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#1

A Shared Responsibility:  

One Medical Center’s Journey to Improve Colorectal Cancer Screening

Pamela S. Del Monte, MS, RN C

VAMC Washington, DC (VISN 5)

Introduction:  Until the autumn of 2001 performance targets for colorectal cancer screening were being met.  That changed in October of 2001 with the Anthrax attacks in Washington DC.  Our post office handled contaminated letters, resulting in its closure.  Our mail was diverted and irradiated for safety.  Consequently, the fecal occult blood cards were destroyed.  

Method:  We had the cards mailed to one of the community based outpatient clinics and waited for the results to improve.  For several months there was no notable improvement in the number of patients being screened.  The next step was to partner with the patient in their care.  All patients with scheduled primary care appointments were mailed out letters discussing the importance of colon cancer screening.  Patients came to their appointments with the letter and discussed with the provider the screening test.  Again, minimal changes in improvement were noted.  We then began to compensate patients who returned their cards.  We also looked at the rejection rates from the lab and collaborated with the lab to send out duplicate cards for those that were rejected.  Improvement was minimal and fleeting.  We continued to look at process and outcomes and knew that we needed to do something.  In May 2003 nursing leadership in primary care proposed the transfer of responsibility for colorectal cancer screening from the provider to the clinical nurse.  Discussion ensued at the individual clinic level.  The nurses believed themselves to be the appropriate clinician for this type of education.  They also proposed that the nurse be able to provide the screening kit, thus eliminating the need for the patient to go to the outpatient laboratory to pick it up.  Once taught by the nurse, the provider could then reinforce with the patient the need for this exam.   Gradually an improvement in colorectal cancer screening rates was noted.  

Results:  In the last EPRP review, VAMC Washington DC had an 85% rate of colorectal cancer screening.

#2

Patient Education Performance Measure Calendar

Diana F. Akins, MA, Chief, Library Service, PHE Committee Co-Chairperson

Anne Barracato, BSN, RN, Nursing Supervisor, PHE Committee Co-Chairperson
Medical Center:  Bay Pines VAMC, Bay Pines, FL (VISN 8)

Introduction:   A new “outside of the box” approach was needed to improve our performance measures and to get patients interested in their health care.  Partially based on the Baldrige’s Customer Service concept of customer involvement and ownership it was decided to develop a calendar.  This calendar would include health information based on the performance measures and would be used by the veteran at home.

Methods/Purposes:  A few other VAMCs had produced calendars highlighting their medical center or general health topics.  No one had developed a calendar tied directly to the health concerns related to the VHA’s performance measures.  Working closely with a commercial vendor, a calendar was developed and designed to meet our exact specifications.  Prototypes were examined and shared with patients and staff members until all were satisfied.  The final product took into account all the performance measures areas that needed improvement as well as space for self-metrics.  Telephone numbers and web sites for national health groups were also included.

The prototype was shared throughout VISN 8 to see if there was any interested in a group purchase.  The response was overwhelming. A need for a Spanish version was indicated and developed.

Results:  223,000 English and Spanish copies were ordered and distributed within VISN 8 with favorable comments from veterans and staff 

It is too early to see if this project has improved our performance measures. A review of medical records and a survey is planned.

Conclusions:  This is a worthwhile project that needs to be repeated. 

#3

Development of Group Medical Visits 

Stacey J. Lutz, MSN, FNP, BSN, Preventive Medicine Coordinator, stacey.lutz@med.va.gov
Mary E. Nourse, MSLS, AHIP, Librarian, VISN 4 Patient Education Coordinator, mary.nourse@med.va.gov
Lorraine R. Winschel, MT (ASCP) SBB, Quality Specialist, lorraine.winschel@med.va.gov
Erie Veterans Affairs Medical Center, Erie Pennsylvania  (VISN 4)

Introduction:   Patients with chronic illnesses have complex needs. Group visits allow providers to spend more time with patients. The idea of a diabetes group clinic was introduced to Stacey Lutz, CRNP in April ’03. In August ‘03 she attended a Preventive Medicine conference learning more about it. In Jan ’04 group medical visits for diabetic patients begins.

