%
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1 ‘[ A screeni j and
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J —

pose in: _?’ atory continuing medical education

r__f -.LL; "‘f'-" oﬂsereenlng for dementia. Our project

- surveyed 72 p )"/smans to determine their attitudes towards

~ screening, the assessment tools they use, and their attitudes
towards a required CME hour.

Methods

8 question survey was dispersed by SurveyMonkey® and
Fletcher Allen Family Medicine Grand rounds to 438
PCPs. Results were analyzed using Excel.

» Cyndy B. Cordell, Director of Healthcare Professional
Services at the national Alzheimer’s Association
headquarters, conferenced on the project.

» Students met with Dr. Patricia King, a board member on
the VT Board of Medical Practice, to discuss establishing
a CME hour for dementia screening in VT. A full board
meeting was declined.

Results

| support a required CME hour focused on cognitive
Impairment and dementia as part of the Vermont 30
CME hour bi-annual relicensing requirement

30

25

20

15

10

Strongly Agree Neither Agree
Agree nor Disagree

Strongly

Disagree Disagree

(4 1
| applaud your efforts to encourage self-assessment

and self —directed learning on the topic of dementia
screening. This Is an important topic for the life-
long Iearnmg of physicians and other health care

prowders

- Patricia King; MD, Board Member of VT Medical Practice Board

%

- Cyndy Cordell; Director, Healthcare Professional Services, Alzheimer's Association

There is a solid rationale for screening elderly patients

for cognitive impairment and dementia

Disagree
4.7%

Neither Agree
nor Disagree
15.6%

It is important and worthwhile to screen patients for
cognitive impairment and dementia

Neither Agree ~ Disagree
nor Disagree 1.6%
7.8%

Physician preference for dementia screening tools

7-minute MOCA MMSE Don’t screen

Mini-cog .
screen for dementia

““When physicians become more educated and more

passionate, they become more competent. 7

—arly diagnosis of dementia and AD is warranted for social, financial,
and medical reasons 3, and 80% of surveyed PCPs believed there was a
solid rationale for dementla screening. However, a minority of VT
'PCPs regularly conduct screens 3. Furthermore, the majority of
surveyed PCPs use less sensitive screening measures like the MMSE.
It appears that education emphasizing the importance of screening and
the sensitivity of screening tools is called for.

A mandatory CME would be the most effective means of equally
educating all VT physicians, and would prevent education from being
limited to a self-selecting group of interested providers. However, over
half of the surveyed PCPs were resistant to a mandatory CME hour for
dementia screening education, and Dr. King stressed that establishing a
mandatory CME hour would be extremely difficult. Dr. King
recommended an optional online CME module as a more feasible
alternative. An aggressive education plan utilizing voluntary CMEs
could be used to educate PCPs in the short term, with a mandatory
CME requirement being a longer-term goal.

Of surveyed PCPs, 75% indicated interest in an online module for
education in dementia screening. An online module should address the
rationale behind screening, information on effective screening tools
and strategies, and effective follow-up care. Education in these areas
would empower physicians in caring for patients and their family
members.

Conclusion

Although VT PCPs are becoming aware of the importance of dementia
screening, they demonstrate a lack of knowledge in effective dementia
screening strategies. We explored the feasibility of instituting a
mandatory CME hour in dementia screening for VT physicians, and
found resistance among PCPs to mandatory education. The VT Board
of Medical Practice also informed us that the outlook for instating a
mandatory CME was poor. We instead propose the designing of a free,
online CME hour, followed by a carefully planned dissemination
strategy, to help educate VT PCPs in effective dementia screening.

Sources

1. Vermont Governor's Commission on ADRD. Vermont State Plan on Dementia. Craig Stevens, MPH

- JSI Research and Training Institute Inc. cstevens@jsi.com

2. Larsen EB. Recognition of dementia: discovering the silent epidemic. J Am Geriatric Soc. 1998:1576-1577
3. Diagnosing Dementia: Perspectives of Primary Care Physicians. Boise, L. 1999 Gerontological Society of

Minasyan H, Mollo M, Russo A, Hutchins J, Pendlebury W,
rmont primary care practice. Submitted.
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Introducti Results & Di '
o Statewide Public Housing Authorities Data (Arm 1) S e

The harmful effects of secondhand smoke have been widely Statewide Housing Authority Survey (Arm 1)

documented.! In addition to exposure from smokers in the home, _ _ 80% *There are 9 multi-unit Public Housing Authorities in Vermont
individuals who live in multi-unit housing face risks of exposure from Number of Public HOUSlng 70% encompassing over 3,000 individual units

other building tenants.2 Public Housing provides a unique view of Units Statewide = 3,039 60%
this issue since tenants often have little opportunity to move into a ’ - Existing smoke-free policy in Vermont public housing covers

different building.2 With more than 7 million people in the United Data Available Data Not Available 50% = Family more elderly/disabled housing than family housing (Fig. 2)

