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Rob Auffrey: 
It's over to our first speaker. Kathy, are you – can I turn things over to you?

Karen Goldstein:
Hi, I'm going to get us started. My name is Karen Goldstein.

Rob Auffrey:
I'm sorry, Karen.

Karen Goldstein:
That's quite all right. Really delighted to have all of you here today, and we'll be presenting on a recent VA Evidence Synthesis Program report. I'm co-director of the Durham ESP, and I'll be presenting with my colleagues who helped work on this report, Dr. Ramos, Shepherd-Banigan, and Dr. McConnell. We can go on ahead and move to the next slide.


We are also really fortunate to be joined by a number of discussants from our operational partners that we really put this report together for, Dr. Karel, Dr. Czekanski, and Dr. Halaszynski, who will be talking at the end, and really providing some context for the findings. Next slide.


Just briefly, the VA Evidence Synthesis Program has been around since 2007. Our goal is to help the VA fulfill its vision as serving as a learning healthcare system. We develop timely, targeted, independent synthesis of the existing medical literature, and provide those to VA partners, so that they can translate that into evidence-based clinical practice, policies, and find directions for future research. Next slide.


I, sort of, talked briefly about what, how the reports are used. I just want to note that there are four Evidence Synthesis Program Centers across the U.S., We are one of those four. We work with a coordinating center that is based out of Portland who manage the national program operations, ensures methodological consistency across all of our sites. They also produce some rapid products that are used for urgent VA policy and program needs.


But overall, we want to ensure the responsiveness of our program to the needs of decision makers. That's really our goal in supporting the VA's mission. Next slide.


This is just a visual showing you where we all sit. We regularly collaborate across these centers, but we're really scattered across the U.S. Next slide. With that, I'm going to hand it over to Dr. Shepherd-Banigan.

Megan Shepherd-Banigan:


Hi, everybody. We're going to be presenting today about a systematic review we did evaluating interventions, team-focused interventions, to care for older adults with distressed behaviors. I should say the report is available on the ESP website, but I'll be posting the links in a little bit, so you all have direct access to it.  


I'd like to acknowledge that the amazing work of this huge team that put all of this together.  Then just to _____ [00:02:48]. I'd also like to acknowledge Dr. Michele Karel, our operational partner who nominated this ESP topic; then also, our individuals on our technical expert panel who provided expert for their subject matter expertise throughout the course of the project.


All right. I'm assuming that folks attending this webinar are pretty well versed in the background of this topic. Distressed behaviors are highly prevalent among older adults with cognitive and mental health disorders. Currently, most of the literature is actually focused on neuropsychiatric symptoms among older adults with dementia.


Among these adults, about 75% have exhibited at least one neuropsychiatric symptom. Behaviors, while they are part of the condition of the illness, they can be exacerbated by environmental factors such as over or under stimulation, unmet needs. Sometimes these are things that are unintentionally present in residential settings, and so that they can exacerbate some of these behaviors.


Manifestations of patients distress are not just highly distressing for the patient, but also very challenging for healthcare systems, providers, and the paid caregivers working in these settings. They can lead to poor care provision, poor quality of life for the patient, staff burnout, and low morale.


Historically, some common strategies to manage distress behaviors such as anti-psychotic medications and restraints, however, these are highly ineffective and not patient-centered at all. Instead, effective patient-centered non-pharmacological approaches are really needed to support these patients, and their paid caregivers, and providers.


One such example is actually an intervention that was developed in VA community living centers called STAR-VA. STAR-VA is a training program for staff working in VA's VLC. The purpose of STAR-VA is to improve the relationships between staff, and residents, and to reduce disruptive behaviors by addressing patient needs. We were really interested in looking more into interventions like this to assess their presence in the literature and their effectiveness.


As I kind of alluded to, the study goal is to assess effective non-pharmacological staff and clinic focused interventions for the purpose of reducing patient distress behaviors in residential settings or in transition, so in moving from one setting to another. The key questions for our systematic review are what is the effect of healthcare team focused interventions that are designed to manage persistent or recurrent distress behavior among older adults?


We actually…. These key questions, what were, there were three, kind of, step questions. The first of the questions is what are the effect of these sorts of interventions in long-term residential or inpatient healthcare settings? Second, we were interested in looking at these types of interventions in these, in transitions between healthcare settings or between a healthcare setting and a home-based setting.


Then third, we were interested in identifying these types of interventions in inpatient mental health settings. We were really…. The outcomes we were looking at, and I'll describe this more later, but were patient, staff, and utilization outcomes.


Distressed behaviors can play – can sort of exhibit in a lot of different ways. This is how for this report we define distressed behaviors as physical or verbal aggression, repeated vocalization, yelling, pacing, wandering, hoarding, handling objects unsafely, sexual disinhibition, psychosis or disengagement or apathy.


