informatics Fellow, Rita Davis, ANP, Judy Birt, ANP , Peter Woodbridge, MD, and David Marrero, PHD have conducted a research proposal titled “The Efficacy of Nurse Practitioners in Managing Veterans with Diabetes at Home.”  This purpose of this research study is to  evaluate the efficacy of nurse practitioner management on patients A1c using telephone or telehealth intervention and the effectiveness of  diabetes management on patients A1c after discharge from intervention. Preliminary results of this study are: 260 patients were included for analysis.  Fifty-two were excluded because they had moved away, were referred to endocrinologist, lost in follow-up, or expired.  About 75% of them met individualized goals and discharged from intervention.  The common characteristics of these patients were that they were men, over 60 years old, and had chronic diabetes.  Telephone intervention was the prevalent mode of communication.  On average, the patients were in the intervention for 204 days and their A1c at baseline was above 9. Among compliant, mean A1c was significantly improved from 9.64 to 6.85 at the end of intervention and mean A1c post intervention was 7.69.  There were no significant differences of A1c between telehealth and telephone intervention managed by nurse practitioners.  Conclusions of this study are: (1) Nurse Practitioner diabetes care management intervention via telephone or telehealth is effective in lowering A1c and meets clinical practice guidelines, (2) There is no significant differences between telephone and telehealth intervention in lowering patients’ A1c, (3) The mean A1c post intervention is slightly increased, but still significantly better than A1c at baseline, and (4) Coordinated interdisciplinary effort is needed to help veterans maintain glycemic control.  Dr Chang is scheduled to present this study  at the NLM Informatics Training Conference, Vanderbilt University, Nashville, TN on June 27, 2006.
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ONS Innovations Award Submission


John J. Pershing VA Medical Center, Poplar Bluff, Missouri


Advanced Clinic Access: Redesign for Improved Patient Outcomes and/or Healthcare Delivery Systems Beyond Primary Care

“The Advanced Clinic Access Process Applied to Specialty Care:  One Example;  Tele-Retinal Diabetic Eye Screening”

Primary Author:  W. Ruth Muse, RN BSN


Summary of Initiative:


The advanced clinical access model was implemented at the West Plains community based outpatient clinic for diabetic retinopathy screening. The Advanced Clinic Access process was used as a tool to enhance and improve timely patient care while managing waits and delays, redesigning processes to increase efficiencies and maintain outcomes, while decreasing demand on the eye clinic at John J. Pershing VAMC. Patient satisfaction was also increased by enabling the patients to receive diabetic retinopathy screening in a timely manner and by removing the barrier of traveling 230 miles round trip to the hospital eye clinic. A 20% decrease in patient’s wait times for appointments was achieved while actually decreasing provider staff.  Competencies were developed for the nurses and education was given with hands-on-training for the use of the tele-retinal equipment. When a diabetic patient arrived at the clinic for their provider appointments, the nurses included the diabetic retinopathy screening, providing appropriate utilization of resources and enhancing clinic access while providing quality, cost effective patient care. According to Aiello (2003), the transition to advanced clinic access involves a change in philosophy of care, the efficient use of resources, and a commitment on the part of staff. The ACA process and strategies were applied reviewing what we do, how we have done it/work flow, and a plan to improve our processes and outcomes was developed to improve outcomes while reducing waste. The success of our West Plains CBOC tele-retinal screening program was the basis for expanding this program to include all of the patients within our medical center, who require diabetic retinopathy eye screenings. The ten principles of ACA were applied as follows:


     


		Principle

		How we operationalized the principles



		1.  Work Down Backlog

		1. Utilized the nurses in clinic to perform retinopathy screening.


2.  Used fee basis as needed to care patients with immediate needs to see a provider.



		2.  Reduce Demand

		1. Service agreements between eye services and primary care developed and approved.


2. Additional equipment was obtained from the excess equipment list of another facility paying only shipment. ( this process cost us nothing to try)


3.  Set up Diabetic Tele-Retinal eye screening clinic.


4. Consults reviewed and patients sent to the appropriate clinic (optometrist or screening). 



		3. Understand supply and demand

		1. ACA education was given to all staff, patients and volunteers involved.


2. Clinic ACA administrative & clinical champions were identified and met with the facility ACA work group. Processes were reviewed and opportunities for improvement were defined.


3. Information and actions taken were shared with medical leadership.






		4.  Reduce appointment types

		1.  Patients were seen for the diabetic retinopathy screening on the same day as their scheduled appointment with their medical providers.



		5.  Plan for contingencies  

		1.   Multiple nurses in the clinic and eye technicians in the eye clinic were trained to perform the screenings. 


2.  Providers were educated to read the eye screenings.


3.  All staff roles were optimized.



		6.  Manage the constraints

		1. Increased appointment availability with providers, by having screenings done by other healthcare team members & having providers do only provider work.


2.  Barrier of travel was removed.


3. Patients are seen in a timely manner with physician appointment follow-up as needed.



		7.  Optimize the care team

		1.  Competencies were developed


2. Nurses and eye technicians were trained to use tele-retinal equipment.  


3.  Provider time freed up to do provider work.



		8. Synchronize patient, provider, and information.

		1.  Patient photographs were scanned into CPRS after the photo was taken with the ability of the optometrist to view immediately or at a later date when unexpected free time was available.

2.  Templates were developed to facilitate documentation



		9.  Predict and anticipate needs at the time of appointment.

		1.  All diabetic patients received their screening the day of their physician appointments.


2.  Tele-Retinal diabetic eye screening clinic appointments were also developed for those who only required this screening.



		10.  Optimize rooms and equipment

		1. We accepted donated equipment from the excess equipment list of another facility which had tried a similar program.  Our program was begun with no expense to the facility.


2.  A room was chosen to meet the needs of this clinic and the eye clinic as well.





Background:


The John J. Pershing VAMC is a small rural facility, focused on primary care, with four community based outpatient clinics serving 83,365 unique outpatient visits.  Approximately 20% to 25% of all Americans live in a rural environment.  The rural areas have fewer providers and the rural communities are also characterized by a high rate of chronic disease such as diabetes. The unique geographic issues of a rural environment (such as terrain, isolation, geographic distance between points of access to care and weather), combined with the unique culture of the patients in our communities has facilitated careful, innovative strategic planning combined with sound business planning, in order to meet the needs of the patients we serve.  The need to be efficient and cost effective is reflective in the fact that the care of patients with chronic illnesses consumes over 70% of the United States health care budget (Wertenberger, 2006).


 The ACA process in the West Plains CBOC for screening was initiated in April, 2004 to provide diabetic retinopathy in a timely manner to the patients that used that clinic. Demand for services was studied and service agreements between Eye Services and Primary Care were developed and approved through medical staff, and posted on the Medical Center web site.  The equipment that was needed was obtained from the excess equipment list of another facility and a room in the West Plains clinic was selected considering the needs for the equipment and staff.  The equipment was obtained from the VHA “Excess” list and was selected based on it’s compatibility with our current tele-medicine equipment.  Fee basis employees were used to work down the backlog of patients who needed immediate provider care.  All diabetic retinopathy consults were reviewed and patients were sent to the appropriate service by utilizing the diabetic retinopathy screening clinic or the optometrist’s clinic.  Appointments were streamlined and assigned to administrative staff, to keep “their part” of the processes moving forward; previously appointments had been made by clinical staff as well as administrative staff.   The Associate Director for Patient Services and Nursing, who is our facility chairperson for the facility interdisciplinary ACA committee, met with the administrative and clinical ACA work group to solidify plans to march forward with the ACA processes.  Weekly follow up of wait times by clinic and reasons for delays were shared with medical center leadership. Opportunities for improvement were identified and acted upon quickly.  Follow through was constant by the interdisciplinary team. Clinic process/ flow redesign and technology were used as tools to enhance and provide timely patient care, decrease demand, and increase patient and staff satisfaction without any additional cost.  