States living in public housing, and 40% of units housing families 40% e Anecdotally, housing authorities that reported successful

with children, secondhand smoke can cause major morbidity and 2 464 £7g 300 implementation of a smoke-free policy made significant
A :
contribute to poor quality of life. Past studies have also found that y accommodations for current smokers

. . 0,
the experiences of the residents does not always match the Smoking Permity Noking Restricted 20% Burlington Housing Authority Surveys

m Elderly & Disabled - Smoking permitted in the majority of VT Public Housing (Fig. 1)

expectation of the management.> We designed this study to assess 10% eManager Structured Interview (Arm 2a)

the current status of smoking in public housing in Vermont, to assess 1,740 724 0% Difficult enforcement of smoke-free policy due to the burden of

barriers faced by residents and managers, and to set the stage for a Smoking Permitted Smoking Restricted proof required to evict

shift to smoke-free policy. We gathered information on the entire Figure 1. Statewide smoke-free policies Figure 2. Residents protected by smoke-free policies Multi-violation process for non-compliant tenants

state and then, using Burlington Housing Authority (BHA) as a sub- Final eviction disputes must be settled in a court of law

sample, gathered information from tenants and managers. Additional enforcement options include cameras and

tobacco smoke detectors, but these are costly

MethOdS Burlington P“blic Housing Authority Data (Arms Za & Zb) Unexpected expenses incurred by a smoke-free policy include

more frequent rug replacement and elevator maintenance due
We took a two-armed approach for data acquisition: to increased traffic through public areas

Arm 1 Age (yrs) Number (%)
rm
25-44 12 (25.5) . o
Demographic information about Public Housing 45-54 6 (12.2) ZIIncElt}ae smoke-fref1 bull;imgs m-(')c-st-ly h0111)se ihe ell)(.ile?zly and
Authorities in Vermont 55-64 16 (327) “/t / S d{#ﬁicu{t to #{'nd lr;sa lre (imrinl:ig:rs ave raced criticism about mob1lity-
Data collected via structured phone interviews 65+ 15 (30.6) paired smokers

and Housing Authority websites Smoking Status s U\C\C!Clé‘nt o v{de',] co to eTenant Survey (Arm 2b)
Current 17 (34.7) - Over a third of surveyed tenants (n=49) in smoke-free buildings

Past 12 (24.5) con an ce the Judje are current smokers (Table 1)

Current BHA smoke-free policy and experiences regarding its Never 20 (40.8) . Current smokers are less likely to support the smoke-

implementation /enforcement Move-in Date ; /4 :
. : : _— fi 1 dt -smok t-smok
Data collected via structured interviews of two BHA building Before Policy 37 (75.5) someone (5 'SMOklnLg 1e€ POTIEY COMIpATea 1o NEVEISIMOKELS O paSt-SIMOKErS

managers After Polic 11 (22.4) No Response - 61% of tenants report smoking takes place in their buildings
No Respons}e, 1(2 d) 2% and 50% are ‘somewhat’ or ‘very’ bothered by it (Fig. 4)

Compliance has improved over time and is now >90%

Arm 2a

Arm 2b U - A

Demographics and tenants’ opinions about  § Orag ? Figure 3. To the best of your
srap p f -~ SURVEY Table 1. Participant demographics knowledge, does any tobacco smoking

smoke-free policy . take place in your building? n=49 Conclusion
Data collected via a survey given to BHA - S -

> Four out of 49 (8%) tenants admit to smoking inside

é?i{é;%csdﬂ Wlaron . Never Smokers

tenants and administered over two days = be—e Our study highlights the significant paucity of smoke-free policies in

® Past Smokers
public housing buildings in the state of Vermont. Our results indicate

Ref i B Current Smokers
= erene " 5 | “/ “mda sm 0/( er for that public housing units designated for elderly and disabled tenants
econdhand

1. Matt, G.E,, et al., Households contaminated by environmental tobacco smoke: sources ) ) .
of infant exposures. Tobacco Control, 2004. 13(1): p. 29-37. | .SI'XtB yed rs dnd are more frequently protected by smoke-free policy than units

2. Wilson, K.M,, et al., Tobacco-Smoke Exposure in Children Who Live in Multiunit Smo /( 0 fj h{9 h / y housing families. Our survey identifies several obstacles to successful
Housing. Pediatrics, 2011. 127(1): p. 85-92. S . . i . .
3.Ladd, H.F. and J. Ludwig, Federal Housing Assistance, Residential Relocation, and un hed /thy V4 N Ot dbo Ut to qu{t implementation of a smoke-free policy. Although tenant smoking