We used rigorous evidence synthesis methods. We registered our protocol in PROSPERO. We searched three databases, MEDLINE, Embase, and PsycInfo. We actually looked for studies that were published between December 2002, and December 2022. We had two reviewers that reviewed studies for eligibility at the title,, and the abstract level, and then also the full text level.


We abstracted, we took out the information that we were interested in from each study in a systematic way. All obstruction was over read by a second reviewer. Then we also, one of the things that we took out were intervention characteristics to understand a little bit more about the types of interventions that we were looking at. We evaluated these interventions for level of complexity using the iCAT-SR tool.


We used the Cochrane risk-of-bias tools to assess risk of bias. For KQ1, so just to remind you, that was where we were looking at these staff focused interventions and inpatient care settings. This was the question where we found the most evidence. Because we found so much evidence, we were able to prioritize studies that either used randomized trials or those that had a low to moderate risk of bias.


Then we evaluated the overall strength of evidence using the GRADE. We included interventions, if they were intended to improve healthcare staff knowledge and behaviors related to managing distressed behavior. These were interventions that targeted staff caring for adults aged 50 and over who are at elevated risk of persistent or recurrent distressed behaviors.


We were interested in patients who were in residential long-term or inpatient healthcare settings or those who were transitioning between one of these settings or from one of these settings to a home based setting. We excluded interventions that were solely patient directed interventions. We were really interested in looking at team based interventions. For example, if there was an intervention that tried to soothe distressed behavior using music that was tailored to the patient, that would not have qualified.


We also excluded studies that primary purpose was to address delirium, intoxication. Then, of course, anything that was addressing pediatric populations was not eligible to be included.


This is our analytic framework or our conceptual model. You can see, these are the distressed behaviors, and we were interested in understanding, either staff focused interventions or interventions that were delivered at the healthcare team delivery level on outcomes. Our three key questions were understanding the effect of these interventions in either a post-acute setting, during transitions or in an inpatient mental health setting.


We looked at patient, staff, and utilization outcomes. Patient outcomes included distressed behaviors, mental, and/or medical symptom management, and quality of life. We looked for papers that tried to address staff-related outcomes, including morale satisfaction, safety, efficacy, and competence. Then we also included studies that looked at utilization outcomes, including length of stay of care setting, discharge, readmission, and cost of care.


Our systematic search yielded over 6,500 papers. We excluded over 6,300 of these at the title and abstract level. Then the full text level, we excluded another 156. At the end we had 56 included papers of 46 – I'm sorry, excuse me – 48 unique interventions. We abstracted the data about intervention characteristics, the outcomes, the population. That's what we assessed.


All right. Now I'm going to pass it onto Dr. Ramos.

Katherine Ramos:
Thank you, Dr. Shepherd-Banigan. I hope everyone can hear me okay. What I'll do, is walk us through our results. The final bucket of studies that we looked at were across 34 unique studies, across those three different questions that Megan had highlighted. In terms of long-term care and inpatient settings, we examined 29 as they had low to moderate risk of bias. For transitions of care, we had two studies, and for inpatient mental health, we had three. Across the board mean age ranged from about 64 to 89. These were the different countries that we pulled our data from.


One of the things that we did, was we abstracted characteristics as Megan highlighted of the interventions that were utilized. We looked at comparators, intervention effects, and the study population. We also decided that we were classifying these interventions as person centered, specifically because these, this is how these interventions were described by the authors in their studies. We also went ahead and gathered input from content experts to group these prioritized studies conceptually for our analysis. We also went ahead and consulted recommendations on the quality of care for the management of dementia that was developed by the Alzheimer's Association.


When we take a look at these different healthcare focused intervention activities, we ended up grouping them or classifying them, if you will, across four different categories. If we start to the left of our slide, we had patient-focused intervention activities. This is where staff is intervening, specifically on the patient. Examples of that can include healthcare staff efforts to examine or evaluate or support patients experiencing distress behaviors through behavioral assessment, care planning.


Then, if we go to the right, this was our second, kind of, grouping which is healthcare worker focused activities. These were types of interventions where it's really designed to enhance staff abilities, their skills, their knowledge of how they can manage distress when it is appearing.


Then our third bucket is a combo of the last two, these are interventions that look at both a combination of both patient and healthcare worker activities. Then our last categorization is what we call healthcare worker patient and environment focused intervention activities. Again, these are a combination of the first two, plus there being modifications within the environment based on these interventions to minimize distress.


If we take a look at the measures and the outcomes that were shown across these different studies, they kind of fall into three overall buckets. We have distress behaviors, which was what we were mainly interested. We had quality of life and also antipsychotic use. If we take a look at distress behaviors, by and large the main measures that were utilized were the Cohen-Mansfield Agitation Inventory, so the CMAI.


