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Introduction
     Veterans diagnosed with serious mental illness (SMI) are faced with many dynamics and challenges of functionality within our communities. Veterans with SMI struggle to be “normal and fit in” within the societal definition of normalcy. SMI veterans are disadvantaged with coping mechanisms of daily life, yet strive to function, socialize and adapt within their communities, families, and relationships. More often, barriers to their functionality exist due to non-adherence and disengagement with treatment (Breslau et al., 2018). It is imperative that the inpatient psychiatric treatment team provide effective approaches with care transitioning as veterans discharge back to their perspective communities. 
     SMI veterans remain a vulnerable population that mandates precise strategic planning, monitoring and implementation of care delivery practices. Gaps within care transitioning for SMI veterans lead to re-hospitalizations, frequent emergency room visits, exacerbation of conditions, ineffective communication, collaboration, and non-adherence to treatment (Virapongse & Misky, 2018). Care transitioning processes remain challenging as SMI veterans exacerbate complications of delusions, paranoia, and reality orientation which affects trust of providers and engagement in treatment.  Furthermore, a patient-centered approach must be implemented to provide critical shared decision making with the veteran, inpatient and outpatient treatment team, family/caregiver support, and community resources. “For persons with serious mental illness (SMI), the period following discharge from inpatient psychiatric treatment is frequently a period of significant personal disequilibrium. Disengagement from mental health services and other supports jeopardizes the potential for future community adjustment, and warrants interventions that establish, maintain and strengthen adequate linkages to ongoing care” (Tomita & Herman, 2015, p.65). 
     Veterans transitioning back to perspective communities can be threatening due to changes in environmental settings, uncertainty of discharge instructions, ineffective communication between inpatient and outpatient providers, inability to manage self-care, and confusion with medications post discharge that can lead to error and complications. “Patients discharged from hospitals confront significant vulnerability and excess rates of adverse events in the post-acute period. Poor clinical outcomes during this dynamic time are attributed to many causes, including high-risk disease, evolving clinical needs, and fragmented, poor care coordination” (Virapongse & Misky, 2018, p.1959).
	Serious Mental Ill veterans’ high utilization of re-hospitalizations and emergency room visits results in astronomical costs for health care organizations. The average patient with psychiatric needs directly costs an ED $1,198-$2,264 per visit, with an annual cost of 17 billion for re-hospitalizations. Key issues underlying these problems are that hospitals are incentivized to discharge patients as quickly as possible, which would be quite reasonable if there were well-connected, accessible, responsive, and comprehensive outpatient services in the community. Unfortunately, most communities have highly fragmented non-systems of care, despite the widespread awareness of this fragmentation, resulting in insufficient attention paid to transition planning (National Association of State Mental Health Program Directors, 2015). 
     A tailored plan during discharge transition includes the assessment of Social Determinants of Health that can impact veterans’ successful efforts to meet their recovery goals.   
     “In recent and current policy guidance care planning and coordination are together envisaged by policymakers as collaborative, tailored, processes through which service users, caregivers and practitioners might work together in equal partnership in the shared pursuit of recovery goals” (Hannigan, Simpson, Coffey, Barlow, & Jones, 2018, p.1). Veterans are being discharged without careful review of social determinants of health risk factors prior to community transition. “The social determinants of health are on everyone’s watch list, but attention must also go to the social determinants of mental health” (Fink-Samnick, 2020, p.1).  Nurses play a key role in effective care planning and discharge processes. “Due to the emphasis on caring relationships within the nursing profession, nurses may be best equipped to lead in the reduction of health disparities. Nursing education is unique in its dual focus on individual care, as well as population health and community nursing. One of nursing’s key roles is to plan, operationalize and evaluate the impact of the plan of care. It makes sense, then, that nursing should play a central role in understanding social determinants of health at the individual, community and population level. Through their interaction and advocacy for patients, nurses contribute to patient outcomes and population health management results” (Wetta, 2017, p. 1). 
     Health care outcomes have become a key focus within hospital organization care delivery. The processes of coordination, and continuity of care have impacted care transition effectiveness. “There has been increased recognition that improving health and achieving health equity will require broader approaches that address social, economic, and environmental factors that influence health” (Henry Kaiser Family Foundation, 2018). Research and clinical practice have indicated that SMI veterans are at greater risk of re-hospitalizations and recurrent emergency room visits as a result of not assessing social determinants prior to community transition. The Robert Wood Johnson Foundation’s 2014 County Health Rankings Model estimates that only 20% of health outcomes can be attributed to clinical care. Nonmedical factors account for the other 80%-including social and economic factors (40%), physical environment (10%), and health behaviors (20%). 
