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	GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTER
Annual Report:  Fiscal Year 2008
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, 2007 through September 30, 2008.    

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: VA Greater Los Angeles Healthcare System (GLAHS; GLA)

b.   Location (facility, VISN): Los Angeles, VISN 22

	2.  CONTACT PERSON

	a. Name: Thomas Yoshikawa, MD

b. Position: Director, GRECC

c. Phone, e-mail: (310)268-4110   thomas.yoshikawa@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 Services 
	Rehabilitation

	· Endocrinology of aging, molecular biology of bone and brain, Alzheimer’s disease, cellular & molecular basis of osteoporosis, osteoarthritis and immunosenescence 
	X
	X
	
	

	· Osteoporosis, immunology/infectious diseases, falls and instability, long-term care, exercise, sleep, Alzheimer’s disease and frailty
	
	X
	X
	

	· Evaluation of clinical programs, minority elderly health care utilization, geriatric assessment, cost-effective geriatric care, quality of care
	
	
	X
	

	· Geriatric rehabilitation
	
	
	
	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.  
· Dr. David Ganz and GRECC investigators supported the development of a fall prevention pilot program that partners with Network 22 Telecare to provide phone-based evaluation of risk factors for falls, and triage to appropriate services, for any patient in the VAGLAHS catchment area, regardless of their proximity to a GRECC clinic. 
· Dr. Cathy Alessi, Dr. Jennifer Martin and Ms. Karen Josephson are working alongside clinical staff on rehabilitation units at the GLA to enhance the academic environment while implementing an ongoing study testing the effects of nonpharmacological interventions (including structured sleep assessment and patient education in key elements of cognitive behavioral strategies) to improve sleep among older veterans undergoing inpatient post-acute rehabilitation (VA HSR&D (IIR 04-321-1, PI: Alessi).
· GRECC supports GLA clinical activities: Dr. Thomas Yoshikawa is the Associate Chief of Staff, Geriatrics & Extended Care and Dr. Steven Castle is Chief of Geriatric Medicine.  Jenice Guzman, NP supports nursing service as 1) coach and reviewer for Innovations Award program, 2) coordinator for annual research conference and 3) member of the awards and recognition committee.  GRECC clinicians provided clinical care for the inpatient internal medicine wards, provide inpatient geriatric medicine consults, staff the inpatient geriatric evaluation and management unit, and outpatient geriatric assessment and geriatric primary care clinics.

· A total of 282 unique clinical staff at GLA Healthcare System facilities, including its Community Based Outpatient Clinics (CBOC), received education from GRECC faculty on geriatric medicine or gerontology to advance clinical care of older patients. GRECC also supported GLA education by serving on key committees, including Continuing Medical Education (Dr. Josea Kramer), Graduate Medical Education Committee (Drs. Steven Castle and Nancy Weintraub), chairing the VA-UCLA Fellowship program in geriatric medicine (Dr. Weintraub) and directing the Educational Program Development for the VA GLA California State Veterans Home (Dr. Theodore Hahn).
· Thomas Yoshikawa, MD makes weekly teaching rounds in the VA Community Living Center throughout GLA.
GRECC supports GLA research: Dr. Elsa Murray is the chair of Research and Development Committee and Drs. Laurence Rubenstein, Joshua Chodosh and Cathy Alessi serve on institutional review boards. GRECC researchers had a total of 41 active research projects totaling $27,835,823.00 in grant awards. 

	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.  
· Dr. Thomas Yoshikawa led the development of a VISN 22 five-year strategic plan for geriatrics and extended care for the period 2008-2013. 