Methods:  One primary care team was selected for the pilot that started on 1/8/04. All diabetic patients on this team were given consults for the group visits.  Confidentiality statements were signed. A pharmacist, dietician, CRNP, RN and medical clerk staff the group and see 10-15 patients with significant other at one visit.

Patients socialize and seek support.  Psychosocial and emotional issues related to the disease are discussed. Education resources include CareNotes® and approved electronic education information.

Results:  Patients benefit by having more time with providers, better access to care, better comprehension through oral teaching and positive patient satisfaction. Other providers are free to see patients without chronic diseases. Barriers include the providers not offering/promoting the group option and patient’s initial resistance to a group setting 

Conclusions:  Patients are seen more timely (10-15 patients in two hours) as opposed to two patients per hour. Future goals include improved HgbA1C, LDL-C and diabetic urines, increasing the number of group diabetes clinics and adding hypertension, COPD and CHF groups. We also hope to reduce hospitalizations, ER and office visits, lab and X-ray tests realizing lower health costs.

#4 

SARRTP (Substance Abuse Residential Rehabilitation Treatment Program) Nutrition Education Program

Renee Hoffinger MHSE, RD LD and Pam Coughlin, MHSE, OT

North Florida/South Georgia Veterans Health System  (VISN 8)

Introduction:  Good nutrition is integral to recovery and rehabilitation from substance abuse. Nutrition can serve as an aspect of life in which those in recovery can practice self-control, self-determination, and as a means for nourishing oneself.  Community food preparation provides an opportunity to learn and apply the concepts of healthy diet in recovery and interpersonal relationships in a therapeutic environment.

Methods:  SARRTP is a 3 month, 20-bed capacity program, of the Gainesville VA Medical Center. Nutrition programming is run cooperatively by the registered dietitian and occupational therapist assigned to the program and includes both didactic and hands-on sessions. Most meals are prepared by residents on the ward; only weekday lunches are provided by food service.  Breakfasts are “on your own”, dinners menus are planned by the community, with two residents serving as cooks each evening.

Components of the SARRTP Nutrition Program

1) A series of weekly one hour classes conducted by the RD covers nutritional implications of substance abuse, guidelines for diet in recovery, fiber, label reading, the food pyramid, food sanitation and safety,  a  “grape meditation”, as well as optional topics of group interest such as hypertension and HCV..

2) A weekly half hour “menu review” session to check in on how the program is going, review menus,  and the like.

3) A weekly cooking class with half the residents, demonstrating concepts of healthy nutrition and preparation, culminating in a shared meal.

4) Biweekly shopping trips, both functional and educational.

Results/Conclusions:  Although no formal evaluation has been conducted, informal feedback has been very positive.

#5


Improving Colorectal Cancer Screening in Primary Care, a History
Mary Beth Dickey, APRN-BC

Frank Saenz, RN, MSN/MBA

Southern Arizona VA Health Care System (SAVAHCS)

Tucson, Arizona  (VISN 18)

Introduction: The utilization of FOBT (fecal occult blood testing) has proven to be an effective non-invasive method of detecting blood in the stool. Research evidence indicates that periodic testing using FOBT decreases mortality. The Southern Arizona VA Health Care System (SAVAHCS) has worked diligently to attain a fully successful score for the colorectal screening. The Office of Quality and Performance (OQP) reported SAVAHCS results of 41% in FY01, 45% in FY02 and 59% at the end of FY03. 

Methods/Purposes: An interdisciplinary team reviewed the process; several barriers to successful outcomes were identified:

· FOBT cards were not being submitted timely

· Appropriate, legible identification was not being placed on the cards

· Patients did not fully understand the instructions

· The Post Office stopped accepting the cards sent through the mail

· The average turn around time in the laboratory was 30 days

· No follow-up existed if the patients did not return the cards.

Initiatives put into place were:

· Licensed Practical Nurses (LPN) gave the cards with instructions and made follow-up phone calls to patients

· Card labels were printed and affixed prior to distribution

· Instructions were modified and simplified

· Biohazard mailing envelopes were purchased and given to patients.