Educational Opportunities: Evidence from Baltimore. The American Economic Review, cessation is an ideal goal, our results indicate adherence to policies

V{4
1997. 87(2): p. 272-277. | tomorrow
4. Winickoff, ].P, M. Gottlieb, and M.M. Mello, Regulation of Smoking in Public Housing. Strongly Support Do Not Strongly Support _ _
New England Journal of Medicine, 2010. 362(24): p. 2319-2325. Figure 4. Support for smoke-free policy designated outdoor spaces, are provided. The results of our study

5. Cramer, M.E,, S. Roberts, and E. Stevens, Landlord Attitudes and Behaviors Regarding n = 46 Analyzed by x? test (p < 0.0001) will be used by the American Lung Association to help housing

Smoke-Free Policies: Implications for Voluntary Policy Change. Public Health Nursing, ies devel ful Kke-f lici
2011. 28(1): p. 3-12. agencies develop successrul smoke-iree policies.

will likely increase if accommodations for smoking tenants, such as
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Introduction
 Blood centers serve as a cornerstone of public health by
providing potentially lifesaving blood products. Interactions with
millions of potential donors provides these centers with a unique
means of health education and screening opportunities!=.

» Hypertension screening is one potentially feasible option in these
centers. Hypertension, a modifiable risk factor affecting one in
three adults, contributes to nearly half of all cardiovascular
disease related deaths in the U.S.3. 14.1 million U.S. adults are
unaware of their hypertension?, which has designated this
disease “the silent killer.”

 Blood pressure screening is required in the United States for the
donation of blood. Many hypertensive donors, even those who
are deferred for this reason, are never educated on the
meaning of their blood pressure results.

* Numerous studies have evaluated the efficacy of blood centers in
screening populations for risk factors ranging from
hyperlipidemia and hyperglycemia®® to genetic diseases’.

Our study seeks to determine:

3. Whether blood centers can effectively provide blood
pressure education by means of an informational
pamphlet.

Methods

1200 voluntary and anonymous 25-question surveys were
distributed to presenting blood donors through the Red Cross in
VT and NH and collected from 10/10/12 to 10/26/12.

» Deferred donors could still participate in the study

o Participants first answered twenty-two questions, then read an
informational pamphlet about hypertension. Three additional
questions were asked regarding the utility of this handout.

* Prehypertension/hypertension was defined as having either a
diastolic or systolic blood pressure measurement falling into the
respective range.

» Data was double-entered into Microsoft Excel 2010 and
crosschecked for accuracy.

 Descriptive statistical analysis was done using SPSS.

Less than half of donors had
normotensive readings at donation

Self Reported Blood Pressure at Donation N= 688

Normotensive (systolic <120, diastolic<80) 46.9%

Pre-Hypertensive (systolic 120-139 AND/OR diastolic 80-89) 41.7%

Hypertensive (systolic over 140 AND/OR diastolic over 90) 11.3%
Donor Demographics
Gender N=835
Male 47.4%

Female 52.5%
Other 0.1%

Age N=836
Mean 46.8 years old; Range 18-84
Race N=807

Non-Hispanic white 80.7%

Multiple/Other 19.3%
Highest Level of Education Obtained

Less than High School 0.4%
High School or equivalent 31.6%
Associate/Trade Degree 14.3%
Bachelors or above 53.8%

Donor Status N=835
First Time Donor 5.0%
Repeat Donor 95.0%

The frequency of elevated blood pressure
at donation increased with age

60
50
10
30
20
10

18-44 (n=228) 45-64 (n=346) 65+ (n=113)
Age Group

mHTN
Pre-HTN

® Normotensive

- =0 e &= o =

Normotensive

Pre-HTN

45% of donors with a hypertensive reading at
blood donation had never been told they have
hypertension by a health care provider

NO
45%
n =667

*those that selected "Hypertensive" for their blood

Before being given the pamphlet, a majority of
donors were neutral or thought a pamphlet about
high blood pressure would be helpful

10.1%

® Very Helpful 6.3%

Somewhat Helpful
Neutral

~ Somewhat not helpful 41.7%

® Not helpful at all

A majority of donors thought the pamphlet '
on high blood pressure was valuable

/V;z 3.0% 11. 7%
b

4 35.9% ‘ '

™ Yes, I learned a lot

52.2%

Yes, I learned at least one thing
No, I already knew this 1nformat10n

® No, I did not understand the material presented

n =781

A majority of donors stated they were at least
somewhat likely to use the information provided
to make lifestyle changes

o

® Very Likely

Somewhat Likely
“ Somewhat unlikely
® Not at all likely

11.3%

21.5%

49.7%

n =780

Conclusions

 Based on these findings, we conclude that there Is an
opportunity for increasing hypertension awareness at the time
of blood donation.

