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	GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTER
Annual Report:  Fiscal Year 2006

Part II:  Accomplishments

	NOTE:  The GRECC Annual Report reflects status and accomplishments of GRECC Core Staff * (as defined below) only.  The “Report Year” is from October 1, 2005 through September 30, 2006.    

You are welcome to use this report format for your own internal reporting purposes, 

in which case you may exceed the recommended limits of numbers of responses and their length 

(“list no more than…” “Describe the three most important…” “limit your response to five lines or fewer”)

---BUT--
Please limit to ten pages or fewer the version SUBMITTED TO VACO .


	*GRECC Core Staff is limited to either Primary Core, Affiliated Core, or Research Core: 

· Primary Core = positions authorized by the original GRECC allocation plus any addition in ceiling from VA Central Office specifically designated for GRECC.  


· Affiliated Core = Staff who work full- or part-time in direct support of the GRECC’s research, education or clinical activity.  

· May be either “contributed” by the VA Medical Center or 

· May have been acquired through centralized enhancements/awards for programs 
(e.g., Home-Based Primary Care, Geriatric Evaluation and Management Program, etc.)  

· To be considered Affiliated Core, staff must be organizationally aligned under the GRECC or specifically identified by the Medical Center as “GRECC-affiliated staff.” 
 

· Research Core = Full-or part-time staff who devote 51% or more of their total time to GRECC research and whose salaries are supported by research funds (either VA or non-VA).  Includes all GRECC staff whose salaries are paid from research funds, e.g.:

· Associate Investigator

· Assistant Research Scientist

· Senior Research Career Scientist

· Research Career Scientist

· Advanced Research Career Scientist.



	IMPORTANT:    Throughout this report, please AVOID/MINIMIZE JARGON.  Each response is much more likely to be included in secondary communications derived from the Annual Reports if it can be readily understood by a non-technical readership.



	1.  GRECC NAME/LOCATION

	a. GRECC Name:  BRONX/NY HARBOR 

b. Location (facility, VISN):  BRONX, NY/VISN3



	2.  CONTACT PERSON

	a. Name: Barbara Morano/Albert L. Siu, MD, MSPH

b. Position: Administrative Officer/Director

c. Phone, e-mail: 718-584-9000 x3800  barbara.morano@va.gov


	3.  GRECC FOCUS AREA(S)

	NOTE:  Please succinctly list your GRECC’s Focus Area(s), one per line below.  After each focus area listed, please indicate with a check mark () which of the research type(s) suitably describes the work conducted (including planning, implementation, analysis, and dissemination/publication) within that focus during the Report Year. Add additional lines by positioning your cursor at the lower right side of the table and striking the “Tab” key.

	GRECC Focus Area
	Research Type

	
	Basic Biomedical
	Applied Clinical
	Health Seervices 
	Rehabilitation

	Proteomic and genomic research
	x
	
	
	

	Biomarkers of functional decline
	x
	
	
	

	Improving palliative care
	
	x
	x
	

	Prevention of functional disability
	
	x
	
	

	Improving processes and outcomes during transitions between sites of care
	
	x
	x
	

	
	
	
	
	

	
	
	
	
	


	4.  ADMINISTRATION

	a. GRECC Impact on Host VAMC in Report Year:  list the most important ways in which the GRECC has had specific impact on host VAMC’s research, staff education, program evaluation, or clinical care improvements for elderly veterans (i.e., how the GRECC has “made a difference” in these areas within the entire host VAMC) during the Report Year.  Please limit your response to 5 or fewer “ways”; and please limit your description of each of the five “ways” to five lines or fewer.  
· The GRECC contributes to the education and training of staff and trainees at the Bronx VA in both palliative and geriatric care. It sponsors an Interprofessional Palliative Care Fellowship Program funded by VACO, a weekly seminar series on geriatrics, palliative care and teamwork, monthly case conferences on palliative care, monthly Grand Rounds on geriatrics and palliative care, and a large annual videoconference. Both face-to-face and distance learning methods are used.  

· GRECC investigators worked with non GRECC investigators in Primary Care and Spinal Cord Injury to develop projects for publication and grant proposal. The 2 projects included a study of beta-blocker prescribing patterns for veterans with systolic heart failure and a study of the prevalence, burden and psychological correlates of pain in patients with Spinal Cord Injury.

· GRECC staff worked with other VISN3 staff to develop and implement a medication reconciliation protocol when veterans are transferred between care sites. Medication reconciliation identifies discrepancies in drug regimens from different data sources or time points to inform prescribing decisions and prevent errors.  It was recognized as effective during a JCAHO survey of the JJ Peters VA in 2006, and funding for an evaluation of the protocol was awarded by VA  HSR&D to Dr. Boockvar.