For those that may or may not know about the CMAI, this is a pretty widely used tool. It's considered a gold standard for how we assess agitation in older adults, individuals, particularly those with dementia. These behaviors are measured across frequency based on 29 specific different types. These are agitative behaviors that typically are observed in the last two weeks, and they are categorized across physically aggressive behaviors, physically non-aggressive behaviors, and verbal agitation.


The CMAI is typically administered by caregivers or healthcare professionals who are rating these behaviors on a seven point scale from never to several times in an hour. What this tool really does at the end of the day is really help identify the nature, and severity of agitation or distress, which can really help with guiding interventions, and treatment planning. The second measure that we looked at that was reported across these studies was the NPI, the Neuropsychiatric Inventory.


This is also an assessment tool that's used to measure 12 neuropsychiatric disturbances such as delusions, hallucinations, apathy, irritability, avarite motor behavior. The NPI is typically a validated, informant based interview that is assessing these neuropsychiatric symptoms over the last month. It is administered through a structured interview with a caregiver or even a staff member.


If we take a look at quality of life, these were the different measures. I'm not going to get into describing all of them, but these were the main ones that were highlighted. As far as antipsychotics use, we looked at the, what was reported, which is typically the number of reduction of medication.


If we go ahead and focus in on that first question, what we find in terms of the study characteristics in long-term care, residential, and inpatient settings, what we find is that all of the studies were among patients in nursing homes or long-term care facilities, mostly were individuals living with dementia. They were mostly cluster randomized trials.


In terms of the study characteristics, what we found in these particular settings were that they were pretty complex. They typically had multiple intervention activities. They were directed at changing multiple behaviors in the expression of distress, and then often changing behaviors at multiple levels. This involved either patient interactions to clinic leadership.


In terms of our findings, so that KQ1, which is, again, "What is the effect of health care team focused interventions that are designed to manage distress behaviors among older adults," our findings in terms of the long-term residential and inpatient settings, we found about three studies across 365 patients. The intervention components are described here on your left.


These are interventions where the focus was primarily in diagnosing distress behaviors, assessment, and care planning, as well as ongoing support for distress behaviors, medication management. Some included life histories. In terms of reduction of agitation, we didn't find a significant intervention effects with the CMAI, so the Cohen-Mansfield Agitation Inventory.


We did find some short-term benefits, which, improvements, but less than two weeks with these other agitation skills that were recorded by some studies, not all. Some use the agitation behavior mapping instrument in capturing distress.


Moving forward, when we looked at that second bucket, that interventions that are specifically designed to support healthcare workers, and developing knowledge skills, and abilities, the intervention components were specifically on providing education on dementia, helping staff build skills, and implementing the tool with how to address distress behavior. These intervention components range widely in terms of what they were about. Some were conducted in a training across a two-hour session while other interventions consisted of training staff across a two-day seminar, and six month of group meetings as an example.


In this particular bucket or categorization, this was across six studies with about 1,700 patients. When we take a look at these outcomes, we find no significant effects for quality of life or antipsychotic use. But when we take a look at agitation, we also see that there wasn't a significant improvement using the CMAI. However, we do see some short-term improvement within a four to eight week period using the NPI, but no long-term improvement; so, some short term, but not long-term gains.


If then we take a look at that third categorization, that's a combination of both healthcare and patient focused intervention, that's where we see the largest sort of number of studies where we looked at 17 studies across 6,400 patients. Intervention components here, the most common was, how do we assess resident behavior so we can support care planning? The involvement of these trainings typically took from a three hour lecture to two days per week for a period of 20 months or. Some of these interventions were anywhere between four to 20-month in duration.


When we take a look at the outcomes across these studies, what we find is that, again, looking at the CMAIs represented across _____ [00:21:12] 11 studies, from a meta-analysis _____ [00:21:23] of seven, there was no reduction in distress behavior. Looking at the NPI, we saw some moderate, but again, not significant reduction. It's important for us to note that there was just significant heterogeneity and there were multiple components. It can be a little bit hard to tease apart which components may be more effective.


Then when we take a look, continuing on with that specific bucket of healthcare worker and patient-focused interventions, in terms of quality of life, we did find across five studies a medium to large benefit, actually, of these types of interventions in reducing – in improving quality of life for older adults. We also saw reduced odds of medication use across eight studies. Then taking a look at that combination of healthcare worker plus patient-focused activities, and making modifications to the environment, we did not find any significant effects.


