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Objectives

Describe the development of Department of
Veterans Affairs (DVA) TeleHealth

Review the history of Department of DVA
Care Coordination/TeleHealth (CCHT)

Detail development of NMVHCS CCHT
Site
Explore the Outcomes of CCHT



Care Coordination Services

 Care coordination in DVA is defined as:
"The application of care/case management
principles to the delivery of health care
services using health informatics, disease
management and telehealth technologies to
facilitate access to care and improve the
health of individuals and populations with
the Intent of providing the right care in the
rtr ght place at t hel r
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History of DVA Care

Coordination

* VA committed to exploring use‘of
technology in 2003 in 3 ways:

« CCG]

- — Care Coordination General

Telel

ealth

« CCSF — Care Coordination Store-and-
Forward

e CCHT — Care Coordination Home
TeleHealth




DVA Care Coordination

 Care Coordination uses health informatics
and telehealth technologies to care/case
manage thereby facilitating access to'care
and improving the health of veterans.

 Care Coordination changes the location
where care services are provided and
supports veterans' preferences to live in the
least restrictive setting possible



Care Coordination General

TeIeHeaIth\(GCGT)

 Video Conferencing Technolo
« TeleMental Health
 TeleRehabilitation
» TeleSurgery
» PolyTrauma




mmmion Store-and-

Forward\((X?S F)

» TeleRetinal Imaging
» TeleDermatology

» TelePathology

* TeleWound Care




Care Coordination
HomeTeleHealth (CCHT)

Uses home telehealth technologies

Links veterans to CCHT staff for carerand
monitoring of chronic diseases

Program reduces need for emergency and
nospital level of care

Program delays/prevents veterans moving
to long term institutional care




What iIs Home TeleHealth?

« A monitoring & educational system

» Encourages better patient self-management
through re-enforcement of health behavior

e Uses a device that facilitates an interface
petween patients at home & their DVA care
oroviders
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DVA Home TeleHealth Goal

* To provide:
 The right care
* |n the right place
o At the right time

* through clinically effective, cost effective
and appropriate use of health information
and telecommunications technologies
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mﬂ:omplished

» Monitoring Technologies
 Clinical Information Databases
« Health Management Programs




Quality of Patient Care
Improved Through

Increased Communication

Patient Education

Behavior Modification

Early Treatment of Disease Exacerbations
Prevention of Disease Complications
Improved Patient Satisfaction
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Developing CCHT

» Pilot project conducted in smallfaumber of
the 23 regional Veterans Integrated Service
Networks (VISNSs) starting in 2003

 Pilot developed the CCHT clinical
monitoring and care processes as well as
tools to track CCHT progress on meeting
the program utilization and clinical goals set

by leadership.
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Developing CCHT

e In 2005, DVA committed to rolhout the
CCHT program to all VHA facilitiesn all

VISNS
» Also Initiated a national project to track

clinical, utilization and patient satisfaction
outcomes for the entire CCHT system.
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Developing CCHT

* DVA Telehealth leadership belteved that
outcomes for entire system necessary:

» to show quantitative results to justify
expenditures to Congress and DVA
leadership

 to standardize results that can be used to
compare VISN programs objectively
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Developing CCHT

 To discover and promote bestwelinical
practices

 Reduce variations in the CCHT model
VISN to VISN

 Collect, analyze and report data using a
national resource rather than have each
VISN collect, analyze and report data
separately.
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Targeting CCHT

« CCHT programs targeted at:

e 200-3% of veterans who account for30%
of overall DVA clinical care costs

 Such patients
- are frequent outpatient clinic visitors
» often require hospital admission (s)
e are seen In emergency room frequently
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Targeting CCHT

CCHT chose to start in 2006 with.2 chronic
disease diagnoses - heart failure (CHE) and
chronic pulmonary disease (COPD)

CHF and COPD pts enroll indefinitely since
disease process not expected to Improve

Uncontrolled diabetes mellitus added 2007

Enrollment for DM is time-limited, pts
disenrolled once control i1s achieved
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Targeting CCHT

e Current DVA CCHT enrollment;

 As of October 2009 ~ 40,000 patients
enrolled nationally

 Planned growth to 60,000 patients
nationwide by 2011
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m@ CCHT

 Additional disease categories a
planning phase:

» Depression

* Obesity

» Hypertension
* Pain




NMVHCS CCHT Program

Initiated in June 2006 with 1 RNb& 1 NP
under direction of Geriatrics/Extended.Care

2 Diagnoses, CHF & COPD, initiated

Monitoring/treatment algorithms (standard
operating procedures), policies and
procedures shared by pilot sites

All information reviewed on site with top
clinical leadership and Service Chiefs
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NMVHCS CCHT Program

 Formal announcement/presentation of
program to primary care providers (PCPs)

» Consult referrals requested from PCP
(Primary Care Provider)

» Consult request for CCHT designed and
added to consult menu in the computerized
electronic medical record
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NMVHCS CCHT Program

 Proactive patient screening accomplished
by CCHT staff by:

» |dentifying applicable ICD-9 Codes via
computer searches of hospital discharges

» Collating lists of 1500 patients seen over
previous 2 years meeting program criteria
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NMVHCS CCHT Program

* Enrollment Criteria
 In VA System and has a VA PCP
Landline Phone at home
Reads English
Cognitive Ability (Patient or Caregiver)

Priority Enrollments such as serviced connected
veterans, wartime service, low income level
evaluated/enrolled first
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NMVHCS CCHT Program

 |nitial data:
e 1t admission 6/21/06

* From 6/06 to 9/06 — 158 patients enrolled
= rapid start up

 DVA and VISN set program goals

o Individual facility allocates resources to
meet goals AKA performance standards
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NMVHCS CCHT Program

« Added additional RN position added to
CCHT staff 2007

» Added Diabetes as an additional diagnosis
2007

 Planning to add additional 4 RN positions
and add clinical diagnoses of hypertension
and depression In this fiscal year
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NMVHCS CCHT Program

» Diabetes:
« DMII
 Alc>8.0
* Newly on insulin or difficult to control

e Diabetics — 70% have decreased Alc from
0.1 to 6.0 pts after 6 months
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NMVHCS CCHT Outcomes

Comparison of 90 day pre-CCHT, baseline
of hospital admissions vs. 90 day post-
CCHT baseline of hospital admissions

Calculated quarterly

Performance standard noted by sum total ‘'of
VISN data (7 facilities total in our VISN)

NMVHCS ranges from -41% to -66%
reduced admissions

VA



NMVHCS CCHT Program

» Program Goal:
» By 2010, 400 patients enrolled
 As of October 2009, 261 patients enrolled
» More than 500 patients treated to date
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NMVHCS CCHT Program

Barbara Jaramillo, RN, Director
HBPC/CCHT (Home Based Primary:€are)

Mary Jo Hendricks, FNP, Team Leader
Debra Stallings, RN

Linda Trowbridge, RN

Janice Knoefel, MD
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This Concludes My Presentation

>

Questions?