· The GRECC has been involved in all stages of the development of the Palliative Care Consultation Service, and the Supportive Care Unit that provides hospice care for veterans. Both of these services are also key educational components of the Interdisciplinary Palliative Care Fellowship Program. The Palliative Care Consultation Service this year shared the Circle of Life Award with the other Palliative Care Services in VISN 3.
· A new Geriatric Consult Clinic “without walls” was established which meets in the Primary Care Clinic and in the Diabetes Team Clinic. While not a clinical demonstration project, the GRECC also saw the need to strengthen comprehensive geriatric assessment to hospitalized elderly veterans so  a new inpatient geriatric consultation service was instituted.


	b. GRECC Impact on VISN in the Report Year: list the most important ways in which the GRECC has had specific impact on the host VISN’s research, staff education, program evaluation, or clinical care improvements for elderly veterans (i.e., how the GRECC has “made a difference” in these areas within the entire host VISN) during the rating period.  Please limit your response to 5 or fewer “ways”; and please limit your description of each of the five “ways” to five lines or fewer.  
·   The JJ Peters/New York Harbor GRECC researchers received $3.1 million in VA, NIH and other funded grants in FY06.  This has come about in part from collaborations with palliative care clinicians to successfully compete for more than five VA and other research funded grants related to costs, quality and outcomes of palliative care for veterans.  
·  GRECC staff worked with other VISN3 staff to develop and implement a medication reconciliation protocol when veterans are transferred between care sites. Medication reconciliation identifies discrepancies in drug regimens from different data sources or time points to inform prescribing decisions and prevent errors.  It was recognized as effective during a JCAHO survey of the JJ Peters VA in 2006, and funding for an evaluation of the protocol was awarded by VA HSR&D to Dr. Boockvar.

·  The GRECC sponsors an active training program in geriatrics and palliative care, with 4 fellows each year in the prestigious VA Interprofessional Palliative Care Fellowship Program, 9 Associated Health trainees in FY06, and 6 geriatrics fellows who spend part of their training experience here.  The GRECC is the educational partner for the VISN 3 Palliative Care Initiative, the only comprehensive network palliative care program in the VA system.  This effective and innovative approach has ensured quality care for veterans at the end of life by providing VISN staff with the educational tools and resources necessary to deliver evidence-based and compassionate care. The VISN program has become increasingly recognized within and outside of VA as an exemplary and trend-setting program.



	c. GRECC Trend-Setting Innovations since October 1, 2001:  list the most significant GRECC research, education or clinical innovations in the past five years. For each item, provide date or date range, GRECC core staff responsible, and a description.  Please limit your response to 5 or fewer innovations; and please limit each of the five innovation descriptions to five lines or fewer.  
· The Palliative Care Consultation Team has been a key clinical and educational program at the J.J Peters VAMC for the last 5 years.  This interdisciplinary team has significantly improved the care of veterans at the end-of-life and the well being of their families. It has provided clinical education in palliative care for trainees in palliative care, geriatrics, internal medicine, nursing, social work, and other disciplines, as well as for clinical staff throughout the medical center.
· The GRECC has been a key innovator in the development, refinement and dissemination of education and training programs and strategies in palliative and end-of-life care.  Led by Drs. Judith Howe and Deborah Sherman, GRECC faculty and staff have developed and refined educational programs that include a competitive fellowship program, a nationally disseminated curriculum, videoconferences, and other educational sessions. 

· GRECC staff has authored major studies on the effect of inpatient processes of care in patients with hip fracture.  These studies have wide implication for other inpatient geriatrics conditions.

· GRECC faculty and staff have conducted innovative research on transitions.  Older adults can experience harm from communication lapses during transfer between sites of care.   We quantified drug prescribing changes and adverse drug events (ADEs) during transfer between hospital and nursing home and compared rates in VA and non-VA settings.  Results showed that were significantly fewer prescribing changes during transfer in the VA setting (p < .001).  The incidence of transfer-related ADE per episode of care was.23 and .32 in VA and non-VA settings, respectively (p=.29).  It appears that potentially harmful prescribing changes occur more frequently in non-VA than VA settings. 