· Clinical: Dr. Theodore Hahn co-chaired the Care Coordination Home Telehealth (CCHT) program development and evaluation for frail elderly.  As Co-chair of VISN 22 CCHT Committee developed evaluated and enhanced chronic home-based health care delivery via CCHT, and related staff/patient education, in all 5 VISN 22 medical centers.  Dr. Thomas Yoshikawa served as the Lead, Geriatric & Extended Care Programs for the VISN.
· Education: Dr. Theodore Hahn was a member of the VISN 21/22 Online Geriatrics Education Program Committee, working on the development of a joint VISN 21/22 online geriatrics education program for VA care providers to meet new California CME requirements in Aging.  Dr. Josea Kramer served on the Education Committee.
· Research: San Diego Healthcare System (SDHS) received research assistance from 1) Dr. Theodore Hahn who served as an ad hoc scientific grant reviewer for the SDHS Research and Development Service and 2) Dr. Greg Cole collaborated with Doug Galasko on LR11 in cerebral spinal fluid (CSF) of Alzheimer patients (Arch Neurol. in press) 


	c. GRECC Trend-Setting Innovations since October 1, 2003:  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.  
· GRECC researcher, Debra Saliba, MD, MPH was principal investigator in a national collaborative effort between VHA and the Centers for Medicare & Medicaid Services to improve the Minimum Data Set assessment for VHA and community nursing homes.  The national team completed its analysis of data collected in over 3900 nursing home residents.  Analyses showed that the team’s innovative approach to MDS 3.0 items led to increased assessment validity and reliability and reduced the time for facilities to complete the MDS by 45%.  One of the most significant innovations introduced in MDS 3.0 was inclusion of direct resident interview items for cognition, mood, preferences, and pain.  The inclusion of resident voice in MDS assessments supports VHA’s goal of enhancing resident centered care.  CMS has announced plans for national implementation of MDS 3.0 in October 2009.

·  Dr. Bruce Teter has initiated two collaborative studies to test the ability of curcumin, a potent anti-inflammatory and anti-oxidant, to extend lifespan in mice.  One of these studies will test a formulation of curcumin that was invented by Drs. Cole and Frautschy, that increases bioavailiability.  If successful, may lead to delayed onset or prevention of diseases of aging and possibly extend maximal lifespan. these studies that have been accepted by the Methuselah Foundation for its Mprize competition, 
· Drs Cole and Frautschy found that  that LR11, a new Alzheimer gene product with anti-Alzheimer activity that is reduced in brains of late onset AD patients, is also found to be reduced in cerebrospinal fluid samples from living patients. This means we can measure this deficit as a diagnostic marker; if it can be found early, it may help us predict who will get AD.  Because we can increase the level of LR11 with omega 3-fatty acid supplements, we suggest that those with low CSF LR11 be given omega 3-fatty acids to help prevent AD.
· Dr. Josea Kramer conducted the first systematic research on healthcare utilization by American Indian and Native Alaska veterans in collaboration with the Indian Health Service.  The project also identified stakeholders’ perceptions of barriers and opportunities to improve access and healthcare outcomes for American Indian and Native Alaska veterans, which an expert panel anchored in five prioritized recommendations on policy and practice to foster closer alignment between VHA and Indian Health Service (IHS).

· Dr. Joshua Chodosh with funding from the California Department of Health Services to identify the components of a care management randomized clinical trial for dementia patients and informal caregivers (conducted in San Diego County) that led to the successful outcomes as measured by significant improvement in care quality based on dementia guideline recommendations (21 of 23) patient health-related quality of life, care giving quality and social support. This study will be the first to look into the “black box” to understand the most important activities of care management.

	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. 
· Drs. Cathy Alessi and Jennifer Martin recently published their work which identified that sleep disturbance is extremely common among older adults undergoing inpatient, post-acute rehabilitation. (Sleep 31(9):1291-1300, 2008).   In addition, this sleep disturbance (particularly excessive daytime sleeping) during the inpatient rehabilitation stay is associated with less functional recovery; a relationship that persists up to six months after discharge from inpatient rehabilitation.  This work suggests that interventions to improve sleep among older veterans undergoing inpatient rehabilitation might lead to improvements in functional recovery and other important rehabilitation outcomes.
· The Alzheimer’s laboratory published a paper on how docosahexanoic acid (DHA) can protect against late onset Alzheimer's. (J Neuroscience, 2007;27(52):14299 -14307).  This paper was selected for a press conference at the annual Soc Neuroscience meeting (> 20,000 attendees) and a commentary on the most significant results from the meeting in a report in Neurology Today (the news magazine of the American Academy of Neurology).

