Establishment of the Rural Health Nutrition Program via Telehealth Technology
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2.
Proposal Overview: The program/intervention will use Clinical Video Telehealth, secure messaging and face-to-face appointments to provide nutrition services from Jackson, TN to Veterans located in rural areas that include those enrolled in the CBOCS in Savannah, TN, Dyersburg, TN, Byhalia, MS, and Smithville, MS who are furthest from the central MVAMC location and, as a result, not receiving necessary preventative, wellness, and interventional nutrition care.  The proposed Registered Dietitian (RD) will perform nutrition screenings, address referrals, and provide nutrition care through a variety of services including individual appointments and MOVE! Groups in order to provide interventions to address preventative, interventional, and wellness care in the areas of diabetes, cardiovascular disease, metabolic syndrome, as well as obesity and its ensuing risk factors.  The PSA will coordinate the appointment process, and aid in compiling and analyzing data as well as all other clerical, program support, and administrative tasks associated with the implementation and maintenance of the Rural Health Nutrition Program via Telehealth Technology at the MVAMC.  Estimated start-up funding for one year is $149,776 and will include: the salary for one PSA and the salary for one RD, as well as equipment, training, and mileage. 

3.
Purpose: The main purpose of this Rural Health Nutrition Telehealth program is to cost-effectively improve access to care for Veterans in rural areas and optimize the use of existing and emerging health information technologies.  The implementation of the proposed telehealth program will enhance the quality and access of healthcare delivery to rural Veterans. 

4.
Objective: To provide nutrition care to rural Veterans via the Rural Health Nutrition Telehealth Program.

5.
Project Strategy: Our strategy is to establish a program for Veterans in surrounding rural communities that will provide individual nutrition services and the MOVE! program via Clinical Video Telehealth.
The VHA is the largest healthcare organization in the United States of America and is at the forefront of technological advances in healthcare.  Clinical Video Telehealth (CVT) is a rapidly growing initiative that brings specialized care directly to the veteran in his own community rather than traveling to the Memphis VA Medical Center.  
Proposed Initiative: The equipment needed for the proposed implementation is already in place at the Savannah, TN, Dyersburg, TN, Byhalia, MS, and Smithville, MS CBOC locations.  Pending funding from this rural health proposal, an RD and PSA will be hired, full-time, to implement catchment-wide, full-service nutrition programs for veterans in these areas.  If this program reveals the expected outcomes, it can be used to validate further enhancement of rural health programs to include multidisciplinary team members such as pharmacists, social workers, psychologists, etc.

The registered dietitian (RD) will provide interventions to address preventive, wellness, and interventional care in the areas of diabetes, cardiovascular, metabolic syndrome, and obesity and its ensuing risk factors, etc. to individuals and groups.  Veterans will receive nutrition screening and timely intervention to help them reach their health related goals.  Appropriate education will be provided to Veterans in order to empower them to work through the stages of change and take actions to preserve or improve their health and management of chronic diseases.  The RD will carefully prepare appropriate interventions for Veterans with diabetes, obesity, hyperlipidemia, and/or hypertension that will lead to reduced healthcare costs associated with chronic diseases.  The RD will work as a health coach to implement positive diet and lifestyle related behavior changes, which will decrease healthcare visits, improve lab indices, decrease medications/dosages, improve weight control, and promote activity/exercise and better lifestyle habits. 
The program support assistant will be responsible for scheduling Telehealth appointments at the provider and patient sites, scheduling the room/equipment at the provider and patient sites, mailing pre-appointment letters to Veterans, completing reminder phone calls and no-show phone calls, assisting with outcome data collection and reporting, and assisting with secure messaging by forwarding information to the appropriate provider.  The PSA will be responsible for coordinating travel time for the registered dietitian, maintaining mandatory and service training, and ordering office supplies.   This individual will manage incoming phone calls and mail and will ensure that outgoing communication is in the proper format with correct grammar, spelling, etc.  The PSA will complete typing tasks, including reports, correspondence, forms, and any miscellaneous tasks.
Veterans who are seen at the rural CBOCs will be referred/self referred to the VA RD for nutrition care via Clinical Video Telehealth group classes (MOVE!) as well as individual face-to-face counseling sessions for the prevention and treatment of chronic diseases and any other nutrition related conditions such as Crohn’s disease, anemia, Vitamin D deficiency, diverticulosis, etc..  Currently, approximately 1000 veterans are served at the Byhalia CBOC, 2000 at the Dyersburg CBOC, 1300 at the Savannah CBOC, and 3500 at the Smithville CBOC.  A large majority of these veterans do not receive nutrition care because of limited availability in rural areas.
    6.  
Program Evaluation Measures:  
	Measures
	Expected Outcome