Results/Conclusion: SAVAHCS utilized a multidisciplinary approach to assess, evaluate and implement an effective change in the compliance of colorectal screening, through patient and staff education. These changes resulted in a dramatic increase in the response from patients to the testing process, which essentially took SAVAHCS from 31% in FY03 to 70% in the 1st quarter of FY04.

#6

VA SLC Health Care System Patient Education Website

Stephen Harmon, Phd, CHES and Rebecca Goldsmith, PA-C, PMPC

George E. Wahlen Department of Veteran’s Medical Center  (VISN 19)

In October 2002, the Patient and Family Health Education Committee (PFHEC) began to look at purchasing an Internet patient education software program.  A subcommittee studied the proposal and determined that it was less expensive and more advantageous to utilize free, commercially and internally developed patient teaching material that is customized to our veteran population.   Our Patient Education website is now fully operational via our local VA intranet home page.

Introduction:  A prime purpose of the PFHEC is to provide for uniform availability of quality patient educational materials throughout our hospital and Community-Based Outpatient Clinics.  Excellent locally developed materials have been printed by Medical Media and utilized by individual departments for years but were not widely accessible to all VA staff.

Methods/Purposes:  A PFHEC subcommittee met monthly beginning in late 2002 and worked with our local Salt Lake City webmaster to design a Patient Education website.  All locally developed material was reviewed and updated, then posted into appropriate categories on the website.  Links to Internet sites were reviewed and posted on the website. Copyright release was obtained for commercially available material prior to formatting into PDF files for the website.  A shortcut was built so the website is directly accessible to Clinicians on the CPRS toolbar in the electronic medical record. The subcommittee members are meeting with staff to present a standardized Power Point presentation on the purpose and use of this website for patient education.  

Results:  We are due for JACHO site review this year.  The website will provide for ease of distribution and documentation of patient education materials.  Mock survey teams are being provided with questions to ask providers on the provision of patient educational materials and will provide us feedback.  Revisions to the website will be made as needed.

Conclusion:  The PFHEC has provided a cost-effective, easily accessible system to provide patient information, including preventive medicine teaching sheets, to all local VA staff.  This website and all the locally developed content will be available to national VA staff through this poster presentation.  

#7

Atypical Antipsychotic Medications: Weight Change and New-Onset Diabetes 

In an At-Risk Veteran Population

a,cMichael T. Lambert, M.D., aNancy Sampson, R.N., b,dDavid L. Ronis, Ph.D., 

b,dJennifer A. Davis, MSHS,     b,dSonia A. Duffy, Ph.D. 

North Texas Veterans Health Care System

Fort Worth Outpatient Clinica

VA Ann Arbor Health Services Research and Developmentb
University of Texas Southwestern Medical School at Dallas, Department of Psychiatryc
University of Michigan, Departments of Psychiatry and Nursingd  (VISNs 11 & 17)
Introduction:  New generation antipsychotic medications can cause weight gain and Type II diabetes mellitus (DM).1-5   Few studies examine health consequences of atypical antipsychotic medications in the veteran population, although veterans’ age, health-risk behaviors, polypharmacy, and obesity increase risk.  We hypothesized that weight change and new-onset DM among veterans taking the antipsychotic medications olanzapine, risperidone, and quetiapine would significantly differ from a comparison cohort.  

Methods:  Charts of subjects (total n=412) receiving olanzapine (n=112), risperidone (n=100), or quetiapine (n=100) for 12-months, plus 100 patients on fluoxetine,(a medication not associated with weight gain), were reviewed.  Important outcome variables and co-variables included:  new-onset DM defined by American Diabetic Association (ADA) criteria, co-morbid diagnoses, height, weight, concurrent psychotropic medications, and pre/post Body Mass Index (BMI).   

Results:  Logistic regression analyses of risperidone, quetiapine, and olanzapine with fluoxetine as the reference category showed olanzapine associated with a significantly higher rate of new DM than fluoxetine (p=.0008).  Sixteen percent of olanzapine subjects without pre-existing DM developed new-onset DM.  Other drugs did not differ significantly from fluoxetine.  Analysis repeated with control variables again showed olanzapine significantly higher (p=.0053).  Weight and BMI changes did not differ significantly.  