     Discharge practices at Detroit Veterans hospital inpatient unit lack assessment of social determinants of health during community transfer. Futhermore, there is a lack of a collaborative processes with community risk and interventions on one identified tool. Providers individually day of discharge provide discharge implementation prior to veteran transitioning to community, with respect of provider autonomy. A quality improvement approach to implement a stratification social determinant tool provides identification of risk, continuity of care between veteran, providers, families, and community resources. Most importantly, improving communication and clinical practices with one identified tool to review veterans’ risk and expected health care outcome.
Background and Significance 
[bookmark: _Hlk49443270]     The purpose of a quality improvement intervention focusing on the care transitions for serious mental ill veterans is to identify risk, need of community resources, impact of continuity of care, communication, collaboration, engagement, adherence, sustainability in the community, and patient centered focus.  “More and more, healthcare leaders are positioning their organizations to assume the social and moral imperative of reducing health inequity by focusing on the social determinants of health. Through creative partnerships, new care delivery models, and population health assessment, they are innovating to improve the health and quality of life their community’s most vulnerable residents. Healthcare leaders recognize that it is vital to reform the system, so it is sustainable and accessible for all. Moreover, they understand that the social determinants of health are significant factors in this invaluable endeavor” (NEJM Catalyst, 2017, p.6).
   Health organizations such as the Centers for Disease Control and Prevention, and The World Health Organization have identified the importance of social determinants impact on health inequities for patients. “The Centers for Disease Control and Prevention is committed to achieving improvements in people’s lives by reducing health inequities. The World Health Organization created the Commission on Social Determinants of Health to address social issues and needs. The commission uses three principles to guide its work in eliminating health inequities for local communities, nations and throughout the world. These principles include: 1) improving the conditions of daily life-the circumstances in which people are born, grow, live, work, and age; 2) tackle the inequitable distribution of power, money, and resources-the structural drivers of those conditions of daily life-globally, nationally, and locally; and 3) measure the problem, evaluate the knowledge base, develop a workforce that is trained in the social determinants of health, and raise public awareness about the determinants of health (Centers for Disease Control and Prevention, 2019). The American Hospital Association suggests nearly half of all Americans will develop a mental illness during their lifetime (2012).
     Current clinical practices of inpatient psychiatric units lack discharge planning to address social determinants of health for veterans such as health literacy of mental health diagnosis and self- care post community transition, cognitive ability to navigate transportation for appointments, structure and level of residential care, just to name a few. Leadership in the community county hubs have yet to be identified in Wayne, Macomb, Oakland, and Saint Clair to provide continuity of resources in the community. Social work discharge planners are disproportioned with addressing social determinants prior to community transition as current ratio is 1.5 FTE to 19 veterans, with near future organization increase of 25. “To make an impact on improving health equity and providing more patient-centered care, it is necessary to better understand and address underlying causes of poor health”, yet physicians often feel helpless and frustrated when faced with complex and intertwined health and social challenges of patients”. “The inclusion of SDOH factors had significant effects on calculated hospital performance, with greatly reduced variance in hospital-risk standardized readmission rates” (Health Affairs,2018). 
     Implementing discharge practices presents challenges for the veteran, treatment team, and family. Transitional care of the veteran from inpatient to outpatient is a time of fear resulting in change and autonomy for the patient and the family. “Researchers in the field of Transitions of Care evaluate the effectiveness of various approaches to improve the discharge process. One classification scheme to categorize these interventions is to consider them as: pre-discharge interventions (patient education, discharge planning, medication reconciliation, scheduling a follow-up appointment) ; post-discharge interventions (follow-up phone call, communication with ambulatory provider, home visits); and bridging interventions (transition coaches, patient-centered discharge instructions, clinician continuity between inpatient and outpatient settings” (Uptodate, 2020). It is indicated throughout healthcare organizations the impact of improper discharge practices. “Discharging patients from the hospital is a complex process that is fraught with challenges and involves over 35 million hospital discharges annually in the United States. The cost of unplanned readmissions is 15 to 20 billion dollars annually. Preventing avoidable readmissions has the potential to profoundly improve both the quality of life for patients and the financial wellbeing of health care systems” (Uptodate,2020).