 Within the highest risk group, those reporting a hypertensive
blood pressure, almost half of them had not ever been told they
had hypertension.

* In addition, the surveyed donors largely felt that the pamphlet
of educational material about hypertension was valuable and
were at least somewhat likely to use that information to make
lifestyle changes.

 These findings suggest that increasing hypertension awareness
as part of a blood donation screening is not only needed, but
useful as a public health measure.
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Introduction

In 2011 there were over 1,000 reported survivors of sexual assault in the state
of Vermont!. Of those survivors who presented to the Fletcher Allen Health

The
UNIVERSITY

Conclusions

 SANE programs are effective in providing consistent and comprehensive
medical care, and improving psychological well being for survivors. The

Current Systems Map

Follow-up Care:

Care (FAHC) Emergency Department (ED), 34 were over the age of 18, and medical community highly values the work done by the SANE program.
received an exam by a Sexual Assault Nurse Examiner (SANE)?. It is Sexual SANE Planned Parenthood e A published case report shows that follow-up appointments made before
currently recommended that all survivors be seen by a health care provider assault F'ﬁfﬁ;ler the survivor leaves the ED increase follow-up to ~80%. FAHC currently
within two weeks of their initial SANE exam to receive follow-up testing, Health Vermont Gynecology encourages the survivors to schedule their own follow-up health care
treatment, and discuss recoverys3. Less than 15% of survivors are known to Care Comprehensive Care appointment and the SANE nurses make follow-up phone calls where

attend a follow-up appointment. A published report has shown that if Clinic
appointments are made before the patient leaves the ED, and support phone

calls are made, follow-up rates can rise as high as 80%*.

Objective: Identify barriers for survivors of sexual assault to accessing No Medical Care/Unknown Lost to follow up Comm(l:mity Health
follow-up medical and psychosocial care after undergoing a SANE exam. enter

possible.

* Interview data indicates that most local health care providers:
» Are not satisfied with the current system of referral for survivors.
o Consider a follow-up appointment after a SANE exam extremely
Important.
» Believe it is extremely important for SANE nurses to make follow-up

Milton Family Practice

Fig-1. SANE Follow-up Phone Call Program to Time to Follow-up Call Hope Works Advocates -
Survivors of Sexual Assault 2006-2011 After SANE Exam phone Ca_l Is to SUI’VIVOIjS._ _ _
Contacted and  Would like more training regarding care for survivors of sexual
No Follow-Up leelf)evlv\ﬁ?p How Satisfied Are You With assault.
Call 15% the Current System of Referral . .
Attempted, —_ Contracted 78% for Survivors of Sexual Assault extremely likely to participate in * In Chittenden county, there is currently no system to track the number of
M eceive v bays to Your Practice? a standardization of follow-up survivors who receive the recommended two week follow-up
Follow-Up, 7-14 DayS Extremely C .
11% [ 0_7 Days S;{]l;snied -
. Recommendations
id db . . . .
Follow-Un AN Corthct 6% - o ot « Encourage local organizations to increase public outreach, knowledge,
1% 29% n=177 Ser i e How Important Do You Think a and resources for survivors.

Methods of Referral to Health
Care Providers After SANE

Material and Methods Exam

Provider
N/A Informed by
15%% ED of

Two-Week Follow-up
Appointment After a SANE
Exam is for Improving Health
Outcomes for Survivors?

e Encourage greater visibility of resources available for survivors, I.e.
websites and printed materials.

« Strengthen collaboration between local organizations serving survivors

Notat All
Don’t Know

Literature Review A o 17% W

o Researched data regarding sexual assault and medical response to sexual assault Self Referra 85% of those surveyed stated Extremely Kindof of sexual assault.
« Physical and emotional healthcare for survivors of sexual assault (survivors) o the follow-up phone call is tportant tmportan e Consider allocation of additional resources to SANE nurses in order to
- SATIE programs anc Toflow-up care for Survivors of sexual assal / SEIN T EE L, s improve communication with survivors after the SANE exam and

. . ~ other 15% rated it as

Review SANE data (Chittenden County) important promote greater rates of follow-up care.

o Received follow-up forms from FAHC ED SANE program ; ; ; ; ; .

o Axirilyrze] s GParith (15 ) sirvass o Consider changes allowing SANE nurses to assist survivors in
» See Figure-1 y, scheduling follow-up appointments before discharge from the ED.