· Sally Frautschy published a major paper on curcumin bioavailability and efficacy that reported on a new formulation with enhanced availability (J Pharmacol Exp Ther. 2008;326(1):196-208. Epub 2008 Apr 16.)
· Drs. Samuel Murray and Elsa JB Murray found that the adjunctive effect of a binding peptide on bone morphogenetic protein (BMP) enhanced bone healing in a rodent model of spinal fusion.  They demonstrated that adding a bone growth factor binding protein reduced the amount of expensive bone growth factor required to achieve spinal fusion by 90%. (Spine 33:1709-1712, 2008). This will significantly reduce the cost of using bone growth factors to heal fractures, non-unions, and other bone trauma. 

· Dr. Yoshikawa and colleagues found that fever of undetermined origin in older persons may be caused by different diseases in older patients than in younger adults with this clinical problem. Understanding the differences in the cause of fever in older persons will more quickly diagnose and treat the disease, decrease deaths and complications, reduce hospitalization days and costs, and mitigate functional decline. (Infect Dis Clin North Am 2007; 21:937-945.)



	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. 


	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.)
· Dr. Josea Kramer implemented a new training program in geriatric medicine targeting VA healthcare providers working in rural and highly rural CBOCs across the nation.  Working with Dr. Cathy Alessi and Dr. Ken Shay of the VA Office of Geriatrics/Extended Care and with the financial support of the VA Office of Rural Health, this program launched a pilot effort that involved 20 CBOCs and has been suggested as a model for future GRECC educational programs.  
· The minimum data sets (MDS) project team, led by Dr. Debra Saliba developed an updated and revised training video on interviewing older adults.  The training video included techniques on conducting standardized interviews, and demonstrations of assessors completing the Brief Interview for Mental Status, the PHQ-9, the Preference Assessment Tool and pain interviews.  An additional educational video on pressure ulcer assessment was created by Dr. Barbara Bates Jensen in anticipation of national roll-out of MDS 3.0. 
· Dr. Joshua Chodosh, in collaboration with Susan Cooley, PhD (Chief, Geriatric Research & Evaluation and Chief, Dementia Initiatives), Christa, Hojlo, PhD, RN, NHA (Director, VA Nursing Home Care and Director, State Veterans Home Clinical & Survey Oversight) and Bradley Karlin, PhD (Director, Psychotherapy Programs) in VA Central Office developed an educational program on complex behavioral management issues cutting across current Dementia Steering Committee recommendations, training VA psychologists, and long term care cultural transformation.  The 3-day conference with over 400 attendees with representation from all VISNs in the VA system.  



	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.
·  Fall Prevention and Management Pocket Guide. This 12-panel pocket guide is designed for an interdisciplinary team of physicians, kinesiologists, occupational therapists, nurses and social workers to assess risk for falls and recommend strategies to prevent future falls.
· The videos, Talking to Older Adults—Resident Voice in MDS 3.0 and Pressure Ulcer Assessment, are currently available from the GRECC.  They will be distributed by the center for Medicare and Medicaid Services (CMS) in FY2009 as part of the national roll-out of the revised Minimum Data Set.