	5.  RESEARCH

	a. Key Findings Published in the Report Year on projects for which GRECC Core Staff was PI or Co-PI:  
list five or fewer; for each item provide GRECC Core Staff name(s), journal reference, and description of topic/ method/results/clinical significance. Please limit each response to 5 lines or fewer. 
·  Penrod JD,  Deb P, Luhrs C, Dellenbaugh C, Zhu C, Hochman T, Maciejewski  ML, Granieri E, Morrison RS.  Cost and utilization outcomes of patients receiving hospital-based palliative care consultation. J Palliative Medicine. 2006;9: 855-860.  We examined the association between palliative care (PC) consultation and hospital costs of patients who died in two VA hospitals. PC patients were 42 % (p<05) less likely to be admitted to ICU; their direct and ancillary costs per day were significantly (p<.05) lower than costs for matched patients.     

· Boockvar, KS, Marturano, C, Fridman, B.  Ineffective communication of mental status information during care transfer of older adults.  Journal of General Internal Medicine.  20: 1146-1150 (2005). We identified factors associated with a mental status description in inter-facility transfer documents. 67% of patients missing such information on transfer had dementia. Transfer mental status description was more often present with urgent transfers and among patients without dementia, for those with greater cognitive impairment. 

· Zhu CW, Scarmeas N, Torgan R, Albert M, Brandt J, Blacker D, Sano M & Stern Y. (2006). Clinical Characteristic Associated with Formal and Informal Care Costs in AD: Baseline Data From the Predictors Study. Neurology, 66(7): 1021-8.  We estimated the incremental effects of 180 AD patients' clinical characteristics on disease costs. A 1-point increase in the Blessed Dementia Rating Scale was associated with a $1,411 increase in direct medical costs and a $2,718 increase in unpaid caregiving costs.

· Siu AL, Boockvar KS, Penrod, JD, Morrison, RS, Halm, EA, Litke A, Silberzweig, SB, Teresi, J, Ocepek-Welikson K, Magaziner, J. Effect of inpatient quality of care on functional outcomes in patients with hip fracture. Medical Care 2006; 44:862-69.  We examined the effect of cumulative process measures on functional outcomes in hip fracture and found that the cumulative process was associated with better outcomes even when individual processes were not.

· Ho L, Sharma N, Blackman L, Festa E, Reddy G,  Pasinetti GM. From proteomics to biomarker discovery in Alzheimer’s disease.  Brain Res Brain Res Rev. 2005 Apr;48(2):360-9.  High-throughput cDNA microarray was used to identify candidate genes whose expression is altered in the brains of cases at risk for AD dementia.  A series of high-throughput proteomic studies was initiated and it was found that the expressions of proteins involved in synaptic plasticity are selectively altered in the brain of cases at high risk to develop AD & MCI.


	b. Key Findings Published in the Report Year on work in which GRECC Core Staff served as Co-Investigators to a Non-GRECC PI:   list five or fewer; for each item provide GRECC Core Staff name(s), journal reference, and description of topic/method/results/clinical significance.  Please limit each response to 5 lines or fewer. 
· Nelson JE, Tandon, N, Mercado AF, Camhi SL, Ely EW, Morrison RS.  Brain Dysfunction:  Another Burden for the Chronically Critically Ill. (2006)  Arch Intern Med. 166(18):1993-9  We studied 203 consecutive, chronically critically ill adults after tracheotomy for failure to wean. Before hospitalization, 75% of patients were independent and cognitively intact. At 6 months, 75% were dead or institutionalized; of 85 survivors, 68% were too impaired for telephone cognitive assessment and 62% were dependent in all ADLs.

· Kronish IM, Federman AD, Morrison RS, Boal J. Medication utilization in an urban homebound population. J Gerontol A Biol Sci Med Sci. Apr 2006;61(4):411-415. We studied 415 homebound primary care patients. Older age was associated with fewer medications (p <.001) and more comorbidity with more medications. 27% lacked prescription drug coverage and their median out-of-pocket cost per month for meds was $223. For homebound patients without prescription drug coverage, medication use may represent substantial financial burden.

· Kris AE, Cherlin EJ, Prigerson H, Carlson MD, Johnson-Hurzeler R, Kasl SV, Bradley EH. Length of hospice enrollment and subsequent depression in family caregivers: 13-month follow-up study. Am J Geriatr Psychiatry. 2006 Mar;14(3):264-9. We looked at the association between length of hospice enrollment and major depressive disorder (MDD) among 175 surviving primary family caregivers. The adjusted risk of MDD was significantly elevated for caregivers of patients who had very short hospice enrollments. 



	6.  EDUCATION

	NOTE: DO NOT list trainee and conference data here--those data are reported in the GRECC Electronic Database.