	Patients Seen by RD via Telehealth
	100 patients/week (including classes and individual sessions)

	Weight Loss
	Ten percent (10%) of loss of initial body weight for 25% or more of Veterans enrolled

	Lipid Panel
	HDL >50mg/dl

LDL< 130 mg/dl

Triglycerides <200 mg/dl

**Achievement of one or more of these parameters for 25% or more of Veterans enrolled**

	A1C
	3-percentage-point improvement (i.e. Initial A1C of 12% and ending A1C of 9%) OR A1C <8% will be achieved for 25% or more of the Veterans enrolled

	Self-knowledge and Changes in Food Choices
	There will be a 1-point (10%) improvement in the knowledge-based questions (#1-6) [i.e. If the initial knowledge-based average is 6, the final average will be 7] and a 1-step improvement in food choice questions (#7-10) 

	Nutrition Self Efficacy
	The average score will improve by .7 (i.e. If the initial average is 2, the final average will be 2.7)


Rural Health Nutrition Program Enrollment: Because the purpose of the proposed program is to reach more veterans, a primary outcome measure will be number of patients seen.  We project we will encounter 100 patients per week.   The program will offer four group classes each week, with space for up to ten veterans per class.  Additionally, it will be expected to conduct one-on-one appointments for twenty patients per week, and complete fifty Secure Messages per week.  We will also expect to see an increase in the number of veterans enrolled in Nutrition Clinical Video Telehealth face-to-face counseling sessions
Because the program will focus on prevention and treatment of chronic diseases related to obesity such as diabetes, heart disease, and metabolic syndrome, we expect to see significant improvements in measures including: weight, lipid panels, and A1c.  “SMART” goals for these outcome measures have been determined based on previous research and recommendations from professional organizations including The Academy of Nutrition and Dietetics, The American Diabetes Association, The American Heart Association, and the VA/DOD Clinical Practice guidelines.  Follow-up measurements and counseling sessions with the RD will be provided every 3-4 months to provide encouragement and monitoring.
Weight Loss: The weight loss goal expected from this program is a loss of ten percent (10%) of initial body weight for 25% or more of Veterans enrolled over one year.  This is specific and measurable and has clinical implications, as evidence shows that a ten percent (10%) weight loss is associated with positive outcomes for both serum lipid levels, and A1c. (1)  Ten percent  (10%) weight loss over a year is attainable, reasonable, and timely based on the recommendation of losing 1-2 lbs/week over a total of 52 weeks.  

Lipid Panel: The lipid panel, consisting of serum cholesterol, triglycerides, HDL, and LDL, is also expected to improve with the lifestyle interventions suggested by the rural telehealth program.  According to the VA/DOD Clinical Practice Guidelines on dyslipidemia, serum cholesterol <240 mg/ld puts individuals at a lower risk of cardiovascular disease.  HDL levels <40 mg/dl for men and <50 mg/dl for women increases risk of CVD; however, HDL >60 mg/dl is considered protective against CVD.  For the first year of this program, the “SMART” goals are to achieve HDL >50 mg/dl,  LDL levels <130 mg/dl, and triglycerides <200 mg/dl, according to the VA/DOD Clinical Practice Guidelines. (2) 25% of Veterans enrolled will achieve one or more of the listed goals after one year. 

A1C: Improvements in A1C will not be clear until three months after the first measure due to the rate of turnover of red blood cells.  Improvements as small as a 1 percentage point can decrease the risk of microvascular complications by over thirty percent (30%) and the risk of any diabetes-related complication or death by twenty percent (20%).  With consistent diabetes management, and depending on how elevated the A1c is, it can be expected to see a 1-2 percentage point improvement over 3 months (3).  According to the VA/DOD Clinical Practice Guidelines on Diabetes, if an individual with diabetes has mild to moderate microvascular complications present, an A1C goal < eight percent (8%) is appropriate (4).  The A1c goal for the proposed rural telehealth program is that 25% or more of the Veterans enrolled will achieve 3-percentage point improvement over the first year (i.e. Initial A1C 12% and final A1C 9%), and/or an A1C < eight percent (8%) based on recommendations from both the American Diabetes Association and the VA/DOD Clinical Practice Guidelines on Diabetes.  