- ~ Follow-up Care: : i i
Define Problem Proposed Systems Map * Promote education for health care providers and support staff regarding
o Underutilization of available health care resources following sexual assault. Planned trauma informed care and local resources available for survivors.

) Parenthood

_ _ Sexual SANE Acknowledgements
Design Focused Interview assault Vermont _ ) — — _

o Interview designed to address system of care specific to Chittenden County. Fletcher Gvnecolo We Woul.d like to thank the following organizations fc_)r their time and answers to our survey questions:

« Constructed an interview assessing survivors’ transition from the ED to centers Allen y gy Community Health Center, Hope Works, Milton Family Practice, Comprehensive Care Clinic, Vermont

providing follow-up care. Health Gynecology, Planned Parenthood: Burlington Health Center, Burlington Community Justice Center and
Care Comprehensive Fletcher Allen Health Care.

Conduct Focused Interview and Collect Data

o Based on SANE follow-up forms, seven local organizations* that provide care for
survivors of sexual assault were identified. A standardized and focused interview was
administered to thirteen individuals** from these sites.

Care Clinic Thank you to the Parallel Justice Health Care Subcommittee, Raj Chawla, and Dr. Tom Delaney for their help

and input with our project.

Milton Family
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Data Analysis
0 Responses from the thirteen interviews were compiled and analyzed.

o Conclusions and recommendations were made based on literature review, analyzed data
from SANE follow-up forms, and focused interview results.

Community Health
Center

No Medical Care/Unknown

* FAHC ED, HOPE Works, Planned Parenthood, Community Health Center, Milton Family Practice, Vermont HOPE Works Advocates

Gynecology, Comprehensive Care Clinic
** 2 victim advocates, 1 social worker, 1 NP, 1 PA, 1 RN SANE, 1 LPN, 1 call center coordinator and 5
practice supervisors/managers

“The biggest thing is making the transition from the emergency setting to the office setting as seamless as possible. Break
down the barriers to accessing care. If we can do that it would be a big victory.”” - Dr. Tom Lishnak, Milton Family Practice
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Introduction Results Discussion
e e o O ontoring System? e jo1d prescription diversion (1e. Sharing the prescription with others)? °  Only 25% of doctors use the VMPS more than half the
SreEEEEE If 50 what do you say? time, with many indicating that they do not use the

Prescription drug diversion has become a major problem in the
state of Vermont. According to 2010 data from the National
Survey on Drug Use and Health, most people get access to
prescription drugs for purposes of misuse through family and
friends. This accounts for both drugs which are given away and
those which are taken without permission.

program for long-term patients
. Reasons for lack of use included:

. Doctors do not know enough about the
program to use it

Alvenysisios shaoys . It is too inefficient for work flow

m More than half the time

=Lz than b ha ims . It is not updated in a timely manner

o . One solution may be to integrate the VPMS with
Fletcher Allen’s current EMR. This will make the
system more accessible and time-efficient

. Most opiate diversion occurs when a single provider
prescribes to a single patient who then diverts that
prescription, indicating the potential importance of
educating patients on drug diversion

Llweys/almost always
mm More than half the time
B Le=s than half the time

N Heverfalmost newer

This research used a top-down approach to examine a cause for
apparent excess in prescription medications. The goal was to
assess prescription practices of Vermont doctors and utilization
of the Vermont Prescription Monitoring System (VPMS). This
information is intended to provide insight into potential methods
of reducing prescription drug diversion.

M et h 0 d S T : “Someone who is going to do this won't be . Doctors report a wide variety of approaches to
“I'm inefficient enough with our EMR, I need . . dissuaded by anything I say - they already educating patients on the consequences of diversion
An online anonymous survey was distributed to 552 MDs one less thing to bog down my patient “Once we are in the system, if we know it's illegal.” _ = _ _
throughout Vermont. care” could type in alist of names and . One option utilized is a formal opiate usage
get a list back-- this would allow an contract between patient and practitioner
» 57 surveys were returned P P
easy reVleW for those patlents Seen Which of the following would be best for you to participate in additional training? (Select ° More than One thll’d Of res OndentS |ndlcated that the
() 10 multl Ie ChOice uestlons assessed the fOIIOWIn Subects How do you educate yourself about opioid prescribing practices? (Select all that apply) H H H el that appty) . . . p . . y
P G ds4bl s el Bl Olatlously. never talk with their patients about diversion

35

coordinating with NH and NY
would be helpful as nothing
prevents a patient from filling
scripts out of state and thus
avoiding surveillance.”

e Use of the VPMS
» Doctor education on prescribing opioids
« Patient education on the use of opioids