Conclusions:  The overweight middle-aged VA population may be at particularly high risk for medication induced DM.  Weight change did not predict new-DM.  Opportunities exist for caregiver and provider education and monitoring to minimize risk of DM in this population.  Management algorithms that include baseline and repeat glucose monitoring and BMI should be studied for decreasing DM risk in these patients.

#8

PTSD/Obesity Group

Devilen Jones, LCSW

VA North Texas HCS, Dallas TX (VISN 17)

Introduction/Purpose:   In 2002, Mr. John Weed, PA/Therapist with the PTSD Clinical Team at the North Texas VAMC began to notice an increase in weight and co-morbid health problems amongst his veteran clients.  Mr. Weed observed that food had become a self-medication for many of their PTSD symptoms.  Mr. Weed organized volunteer staff help to begin a PTSD/Obesity program and contacted Ambulatory Care so that interested vets could be medically cleared for the program.  The staff who volunteered their time and talents were:  Sandra Wollerton (Aquatic Therapist), K.C. Murphy (Kinesiotherapist), Elizabeth Hayden (Nutritionist), Lynda Smith, OTR (Occupational Therapist), Devilen Jones, LCSW (PTSD Therapist) and Jamie Zubokovic, PhD (Psychologist).  During several staff meetings these volunteers added further refinements to the program.  Vets also added their input.  The stated goal was to:  Reduce BMI/Weight gain and increase vets self-awareness of the cycle of PTSD and food self-medication.  The program is a small client-centered pilot study.

Method:  The program runs Tuesday, Thursday and Friday.  The vets attend a weekly total of three hours of OT (self-image via task planning, developing low calorie meals, art work), two hours of pool/aerobic exercise, one hour of nutrition/behavioral self-management, one hour exercise on stationary bikes, and one and one-half hour of a PTSD/Weight group (focusing on feelings, support, self-awareness).  Each member was also asked to keep a Journal of thoughts/feelings, food intake and activity.

Conclusion:  The program is being evaluated by measurement of BMI/Weight loss and psychosocial self-report improvement(s).

#9

Patient Wellness Reminders

Madhu Agarwal, MD, MPH

Washington, DC (VISN 5)

Introduction:  My HealtheVet will extend CPRS from the clinician domain to the veteran’s home computer. This is a unique opportunity utilizing technology to partner with patients in optimizing health through sharing health information and target goals.

Method:  Wellness Reminders for patients - a tool similar to Clinical Reminders for clinicians are currently under development in MyHealtheVet in conjunction with the National Clinical Practice Guidelines Council - Implementation and Education Subcommittee’s Wellness Reminder subgroup.

These reminders will be evidenced based practices for chronic illnesses and preventive medicine and concordant with our National clinical practice guidelines. They will be in patient friendly language and at the 8th grade reading level.

These Electronic reminders will be based on diagnoses or patient characteristics and will be triggered to apply to a group of patients by some characteristic or combination and will be due at a given frequency
They will also display web links defined in the reminders as active links to various educational resources, CDC etc.

The group is initially focusing on influenza and pneumococcal immunizations as well as two high prevalence diseases, Diabetes Mellitus and Hypertension.

Result:  The intent is to have these reminders available in a standardized format, which can be later customized by the facilities if needed.


#10

Alcohol Screening:  Successful Initiative to Transition to the AUDIT-C

VISN 6 AUDIT C Workgroup members include:

Adrienne S. Ferris M.D., Primary Care, VAMC Asheville, NC

Wilma R. Fite, Clinical Application Coordinator, IRMS, Asheville, NC

Edgardo Gonzalez M.D., Mental Health, VAMC Asheville, NC

Valerie K. Lytton, Clinical Practice Guideline Coordinator, VAMC Beckley, WV

Jimmy McGlawn, VISN 6 MHSL Executive Office

Deborah H. Neighbors, VISN 6, Primary Care, Health Systems Specialist

Thelma R. Roach-Serry, RN, Nurse Manager Primary Care, VAMC Richmond, VA

Valerie Robinson, VISN 6 Quality Management Officer

Mark Zunk, RN, Quality Management, VAMC Richmond VA

Introduction:  The Audit-C was evaluated through the VHA QUERI research program and was found to be a cross culturally validated tool, more sensitive in detecting hazardous or harmful alcohol consumption than the CAGE. Thus it was determined by the Office of Quality and Performance that the AUDIT or the AUDIT C would be endorsed as the accepted instrument for alcohol screening beginning in FY2004.