Self-Knowledge, Food Choices, and Nutrition Self Efficacy: Improvements in nutrition knowledge, food choices, and nutrition self-efficacy will be measured using a pre/post survey.  Veterans enrolled in The Rural Health Nutrition Program will achieve improved scores in the knowledge-based survey, as well as in the self-efficacy portion, which will demonstrate their belief that they can make and maintain change.  The Rural Health Nutrition Program will improve Veteran’s food choices.  For example, patients will eat out less often, consume more fruits and vegetables, consume less fat, sugar, and salt, and practice better portion control.
  7.  
Deliverables:

	Steps
	Activities
	Timeline

	1.

	Hire and train staff needed for Nutrition Telehealth Program
	Within 3 months of notification of approval

	2.

	Identify rural patients in the affected area that would benefit and are eligible for Nutrition Telehealth programs. 
	Within 1 weeks of hiring and training staff 

	3.

	Patient enrollment in Nutrition Telehealth programs
	Within 2 weeks of hiring and training staff

	4.

	Reach appointment panel of 100 patients per week
	Within 6 months of notification of approval


8.  Project Budget and Justification: 

Funding for salaries (and benefits) would come from the ORH funds.

1.0 FTEE Program Support Assistant

$48,450

1.0 FTEE Registered Dietitian   


$81,326

Salary and benefits



          $129,776

Visits to each CBOC will be planned on a quarterly basis and more frequently if needed.

The furthest CBOC from the Memphis VAMC is in Smithville, Mississippi and is 277 miles round trip

Anticipated mileage expense not to exceed = $2,000 for the program

Salaries and mileage are recurring costs for the Rural Telehealth program if proven successful in the first year.

Non recurring needs:                                                                                       

Office Furnishings: $3000

PC, printer, phone and IT Activation for the Jackson CBOC: $5000 
Tandberg Desktop Unit: $7000

Staff Training and Telehealth Training: $3000

1st year Budget---$149,776
9.  Prior Funding:  This proposal is for a newly funded initiative.
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II. Predicted Flow of Service











III. Pre/Post Survey (To measure self-knowledge, food choices, and nutrition self-efficacy)
Rural Health Nutrition Program-Core Questionnaire (Knowledge and Food Choices)
The Rural Health Nutrition Program wants to assess what you know about healthy food choices, how you eat at home, and how you feel about cooking. Please answer each question honestly. 
1. Fill in the MyPlate Diagram  (4 points)



2. What foods affect blood sugar and triglyceride levels?
a. Protein
b. Carbohydrate
c. Fat
d. Meat
3. Pick the lowest-sodium option:
a. Lunch Meat
b. Fast Food
c. Fruit and Vegetables
d. Bread
4. Ribeye and porterhouse steaks are lean cuts of beef.
a. True

b. False
5. How many servings of fruits and vegetables are recommended each day?

a. 2

b. 3

c. 4

d. 5

6. Which food has the most fiber?

a. Saltine crackers

b. White bread

c. Oatmeal

d. Eggs

7. How many meals do you eat out each week?

a. None

b. 1-2

c. 3-4

d. Every day
8. How many frozen dinners, canned soups and boxed meals do you general eat each week?

a. None

b. 1-2

c. 3-4

d. Every day
9. How many beverages such as soda, sports drinks, sweet tea, juice, do you generally drink each week?

a. None

b. 2-3 times a week

c. One a day

d. More than one a day
10. How many servings of  fruits and vegetables do you eat each day?

a. 0
b. 1-2
c. 3-4
d. 5+
The Nutrition Self-Efficacy Scale

Please write in the number that best reflects how you feel right now based on the question and scale below:

“How certain are you that you could overcome the following barriers?”
(1) very uncertain, (2) rather uncertain, (3) rather certain, and (4) very certain.
I can manage to stick to healthful foods...
1.  even if I need a long time to develop the necessary routines
________
2. even if I have to try several times until it works

______
3. even if I have to rethink my entire way of nutrition

______
4. even if I do not receive a great deal of support from others when making my first  attempts







______
5. even if I have to make a detailed plan 



______
IV. Predicted Savings

a. R.W. Collins, J.W. Anderson. “Medication cost savings associated with weight loss for obese non-insulin dependent diabetic men and women”. Preventative Medicine. 1995; 24(4): 369-374.
i. Predicted savings in prescription cost: $442.80 per patient per year
b. G. Oster, D. Thompson, J. Edelsberg, A.P. Bird, G.A. Colditz. “The lifetime health and economic benefits of weight loss among obese persons”. American Journal of Public Health. 1999; 10: 1536-1542.
i. Reduce the expected number of years of life with hypertension by 1.2-2.9
ii. Reduce the expected number of years of life with hypercholesterolemia by 0.3-0.8
iii. Reduce the expected number of years of life with type 2 diabetes by 0.5-1.7
iv. Reduce the expected lifetime incidence of CHD by 12-38 cases per 1000
v. Reduce the expected lifetime incidence of stroke by 1-13 cases per 1000
vi. Increase life expectancy by 2-7 months
vii. Reduce expected lifetime medical care costs of these diseases by $2,200 to $5,300/patient.
V. Comparing Outsourced Dietitians