Problem Statement
     Serious Mental Ill veterans are experiencing high utilization of mental health services with recurrent inpatient admissions and frequent emergency room visits due to unidentified risk of social issues and needs at discharge. Gaps during community transition impact sustainability in the community of the veteran that leads to exacerbation of mental health condition, disengagement and adherence to treatment, impact of family relations, and community resilience. Research has illustrated that the period following discharge is a vulnerable and significant time of change for veterans. Hospital readmission within 30 days of discharge implicates a negative outcome for veterans with Serious Mental Illness. If the current high utilization of mental health services for SMI veterans continues it will lead to decompensation of mental health, increase in organization cost, disruption of family and community relations. Therefore, this phenomenon should be evaluated.
Clinical Question
      Does an interdisciplinary approach to assessing and planning for SDOH risk improve satisfaction among the discharge team and SMI veteran population?  Does the implementation of a SDOH tool during the early phases of discharge planning reduce recurrent emergency room visits and re-hospitalizations for veterans with SMI?

Literature Search
     A literature search was conducted using Refworks using electronic databases of CINHAL and PUBMED. Additional literature search involved Google Scholar as well. The following search terms were indicated: transitional care, care coordination, social determinant of health, case management, patient centered care, mental health coordination, community care, community transitioning,  quality improvement, collaboration, mental health treatment planning, community resources, mental health handoff, mental health systems, continuity of care, critical time intervention, psychiatric hospitalization, re-hospitalization, mental health quality improvement, psychosocial, and transition models. “Evidence gathered over the past 30 years supports the substantial effect of nonmedical factors on overall physical and mental health. Research also suggests that investments in interventions to address social determinants of health, such as housing, income support, and care coordination, yield positive outcomes” (Daniel, Bornstein, & Kane, 2018, p.577).
     To be included in the review, the article focus was derived at: 1) publication from 2015-2020, 2) English framework, 3) full text articles, 4) transitional coordination from inpatient psychiatric units to community, 5) quality improvement of care delivery with emphasis on mental health, and 6) comparison groups pre-post SDOH intervention. The review of literature identified several themes which effect transition of care and will be reviewed here. 
Health Literacy
     Health literacy is an important factor of how veterans receive information and understand their diagnosis. It is imperative that treatment team providers focus on the cognitive abilities of veteran’s engagement during community transitioning. Health literacy impacts the experience of the veteran and how they will cope with their perspective mental illness. “Health literacy is an important social determinant which affects a patient’s ability to appropriately take medications, keep follow-up appointments, watch for signs of worsening illness, and know what to do if they occur. Low health literacy is independently associated with hospital readmission, as well as mortality” (Meyers et al., 2014). 
     Interventional processes during mental health transitioning is imperative for identification of risk. “In addition to informing risk prediction, a better understanding of determinants of health after hospitalization will inform intervention delivery. Improved ability to identify high-risk patients through more robust assessment of their social determinants would facilitate more targeted, efficient, and cost-effective delivery of transitional care interventions” (Meyers et al., 2014). Informing and involving veterans within their care delivery improves their engagement with sustainable treatment. According to National Institute for Health and Care Excellence, when working with people using mental health services ensure familiarity with local and national sources of information and/or support for people using mental health services taking into account that stigma and discrimination are often associated with using mental health services. Health and social care professionals working with people using mental health services should have competence in: assessment skills using explanatory models of illness for people from different cultural, ethnic, religious or other diverse backgrounds, explaining the possible causes of different mental health problems, and care, treatment and support options (2016).
Provider Education 
     Educating providers with current research and clinical practice with processes of care transitioning will support improved care delivery of veterans. “Physicians, as well as medical students and other allied health professionals, have a powerful voice and can speak about the health impacts of social challenges to encourage broader policy responses and influence what gets onto local agendas” (CMAJ, 2016,p.478)). Treatment teams have roles and responsibilities of frontline impact with processes of care transitioning. “When providing training about any aspect of mental health and social care: involve people using mental health services in the planning and delivery of training, ensure that all training aims to improve the quality and experience of care for people using mental health services; evaluate training with this as an outcome” (National Institute for Health and Care Excellence, 2020).
     Clinical practices of providers to improve the processes of care transitioning should begin during medical and nursing school. According to CMAJ, (2016), “Increasingly, there is a growing emphasis on the social accountability of medical schools and other institutions responsible for training health professionals to better serve disadvantaged patients. There are a growing number of examples of training programs that have improved attitudes, skills and competencies in addressing social determinants, but clinical practice tools and training are important facilitators, particularly if the intention is to create a widespread culture change in the way health care workers practice” (p.479).                          