Methods/Purpose:  Under the leadership of VISN 6 Quality Management Officer, a interdisciplinary workgroup was organized to prepare medical centers’ to transition from the CAGE to the Audit-C.  The workgroup had representation from each of the eight VISN 6 Medical Centers, including Primary Care, Preventive Medicine, Mental Health, Nursing, Quality and Information Management. The group worked together with frequent conference calls to provide education in the purpose, use and scoring of the instrument, to facilitate the development of an user-friendly AUDIT C clinical reminder, and discuss implementation strategies. Each group member was also provided a bound copy of critical documents regarding the AUDIT C to use to educate medical center personnel. Implementation of the AUDIT C clinical reminder occurred in August 2003. The goal was to increase the number of patients screened by making the process as seamless, user friendly as possible.

Results: Compliance with this performance measure is evaluated through the External Peer Review Program monthly medical record review process.  In 2003, Alcohol Screening for VISN 6 using the CAGE was 84%.  Official data from the Executive Briefing Book for 1st quarter FY04, demonstrates VISN 6 level of performance is at 96%. This represents a 12% increase for VISN 6, thus exceeding the FY04 National Exceptional Goal of 89%, and exceeding the National 1st quarter FY04 Performance of 93%.

Conclusion: The collaboration of a multidisciplinary, practice-oriented workgroup to design, refine, and implement a CPRS clinical reminder facilitated the medical centers’ and end-users’ willingness to use the reminder.  As a result, screening of veterans for alcohol use has increased significantly in VISN 6.

#11

Strategy to Prevent and Control Hepatitis C Virus (HCV) Infection

Nomie G. Finn, M.D., FACP

Sue Hodnett, R.N.

Barbara Shaffer, R.N., ICN

Stephanie Horton, R.N.

Dee Speck, AA/ACOS

West Texas VA Healthcare Systems (WTVAHCS)-Big Spring, Texas (VISN 18)

Introduction: Hepatitis C is a major public health problem in the United States and no less for the VA. The VA comparative Study (488) on Hepatitis C found a rate of Hepatitis C infection in veterans who are in VHA health care to be 5.4%. 

The staff of the WTVAHCS had implemented primary prevention activities to reduce the risk for continuing HCV infection and secondary prevention activities to reduce the risk for liver and other chronic diseases in HCV infected veterans.

Methods/Purpose: Implemented in Primary Care and Mental Health Clinics.

a. Primary prevention activities include screening for risk factors, risk reduction counseling, services implementation and maintenance of infection control practices.

b. Secondary prevention activities include: Identifying, counseling and testing of veterans at risk and medical management of infected veterans.

c. Staff and patient education.

d. Evaluate effectiveness of prevention activities and develop improved prevention method.

Results: 

 a. External Peer Review Program (EPRP) report revealed our success rate from FY 02, FY 03 and the 1st quarter of FY 04 as follows:

	
	FY 02
	FY 03
	FY 04 (1st Quarter)

	Screening
	93%
	98.5%
	100%

	Testing
	35%
	73%
	75%


b. We identified a total of 108 patients who have tested positive for Hepatitis C. 8.3% have received treatment, 64.8% are being worked up, 15.7% were ineligible and 8.3% refused treatment.

Conclusion: We made significant improvement in our database since our proactive program of screening and testing for Hepatitis C was implemented. We identified challenges in care coordination in the primary care teams and with tertiary facility. To overcome these challenges we will continue to improve patient and staff education, staff communication with tertiary facility consultants and continue ongoing review of the effectiveness of our prevention and control activities.