Rationale for Innovation:


Diabetes is the fifth leading cause of death by disease in the United States.  Diabetes also contributes to higher rates of morbidity—people with diabetes are at higher risk for heart disease, blindness, kidney failure, extremity amputations, and other chronic conditions.  Direct medical and indirect expenditures attributable to diabetes in 2002 were estimated at $132 billion (American Diabetes Association, Inc., 2003).  Diabetes is ranked nationally as the fourth diagnosis in the female veteran and the third diagnosis in the male population.  According to the Mayo Clinic (2005), a common misconception among people with diabetes is, if they can see well, there’s nothing wrong with them.  The National Eye Institute recommends that a diabetic should receive a comprehensive dilated eye examination at least once a year.  Diabetic retinopathy is the most frequent cause of new cases of blindness among adults aged twenty to seventy-four years.  The duration of diabetes is probably the strongest predictor for development and progression of diabetic retinopathy.  During the first two decades of disease, nearly all patients with type one diabetes and greater than sixty percent of patients with type two diabetes have diabetic retinopathy (Fong, D., Aiello, L., Gardner, T., Blankenship, G., Cavallerano, J., Ferris, F., and Klein, R., 2003).  We needed to improve the timeliness and access to care for the diabetic patients to receive the diabetic retinopathy screening, while utilizing the resources available to us.  The utilization of Tele-Diabetic Tele-Retinal eye screening has had documented appropriate clinical outcomes for patients ( L. Barclay 2002 ).

“Quality care without prompt access is simply not quality care. Patient surveys always show that there is a relationship between satisfaction and access.  Our mission is to provide high quality care to veterans and quite simply there is no quality with no access…” (Perlin, J., 2006).  Advanced Clinic Access shifts resources back to patient care by anticipating patient needs and estimating demand.  This system accommodates the underlying principle of “Do today’s work today” (Valenti & Bookhardt-Murray, 2004).  According to Aiello, (2005), the transition to advanced clinic access involves a change in philosophy of care, the efficient use of resources, and a commitment on the part of staff. The Advanced clinic access process provides opportunities to meet VHA strategic initiatives related to access of care, while providing high quality, reliable, accessible, timely and efficient health care that maximizes health and functional status for all veterans (Wertenberger, 2005).  Timely access to specialty care is a problem for many patients.  Health care practices must become more innovative in designing new scheduling models to resolve this problem.  In an area calling for creativity and experimentation in health care, the advanced access model is a notable approach to reforming basic scheduling procedures (Murray, M., Bodenheimer, T., Rittenhouse, D. & Grumbach, K.  2003).  


 


Evidence of Nursing Leadership

The Associate Director for Patient Services and Nursing chairs the medical center interdisciplinary ACA committee, and the first line supervisor of the area, the Chief of Staff and Director of Primary Care and Specialty Care led the initiative regarding the change in the West Plains CBOC and eye clinic concerning scheduling and processes. The visions, goals and directions were shared with the clinical and administrative staff. The team members have united in the effort to provide timely, efficient and cost effective care and have earned each other’s confidence, respect and trust in their capabilities to provide the care needed.  A storyboard on our tele-retinal diabetic eye screening and its positive outcomes was written by the nurse manager and the Associate Director for Patient Care Services and Nursing who presented the story board at the National ACA meeting in November, 2005 in Las Vegas, Nevada.  Also an abstract and poster on this program has been developed and is to be presented at the National VHA Tele-medicine and Care Coordination Conference in Denver, Colorado in June, 2006 by Assistant Technical Telemedicine Coordinator.     


Scope of Initiative: 


One of the largest benefits of the development of the Diabetic Retinopathy Screening Clinic is that the diabetic veteran is receiving quality health care in a timely, cost effective manner. ACA education was given to all involved through pamphlets, articles, discussion and formal education programs.  The optometrist, the nurse manager and the patient services supervisor worked closely with the eye technicians and nurses in developing the screening process, developing competencies, and training for the nurses.  The Diabetic Retinopathy Screening clinic started at the West Plains CBOC through tele-retinal equipment that had been purchased and placed in one of the treatment room. The nurse would take a photograph of the patient’s retina, it would then be scanned into CPRS and the optometrist could pull the photography up in CPRS and make an evaluation.  Competencies were developed for the nurses in the clinic and hands-on-training was given on how the equipment worked and how to transpose the photograph into CPRS. As diabetic patients came into the CBOC for their regular appointment, they were screened for diabetic retinopathy before they left the clinic. This utilized the appropriate staff for the patient’s appointment, decreasing demand on the optometrist’s clinic, by allowing the optometrist to screen patients that needed provider time based on this screening exam, without seeing all patients face to face in their clinic.   This increased patient satisfaction by increasing access to timely care and reducing travel of over 230 miles round trip to the eye clinic at John J. Pershing VAMC in Poplar Bluff, Missouri and increased staff satisfaction by being able to meet the needs of the diabetic patient in a timely and user friendly manner.  All consults were screened for appropriateness and forwarded to the appropriate clinic, either the optometrist or the diabetic retinopathy screening clinic on an ongoing basis. The Advanced clinic access process provides opportunities to meet VHA strategic initiatives related to access of care, while providing high quality, reliable, accessible, timely and efficient health care that maximizes health and functional status for all veterans (Wertenberger, 2005).  The development of the Diabetic Retinopathy Screening Clinic was the result of all the involved staff, the Associate Director for Patient Services and Nursing providing leadership and direction, the eye clinic staff, nurses in the CBOC.  Eye technicians and all auxiliary healthcare personnel within the clinics are under nursing supervision.  A highly motivated team began the new screening process.  This clinic began in 2004 with the West Plains CBOC, and in 2005 upon the initial clinic’s success it was expanded to include patients who received their care within the medical center as well.  The success of this initiative provided additional impetus for our VISN to apply for a grant to implement this program VISN wide.

Impact on Patient Outcomes and/or System Challenges:


The diabetic retinopathy clinic in West Plains assisted with working down the backlog of patients who were waiting for an appointment with the optometrist’s clinic at Poplar Bluff. One of our optometrists was activated for military duty leaving only 50% of optometrist staff to assume the care of 2,321 unique visits.   It reduced the need for fee basis by the clinic providing the care for diabetic patients that were enrolled in that clinic; it reduced demand and increased access to care at the John J. Pershing VAMC eye clinic by reducing the number of patients waiting to be seen by the optometrist.  It enhanced patient centered care with the information being entered into the computer and the ability of the optometrist to retrieve this information immediately as needed.   It reduced patient delay and increased access to care for the diabetic patient to receive his diabetic retinopathy screening by utilizing the same day appointment with other providers (primary care providers, other specialty services and mental health appointments).  It fully utilized all team members through appropriate collaboration, communication, and optimizing staff roles on behalf of the patient exemplified by nursing staff to do the diabetic retinopathy screening.  It enhanced patient centered care by being able to receive needed specialty care at the clinic in a timely, cost effective manner. Outcomes showed a 7% increase in the number of patients who received screening and approximately a 20% decrease in appointment wait times for diabetic retinal eye screenings from 2004 to 2005. It increased patient satisfaction by providing timely access to eye care while reducing travel and time for patients to see their provider.  It also provided a vehicle for the provision of needed specialty care within the home community.   The diabetic screening clinic has provided the opportunity to meet VHA strategic initiatives related to access of care while giving cost effective, quality care to the veteran in the community where he/she resides.  The implementation of advanced access processes has improved continuity of care, patient and provider satisfaction, and productivity within the clinic.  After successfully implementing the diabetic retinopathy screening clinic at the West Plains CBOC, we started the screening clinic at the hospital succeeding to decrease demand and increase access to care as evidenced by a 20% decrease in appointment wait time in 2006 year to date (this measures all patients within our facility who require diabetic retinal eye screening).
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Implementation of Advanced Clinic Access in an Academic Primary Care Team