	c.  Educational programs offered by your GRECC during the report year that were evaluated for impact both immediately and at a later time, as described in “FY08Instructions” for Performance Measure 7.  
Fall prevention (Non-host VA facilities)
     Our aim was to evaluate the impact of single fall prevention lecture to VA clinical staff at ambulatory care centers within one healthcare system and to compare the impact on staff versus medical residents.  A total of 76 VA staff at three sites attended an on-site in-service lecture delivered by David Ganz, MD.  Each attendee received an email invitation to participate in an anonymous web-based follow-up survey at about two months, following the in-service lecture.  We had heard from clinic leadership that a paper-and-pencil survey might be more accepted by staff than a web-based survey; nevertheless we chose to conduct the web-based survey because it is more cost-effective of GRECC resources.   A response rate of 18% was achieved and the following disciplines were represented: physicians (28.6%), nurses (28.6%), mid-level professionals (14.3%) and unknown (28.6%).
     100% of all responders were “more” to “much more” confident that they had learned a) a specific strategy for applying fall prevention activities in routine clinical practice, b) current quality of care for falls within their VA healthcare system, and c) systematic strategies for improving quality of care for falls within their VA healthcare system.  Most (64.3%) endorsed that they had learned a new concept that they had put into clinical practice. In response to an open-ended query about how the information was used, physicians self-reported increasing the number of referrals for fall risk assessment and performing more fall risk screening; nurses self-reported initiating screening for gait disorders by watching patients walk from the waiting room, as well as discussions fall risks with patients.  Mid-level professionals applied concepts used by both physicians and by nurses: screening gait disorders, referrals, patient education.  Future educational programs might be targeted to the healthcare professionals to enhance implementation of new knowledge about fall risks, multifactorial approaches to fall prevention.

     Our goal of comparing the application of new knowledge between VA clinical staff and medical residents was unsuccessful.  No survey responses were received from medical residents.  Other evaluation strategies should be used with this group of learners in the future, such as questions on the mid-year board review preparation quizzes.
Annual hospice conferences (Host VA)
   The annual hospice conferences were evaluated by participants on site, immediately following the conference and again at three or at six months using a web-based survey.  The web-based survey was made available through an email link and two reminder notices were also sent to conference participants. Responders’ disciplines to the web-based survey were proportionally representative of conference attendees at each conference. We compared response rates for the 15th and 16th annual conferences based on length of time between the program and the follow-up survey.  The response was only somewhat greater (29%) after the shorter interval of three months than after six months (24%).  The very slight variation in responses did not follow a predictable pattern; we were unable to discern if this variation was attributable to time interval, commitment to hospice on the part of participants or program content.  

   These annual conferences are well-attended and the immediate post conference evaluations for the 15th and 16th programs indicated that 100% of participants endorsed that the information was useful  In both conferences the majority felt that the program would have an impact on their clinical practice in regard to 1) affecting the clinical plan (100% at 15th and 90% at 16th, respectively ), improving overall interactions with patients (99%, 92%), improving overall interaction with families (96%, 90%) and reducing stress for patients and families (96%, 92%).  

   On follow-up evaluation, responders endorsed that the conference had led to change in practice in the following leading ways: expanded knowledge of end-of-life care (69%, 76%, respectively), increased comfort in caring for patients (45%, 38%) and improved clinical practice (39%, 36%).  Many used the conference syllabus or other materials in their clinical practices by sharing with colleagues (53%, 42%), using as a review reference or applying protocols (63%, 60%). Networking was considered a significant benefit of attending a face-to-face conference.



	7.  CLINICAL DEMONSTRATION PROJECTS

	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.  
 
· The Medication Review Clinic. (O) A self-referred program to improve quality of pharmaceutical care and medication adherence of community-dwelling veterans via a one-time visit to reconcile medication list and asses medication regimens with established guidelines. Both medication knowledge and self-efficacy are assessed after participation in the visit, and potential savings determined.  Project is approved by the Institutional Review Board (IRB).

· Achieving Best Practices of Dementia Screening and Evaluation in a Geriatric Clinic. (O) A steering committee developed and alternative recommendation of screening and assessment of dementia to enhance efficiency and efficacy, and the quality of our training. Based on the recommendations, we provided core lectures to staff and trainees, updated a scalable template and revised clinic policy and procedures related to GRECC vs. outside specialty management of dementia.

· Streamlining the implementation of procedure code S0250, Comprehensive Geriatric Assessment. (N)  To complete the Millennium Bill requirement of providing comprehensive geriatric assessment, we are piloting a streamlined approach through the use of a new template that shifts recommendations of the physician to the top, specific request for input of other team members and adding them as co-signors. Staff review charts and phone follow up to allow rapid team discussion after one visit. 