#12

Strategies For Improving Performance in Immunizations

Michael E. Moreland; Tammy Czarnecki

Healthcare Network, Pittsburgh, PA (VISN 4)

Introduction:  The VA Pittsburgh Healthcare System treated more than 50,000 veterans in 2003.  Evidence-based clinical practice guidelines are used to improve care. 

A multi-faceted approach is essential to assure patients receive the influenza and pneumovax vaccines.  National guidance recommends annual immunizations for patients age 50 and over.  

Method:  Performance at the VAPHS is monitored against national targets for immunizations. Data is collected monthly and results benchmarked against the private sector.

Results:  VAPHS has met targets set by VA Central Office. 

Use of clinical reminders is one of the first strategies applied.  The clinical reminder is activated based on ICD-9 codes. Patient coding identifying them as at risk or over age 65, activate the reminder.  The cover sheet of CPRS includes the reminder upon opening the patient’s record to be completed prior to the end of the visit.  

A mass mailing was conducted with a letter, explaining to the veteran the rationale for immunization and providing a form to complete and return if the vaccination was received outside the VA. 
Flu clinics were established at the VAPHS and CBOCs. Flu clinics utilized a templated note done with reminder dialogue that resolved the clinical reminder. 

VAPHS developed a data warehouse. Weekly reports generated from the warehouse identified patients who still need immunized. Nursing staff called the patients who were not scheduled for a clinic appointment before 1/15/04 and encouraged them to come to the flu clinic. 

Conclusion: 
Multi-faceted approach is required to improve this process.  Clinical reminders within the medical record assist providers in assuring appropriate standards of care are met. 
#13

Influenza Vaccine Campaign

Nomie G. Finn, MD, FACP, ACOS/AC

Sue Hodnett, RN, Preventive Medicine Coordinator

Patricia Engele, AA/Medical Service

West Texas VA Healthcare Systems (WTVAHCS) – Big Spring, Texas (VISN 18)

Introduction: Influenza (flu) is a contagious virus that can cause health complications and death.  This is especially true for our elderly population.

Methods/Purposes: Difficulty meeting our goal of 100% of our patients receiving the vaccine necessitated an action plan.  We have set up clinics in the main hospital facility and to each of the Community Based Outpatient Clinics.  During September/October 2002, we conducted an advertising campaign using posters in clinic lobbies, and local radio stations and newspapers to educate and inform the veteran population that we would provide this service in each of our clinics.  Through a combined effort with pharmacy, nursing and physicians, staff education was initiated through emails, meetings and phone calls regarding the plan to provide widespread flu vaccine clinics.

Action:  (1) Every clinic patient is offered the flu vaccine if there is no contraindication; (2) Clinic days were established in the last week of September/first week of October; (3) Flu vaccine offered to walk-in patients with no contraindications; (4) Enough vaccine is made available to the clinics, contract CBOC, Big Spring State Hospital and Big Spring State Veterans’ Home.

Results: Hospital data collected for the past three flu seasons indicating the percent of patients receiving the influenza vaccine:



FY01
-    71%;    FY02   -    76%;    FY03   -   100%

Conclusion: More intensive education and media coverage plus widespread access to the vaccine increased the number of veterans receiving the vaccine. 

#14

A Dual Purpose Healthy Weight Program

One design - two target groups: staff and veterans

Carol Ceresa, MHSL, RD 

San Francisco VA Medical Center (VISN 21)

Introduction:  The observance of Healthy Weight Week, January  18-24, was the catalyst for a  design approach for promotion of a healthy weight,  an overall health promotion measure.  

Method:  Two groups, one patient group and one staff group, supported by interdisciplinary “volunteers”, from nursing, clinical nutrition and the patient health library, meet once per week.  Parameters include: percent body fat, waist circumference, review of eating and activity logs, computerized diet analysis, quality of life questions, and weight and blood pressure monitoring. Other data collection, tracking include: consumption of vitamin/mineral supplements, other over the counter supplements; weight and activity goals, number of participants with pedometers and pre-determined (by clinical nutrition staff) goals for calories to promote weight loss, protein goals and mutually agreed upon activity goals.  Program design includes outlined topics/handouts for the twelve dates, 1/28/04-4/28/04.  The groups are still in process, well attended and appreciated. 