Summary of Initiative

In the 1990’s health care shifted workload from the inpatient setting to the outpatient clinic. VA outpatient clinics were having a difficult time providing access to the increase in demand.  To accommodate this workload shift the VA system implemented new changes, Advanced Clinic Access (ACA) throughout the organization to improve patient access to health care. Before the implementation of ACA it was not uncommon for patients requesting a non-emergent appointment to wait for months before they could see a doctor. By implementing ACA all parts of the system are scrutinized and evaluated for inefficiencies. The goal of ACA is to create a system in which patients are allowed to see their own provider at their own choosing. The VA embraces the concept that health care access and service should be provided from the customer’s perspective.

A common misconception amongst health care providers is that the demand for health care is insatiable. In order to accommodate and serve that demand, barriers and restrictions were developed to maintain a sense of control over clinic operations. This system has proven problematic in that patients have to prove or convince someone (clerk, nurse, etc) that they are acutely ill and need to be seen in a timely manner. ACA has proven that when those barriers in the clinic are removed the following will naturally occur: complex scheduling systems are eliminated; multiple varieties of appointment types are decreased; long waits or backlogs to see a doctor is shortened or eliminated; the shifting of health care is not transferred to another area such as Urgent Care or the Emergency Room, and the triaging of patients is simplified.

There are ten scientifically based principles for ACA: (1) work down backlog; (2) reduce demand; (3) understand supply and demand; (4) reduce appointment types; (5) plan for contingencies; (6) manage the constraint; (7) optimize the care team; (8) synchronize patient, provider, and information; (9) predict and anticipate patient needs at time of appointment; (10) optimize rooms and equipment.  By implementing these ten ACA principles, the clinic is able to see more patients when they want to be seen. The team investigates the demand and supply of the clinic, thus predicting and responding positively to patient demand to health care.


The VA Iowa City Health Care System (VAICHCS) started to implement ACA in first quarter FY 2005. All members of the White Team received training on ACA and were familiar with the ten principles. The team recognized in order to accomplish implementing ACA it would have to function as a highly effective team. Members of the team met bi-monthly to establish goals and priorities. As a group, strategies are developed for achieving goals. All members are held accountable and are expected to participate to achieve team goals. Team members have a mutual respect and willingness to help each other. The White Team started to implement the ACA principles in FY 2005and continues to measure ACA on a monthly basis.

I). Rationale for the Innovation

The White Team is a primary care team consisting of 74 residents, medical students and physician assistant students from the University of Iowa Hospitals and Clinics (UIHC). Since the White Team is an academic setting, the clinic often ran slow and inefficiently. The main reason for implementing ACA on the White Team was to provide quality patient care in an efficient manner while maintaining a positive learning environment for the students and residents. Secondly, team members felt it was very important to educate the residents on ACA principles so they can take this knowledge to private practice. The third rationale for implementing ACA on the White Team was to improve nurse/provider collaboration and communication to improve performance and coordination of care

During the implementation of ACA all clinical processes were evaluated for inefficiencies. The initial team processes that were evaluated were the clinic cycle time and scheduling of appointments. The initial patient cycle time in clinic for FY 2005 was an average of 120 minutes from the time the patient checked in with the clerks to when they exited with the clerks. The patients expressed dissatisfaction about the time length of the appointment. Another clinic process the patients were dissatisfied with was the difficulty in obtaining a same day appointment. When a patient called the clinic requesting an appointment their phone call was transferred multiple times and they had to “convince” a registered nurse they were sick enough for an appointment. Often the patient was instructed to report to Urgent Care instead of their assigned clinic.


During the implementation of ACA principles the White Team measured both staff and patient satisfaction. A patient satisfaction survey completed by the White Team in first quarter FY 2006 indicated 96% of the patients were pleased with the access availability, care provided, the discharge form, and cycle time in clinic. When patients were given the opportunity to transfer to another team with a full time provider when their third year resident graduated 95% of the patients opted to stay with the White Team. Resident satisfaction also rated the White Team as outstanding in continuity of patients and efficiency of clinic.


Examples of improved practices include the cycle time for the patient in clinic. In first quarter FY 2005 the average time it took a patient to cycle through the clinic was 120 minutes. After the implementation of ACA principles the cycle time was decreased to 30-60 minutes (depending on the experience level of residents) for 1st quarter FY 2006. The White Team simplified patient triage for all walk-ins by expanding the role of the Clinic Coordinator. The Clinic Coordinator sees an average of 100 patients monthly with 10% receiving an appointment with a provider. Since FY 2005 second quarter, 100% of all appointments made by the Clinic Coordinator to see a provider were appropriate. Standard protocols and guidelines have been developed to assist in the preparation of patients for their appointment.

Another clinic process that was improved was the scheduling of patient appointments. When a patient calls to request an appointment they receive an appointment the same day or on the date they request. This scheduling practice occurs 100 percent of the time. Patient satisfaction has increased due to improved access availability. No show rates dropped from 20% in FY 2005 first quarter to 5-6% for FY 2006 second quarter. After the implementation of the discharge form a patient survey indicated 98% of the patients can state when they are to return to clinic.

The organizational framework included information from the ten ACA principles, Baldwin principle, Lean principles, and Deming model of Total Quality Improvement. Translating information from the previously stated principles team members learned concepts of quality, safety, customer satisfaction, and cost-effectiveness. The White Team utilized the “Plan-Do-Act-Study” (PDSA) model to redesign many processes on the team. In trying to create the perfect process, the White Team members designed small tests of change (“Plan”); implemented the tests on a small scale (“Do”); measured the performance comparing the changes (“Study”) and introduced the necessary changes to adjust the process (“Act”). The White Team represented a commitment to continuous quality improvement through the expansion and adaptation of proven effective application of evidence based practices in the form of standardized guidelines, protocols, and clinical reminders. The White Team measures data for supply and demand, panel size, no show rate, missed opportunities, interval rates, backlog, patient satisfaction, and clinic cycle time. The White Team had five areas of focus: 1) “Patient First” was the driver of all processes; 2) the creation of an environment in which people fell safe and free to engage in improvement; 3) encouragement of innovation; 4) elimination of waste; 5) positive learning of environment for residents.

II) Evidence of Nursing Leadership

The Clinic Coordinator (a registered nurse) is the ACA Team Leader for the White Team. The White Team is a multidisciplinary team consisting of nurses, clerks, and physicians. The Clinic Coordinator has been the ACA Team Leader since the conception of implementing ACA principles on the White Team. She is instrumental in facilitating the data collection for the ACA reports. Evaluation of the data and making recommendations for future activities are all duties of the Clinic Coordinator. She organizes monthly team meetings, including agendas and meeting minutes. All team members are kept abreast of ACA activities. She completes the ACA monthly reports and provides feedback on team progress. 