That kind of summarizes the findings that we had for that KQ1, again, the effect of healthcare team focused interventions in long-term residential care settings. If we move to that KQ question two, we were now looking at healthcare team focused interventions in transitions of care. There was only two studies that looked at distress behaviors during these transitions. One study that looked at a sample of 116 patients found a significant reduction in distress behaviors, but only among 14 with no changes in the other 112 patients.


Then in the second study, we saw that there was no change in negative affect or inappropriately engaged behaviors. Then, if we take a look at that third question about mental health inpatient setting; so how are we seeing any, whether there are any effects of healthcare team focused interventions in the mental health or inpatient setting? We came across to primarily staff focused interventions across three papers. We did see that in a multifaceted intervention that was theoretically driven had ten packaged activities, was found to reduce the rate of conflicts per shift by 15%, and the rate of containments by 26.


Then in a second evaluation of a single-site staff edification program that was focusing in on ongoing monitoring, that there was a reduction in the average number of aggressive incidents in peers or by six to two. A lot to talk about here, but just kind of wrapping us up in terms of the results. Overall, what we found across these studies, and across these three key questions that we were interested in, we do see that most studies involves dementia patients in long-term care settings.


The second is that there are some short-term versus long-term benefits on reducing distress behaviors, specifically when we take a look at that categorization of healthcare worker only interventions where it's about, like, skills building, and education, there were some short-term gains. Then when we take a look at that combination of healthcare worker, and patient interventions, that combination, we do see some improvements in the quality of life reductions, and antipsychotic use.


But the distress reduction question that we had was inconclusive, but in the analysis, we see that it's moving in a direction of being beneficial, but nothing that we could statistically say that was significant.


What that means is that there's still continued gaps in research. I hope this isn't, like, a deflation key point, but I think what we're seeing is that there are few studies, and that are examining interventions that are involving these transitions in care locations or evaluating multifaceted interventions. There is, I think, a ripe opportunity to look into these types of interventions more, but to also start having conversations of where do we go from here?


For us, some of the take home implication points, and implications are the following: We did think it was pretty interesting at that these interventions that looked at, again, that combination between healthcare worker and patient, had these benefits of improving an older adult with dementia experiencing distress, improving their quality of life.


This might be an avenue of potentially looking at what are these outcomes that we're seeing across these interventions? Maybe, even though the goal of the intervention might be to reduce distress, that it is possible to look at other potential constructs like quality of life from a mechanism perspective, and to see, maybe this is an opportunity to see if we target quality of life, maybe that can help in reducing distress behaviors, as an example.


Really thinking about, what are potential novel routes that we can take to address distress where the primary focus isn't to try to attempt that there is an absence of distress behaviors? Distress behavior is inevitable in the context of dementia and so, maybe over focusing on there being zero distress might not be the best approach. Thinking really about other ways in which we are improving either affect or improving quality of life might be ways in which we can still move into the direction of distress reduction.


The other take home point is that there's just insufficient evidence base to assess the impact on healthcare worker outcomes. That is, again, another entry point for us to think about, and consider from a research perspective, and teaming up with our, with clinicians, and other leadership colleagues to, sort of, think about, "What might be the next steps?" Then lastly as a clinical psychologist who sees patients, but who's also a researcher, addressing distress is incredibly complex.


There's just a lot of nuance that goes into when the distress might come up, what might trigger it? How we can work with teams and make modifications to support the care of the older adult. Really appreciating that level of complexity might mean that it's requiring some multi-level interventions with how we're thinking about, and targeting distress behaviors overall.


As much as this was, kind of, a pretty comprehensive approach with how we looked at this overarching question, there are some limitations that are worth mentioning. In terms of the identified literature, most of the literature is coming from long-term care settings of patients with dementia. We're working with what was available and what we had. It might be important to also think about what are other potential types of settings that we can draw from?


The other is complex interventions. This is tricky because with complex interventions, by virtue of it, it involves multiple behaviors by staff, different clinical practices. It's really hard to determine effectiveness of the individual intervention components. When there's just so many things going into an intervention, if they're not being described appropriately, if we're not able to really exact what are the specifics of that complex intervention, it starts to become really difficult, and challenging. Figuring out, well, what is working versus what is not?


We also just found, really, just very little on transitions to care. The other point that we thought, thinking about these different interventions, and the context in which these interventions were occurring, we saw that there weren't any information reported about staff turnover, which can have a significant impact with how these interventions are delivered, and the supports that there are there. Having more information about that would have been great.


Then the definition of distress, it just varies across different studies. As a psychologist, it can be really hard to figure out how are we looking at distress? Are we looking at all components of distress? How are we operationalizing that? Appreciating while there might be some overlap across different studies in terms of the definition, that there is variability, and by virtue of that variability, it can influence how we're thinking about these different types of interventions.