Preliminary results (averaged)   

	Parameter
	Veterans  (n=14)-Initial
	Change
	Staff   (n=  34)
	Change

	Average Weight
	          214 lbs 

        (175-295)
	-9.4# 
	188 lbs 

(111-300)
	-7#

	Average BMI
	            32
	
	30.5
	

	Average Waist circum.
	            43 inches
	n/a
	39
	

	Average % body fat
	             26.8
	n/a
	42
	

	Blood pressure
	          140/87
	n/a
	
	

	% taking vitamin supplement
	              21
	
	38
	

	Male/Female %
	           100/0
	
	15/85
	

	Average age
	             52
	
	50
	


Conclusion:  The impetus of a national observance, coupled with the enthusiasm and support of key staff has provided momentum to health promotion/healthy weight efforts for both patients and staff.

#15

Health Promotion/Healthful Eating Messages Across the Continuum of Care for Veterans in Substance Abuse programs

Carol Ceresa, MHSL, RD

San Francisco VA Medical Center (VISN 21)

Introduction:  A comprehensive, systems approach to promote health and engage veterans in improved self-care for food/nutrition status meets veterans’ needs for the right care, at the right time, in the right place. 

Method:  In support of strategic plan objective 3.1, …health care that maximizes the health and functional status for all enrolled veterans, health promotion/nutrition self-care messages are integrated into defined points of healthcare access: Substance Abuse Day Hospital, Relapse and Recovery outpatient program, community clinics, Homeless veteran program and at residential housing sites.  Practical health messages and information are integrated into on-going comprehensive healthcare programs.  A health promotion class was recently incorporated into the renewal inspection process for veterans at their contracted residence, related to staff and veteran interest, especially in prevention of type 2 diabetes.  

Results:  Using the “Are You Eating Well”? (National Nutrition Screening Initiative survey tool), the average score was “8”, equating to high nutrition risk. 38% of the veterans surveyed requested an intervention, 28% wanted to be scheduled for a nutrition class and 10% requested more information on healthful eating/lifestyles.  Outcomes to Substance Abuse Day Hospital nutrition/health promotion group classes continue to be very positive: 94% of the patients surveyed at discharge recorded that they had made positive changes in their eating habits, related to the nutrition intervention/education and 97% were able to document planned action steps, post discharge from the program.

#16

Evaluation of the 2002-2003 VA Influenza Toolkit:

Providers’ Ratings of Usefulness and Patients’ Perspectives on Immunization
Kristy A. Straits-Tröster, Susi K. Lewis, Mary Burdick, Rosemary Strickland, Connie Lewis, Eileen Ciesco, Linda Kinsinger, Kristin L. Nichol, Jean Orelien & Steven Yevich

VA National Center for Health Promotion and Disease Prevention

Durham, NC

Introduction:  Influenza is a major cause of preventable illness and death, yet vaccines are underutilized. Patient, provider and systems issues impact delivery of flu vaccination. This study evaluated the VA Influenza/Pneumococcal Resource (Flu) Toolkit for 2002-2003, developed by the VA National Center for Health Promotion and Disease Prevention (NCP) in collaboration with EES. 

Methods: The VA Flu Toolkit included materials for evidence-based strategies to optimize influenza immunization rates, including system-, provider- and patient-targeted approaches. Usefulness of the toolkit was assessed by a web-based survey of Flu toolkit end-users and Education Contacts. Postcard evaluations were included in each toolkit with instructions for return. Patient factors influencing flu shots were assessed in the Survey of Healthcare Experiences of Patients (SHEP) during DEC02-MAR03.