 

	b. Evaluation of Clinical Demonstration Projects:
· Medication Review Clinic: Of 60 patients enrolled, 107 patients required screening.  The survey of patients (n=56) found that as a result of this clinic: 1) 70% felt more confident in refilling medications, 2) 64% reported improvement in knowledge of their medications, 3) 61% reported being more at ease due to recommended changes from the MRC visit, 4) 48% reported being more at ease in taking their medications, and 5) 82% would recommend this clinic to other patients.  Chart abstraction is now complete for about 30% of charts; our analysis of changes in practice is pending.
· Achieving Best Practices of Dementia Screening and Evaluation in a Geriatric Clinic: Formative evaluation is ongoing.  The key elements of a chart audit have been established: 1) Efficient screening of patients, 2) Screening that minimizes false positives (screener and cutpoints with specificity), 3) Ability to provide diagnosis of those patients more severely affected without detailed neuropsychological testing or other referrals, 4) Clear guidelines for referral for evaluation/treatment beyond GRECC’s capacity, and 5) Appropriate mentoring and effective teaching for learners to continue similar procedures in other settings.
· Streamlining the Implementation of Procedure Code S0250 (Comprehensive Geriatric Assessment): We compared two geriatric clinics.  One clinic tested a changed policy and streamlined process for evaluation of new assessments and the interdisciplinary team discussion; the other clinic operated as usual.  The clinic in which the new policy and process was tested was better able to capture comprehensive geriatric assessment, increasing  increased use of the S0250 code by more than four-fold to 57 from 13 comprehensive geriatric assessments.  The control clinic was unchanged in use of the S0250 code.  


	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”):
· Implementation of a Safety Risk Profile in Assessing Older Adults at Risk of Self-Neglect, which was reported in FY07 and described in the Federal Practitioner in March, 2008, was exported on request to the following VHA facilities: 1) Honolulu, Hawaii 2) John D Dingell VAMC (Detroit), 3) Lawton-Fort Sill VA Outpatient Clinic (Oklahoma), 4) VA Hudson Valley Health Care System (Castle Point NY),  and 5) VA Greater Los Angeles Healthcare System.


	8.  COLLABORATION ACTIVITY

	NOTE:  Increasingly, VACO is seeking to characterize the GRECCs as not only isolated programs of excellence, but also, as a group, a potent and effective system for investigating issues, demonstrating efficacy, and implementing change.  In order to assist the GEC office in building a resource set of examples of GRECCs working in complementary manners to advance their own goals and those of the Department, you asked to provide up to five (5) examples of collaborative activities you have underway with one or more GRECCs other than your own.  If possible, please try to include at least one Clinical Demonstration, one Education, and one Research example.  Be sure to specify the GRECC or GRECCs with whom you are collaborating; and a description, limited to 6 or fewer lines, of the collaborative activity.

	· The Alzheimer’s Laboratory collaborated with the Minneapolis GRECC on NSAIDs and Alzheimer’s Disease resulting in a publication. (Brain. 2008 Mar;131(Pt 3):651-64), and with the Durham GRECC (along with UCLA and University of Chicago researchers) to examine role of ApoE4 in transgenic mouse models resulting in new research data.  
· Health services researchers collaborated with Birmingham/Atlanta GRECC (along with the Philadelphia MIRECC and Bedford VA Center of Excellence) on the revision of Minimum Data Set, an important part of the VA Community Living Center program.

· Provided mentoring and assistance to 1) the new GRECC director at Cleveland GREC in program administration, establishing foci and preparing for GGAC site visit 2) the new Associate Director for Education/Evaluation at the Palo Alto GRECC in developing educational programming, including plans for a joint education project.
· The GLA VA Special Fellowships Program in Advanced Geriatrics is a national advanced geriatrics VA academic career development training program for MD and non-MD clinician scientists, currently based at 16 GRECC sites nationally, coordinated training programs at Ann Arbor, Baltimore, Birmingham/ Atlanta, Bronx, Cleveland, Durham, Little Rock, Madison, Miami, Minneapolis, Bedford/Boston, Palo Alto, Pittsburgh, Seattle, Salt Lake City and San Antonio GRECCs, as well as collected data outcomes.   
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