Then a limitation in terms of our approach, we did not include workplace violence literature, which it can be incredibly important with how we're thinking about models of care. How healthcare teams come together, and really trying to figure out the best way to manage distress or recurring distress in a way that's patient-centered.


Also that are the interventions, at least in our approach, the intervention is not primarily focused on distress behavior management. Those were just some general limitations that we thought was worth mentioning. The less, we really appreciate the opportunity to look at these questions. Now I think we are in a position to have some more rich discussions. With that, I will gladly kick it off or pass the baton to Dr. Ellie McConnell.

Eleanor McConnell:
Dr. Kathy Ramos, thank you so much. My name is Ellie McConnell. I'm a nurse researcher at the Durham VA's Geriatric Research Education and Clinical Center, and do a variety of other things. It's an incredible pleasure for me to…. Kathy, can you put that slide back up, please?


Incredible pleasure for me to introduce or reintroduce three discussants that we have with us; the first is Dr. Michele Karel who works for the Office of Mental Health Services in Central Office, and as you heard earlier, was the operational champion for this project.


The second discussant that we have is Jaime Halaszynski, who hails from the Office of Social Work. Last but certainly not least, Elizabeth Czekanski, who is representing the Office of Nursing Services. For the next 15 minutes or so, what we'd like to do is hear from each one of those Central Office representatives, operational partners, with respect to how they see some of the work that's been presented here being put into action. What some of the barriers and facilitators are, as well as some of the additional opportunities for research from an operational standpoint.


I'd like to invite Drs. Karel, Czekanski, and Jamie to unmute your microphone, show us your faces. We'll get started with Dr. Karel. I wonder, Michele, if you'd be willing to talk a little bit about some of the facilitators that you're aware of right now in VA Medical Centers or health systems that would support VA staff as they work with Veterans who are at risk for distressed behaviors?

Michele Karel:
Thank you, Ellie. I just want to say a word to thank this phenomenal ESP team and doing this review for us, cannot thank you enough for this really helpful, and thorough review of what remains a pretty limited research literature. I think we'll talk about that in a moment.


I can talk from the perspective of spending more than a decade working with CLC teams and implementing STAR-VA. I'm just going to put a link in the chat about that program. Again, as was mentioned earlier, STAR-VA is a person centered team based behavioral problem solving approach to help CLC teams understand, and manage distress behavior among residents with dementia. It's, in terms of the three levels, really addresses patient-focused healthcare worker and environmental interventions.


Thanks to Kim Curyto, and Dr. Kim Curyto, and QUERI funding, and many partners, we've learned a lot about implementation facilitators and barriers in this space. I want to share with the group, this paper, which provides a lot of detail about that. It will take just a minute or so to share some of what we have learned about facilitators in addressing this really, really challenging clinical problem.


First of all, I think, is that the culture issue about just the teams that are dedicated to Veteran-centered care, and strong teamwork are just critical, critical ingredients. I think anytime we offer a new intervention, it could feel like it's, like, more to do. But what we have found really helpful is when teams can simply integrate a way of providing care integration into usual care; so integrating into regular huddle, regular employee education, regular healthcare record documentation.


That can be very, very helpful. We have found that very strong partnerships between behavioral health and nursing are really, really important for making progress in this area. We have found that strategies for routine, and consistent team communication, which engages direct care nursing staff regarding individualized behavioral assessment, and care planning is very, very critical.


Certainly, having leadership support, local leaders who see this as a priority area, that there's time for staff training, for example. Certainly, staff education is always important, but having formal in-services isn't the only method. We have found that having a variety of methods, sort of, in-the-moment training, role modeling, behavioral rounds, are all important mechanisms. We're always learning together.


We have found in the CLC that utilizing what's called the CONCERT quality improvement program strategies, it's using mechanisms such as, again, engaging frontline staff as experts, tracking Veterans with behavioral concerns via what's called watch-list huddles. Focusing on what matters most to Veterans, a concept of the age-friendly health system with tools such as an all about me form. Having consistent staff assignment, all of these strategies help teams manage and address distress behaviors.


Certainly, it helps to connect interventions to quality measures that leaders care about, and to show that we, if we do these things as a team, we can improve quality of care. I'll leave it at that and see what the others have to share.

Eleanor McConnell:
Thanks, Michele. I forgot to mention that we encourage participants on the webinar to go ahead and put questions that you may have for either the panelists or the presenters in the Q&A. But Jamie Halaszynski, I'm going to turn next to you. What thoughts do you have about facilitators building on what Michele had to say?

Jamie Halaszynski:
Absolutely. I just, I wanted to thank the team for including social work in the discussion. I'm very excited to be here today. That's one of the wonderful aspects of VA is that we have just such an amazing dedication to interprofessional care. As social workers, we really want to be used. We really want to be a part of that team discussion. Social work, we're uniquely suited to communicate back to the family, and a Veteran supports to discuss what matters most to the Veteran. What matters most is really the first "M" in our age-friendly health systems. It aligns with our Whole Health principles.