« Data were analyzed with the program STATA using bivariate
logistical regression

» Charts/graphs were generated through Survey Monkey and
the STATA program

. Some doctors expect that their patients
should understand that diversion is illegal,
thus there is no need for discussion

. Others believe there is no level of
conversation that will dissuade those who
are intent on redistribution from doing so

. If these beliefs about the futility of patient education are
widespread, they may add to the problem of diversion

. A proposed solution to address the problem of
diversion is to prescribe smaller amounts of controlled
substances more frequently

. Obstacles to this include inconvenience as well as
" dicion e preserbing aieide 50 Whsk o you 5T direct financial and time costs to both the patient
and prescriber

. Doctors offices do not have the staff or time slots
to accommodate the increased number of
AT appointments that would result

B More than half the time

=iy . This could be overcome if requirements changed
to allow for the electronic prescribing of opiates

“We have so many inefficiencies
built into our patient encounters.
This needs to be extremely quick
and easy to access.”

25

Please rate the importance of each factor when prescribing opioids?

How often do you ask your patients about his/her substance abuse
history before prescribing opioids? If so what do you ask?

Abways/almast slways
B More than half the time
B Less than half the time
B Neverfalmost never

R
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INTRODUCTION

Vermont currently has a 50-70% recidivism rate for
offenders. Higher rates of recidivism have been noted
In individuals with specific health risks, especially
mental health and substance abuse issues. Studies
have found that offenders often experience difficulty
accessing healthcare, but that successfully linking
Individuals to healthcare reduces recidivism. Criminal
justice literature notes that probation/parole is an ideal
time to implement health interventions, but substantial
barriers (expense, time, logistics) exist.

The 2011 UVM Public Health Project with Burlington
Probation and Parole (BPP) identified key areas of
health concern among Chittenden County probationers
and parolees: mental illness/depression, smoking,
alcohol/ substance use, nutrition/fithess, and health/
dental insurance status.

OBJECTIVES

Part I: Analyze strategies for disseminating information
about health resources addressing these self-
identified areas of concern.

Part Il: Explore the self-perceived roles of BPP staff in
connecting parolees with health resources, and their
recommendations for effectively doing so within the
Probation and Parole system.
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MATERIALS & METHODS: PART |

Materials. Developed for the study:

» Health resource sheet with contact information for
organizations offering assistance in the five health
areas identified by the 2011 UVM survey (see
Introduction).

* Nine-item questionnaire regarding the utility of the
health resource sheet.

Study design. Adult subjects required to register at
the BPP office were chosen to participate. These
iIncluded probationers and low-risk offenders on parole
(individuals released from prison in the past 6 months,
non-institutionalized at the time of study and living in
the community) who were assigned to a Probation &
Parole Officer for further supervision. The goal was to
assess the utilization of a health resource sheet based
on the manner in which it was given to a BPP client.

« Control group: handed resource sheet with the
standard packet of intake forms.

* Intervention group: given resource sheet by a medical
student after the BPP intake process, who delivered
a brief script detailing its purpose and describing the
follow-up questionnaire.

Following BPP protocol, all clients return after 10 days

for a follow-up appointment, at which time the

guestionnaire was given to both groups by BPP staff to
be completed and submitted securely and anonymously
on site. The follow-up questionnaire hoped to assess
the degree to which the health resource sheet was used
by BPP clients.

RESULTS

We received no valid data. This occurred for two
reasons: (1) five questionnaires from the control group
and zero questionnaires from the intervention group
were collected; (2) the five questionnaires collected
were distributed incorrectly, and thus all results had to
be discarded.
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Respondents
m P&P Officer
m Community Correctional Officer

q
»

Do Probation & Parole Officers
have arole in helping clients
with their personal health and
lifestyle concerns?

Manager / Supervisor
® Treatment Provider
m Prefer not to answer

No

What do you think would best help clients address their
concerns about health issues? (Check all that apply).
Dedicated time during intakes
A social worker on staff
More information on where to refer clients
Not one of BPP officer's responsibilities

Other (please specify)

“It would especially be helpful to have a social worker, mental
health professional, and/or medical professional ... to support
our efforts with particularly difficult offenders.”

“...I'would like to [be able to] say something to the effect of
‘there is a weekly health orientation on X day/time at Y
location. Those people can help you navigate the system.’

| have sufficient time and resources
to do my job effectively

a1

Strongly Agree Neither Disagree Strongly
Agree Agree or Disagree
Disagree

My work is characterized by intense
pressure, stress, and/or deadlines

10 1
0 - . .

Neither Agree
or Disagree

Strongly Agree

Disagree

Strongly

MATERIALS & METHODS: PART I

In light of inadequate data from Part I, a second study
was created.