Demonstration of interdisciplinary collaboration is evident by the high productivity of all team members.


Utilizing input from all staff members, the Clinic Coordinator developed and initiated the “Primary Care White Team Home Discharge Sheet”.  This form was developed to improve the following clinic processes: patient exit with the nursing and clerical staff, completion of return to clinic orders, medication reconciliation, and communication from the clinic setting to home. Information on the form includes medication reconciliation, return to clinic orders, pending consults and tests, and health goals. All 74 residents utilize the discharge form 100%. For FY 2005 4th quarter completion of return to clinic orders was 47% compared to 97% for FY 2006 2nd quarter after the implementation of the discharge form.  

The interdependence of change in the VA healthcare system is recognized as the White Team redesigned many of its processes. An example of this is monitoring the cycle time.  It was evident that a delay in patients getting to clinic was a bottle neck at the laboratory for blood draws. A change in patient check in process now occurs so when a patient checks in with the clerk for their appointment, the clerks notifies the nurse to determine if the patient should stay in clinic or be sent to lab or blood draws. 


The White Team is recognized as a leader in Iowa City and VISN 23 for ACA performance. The White Team received the “VISN 23 Star Award” for strong practice on the “Implementation of ACA in a Resident Primary Care Team”. The Clinic Coordinator has presented at the following conferences:


· Oral presentation at the “1st Quality Conference for VISN 23” on “Implementing ACA in a Resident Primary Care Team”.

· Poster presentation for “Application of ACA in An Internal Medicine Resident Clinic” at the 1St Quality Conference for VISN 23 (tied for 1st place for best poster at the conference)


· Poster presentation, The 2nd Annual VHA ACA Coaches College in San Antonio, TX. The White Team is a facility and network leader in the implementation of ACA principles.

· Poster presentation, “ACA at the Root of Everything: Branching into Excellence”, for the First Advanced Clinic Access Conference in Las Vegas, Nevada. 

· National teleconference on “Discharge Planning the Next Step of Care in an Outpatient Setting”.


The Clinic Coordinator has been instrumental in assisting both primary care and specialty teams in implementing ACA principles. The White Team discharge form is being utilized on other Iowa City Primary Care teams and CBOC’s. She is a member of the Iowa City ACA Steering Committee. The Clinic Coordinator has been selected as an ACA Coach and attended the ACA Coaches Conference in San Antonio, TX.   The White Team receives phone calls weekly on assisting primary care teams nationally on decreasing their no show rate and discharge planning in the outpatient setting. The White Team is known on a national level for being one of the best primary care teams with the lowest no show rates in the nation.

III) Scope of Initiative


The impact of implementing ACA has been felt hospital wide as well as the VISN level. The utilization of the discharge form in other Iowa City primary care clinics has help standardize the exit process for patients in the outpatient setting. Outpatient clinics with academic associations who are adapting ACA principles use the White Team as a benchmark. VISN 23 has recognized the White Team as a best practice in the application of ACA principles in an academic setting. 


The White Team has not shifted workload to another department when return to clinic interval rates increased from 3 months to 6. The admission rate for White Team patients for FY 2005 was 1.7% compared to 1.48% for FY 2006. The percentage of White Team patients seen in Urgent Care for FY 2005 was 2% compared to 1.45% in FY 2006.


The White Team achieved high quality patient outcomes in health maintenance as evidenced by External Peer Review Program (EPRP) scores during the implementation of ACA. SHEP scores remain high throughout this time period. In 2005 a resident evaluation of primary care clinics administered by the University of Iowa (UIHC) rated the VA White Team as superior to the University of Iowa clinical experience. Areas of excellence include ancillary support, clinic autonomy and educational value of the primary care clinics. The Clinic Coordinator was voted “Health Care Team Member of the Year” (the most helpful employee at the VA or University of Iowa) by the UIHC residents.

Part of the nature of an academic setting is supervising resident physicians for the safety delivery of quality patient care and to enhance the education of residents. Learning the complexities involved in implementing ACA in an academic setting consisting of 74 residents and 11 staff physicians was challenging for all staff members. All changes that occurred in the clinic had to be communicated to 74 different residents, 11 staff physicians, and multiple students. Involving the UIHC from the beginning stages of implementing ACA assisted the team in meeting its goals.

IV) Impact on Patient Outcomes

The Clinic Coordinator provides leadership in promoting efficiency on the White Team. Examples of improved efficiency are an increased number of patients assigned and seen daily on the White Team. Since the implementation of ACA 37% more patients have been assigned to the White Team. FY 2005 first quarter, 2200 patients were assigned to the White Team or 65% capacity. For FY 2006 second quarter, 3268 patient’s area assigned to the White Team or 102% capacity, an increase of over 1000 patients. In the FY 2006 second quarter, the White Team saw 679 patients monthly or 27% increase in patients from FY 2005 of 536. This was accomplished without any additional staff to the clinic. The White Team combined three clinics (Add-On, Exempt, and New Patient) into one, the Access Clinic. All appointment times were changed to one half hour slots. All clinics start at the same time. The White Team also improved the clinic cycle time for the patient. In first quarter FY 2005 the average time it took a patient to cycle through the clinic was 120minutes. After implementation of ACA principles the cycle time decreased to 30-60 minutes for 1st quarter FY 2006. For a first year resident it takes approximately 60 minutes to complete the appointment. It takes approximately 45 minutes for a second year resident and 30 minutes for a third year resident. 

 All staff (physicians, clerical and nursing) has embraced ACA concepts and principles. Previously, there was staff frustration with lack of a systematic and efficient method of checking in and exiting patients from the clinic. Since the implementation of ACA staff morale and satisfaction have improved. There has only been one turnover in nursing staff since first quarter FY 2005. The White Team has not experienced any losses in clerical support during this time period. As previously stated patient satisfaction with their care on the White Team is highly satisfactory. 

Continuity of care is a high priority for all team members. Since the implementation of ACA White Team patients are seen on this team 100% of the time. Patients are seen by their assigned primary care provider 70% of the time. Patients requesting an earlier appointment due to acute health issues are scheduled into the Access Clinic 30% of the time when their provider is not available.

The White Team evaluated all clinic processes on efficiency and cost savings. Patient check out process has become so efficient clerical staff has been decreased from 3 to 2 clerks on the White Team.  An increase of 27% patients is seen monthly on the White Team without the addition of any staff. The amount of compensatory time requested by the nursing staff has decreased by 48% and overtime has decreased by 53% for second quarter FY 2006.

		ACA Principle

		Outcome



		1). Work Down Backlog

		Since FY 2005 first quarter the White Team does not have any backlog and the third next available appointment is today.



		2). Reduce Demand

		The interval rates have been extended from 3 months to 6. When patients are seen at their appointment they are “max-packed”. Nursing staff encourages patients participate in their own care.



		3). Understand Supply and Demand

		The White Team monthly monitors demand and supply. Days of the month, mornings vs. afternoon, seasonal cycles are all monitored. External and internal demand is measured monthly.



		4). Reduce Appointment Types

		Reduced three types of appointment (Add-On, Exempt, and New Patient) into one appointment, the Access Clinic. Changed appointment times are one half hour. All clinics start and end at the same time.



		5).Plan for Contingencies

		Developed multiple contingency plans for staff absences including providers, clerical and nursing staff. 