Then we also engage the Veteran and the family in advanced care planning, and document those plans, and preferences in the electronic health record, and other areas that are accessible to staff. There's really a great approach at the Durham VA where they're using a poppy flower poster board that's listing best ways to approach a Veteran. Ways that a Veteran is calmed, their favorite food, and drinks, and just other aspects to know that are important for their care preferences. Thank you, and I'll turn it over to Elizabeth.

Eleanor McConnell:
Thank you, Jamie, and thanks for the shout out to Durham's Spark-Seed-Spread effort. Let me turn next to Elizabeth Czekanski. Elizabeth, what are your thoughts about facilitators of implementing some of the approaches that we've been hearing about?

Elizabeth Czekanski:
Yeah. To build off of what both Jamie and Michele have been indicating, first I want to say, I'm going to take myself off camera because I'm having bandwidth issues, and a lot of interruption with the audio. Hopefully, that helps. But one of the things that comes to mind for me for nursing is certification.


First and foremost, I think about nurses, and there's research out there that indicates that nurses who are certified, there is definitely identified links between certified nurses, and better outcomes in patient care. I, we, have a Let's Get Certified campaign in the Office of Nursing Services. We encourage all of our nurses at different levels, and serving different populations to be certified in that particular specialty.


I also would say that looking at some of the things that Michele was talking about with training, and education, and staff, there are various models out there that already exist like safe patient handling, and movement models with unit champions that help to provide that in-the-moment Train the Trainer models, providing that modeling of, actually behavioral interventions, that are sometimes needed, some of that coaching.


Then I would also say that there are other opportunities, I think, to consider different roles such as a milieu therapist on these units. Like, we have an inpatient mental health that would help to oversee patient activities, and influence positive interventions within the milieu, help maintain that environment to be therapeutic, providing, making sure it's not under or overstimulated, et cetera.


I would also encourage and think about how it's so important to engage the leaders at all levels from the VISNs, including VISN directors, CNOs, to the facility leadership. ADPCSs, unit manager, engage them as to the responsibilities for the care, and interventions for these patients.


Then one of the things I often think about is starting, where do we start with our mission and vision statements? We talk about that on the inpatient units for mental health, about the unit level, writing mission, and vision statements for that unit level to address that specific population. What is done in a CLC is not the same is what's done on a med-surg unit or inpatient psych, et cetera.


CLC leaders coming together with staff, and writing those mission, and vision statements to ensure that the culture is dedicated to Veteran center specific care, especially for this population.

Eleanor McConnell:
Elizabeth, thanks so much. You make me think about how aligned some of this work is with I CARE values. But as you say, everything's local. I'm going to ask you to now turn your attention to barriers that you see, and I'm going to ask you to be really crisp about this. Recall that we thought this audience might be more interested in facilitators and barriers, but we certainly want to be comprehensive here. What's your top three list about barriers that you see, barrier to implementation of this work?

Elizabeth Czekanski:
Yeah. Yeah, staff turnover, nursing shortages, it's at the top. If we don't have the staff to provide this care to the Veterans, then this is all fallen by the wayside, right. Looking and addressing staff turnover and nursing shortages, we know there's also, sometimes funding shortfalls for staffing. That tends to be, of course, a barrier, not having enough staff, the right staff.


Then thinking about targeting that staff who are new because a lot of times and some of the research also indicated that in general about 70% – 17% of new nurses leave their positions in the first year. About 56% leave their positions in the first five years, so maybe looking at addressing some of those newer staff that are in those CLCs. Then leadership turnover, looking at the aging population with leadership as well, and the transitions, and turnover of that population.


Then I think about also the limited availability of programming available on the CLC units to actively engage this population, and determine what patients can, and cannot, or may not benefit from groups, and active programming. Those are some of the things that come to my mind as well as addressing generational differences in your teams, and healthcare workers, so looking at the different educational learning needs, and preferences of, say, a younger population like the millennials. How they learn, are they –? They may not engage as much verbally, so how….

Eleanor McConnell:
Really understanding, sort of, what some of the challenges, and teaching some of these approaches might be –?

Elizabeth Czekanski:
Yeah.

Eleanor McConnell:
– When these new generations come on. Well, thank you. I want to turn next to Jamie. Jamie, what thoughts do you have about key barriers?

Jamie Halaszynski:
I would just also add the environment. It's not always adapted well to the needs of this population. I mean, there are some beautiful community living centers, but on medical/surgical units, there may be no group space to have patient activity. It can _____ [00:45:01 to 00:45:06] just that milieu.  