Materials. A 12-item survey was created and
administered to the BPP staff pertaining to their own
health, job responsibilities, and burn-out.

Study design. The goal was to evaluate whether the
parole officers believe it is their responsibility to address
health and wellness needs of their clientele.
Secondarily, validated burnout questions were also
Included.

RESULTS

The survey had an 44% response rate (23 out of a
possible 61). Responses indicated that BPP staff
strongly feel that they have a role in helping clients
with their personal health and lifestyle concerns.
However, they do not feel that they have the time or
knowledge to do so effectively, and also stated feeling
overwhelmed, stressed, and underappreciated. BPP
employees indicated that implementing supports such
as social workers and better information about where
to refer clients would help them to improve the health
of their clients.

RECOMMENDATIONS

The literature shows that models placing social workers
on-site in medical homes improve health outcomes.
Community Health Centers of Burlington is developing
a medical home model, but currently those services

are neither comprehensive nor adequate to address
the needs of BPP clients. Without a local medical home
resource or in-house capacity to assist BPP clients with
their health issues, a different solution is needed.

We propose a pilot program to (1) place a social worker
on-site at BPP to meet with all clients after intakes, and
(2) investigate this intervention’s effects on recidivism
and health outcomes. The UVM Department of Social
Work may be able to provide MSW students completing
required practicums.




Introduction

In Vermont, 14.4% of the population has one or more
disability, with ambulatory disabilities comprising the
majorityl. Homebound seniors are frequently afflicted by
multiple comorbid conditions. These conditions, such as
hypertension and diabetes, can be worsened by food
insecurity and lack of proper nutrient intake 23. In
Vermont, 10.9% of households reported food insecurity in
2007 and 62% of Vermonters reported some barrier to
providing nutritious foods to themselves or their families?.
In order to relieve some of the food insecurity faced by
homebound individuals in Vermont, the Chittenden
Emergency Food Shelf (CEFS) Homebound Delivery
Program (HDP) currently serves 130 individuals,
providing one week’s worth of groceries to them each
month. The aim of this project was to learn more about
the homebound population served by the CEFS in order to
better meet the needs of these individuals.

Methods

Survey:

* A survey was conducted via
telephone (n=26) and in-
Number of H H —
Pal::ci;;r?ts Percentage person InterVIGWS (n_g)
(0739 « 35 multiple choice questions
assessed demographics,
Femal 13 37.1 i ;
s s 1 satlschtlon of th_e program,
foe , . mobility constrains, health
' care access and health status

45-60 9 25.7
61-75 18 51.4 .
>75 6 17.1 » Data was analyzed with two-
Education 0 - -
N High School o 257 tailed Fisher exact tests using
2012 GraphPad Software.

Some High School 6 17.1
Detailed Interviews:

High School Grad 11 314
Some College 4 11.4
College Degree 5 14.3

e Two individuals were re-
interviewed in-person to
gather qualitative

Demographics:

Gender
Male 9 25.7

Ethnicity
Caucasian 34 97.1
African American 1 2.9
Smoking status
Yes 8 229
No 23 65.7

No Data 4 114 perspectives on their lives
Drinking status . .

Yes 3 86 and experiences with the

N 28 80

Ng Data 4 114 program
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Results
How Mobile Are You? Prevalence of Chronic Disease in Homebound
Program
25 +
(<) 21
20% g 0
8' 15 -
Complete Mobility qé
s 1 9
Limited Mobility % 10
. B

e The most common mobility limitation reported was
difficulty walking around the house

Burden of Chronic Disease
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How much of the food you receive
each month do you eat?

9%
m All of the food
More than half of the food

0,
Half or less of the food 43%

0-2 3-6 6+
Chronic diseases

* 66% of those surveyed reported living alone

 100% of respondents had insurance with 91% being
enrolled in either Medicare or Medicaid

* 63% of those with greater than 5 chronic illnesses
stated a preference for pre-packaged food

/ “I started working with the food shelf a few years back. Thm
were a great help. Without them | don’t think that I could
survive. Because with the little income | get, social security is
not that much, and my rent goes up...it’s a great help.
Whatever they bring me I use.”