		6). Manage the Constraint

		Decreased the cycle time from 120 minutes to 60 minutes by managing the constraint. Monitors determined that a constraint was that the White Team did not have enough staff physicians available for the residents to staff with. A change in practice occurred and increased availability of staff physicians for the residents. Ensure that providers do not wait on patients. Nursing staff have patients ready for their exams.



		7). Optimize the Care Team

		Clerks are able to schedule same day appointments instead of transferring the phone calls to a RN. Expanded the Clinic Coordinator role to triage all patients walking in to the clinic.



		8). Synchronize Patient, Provider, and Information

		All steps of the clinical process were evaluated to determine if there was any part of the system was not in “synchronization”. The Team’s goal is to have the patient, provider, information, room, and equipment synchronized at the same time. 



		9). Predict and Anticipate Patient Needs at Time of   Appointment

		The White Team has daily huddles to discuss clinic flow and needs of the patients. Monthly the White Team has a “formal meeting” to discuss ACA measures and concerns of team members. All walk-in patients are triaged by the Clinic Coordinator. Appropriate tests are ordered in advance to the appointment to expedite clinic flow. When the patient is checked in by the nursing staff, the patient’s main compliant is documented. Example if the patient has a foot problem, the shoes and socks are removed in the exam room for the provider. 



		10). Optimize Rooms and Equipment

		Nursing ensures all rooms are stocked with the same equipment in a standardized manner. All rooms are restocked weekly to ensure all supplies are accessible. All rooms are available for exams.
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Title:  ACA Principles beyond Primary Care - Patient Flow across the Continuum

Summary of Initiative:  The Wilkes-Barre VA Medical Center identified the need to re-engineer patient flow processes across the health care continuum.  Prior to this initiative, patient movement occurred in a fragmented manner.  Organizationally, there was a need to ensure that patients transitioned from one level of care to the next in a seamless coordinated manner.  The net outcome would be optimal patient flow through the implementation of redesigned/engineered patient centered care processes.  This initiative resulted in positive outcomes and has received recognition as a “best practice.” 


Date of Implementation:  The Wilkes-Barre VA Medical Center Care Coordination Team recognized the need to address patient flow issues from a global perspective.  Prior to the third quarter FY’04, numerous patient flow issues were identified.  Measures that indicated a growing concern were patient and staff satisfaction indicators, patient care reviews, utilization review/management monitors, and performance review data.  The baseline data indicated the need for a patient – centered approach to the provision of care.  As a result, a collaborative interdisciplinary team driven by nursing was chartered in the fourth quarter FY ’04 to assess and implement the needed strategies to enhance patient flow processes.  The redesign of patient flow processes continues to be flexible and constantly evolving based on performance improvement strategies.  


Rationale for the Innovation:  The Veterans Healthcare System, consistent with the healthcare industry in general, is plagued with issues surrounding the seamless transition of patients to the appropriate levels of care.  The Wilkes-Barre Medical Center, a subset of the national system, is no different when it comes to the flow of patients across the continuum of care.  Numerous indicators identified complex patient flow process issues.  The Medical Center Care Coordination Team recognized the need for a global approach to address this issue.  Medical center-wide benefits would result in enhanced patient safety, patient/staff satisfaction, and resource utilization.


As noted in literature, the healthcare industry is struggling with the need to address patient care issues.  One such example is that of the Institute for Healthcare Improvement (IHI) initiatives focused on redesigning the patient flow issues.  The Team discussed the strategies to facilitate the organizational change and opted to apply the ACA principles to the patient flow processes.  The rationale for this decision was based upon Wilkes-Barre’s nationally recognized success of the primary care and clinic initiatives in the reduction of patient waiting times and scheduling.  The concepts were easily adaptable to this system redesign.  The Team also recognized the need to utilize performance improvement strategies to ensure the success of each redesigned process.  Thus, principles from Hammer and Deming were integral to the performance improvement approach selected by the Team.  Concepts from "Crossing the Quality Chasm" provided the other piece of the conceptual framework for this project.  The Team's goals were to improve quality, productivity, and patient satisfaction. The vision was to ensure that patients transitioned across the healthcare continuum in a seamless manner in a patient -centered environment.

Based on this review, the Team realized that an organizational approach to patient flow was required to ensure the linkage of key patient flow processes across the system.  The Team addressed the need to transform the culture to a patient – centered care model.  Transformational leadership strategies were utilized to assist with the needed cultural change.  The goals were:


· Improve patient intra/inter unit flow through the application of supply and demand principles

· Decrease patient backlogs when transitioning from the acute to the sub acute levels of care


· Decrease patient flow process variations across the system


· Create capacity and reduce the demand for the inpatient levels of care


· Implement strategic planning contingencies to address potential diversion issues


· Manage constraint issues in a proactive manner 


· Predict and anticipate patient care demands


· Optimize and systemize information processes


Process outcome measures were:


· Increased patient satisfaction


· Decreased readmission rates


· Decreased average length of stay


· Increased admission appropriateness per interqual criteria


· Increased continued stay utilization/review management measures per interqual criteria


Once the basic operational framework was in place, the team collected measurement data as noted above under process outcomes and focused on waits, delays, and patient care reviews.  The goal was to look for variability and prioritize those areas that were high risk, high value and problem prone.  The next steps were:


· Flow charted patient flow of admission, discharge, intra unit transfers, and transfers to the nursing home care unit.


· Identified the need to address the outcome measures focused on the telemetry patients, which was a high volume and a high risk area of concern.


· Implemented the consistent application of the admission and continued stay utilization review/management criteria


The following strategies were initiated:


· Implementation of a short term utilization review/management contract


· Conducted focused patient flow physician education


· Formulated patient centered conceptual model


· Established and monitored baseline and ongoing utilization review/management monitors


· Carved out additional stress testing slots each day


· Chartered a discharge interdisciplinary process action team


· Developed the 24/7 patient flow communication process model


· Formulated the non-administrative hour discharge communication tool


· Integrated patient flow and utilization review/management information into the Nursing and senior management leadership reports


· Initiated the Daily Bed Report that is distributed to the clinical services, Business Office, and Environmental Management Service


· Initiated a readmission rate review and associated action planning


· Established an emergency room nurse manager position, who will have oversight for utilization review functions


· Instituted daily interdisciplinary meetings on the medical – surgical and behavioral health units 


· Created “swing beds” in the Critical Care and Nursing Home Care Units


Evidence of Nursing Leadership in Collaborative Effort:


The Nurse Executive, Linda Stout, RN, MSN, was designated as the overall leader for this initiative.  She assembled the Care Coordination Team, which was composed of interdisciplinary team members from across the organization.  Members included Mirza Ali, MD, Chief of Staff (physician representative); Patricia Delisle, Staff Assistant to Chief of Staff (spearhead utilization review, UR/UM contract, data collection/analysis); Diane Smith, RN, Ed.D., Chief Staff Development (staff/patient education); Cathy Kieczkajlo, RN. Chief Geriatrics (nursing home representative); Valerie Boytin, RN, MSN, Associate Chief Primary Care (primary care representative); Elaine Hunter, RN, MSN, Acting ER Nurse Manager (emergency room representative); Thomas Patts, PA, Telehealth Coordinator (telehealth representative); Stephen Kichka, Health Systems Specialist (UM/UR/MCCR representative).  