In addition, sometimes all of the team members are  not on the same page or they're not communicating well about what matters most to the Veteran.  _____ [00:45:18 to  00:45:23] mental health professionals and other members of _____ [00:45:27]. We really want to link back to the high reliability principle of deference to expertise.

Eleanor McConnell:
Jamie, thank you. Bow I'm going to turn quickly to Michele Keral. Your thoughts about barriers over and above what you've heard already?

Michele Karel:
Yeah, I think Elizabeth and Jamie covered a lot of the main barriers. I think an important barrier that just has to do with professional development and training is that I think, in general, so many healthcare professionals that don't have training, competencies, comfort and caring for people with serious mental illness, with dementia, with distress behaviors, that can feel, like, really scary.  


You can feel ill-equipped. You cannot have confidence. I think that leads sometimes to an attitude of, "It's not my job, it's someone else's job to take care of people with these kinds of needs." The bottom line is the population we serve, it's really all of our job. How do we prepare and support our workforce in having the basic skills, in helping to meet the needs of this population, and in a system, especially now that's very stressed out?  


Not a lot of extra time for training and so forth; and I'll just say that I think a major barrier has been just a lack of national program resources dedicated to changing practice in this area. We need bottom up, but a top down also, a support, to make a change in this area.

Eleanor McConnell:
Thank you. The last question that we have before we open things up to the audience. Again, I'd encourage you to drop things in the Q &A section as you have questions, really has to do with research. We've heard Dr. Ramos talk about their, this research base is thinner than we would have liked.


I wonder, Jamie, if you're able? It looks like you're having a little connectivity issue, but if you're able to speak, could you get us started with respect to research that you'd like to see VA pursue in this area?

Jamie Halaszynski:
I would say, really, the impact of age-friendly health systems for the subset of our older population, especially since VA will become the largest integrated healthcare system that will be recognized as age-friendly.

Eleanor McConnell:
Sounds like a really promising avenue. Elizabeth, how about you?

Elizabeth Czekanski:
I think about what data exists for when these challenging behaviors tend to occur. Are they occurring more on, of course, evenings or weekends? Then looking at the staffing that corresponds to that? The other thing I think about is how can AI, artificial intelligence, maybe assist the healthcare workers in earlier interventions? Then lastly, what or how can intergenerational teams optimize care? Or what is out there about intergenerational teams to optimize the healthcare?

Eleanor McConnell:
Thank you. Then Michele, bring us home here with respect to your thoughts about additional research.

Michele Karel:
I mean I think, there are so many opportunities for research in this area. It's a growing need, and important clinical issue for Veterans, and older adults in general. I hope some of you listening are interested. But some ideas include, like, what can help us identify at risk patients earlier?


That gets to Elizabeth's point; maybe AI could help. But really, how to we focus on preventive interventions, rather than, crisis response in these situations? Really helping us understand how these interventions… I will say that they're, locally, there's some really promising approaches that are being implemented across the continuum of care.  


How can we show that they have an impact on quality of care, and on performance indicators that leaders care about? Really, would love to see support in how we can adapt, and disseminate promising local practices. Ellie, in your neck of the woods, there is really an amazing program on dementia care in the hospital medicine setting. Or how can we think about sharing that with other sites and evaluating that dissemination?  


Then another thing that we've been thinking about is how do we adapt well-established practices for one setting, like STAR-VA in the CLC setting, to other care settings where there's great need like hospital medicine or inpatient mental health? We really need evaluation teams to help with adaptation, implementation, and evaluation. Those are just some ideas.

Eleanor McConnell:
Wow, well, again, for the researchers on the call, really nice research agenda there; and for those of you who are in operational positions, again, I'm always struck by, despite some pretty substantial barriers, VA has really led the way in terms of having the right structures, and processes in place. Highly valuing the interprofessional team, history of embedding behavioral health specialists in non-traditional or in places where traditionally behavioral health specialists aren't found.


I'm cautiously optimistic that we can continue to lead in this area. I'm going to look over at the Q&A. Lana Wolfe wants to know, "Where I can find that poppy tool that was mentioned?" Lana, I'm happy to follow up with you about that. The poppy flower is a tool that we adopted from the Madison VA, which is, I believe, the only dementia friendly hospital that's recognized in our system. We adopted and expanded that as part of a VA innovations network or iNET, Spark-Seed-Spread initiative. We'd be delighted to share that with you as well as our experiences.


Other questions? Thanks. I know there's been a tremendous amount of information that's been conveyed during this time. Again, we do have a few minutes more. I want to encourage participants, if you have questions for either the two leaders who, sort of, started us off with the background on how the evidence synthesis was formulated or what some of the takeaway points were, I suspect that they would be willing to answer questions offline.  