Results: Postcard evaluations rated the toolkit’s content positively but were not representative due to low response rate (n=28). Web-based surveys identified problems in distribution to Education Contacts; over 55% of users reported receiving the toolkit too late (NOV02 or later).  Toolkit users (n=82) reported the toolkit was worthwhile (70%), and rated usefulness of toolkit components. Most patients (n=102,347) reported having received a flu shot in October 2002 or later (73%). VA healthcare provider reminder was the most frequent response for getting the flu shot (30%), followed by posters (11%) and family/friend reminder (9%). Older patients most at risk (>65 years) were 4 times more likely to have received a flu shot (83.5%), compared with veterans under age 65 (56.2%). Statistically significant racial disparities were evidenced: over 70% of Whites and Asians received the flu shot, compared with fewer than 60% of Blacks. Although 52% of immunized veterans reported getting their flu shot from VA, 45% reported getting their flu shot elsewhere. The most frequent response for not receiving the flu shot was “did not want it” (44% of non-immunized) and “didn’t know I needed one” (10%).

Conclusions: The majority of older patients most at-risk received influenza immunization. Nearly half of veteran respondents received flu shots outside the VA. Provider patient reminders had greatest impact on immunization rates. VA Flu Toolkits were reported to be worthwhile by provider users.  

#17

Monitoring and Increasing Preventive Index Outcomes

Through Computerization of Policies

Kathleen M. Toms, RN, MS Ed., MSN, CNS

VA Northern California Health Care System, Martinez, CA (VISN 21)

Introduction:

Objectives:

1. Demonstrate dramatic patient compliance increase in your preventive index through computerizing policies with Educational Tutorials for competency.

2. Verbalize 2 competencies that may be incorporated into computerized policies.
VA Northern California Health Care System (VANCHCS) is a unique, affiliated health care system, which provides a full range of medical care to veterans who live in one of the largest catchment areas within the VA.  One of the challenges in healthcare is the ability to quickly educate or update health care personnel competencies on new or existing policies and procedures in a cost effective manner.  Disseminating information to staff is key to successful patient health and preventive measures. It is even more of a challenge at the VA NCHCS because employees are located over 40,000 square miles in 8 geographic locations, but urban and rural throughout northern California.  

Method:  VANCHCS implemented an intranet based training process that allows for easy access and update of information.  

One of the VANCHCS Policies on Immunizations was recently selected and issued as an example included in the VA/DOD Toolkit on Immunizations.  The Policy itself is unremarkable, however the educational links in the computerized policy as well as a tutorial on how to chart in a patient computerized record system is remarkable.  Links within the policy itself also permit the learner to “test out” at the end of the program.  The completed computer test is reviewed by the RN/LVN assigned mentor to reinforce policy and respond to questions, thus maintaining the personal contact element.  

Results:  VA NCHCS increased veterans Flu and Pneumonia prevention compliance indices by 110% as of January 04.  

#18

Initiative to Improve Education and Compliance of the Diabetic Patient

Phyllis C. Fisher, MSN, APRN, BC

VAMC Mountain Home, TN  (VISN 9)

Introduction:  Diabetes is noted as one of the leading causes of morbidity and mortality in the United States and the numbers are increasing dramatically.  In 1958 there were 1.5 million documented cases.  In 1998, 10.5 million documented cases.  It is estimated that 5.5 million people with diabetes remain undiagnosed and the average years an individual has diabetes prior to diagnosis is between 5 and 10 years.  It is believed the onset of Diabetes type II has an earlier onset due to obesity and a reduction in physical activity.  The problem is so immense that the Center for Disease Control and Prevention has termed diabetes “a new epidemic.”  Diabetes has a profound affect on all populations, veteran population included.  Nationally, in the last 10 years diagnosed diabetes has increased by approximately 40%.  Six and a half percent of the population has diagnosed diabetes, however, it is estimated that 20% is currently undiagnosed.  It has been estimated that 40% of patients with diabetes and or diabetes related illnesses do not receive formal education.

Method:  Our initiative is to improve Education and Compliance of the Diabetic patient.  This initiative involves the Primary Caregivers, Pharmacists, Nutritionists, Diabetes Educators, Podiatrist, Eye Clinic, Social Workers, and the patient and family members.  Our goal is to provide education regarding screening for diabetes, family history, diabetes related health issues, chemical exposure R/T diabetes, and treatment options.  Clinical Reminders have been introduced into the data system for review and updates with each clinical appointment.

Results:  Statistically, medication compliance has improved by 25%, diabetic foot ulcerations have reduced by 20%, with significant improvement in nutrition and exercise compliance.
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