As noted in the Patient Flow Communication Chart (see Attachment A), Nursing serves as a driving force in the movement of patients 24/7.  Nursing personnel from all levels within the organization serve as collaborative members of the numerous process redesign teams.  Interdisciplinary team members from all levels of the organization also serve on redesigning the processes.


To assure understanding and support of this initiative from across the entire medical center, the Team developed a conceptual model with the patient at the center (see Attachment B).  The subsequent education and discussion with all medical center personnel on this model elevated the awareness of the mission and secured buy-in.  This educational approach involved numerous meetings with staff on “their turf” and with individual work groups.  By using this approach, specific examples of involvement could be addressed, and area specific issues discussed.  Two medical center-wide programs were conducted:  Care Coordination Overview with 80% attendance and Care Coordination Model with 6l% attendance.  A Preventive Newsletter was developed to educate staff and patients on the importance of providing patient-centered care and the programs that support this effort.  In addition, a class on Patient Flow was provided to clinical staff, and a self-study on patient flow is available on the education website.  This flow chart was also added to the performance improvement boards in all clinical areas.  Programs were provided to external stakeholders at meetings conducted at the medical center and service organizations.


Scope of Initiative:  Initially, the interdisciplinary team opted to focus on high visibility problematic areas.  One such example was the utilization review/management program.  An aggressive problem solving approach was utilized and successful strategies implemented to address the process issues.  Stepping back, the Team realized that that the patient satisfaction data, root cause analyses, and patient safety reviews of care indicated that a global organizational approach to the patient flow issues was mandated.  As a result, the Team refocused and decided that the utilization review /management approaches were a piece of the patient flow puzzle.  In order to ensure long term success, all of the processes throughout the system had to be assessed and redesigned to meet the patients’ and organization's needs.  Thus, a patient-centered organizational model of care was developed.  The development of this model, which would guide care across the entire continuum, was the Team's first step in recognizing the challenge and opportunity to re-engineer processes.  All of the transition points of care were process mapped to include ER, Triage, ICU, CCU, Telemetry, Medical/Surgical, Nursing Home Care, and Outpatient Care. 

The Wilkes-Barre VA Medical Center’s patient flow success has been recognized during the VISN 4 MAPP and SOARS Surveys as a “Best Practice” initiative.  Network leadership also acknowledged this effective initiative and requested the submission of a “Cool Thing” report.  This report is circulated to all network medical centers as “Best Practices” to be modeled elsewhere.  During a recent JCAHO survey, the surveyors provided positive feedback on the accomplishments associated with this program.

Impact on Patient Outcomes and/or System Challenges:  For the established outcome measures, results were

· Increased patient satisfaction – SHEP scores for overall coordination increased 13%


· Decreased readmission rates – 150% decrease


· Decreased average length of stay – 1.58 day decrease


· Increased admission appropriateness per interqual criteria


· Medicine – 45% increase


· Surgical – 22% increase


· Psychiatry – 17% increase


· Increased continued stay utilization/review management measures per interqual criteria


· Medicine – 129% increase


· Surgical – 65% increase


· Psychiatry – 63% increase


The flowcharting of all processes provided the basis for the prioritization of need and resulted in positive patient outcomes.. For example, a backlog of telemetry patients waiting for stress testing existed.  The length of stay was five days.  The process review identified the need for additional stress testing appointments.  As a result, the team worked with imaging services, and two additional slots/day were allotted.  This effort decreased the length of stay by 2 days along with decreasing the demand for the telemetry slots. 

The team also identified a backlog of patients seeking the nursing home and non-institutional levels of care.  The assessment identified the lack of timely referrals; thus, daily acute care interdisciplinary meetings were established to address the patient's needs.  This simple strategy aided in rapid turnaround time for consults.  The waiting list for patients decreased from 8 patients/day to three patients/day waiting for another level of care.  


Flow of patient issues were added to the Nursing and Senior Management Team Reports each morning, and issues are addressed by key players.  The communication of concerns is monitored closely 24/7 (see Attachment A).  Numerous other processes have been initiated in support of the patient flow program such as tele-home health program, non-institutional care programs, utilization of the operating room areas, primary care, emergency room/triage, and the outpatient clinics.  Almost 100% of staff have received education related to this initiative.


In summary, the initial goals have been realized including improved patient intra/inter unit flow through the management of supply and demand, decreased patient backlogs when transitioning from the acute to the sub acute levels of care, decreased patient flow process variations across the system, created capacity and reduced the demand for the inpatient levels of care, implemented strategic planning contingencies to address potential diversion issues, managed constraint issues in a proactive manner, predicted and anticipated patient care demands, optimized and systemized
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2006 Annual Innovations Awards

Title:   Implementation of Advanced Clinic Access Strategies in Specialty Clinics

Summary of the Innovation:  

The ten ACA Principles were used as a guide to develop the 24-Hour Emergency Department Outpatient Unit (EDOU) in 2004 and to improve access to our primary care clinics.  We have now extended these guiding principles to our specialty clinics. 


The team selected the following specialty clinics based on the high volume, high risk, and greatest need: Urology, Orthopedics, and Neurosurgery clinics. The spread of ACA principles and practices to specialty clinics has required us to change our practice in the delivery of our care models.  In essence, we needed to change the way we do business. The identified clinics have taken the mantra that ACA is everyone’s job, from the clerk, housekeeper, supply service, pharmacist, to the nurse and provider. This vision and collaborative interdisciplinary approach has allowed the specialty clinics to vastly modify care practices and get our Veterans seen when they want and need to be seen. We have dramatically decreased wait times by restructuring clinic grids to promote more appropriate appointments, and integrating the patient recall scheduling unit to optimize clinic access, patient satisfaction and appointment availability. The team has also collaborated with Information Technology staff and content experts to create electronic consults that are constructed in a manner that ensures referring criteria is current and accurate, thus improving patient readiness for specialty clinic appointments.


Benefits to ACA implementation include:


· Improved Access


· Decreased wait times


· Decreased no shows as evidenced by a 10% reduction from FY 2005


· Increased patient education resulting in better informed patients


· Strengthened collaborative approach to patient care


· Improved patient/provider partnership in care planning, and next step of care


· Improved provider and nurse job satisfaction


· Improved efficiency in care teams


· Integrated progressive care model


· Maintained outstanding patient satisfaction scores


Date of collaboration and implementation


Interdisciplinary collaboration began in phases in 2004 through interdisciplinary staff education, meetings and data evaluation.  We critically looked at backlog and made decisions on how to increase supply and decrease demand (principle 2 & 3).  This process was not fully operational until 2005 when the interdisciplinary team targeted critical Specialty Clinics.


1.  Rationale for the Innovation:


The growing demand on specialties as a result of the expansion of CBOC’s, coupled with an increasing overall enrollment of 80,000+ veterans has created an escalating need for specialized care.  As a result, it was imperative that we start by working down the backlog in targeted Specialty Clinics (principles 1,2,& 3). These three Specialty Clinics had extended wait times, up to more than 13 weeks.  In our efforts to promote optimum health care the team focused on utilizing the 10 ACA principles to assist with early diagnostics, early treatment, early rehabilitation, which will result in improved overall patient centered care. The surgical specialty providers in the clinics promoted a partnership with the patients to optimize their care and their care choices (principle 7).


Improvements of patient/staff perception:


The Specialty Clinics initiated and implemented an educational endeavor for patients and staff.  Pocket guides, ID Badges and colorful buttons that stated “Ask me about ACA” were created for staff (see appendix A).  This provided a consistent message to staff and to the patients.  Flyers and Posters were placed throughout the Clinics to echo our educational message and gain the support of both patients and staff.  They were also utilized in the bi-monthly New Patient Orientation Clinics where staff disseminates information on ACA to patients and their families (principle 8 & 9). 