	Contract Dietitian
	$156,000 per year ($75/hour for 40 hours each week)

	RD hired through the VA 
	$81,319 per year

	Predicted Savings
	$74,681


VI. Proven Benefits of RD

a. MC Huang, CC Hsu, HS Wang, SJ Shin. “Prospective randomized controlled trial to evaluate effectiveness of registered dietitian-led diabetes management in glycemic and diet control in a primary care setting in Taiwan”. Diabetes Care. 2010; 33(2): 233-239.
i. Patients in the intervention group received: usual care, along with ongoing instruction on the self-monitoring of glucose, medications, exercise, hygiene, and complication management from two registered dietitians who provided individualized nutrition counseling and dietary plans to reinforce the concepts of controlling portion sizes of foods every 3 months.
ii. Results: intervention group showed greater reduction in A1C, greater improvement in fasting glucose and systolic blood pressure, and a reduction in daily caloric intake as well as saturated fat intake.
b. MJ Franz, JJ VanWormer, L Crain, JL Boucher, T Histon, W Caplan, JD Bowman, NP Pronk. “Weight-loss outcomes: a systematic review and meta-analysis of weight-loss clinical trials with a minimum 1-year follow-up”. Journal of The American Dietetic Association. 2007; 107(10): 1755-1767
i. Weight loss interventions within this meta-analysis include: diet alone, exercise alone, diet and exercise, meal replacements, very-low-energy-diet, and weight loss medication.

ii. Results: Within intervention groups, there was an average loss of 8-8.5 kg in the first 6 months and a 3-6 kg maintained loss over 48 months.

c. L. Bacon, NL Keim, MD Van Loan, M Derricote, B Gale, A Kazaks, JS Stern. “Evaluating a ‘non-diet’ wellness intervention for improvement of metabolic fitness, psychological wellbeing, and activity behaviors”. International Journal of Obesity. 2002; 26: 854-865.
i. Treatment conditions included: non-diet group including 24 weekly 90-minute sessions with optional monthly sessions thereafter, and a diet group that received the same sessions as well as information about restricting fat and energy intake and keeping a food diary.

ii. Results: the diet group lost a significant amount of weight, while the non-diet group showed no significant changes in weight.  The diet group also showed significant improvement in total cholesterol, LDL, triglycerides, and systolic blood pressure.
d. DA Pritchard, J Hyndman, F Taba. “Nutrition counseling in general practice: a cost-effective analysis”. J Epidemiol Community Health. 1999;53:311-316.
i. Patients were screened, and those diagnosed with overweight, and/or hypertension, and/or type II diabetes were assigned to one of three groups: dietitian group (6 individual counseling sessions where primary problems were addressed and nutrition advice was provided for grocery shopping, cooking methods, food selection, meal planning, and exercise, and patients kept food diaries), doctor/dietitian group (2 visits with primary care physician included in addition to the treatment provided for the “dietitian group” for encouragement and monitoring), and a control group (no counseling provided)
ii. Results: both the dietitian and doctor/dietitian groups lost more weight, and had greater improvements in blood pressure than the control group with the most significant improvements seen in individuals who attended all group sessions.
e. PK Whelton, LJ Appel, MA Espeland, WB Applegate, WH Ettinger, JB Kostis, S Kumanyika, CR Lacy. “Sodium reduction and weight loss in the treatment of hypertension in older persons: a randomized controlled trial of nonpharmacologic interventions in the elderly (TONE). TONE collaborative research group”. Journal of the American Medical Association, 1998; 279 (11): 839-848
i. Individuals between the ages of 60-80 years old with blood pressures lower than 145/85 mm Hg were assigned to a study group: sodium reduction (1800mg or less with counseling from an RD), weight loss (achievement and maintenance of 10lb loss with counseling from an RD and exercise specialist), sodium reduction and weight loss (1800mg or less and achievement and maintenance of 10lb loss with counseling from an RD and exercise specialist), or usual care (no counseling in lifestyle change techniques).

ii. Results: Blood pressure was significantly lower in all intervention groups receiving counseling from a registered dietitian and/or exercise specialist and was even more improved in the sodium restriction and weight loss group when compared to the usual care (control) group. 
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Pt visits with outpatient RD in Jackson, TN through telehealth and/or enrolls in telehealth group session(s) through the clinic in Jackson, TN at their local CBOC
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