Diane, 87

Burlington, VT
A J

® Qur population study included only 35 people, therefore
the power was not large enough to produce significant
comparisons between groups; however, general trends
were noted, especially in the between the categories of
age, number of chronic illnesses, and preference for pre-
packaged meals over groceries

® Younger respondents (< 60) held a stronger preference
for prepackaged meals than did those over 60 (72% vs.
42%, p=0.15)

® 11% were referred to the HDP from a physician, while
71% discovered it through the food shelf or friends

® Overall satisfaction with the program was excellent

® Although the HDP is targeted toward homebound
Individuals, 20% of respondents categorized themselves
as “completely mobile”

® Despite the average respondent reporting over four
chronic medical conditions, 66% self-reported average
to above-average health

® Participants tend to be connected to a number of other
community organizations, such as 3SquaresVT, VNA,
Meals on Wheels, and the Champlain Housing Trust

® [Lack of health insurance does not appear to be a barrier
to health in this population

Conclusions

The majority of participants heard about the program
through friends or the food shelf, suggesting that there
could be a role for health care providers to vastly expand
the homebound population served, assuming available
resources and funding. Given the satisfaction and success
with the program, the Chittenden Emergency Food Shelf
Homebound Delivery Program serves as a model for
addressing food insecurity in the homebound population.
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METHODS CONCLUSION
# The health benefits of exercise in older adults have been well * A survey instrument was created and disseminated at community sites # Time was reported as the greatest barrier to exercise. Offering
established, but barriers prohibit regular exercise. in the Greater Burlington area to a 50-65 year-old adult demographic. b0 ac R programming at a variety of times may help overcome this
#* Benefits of exercise in adult populations include improved #* The survey was designed and based on previous participation in the Barriers To Activity- Ages 50+ barrier.
cardiovascular health, decrease in bone fractures, and greater Burlington YMCA program. The topics explored were based on ;?m:‘:: * Motivation was also a significant barrier to exercise.
increased mental capacity®. trends of YMCA participant behavior, including popular activities, e Re§pondgnts listed improving health, decreasing stress anc!
* Current federal guidelines for exercise for adults state?: expressed barriers to exercise, and participant demographics. losing weight as sources of personal motivation. Emphasizing
> 2 hours and 30 minutes of moderate intensity on 2 or o o < of Resnondents :;er:; ;s;:?:f when recruiting or advertising can encourage
> Tr?;:ri::: 135\:;:?2: of vigorous exercise on 2 or v 3 * Cost was reported as another significant barrier to physical
e S ed Fulltime : activity. The YMCA alrea@y provides sliding scale rates and can
» each working all muscle groups 5 o continue to advertise their flexible fees.

» Self-efficacy

¥ Outcome expectations

» Self-evaluated satisfaction or dissatisfaction X advertise and provide information for upcoming classes and
In particular, self-efficacy was lower in older individuals Table 1: Demographics Figure 3: Barriers to Activity activities that the YMCA will be organizing.

* Positive enforcement of self-efficacy can be a means to RESULTS BIBLIOGRAPHY

ensure that individuals will continue to exercise™. . -
5 - , = g #*The greatest motivators of physical activity in the 50+ age group were: Improving health (78%), Reducing D e A Lt - =
#* Social support and the ability to interact with others increase st ref: (64%), Losing Weight (56%) and Boosting En g(ség%). Figure 1. e e
activity in 65+ year-olds®. g

- adults” physical activity. Preventative Medicine. aom; S4{E 6871
. 5 3 B " # The 50+ age group was the most interested in: Qutdoor activities (90%), Mindfulness activities (50%), 3wt forDirese Comtru

# Having a primary care provider or participating spouse is a

positive influence to adopting a healthier and more active

tates, 195, ulnwn w‘mm 46
lifestyle's.

Since 92% of the population that we surveyed had a primary
care physician we feel that this would be the best location to

#* Among 70-year olds, the largest barriers to health were: poor ; RECOMMENDATIONS
health, lack of company, interest, transportation and/or : — ’ # Outdoor and mindfulness activities were the most popular
opportunity for sport/leisure®. 2 L e - categories in our data. By using the natural resources in
# Social cognitive theory suggests that the motivation to Grad ! Vermont, the YMCA can provide activities to encourage this
exercise in a particular individual is based on three things': demographic to increase their physical activity.
Poor Health/

Mahllil)l

Aquatic activities (36%), Dancing (32%) and Volunteering (32%). Figure 2. 4000, oy CC, Farmar 0. it chad Contro! Cin, Trik. 20055
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- Figure 5: Focus Group Comments
Introduction Results
Food insecurity is an inadequate availability of nutritional and safe foods or CME Survey _ o / / \ \
a reduced ability to obtain these foods in socially acceptable ways(1). Of all Out of 51 surveys about the HFVT CME course that were delivered successiully, a total of 10 participants responded. Four Physicians Say... Both Agree... Nurses Say...
Vermont households, 13% are food insecure(2), and one in five Vermont respondents were nurses, and two were physicians. The single greatest identified strength of the CME course was the It's hard to find time to we tend to ask patients Physicians should be the
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