Improvement of current practices:


To establish more timely and efficient appointments for our veterans, these clinics grids were modified to assure availability for new appointments within 30 days (principle 4).  The consult templates were also modified to assure appropriate prerequisites were completed and care delivery was enhanced prior to the patient's specialty visit.  The consults provide information to the primary care provider on the type of radiological or laboratory tests that should be completed and on conservative treatment that should be tried before referral.  Use of these templates has improved patient care prior to referral and decreased the volume of unnecessary referrals. (principle 2).  This allows specialists to see only those patients who truly require a specialty visit, and allows the patient to be fully prepared for his/her first appointment.  It also assists in the ability to provide a more thorough assessment and diagnosis, not to mention the improved clinic flow that optimizes each specialty encounter (principle 8).

Many of the specialties such as Urology have modified their environment to assist with creating an additional procedure room. At the Palo Alto Division the Nursing vital signs room was converted into an exam room, which fosters better practice, nurse continuity, and increased nurse/patient time (principle 10)   Nursing changed their practice by taking the patient's vital signs in the exam room. This one simple, yet critical change allowed providers to be more efficient and nursing to spend more uninterrupted time with the patient (principle 7).  Additional equipment was authorized for purchase resulting in twice the number of procedures done in Urology in a week, moving from doing 8 to 10 procedures per week, to 16-19 procedures per week, with current wait times for cystoscopies down to one week (principle 2).  A real ACA success story!


Test published opinion in professional literature


Randolf (2005) discusses how Specialty Clinic access can be vastly improved by using the ACA principles.  He also discusses the growing need for specialty access, just as we are experiencing in our Health Care System.  This article and others, as well as VA publications have stated that utilizing ACA principles in Specialty Clinics can be done, and although it is an area that has yet to promote ACA for many reasons, these barriers can be overcome.  This team utilized many of these published opinions and strategies to enhance the program that we created for our facility, for example, the most basic principle of educating the Surgical Providers about ACA, its role in specialties, and the plan to move it beyond Primary Care.

Translation of scientific evidence ; research based:


It is well published and documented (Cambell, D., 4/2006) that early detection of bladder tumors provides patients the best survival outcomes.  These research findings were used as a driver for change in the Urology Clinic.  The nursing staff in this clinic was determined to reduce wait times to one week or less.  It is the goal of the team to increase our early detection of bladder tumors and eliminate demise secondary to bladder carcinoma.  The quickest intervention that could be implemented to enhance our ability to meet this goal was the elimination of a vital signs room and creation of an alternate procedure room so that we could double our procedures.  Additionally cystoscopy equipment was ordered, and tightening referral criteria was implemented.  The wait time reduction goal has been obtained, and the team is celebrating this success, with early detection and early treatment (principle 7).


2.  Evidence of Nursing Leadership: 


The Chief Nurse, Ambulatory Care, and key Nursing Leadership staff demonstrated leadership in all ACA stages of implementation.  Nursing has been a driver in this initiative both globally and clinic specific. Nursing initiated this endeavor with education of patients, staff and hospital administration.  Multiple venues were utilized to educate and promote ACA principles, e.g.: posters, in-services, system-wide nursing competencies, Ambulatory Care Clinic newsletters that were posted on the VA Web site, New Patient Orientation Clinics, staff buttons and pocket guides, as well as continuous monitoring and reinforcing education at all levels of the team.


The Planning Group included:  Chief Nurse, Ambulatory Care, Assistant Chief of Ambulatory Care; Surgical Service Administrative Officer, along with Specialty Surgeons, Advance Practice Nurses, Clinic Nursing staff, Nurse Managers for both Livermore and Palo Alto Clinics, and Medical Administration Supervisors.


Nursing is designated as a leader of the initiative:


The two Nurse Managers of the Palo Alto and Livermore Clinics have taken a leadership role in both the adaptation of the environment and complex staffing of the clinics in regards to implementation of ACA.  The Chief Nurse has taken on the programmatic enhancements and supported the additional needs both in equipment, staff time, and additional resources.  The Chief Nurse in conjunction with the Assistant Chief of Ambulatory Care,  led the collaborative approach with Physicians, Administration and Nursing Leaders to not only initiate the programs needed to improve outcomes, but continued monitoring, assisting, and mentoring of each leader through the transition to ensure optimal outcomes.  The Chief Nurse initiated a creative approach to spread the clinical changes throughout all Ambulatory Care Clinics (ACC).  This included teaming up Nurse Managers who could work on similar tasks together to enhance and standardize the ACA interventions across the 8 Clinic sites in order to allow the providers continuity in their care regardless of their location (Principle 7).


Demonstrated interdisciplinary collaboration in nursing led initiative:


The Ambulatory Care nursing leaders met with Administration, Providers (both Nurse Practitioner and Physician), and key Nursing personnel to discuss implementation of critical ACA measures identified to improve care.  Each meeting was well attended by every service and proved to be highly productive as reflected in current outcomes.  Nursing has worked closely with the clerical supervisors and their staff to improve patient education on ACA.  The clerks have transcended into a vital role of ACA by educating patients on recall scheduling and how to cancel their appointments when needed.


Redesign recognizes and takes into account interdependence of change in VA Health Care System:


The interventions initiated were discussed prior to implementation by Nursing Leaders.  Nursing integrated age- related needs, cultural needs, new veterans' expectations, i.e.: OIF, OEF; and veterans' unique traits; as well as, how these needs and expectations can be met with ACA modifications for each clinic.  An example is the creation of two procedure rooms which allows our elderly veterans more time to dress and undress in-between procedures, without compromising clinic flow.  Another example is the inclusion of Specialty Clinics into the recall scheduling system which provides our highly innovative and technically savvy veterans, especially OIF/OEF veterans, the opportunity to schedule their appointments when it best suits them (principle 10).


Nursing leaders have disseminated information on initiative: e.g., presentations, publications, papers, posters:


The Chief Nurse for ACC has presented her ACA Strategies and roles to nursing at large, discussed in Executive Council, Medical Executive Board and Ambulatory Care Council.  These strategies have been posted on the Nursing and Ambulatory Care Web site which is viewed by all levels of nursing staff, hospital administration, and is available for VISN leaders to peruse.  Ambulatory Care Nursing was recognized by a VORP visit in 2005, for a best practice “in the education of staff and patients about ACA in the Ambulatory Care Setting.”  This commendation has accelerated the promulgation of education both service and hospital wide.  Nursing staff routinely discuss ACA measures with the Health Care System Director on her routine patient care rounds.  Nursing staff at all levels can articulate their role in the implementation of ACA across all of their Specialty Clinics (principle 7). 


Ambulatory Care Nursing has composed several award winning posters that declare our commitment to ACA and its significance to patient satisfaction and improved outcomes.  Nurse Managers at every site have published articles in the Ambulatory Care Newsletter, describing to all readers the improvements and impacts that ACA has not only provided our veterans, but to our staff as well (principle 8)(Appendix A-outcomes). 


3.  Scope of Initiative:


The use of ACA Principles has enlightened our entire Health Care System, and has proven to be effective by evidence of our success in Primary Care, the 24-Hour EDOU, and now being actively applied to designated Specialties and Primary Care Clinics throughout this complex tertiary Health Care System that encompasses 8-sites.