NOTE: You may list educational activities here even if they were supported by funds that qualified for inclusion in the ePROMISE (RDIS) database if you wish.

	a. Innovations in Educational Activities Implemented during the Report Year  (list five or fewer.  Please limit each item to 5 lines or fewer and include clarification of how each activity is innovative.)
·  The GRECC Education Program has piloted a new program for trainees as it relates to funeral home care of the deceased and family.  Trainees visit a funeral home, interview the funeral director regarding his role, learn about the care of the physical body and burial options, assess cultural and spiritual perspectives, and observe bereavement support services.  The experience is reported in a brief paper to faculty.  

· A second pilot project for trainees is geared to preparing future health care leaders to be effective educators. Trainees are required to contact the supervisor of a health care facility, conduct a needs assessment regarding palliative care education of the staff, develop learning objectives, provide a PowerPoint presentation on the selected topics with web-based resources, and conduct a program evaluation after implementation.

·  During the reporting period the weekly GRECC Associated Health Trainee seminar series was expanded to include non-GRECC trainees.  The seminar series was listed in the annual course listing for the Consortium of New York Geriatric Education Centers and offered via videoconferencing to Hunter College Social Work graduate students and employees of DFTA. Social work trainees at the adjacent Jewish Home and Hospital facility participate weekly and another MSW trainee participates from the Brooklyn VA via audioconferencing. 



	b. Exportable Educational Products First Available for Distribution in Report Year List five or fewer of the most important products.  For each item, limit the response to five lines summarizing content, target audience, format, and product evaluation plan and results.  Include educational products developed in previous years ONLY if this is the first year they have been available for distribution.
·  The GRECC, in association with the New York Consortium of Geriatric Education Centers (CNYGEC) and other partners, developed and disseminated a curriculum on Rural Geriatric Education and Mental Health.  This curriculum, co-edited by Dr. Howe, provided the basis for a pilot semester-long undergraduate course for a variety of health profession trainees interested in gerontology. Students engaged in a two-week clinical immersion experience at a rural geriatric clinical site.  The course received very strong ratings by the learners.
· The GRECC was a partner in the CNYGEC Inter-University Geriatric Health Panel that developed and disseminated a curriculum on Geriatric Mental Health and Emergency Preparedness. Co-edited by Dr. Howe,  with contributions by Dr. Sherman, this curriculum provided the basis for an innovative 40-hour certificate program in Geriatric Emergency Preparedness which was held in May 2006.  Both the curriculum and the certificate program address the needs of special populations such as veterans.  

·  GRECC faculty and staff (Howe, Sherman, and Morano) completed a major third revision of the widely disseminated Interdisciplinary Curriculum on Geriatrics, Palliative Care, and Interprofessional Teamwork.  This curriculum, first developed in 2001, provides the basis for the weekly GRECC Associated Health Trainee seminar series, and has been disseminated widely.



	7.  CLINICAL DEMONSTRATION PROJECTS

	

	NOTE:  A clinical demonstration program is defined as:

· an ongoing, clinical, cooperative collaboration between the GRECC and host VA medical center;

·  that carries out and evaluates assessment strategies, management approaches and/or specialized investigations 

· of a targeted or focused group of elderly patients 

· with the intention that findings will be disseminated for the advancement of the field.

A clinical demonstration program is comprised of one or more clinical demonstration projects, each of which is defined as 

· a set of one or more clinical activities 
· integrated and coordinated under a specified protocol 
· designed to permit evaluation(s) of processes and/or outcomes.
Evaluation of a clinical demonstration program may be a comprehensive assessment of the activity and/or the clinical outcomes.  Alternatively, evaluation may concentrate on a prioritized and feasible set of more focused or specific, project-related questions, e.g. related to improved diagnosis, quality of care, patient satisfaction, drug compliance, functional status, etc.  Ongoing and subsequent modifications of the care model may also be evaluated as may be the practicability and outcomes of exporting new clinical models or variations of models to general care settings and/or smaller, more resource-limited VA medical centers or outpatient facilities.



	a. Clinical Demonstration Projects Underway in Report Year: list all GRECC Clinical Demonstration Projects underway. For each item, indicate whether New or Ongoing in Report Year.  You may include up to five lines of descriptive text for each Project.  
 
NOTE:  The number of Projects listed should be equal to the number of Clinical Demonstration Projects you have listed and named in the GRECC Electronic Database. 