I believe in the chat they have provided links to the full evidence synthesis report as well as to the recently, the, sort of, more abbreviated version that was published in the Clinical Gerontologist, I think just within the past month. Again, I'm just keeping my eye on the Q&A. I'll look to my other co-presenters here to see if you have any other thoughts while we're waiting for additional questions.

Rob Auffrey:
Can I just jump in for a second?

Eleanor McConnell:
Please do, Rob.

Rob Auffrey:
Excuse me, I'm sorry. It might be a good time for Dr. Shepherd-Banigan to post those links again that she posted through the chat at the beginning of the webinar. There is another person who was asking for the poppy information. Is there a link that we could provide right now?

Eleanor McConnell:
My goodness, so I realized I wasn't scrolling down on my Q&A. Emily is asking for it. Our good colleague, Marianne Shaughnessy, has a question here, or a comment: "While it's traditionally been very challenging to conduct research in long-term care settings," boy, that's true, "VA has some infrastructure to support future CONCERT program activities." Again, we may want to disseminate more broadly to the attendees here, some of the information about the CONCERT program. Other questions or thoughts?

Rob Auffrey:
Michele, is that the link for the poppy information, the SharePoint?

Michele Keral:
No, I'm sorry. That's a link to the CONCERT SharePoint site, which is the Quality Improvement Initiative in the CLCs, which is really an amazing framework for providing high-quality, Veteran-centered care. I just wanted people to have that. I don't have a link to the poppy handout.

Eleanor McConnell:
I'm smiling because we have been testing this poppy out. While we are very much convinced in the Durham VA that it is a real asset, some of the facilitators and barriers that were mentioned earlier pertain to implementation of that. We were wanting to get our processes a little bit more standardized before we had it posted on a website or something.


But certainly, I can send those of you who are interested a copy of it. When we're finished with some of our evaluation, I think we'll be better positioned to make it available to the system as a whole.

Rob Auffrey:
Is there an e-mail that they can send a request to you to have the poppy information sent to them?

Eleanor McConnell:
I will put that in there right now. Thank you, Rob.

Rob Auffrey:
There are a couple of more questions that did come in. I'm not sure if they're comments or questions.

Eleanor McConnell:
Let me go there. Okay. Lana Wolfe is asking, "Is it essential that the STAR-VA language is used? Nursing managers here state that, 'Our VA only does behavior plans?'" Michele, I'm going to invite you to answer that. But I'll get us started by saying I think about STAR-VA as a multi-component intervention of which behavior plans are only one component. Michelle, I don't know, if you agree with that statement and/or if you have other comments for Lana?

Michele Keral:
I didn't quite hear and I don't know how to look at the Q&A. Could you say again what, that they don't want to use the term behavior plan? Is that the concern?

Eleanor McConnell:
Is it essential that the STAR-VA language is used? Nursing managers here say that our VA only does behavior plans.

Michele Keral:
I might want to follow up with that person because I'm not sure I completely understand. Yes, the survey is multi-component, and it's really about excellent Veteran-centered care. In VA we do use the term behavioral assessments that inform individualized behavioral care plans. I'm not sure the language is inconsistent, but I'm happy to follow up because I think maybe I'm not grasping the question.

Eleanor McConnell:
I can make that happen. Lana, thanks for the question. Then last, I want to note that Marianne Shaughnessy has mentioned that implementation of age-friendly principles of care would be great in inpatient settings. The Office of Geriatrics and Extended Care is trying to spread the movement to inpatient settings, and is always interested in looking for those who want to get involved.


The way to do that, and I'm just going to, Marianne, copy this into the chat, the age-friendly. It looks like a general mailbox. Again, just bear with me for 90 seconds while I put that in the chat. Rob, I'm noticing that it is at the top of the hour here.


Thank you, Michele, for dropping in the age-friendly SharePoint site. That's another really important resource. I'll just scroll down my Q&A one more time.

Rob Auffrey:
I just answered agefriendly at VA dot gov so that it would go out in the Q&A as well as the chat. That's all.

Eleanor McConnell:
Beautiful, beautiful, thank you, Rob. Rob, are you the person that draws us to a close since it's late –?

Rob Auffrey:
Yeah, I can do that. I can do that.

Eleanor McConnell:
– And noontime? I'll turn it over to you.

Rob Auffrey:
I'm sorry. Thanks, everybody….

Eleanor McConnell:
I'll turn it over to you.

Rob Auffrey:
Thank you very much. When I close the webinar in just a moment, a short survey will pop up. Please take a few moments and provide answers to those questions. I know there was a lot of information in this one.


You will get a link to the recording and eventually the transcript, so bear with us. Once again, please do provide answers to those questions. Thank you, everybody, who made the presentation today, and who attended.

[END OF TAPE]
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