Initiative impacts a single area beyond Primary Care: Is in implementation stages:


The implementation of the 10 ACA principles has been standardized across both Palo Alto and Livermore major clinic divisions and all 6-additional primary care sites.  The one Specialty Clinic that stands alone is Neurosurgery.  This clinic is so specialized that it only offers service at the Palo Alto Division.  Therefore the interventions in this clinic have primarily impacted only one division.  In this specialty the Providers have taken a collaborative role with nursing and ACC Administration; they have relocated their clinic to the main hospital which allows each provider two exam rooms.  They have modified their consults, and consult practices to work down their back log, reduce the demand, and decrease wait times (principles 1, 2, & 10). 

Initiative impacts multiple area: is well developed: is changing practices:


The Urology and Orthopedic interventions discussed above impact two separate sites, both Palo Alto tertiary site and the Livermore Division Clinics.


Initiative impacts facility wide; Demonstrates standardized process and change in practice; Addresses stakeholders’ interest:


All education about ACA Principles has been incorporated into presentations for providers, nurses, clerks, patients and visitors. This foundation of education has been laid to support our future goals of promoting these principles facility wide to all Specialty Clinics.  The successes with ACA in Ambulatory Care have led to the expansion of these principles to other clinical settings, such as, acute care.


Initiative shows promise of usefulness to other VAMC’s ;Impacts VISN-wide and is recognized as a best practice: 


The Chief Nurse and her team developed two posters that were presented at national conferences this year: Nurse Executive Conference, Miami, Florida, April 2006, and the National Nurses Organization for Veterans Affairs conference, Miami, Florida, April 2006.  The posters were titled “Utilizing ACA Principles in the Development of the 24-Hour EDOU” which describes steps to moving ACA beyond primary care.  The opportunity to share our success has sparked many other VA Hospital Leaders to call and request copies of the plan used by VAPAHCS to create the EDOU utilizing the underlying ACA principles.  The impact of this presentation has not only affected facilities VISN wide, but nationally also.


During the 2005 VORP survey, Ambulatory Care Nursing was cited for a best practice with not only the patient and staff education and implementation of ACA Principles, but for their competency training for staff, which in 2006 included ACA and its trek beyond primary care.


4.  Impact on Patient Outcomes and /or System Changes: 


Outcomes related to demonstration of improved moral, staff satisfaction, Patient satisfaction:


Patient satisfaction remains outstanding.  Staff have verbalized that they are engaged in the process because “it works”.  One of the Urology nurses stated “Using ACA in our clinic, and working down our backlog has helped me to make a difference in our patients' outcomes, and I like that!” Nurses now call patients the day prior to their cystoscopy to remind them of their appointment and briefly re-educate them about their procedure and all pre-procedure interventions (antibiotics and antimicrobial shower).  Providers are receiving more job and professional satisfaction secondary to seeing only patients that meet the criteria for their specialty, and that have a greater focused need (principle 2, 3, & 7). 


Outcomes related to demonstration of improved staff efficiency, effectiveness, e.g. timely services, access of services:


The incorporation of changing the practice to take the vital signs in the exam room has ensured that staff is more evenly distributed, provides nurses a better opportunity to fulfill the patients educational needs, and has made the nurse more visible for collaboration with the provider on patient care issues.  This change has improved the nurse/provider relationship which benefits the patient (principle 7).

Outcomes related to the demonstration of improved delivery of care/services, e.g .decreased delays, cost effectiveness, cost avoidance:


The Health Care Systems’ no show rate has dramatically decreased by 10% with continued significant improvements quarterly. The incorporation of an additional procedure room has decreased provider down time, as the surgical provider no longer has to wait for the room to be turned around for the next patient.  He/she merely goes to the next room to complete another procedure. We are now able to predict the patients’ needs and synchronize the patient and provider visit which optimizes the care team (principle 8).  The graphs in appendix A clearly demonstrates our growth and success with decreasing our wait times, many clinics went from 13 week wait times to 1-2 week wait times.  Much of our success has been bolstered by our ability to share ideas and strategies throughout our VA system with our peers nation wide.  The Chief Nurse for ACC has emphasized that “our goal is not only to meet performance measures, our goal is to always remain focused on doing what is right for the patient”. This philosophy has served our clinics and veterans very well!

Outcomes related to demonstration of improved health, patient centered care; optimizing patient throughput,; elimination of unnecessary delays; implementing all 10 ACA Principle; specific nursing sensitive measures are highlighted:


Examples of the Principles in Action:

1) Work down the back log: Neurosurgery, Orthopedics and Urology have all optimized their grids and environment to decrease their backlogs. This has been done in concert with clinic administration and nursing.

2) Reduce Demand-All designated specialty clinics have reduced their demand by utilizing several interventions: education of primary care providers, revising consults, and consult procedures, meeting with interdisciplinary team to plan for ACA interventions.

3) Understand Supply and Demand-This was accomplished by ACA interdisciplinary team meetings, attending ACA seminars and VISN conferences to have a better foundation for team productivity.

4) Reduce Appointment Types-Enhanced grids were developed for all designated specialties to optimize our need for reduced appointment types. This assisted with a better understanding for all staff, clerks, patient scheduling unit and clinic staff.

5) Plan for Contingencies- Both Livermore and Palo Alto have made environmental and staffing enhancements that promote the opportunity for specialties to have additional clinic days throughout the week to plan ahead for contingency purposes. This has been extremely successful at both divisions. Some clinics have conducted additional clinics to work down backlog and plan for holiday season contingencies.

6) Manage the Constraint- The largest constraint for both divisions in our clinics has been environmental limitations. We have converted vitals signs rooms into exam rooms (PAD), conference rooms into documentation centers for specialty surgeons (Livermore), created an additional exam room for Orthopedics (Livermore), all of which has promoted better clinic flow and the ability to meet our ACA goals.

7) Optimize the Care Team- Our initial intervention (which will continue throughout the process) is the education of providers, nursing, clerical staff, and the patients. We have frequent huddles to refocus and continue forward with progress, ACA interdisciplinary team meetings, and the integration of a new affiliation with local college for medical assistant student program (assist provider to increase provider/patient time).

8) Synchronize the Patient, Provider and information- This is initiated with our New Patient Orientation Program; It is enhanced by modifications made to consults to ensure patient information is ready for the provider prior to the specialty appointment, as well as the dependability and versatility of the electronic medical record. Nursing has also created a 20-minute Health Screening appointment which is conducted just prior to the visit with the provider. During this visit the nurse does all of the annual health screenings (which IT created to pop up electronically as an alert/reminder) so that when a patient goes from primary care to the specialty clinics the provider can clearly determine the patients current preventative health status.

9) Predict and anticipate patient needs at time of Appointment- With the increased nurse/patient time secondary to other adaptations, the nurse is able to both predict and anticipate patient needs for the provider resulting in a more efficient and productive use of the provider's time with the patient.

10) Optimize Room and Equipment- Both divisions of clinics have made room/environmental changes as noted above, but have also purchased more equipment, such as cystoscopes and cystoscopy monitors, additional orthopedic instruments and additional non-invasive vital signs machines to improve clinic efficiencies, limit provider downtime, and decrease delays. 
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In closing, we would like to share with you a symbol pin that ambulatory care staff proudly wears on their attire so that we as a collaborative team may educate our patients on a daily basis, and so that we can all be a part of making VA health care a continued leader for the nation.
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