· Ongoing - The Palliative Care Program: Inpatient Consultation Service, Outpatient Clinic and a Supportive Care (Hospice) Unit that is integrated into VISN 3's Palliative Care Program through the use of standardized templates, training and quarterly conferences and serves as the major clinical educational experience for the JJ Peters' VA' Interdisciplinary Palliative Care Fellowship Program.  In FY 06,  the team performed 242 inpatient consults and the supportive care unit had 35 admissions and 40 discharges.
· Ongoing - a GRECC geriatrician attends the weekly sessions of the Movement Disorders Clinic. In the 2006 reporting year he saw 154 patients with the neurology attending physicians. Of these, he identified 44 who would benefit from further, geriatric assessment which he then performed. Time and space constraints necessitated that these assessments be limited and focused. 

· New - Geriatric Consultation Clinic has further developed the concept of "embedding" geriatricians where the elderly veterans receive most of their care by providing Comprehensive Geriatric Assessments in both the Primary Care Clinic and the Diabetes Team Clinic. Physicians in both of these clinics had noted that geriatric issues, particularly cognitive impairment, had been interfering with medical care and have welcomed the geriatrics input. The Geriatric Consult Clinic has become a major clinical teaching site for the geriatrics fellows and will be expanded to other clinics in the medical center.

	b. Evaluation of Clinical Demonstration Projects:  for each GRECC Clinical Demonstration Project listed in 7a above, summarize the evaluation activity. If no evaluation results are available, be explicit as to the focus of the planned evaluation, and when it is anticipated to occur.  If the project has been completed during the Report Year, provide key findings and their significance.
NOTE:  Do not list patient service use data here.  Those data are reported in the GRECC Electronic Database.

·  The GRECC examined the association between palliative care (PC) consultation and hospital costs of patients who died in NY Harbor Healthcare System acute care over 12 months. PC patients were 42 percentage points (p<05) less likely to be admitted to ICU; their direct and ancillary costs per day were significantly (p<.05) lower than costs for matched usual care patients. Penrod JD,  Deb P, Luhrs C, Dellenbaugh C, Zhu C, Hochman T, Maciejewski  ML, Granieri E, Morrison RS.  Cost and utilization outcomes of patients receiving hospital-based palliative care consultation. J Palliative Medicine. 2006;9: 855-860.  
· Because of Dr. Clark’s recent recruitment, the embedded geriatrics consultation clinic is new and evaluation plans are being formulated. Through chart review we will evaluate whether these comprehensive geriatrics assessments are identifying new problems, particularly with regard to cognitive function and gait. We will then look at whether recommendations have been implemented. At a later date we will examine longer-term outcomes.



	c. New Clinical Models developed at your GRECC that were exported in the Report Year (list up to five examples, up to two lines each; provide name of new clinical model, name of VA or non-VA facility to which it was exported, and method of export, such as “Falls Clinic protocol sent to X VAMC”):
· Experience drawn from the supportive care unit and palliative care consult service has been adapted to expand palliative care services in every VISN 3 facility.



	8.  CONSULTATION AND OUTREACH

	NOTE:  Consultation = GRECC staff going to sites within host VAMC or having those staff come to the GRECC, to assist in development of research, education or clinical programs at those sites.  Outreach = GRECC staff going to non-host VAMC facilities or having those staff come to the GRECC (in person or by video or other technology) to assist in development of research, education or clinical programs at those sites.

	b. Current Year Activity Outcomes (list up to five examples, up to two lines each; summarize specific outcomes realized from current year consultation, e.g., “Host VAMC instituted a Falls Clinic after consultation from GRECC staff;” or outreach, e.g., X VAMC instituted a Falls Clinic after GRECC outreach via series of videoconferences):
· Dr. Judith Howe has visited two VISN facilities, Brooklyn and Lyons, to consult on enhanced interdisciplinary teamwork with palliative care consultation teams.  These intensive workshops have resulted in team-directed action plans geared to optimizing teamwork.  She is following up with each team in FY 07.

· GRECC education staff conducted an assessment of learning needs in palliative and end-of-life care at four facilities in VISN 3. The survey identified caregiving as the greatest need and the upcoming multi-site videoconference will focus on caregiving issues at the end of life.

· Dr. Howe facilitated a workgroup of GRECC AD/EEs on palliative care.  This initiative has resulted in enhanced resource sharing and the beginning of a partnership with the VACO Palliative Care Program.

·  Dr. Albert Siu served on a steering committee for the clinical research training program at the Manhattan VA and as a result the training program has been restructured.

· Dr. Ken Boockvar consulted with the Salt Lake City GRECC on medication reconciliation.  He provided assistance on their efforts to re-engineer CPRS to make medication reconciliation easier for providers.


	b. Previous Years’ Activities Outcomes (list up to five examples, up to two lines each; summarize specific outcomes realized from previous years’ consultation to host VAMC or outreach to non-host facilities, where results were first realized in the current year.)

· None
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