Community Engagement
     The transition back to community is a difficult time with many fears of changes and repositioning of responsibility and self-efficacy. “Support patients to develop strategies, including risk-and-self-management plans, to promote and maintain independence and self-efficacy, wherever possible. Explore what support systems they have, including family, careers and friends. Ensure that the decision to start home treatment depends not on the diagnosis, but on: the level of distress, the severity of the problems, the vulnerability of the patient, issues of safety and support at home, and the person’s cooperation with treatment” (National Institute and Care Excellence, 2020, p.10). There has to be very strategic processes and monitoring in place for veterans to adapt once care is implemented in the community setting. “Anticipate that withdrawal and ending of treatments or services, and transition from one service to another, may evoke strong emotions and reactions in people using mental health services” (National Institute and Care Excellence, 2020 p.11). The role and responsibilities of the caregiver is critical within the equation of SMI veteran sustainability in the community. 
Collaboration/Shared Decision Making
     Collaborative processes are crucial to improve communication and engagement of veterans with a patient-centered approach of shared decision making. It is important to support the SMI veteran with autonomy with their treatment. It is well defined veterans with Serious mental illness have challenges with decisions of their treatment due to chronic and persistent mental illness. These complications consist of but not limited to; paranoia, delusions, and alterations with reality orientation. “People with severe mental illness (SMI) traditionally have been perceived by themselves and others as powerless”. However, treatment modalities for SMI veterans are evolving. “One aspect of this change is that people with SMI have increased their involvement in organizational decision making” (Linhorst, Eckert, & Hamilton, 2005). 
     “Shared Decision Making has been defined as ‘an approach where clinicians and patients share the best available evidence when faced with the task of making decisions, and where patients are supported to consider options, to achieve informed preferences” (Elwyn et al., 2012). SDM rests on accepting that individual self-determination is a desirable goal and that clinicians need to support patients to achieve this goal, wherever feasible. “SDM recognizes the need to support autonomy by building good relationships, respecting both individual competence and interdependence on others” (Elwyn et al., 2012). The involvement of the SMI veteran within their treatment and encouragement to express feelings and concerns is conducive to the overall success with care delivery approaches. 
Patient centered approaches with shared decision making should include the veteran as the center focus along with treatment team and family caregivers.    
Access Failures/ Social Fragility
     Access to care post community transition is an important factor with continuity of care. The ability to have timely follow-up care after discharge is the catalyst of adherence with treatment for SMI veterans. “Access failures and social fragility were most commonly represented as the most cited factors influencing care transitions in this population” (Virapongse & Misky, 2018). Care coordination in the outpatient setting to identify risk prior to crisis interventions remains crucial with care delivery of the SMI veteran. “Hospitals can improve access and reduce preventable acute care visits by coordinating timely access to publicly funded safety-net clinics. Programs allotting medications, transportation vouchers, and telephone reminders in the post-acute setting have shown to improve the likelihood of timely follow-up. Health care systems should also re-evaluate their discharge process when transitioning underserved patients to the outpatient setting” (Virapongse & Misky, 2018).    
Social Support
     Many gaps in continuity of care exist post community transition. Community resources are not readily identified in many circumstances for complex cases of SMI veterans, resulting in lack of coordination for specific needs. There remains an important factor to identify community hub resources for SMI veterans to follow up with complex needs to exist within their communities. “Community-oriented primary care is a form of “community diagnosis” and “community treatment” blended with clinical patient care that has a long history and continues to inspire innovative approaches to support disadvantaged patient groups. Engagement and empowerment of the local community is needed to tackle deeply rooted challenges that become engrained in the social norm” (Andermann, 2016).
Treatment Planning
     Treatment planning remains the major focus with structured processes of the SMI veteran road to recovery. “Co-producing care plans with patients helps them feel more in control and be active partners in their own care and recovery”. Care plans should draw on all forms of documented treatment intentions and preferences relating to the person (including crisis plans, discharge and recovery plans). Plans should be reviewed regularly. “Planning early for each stage of admission and discharge can ensure better continuity of care and a better experience for the patient as they move between services” (National Institute for Care and Excellence, 2020). Treatment planning can identify risk of social determinants of health prior to SMI veterans being transitioned to community care. Community resources can be initiated at admission once identified during assessment to deter the likelihood of future re-hospitalizations or emergency room visits.
Barriers
     “There are a growing number of initiatives to address social determinants of health within and outside of the health care system. Outside of the health care system, initiatives seek to shape policies and practices in non-health sectors in ways that promote health and health equity. Within the health care system, there are multi-payer federal and state initiatives as well as Medicaid-specific initiatives focused on addressing social needs” (Kaiser Family Foundation, 2018). Under the current administration, Trump continues to savagely remove processes which support patients with concerns of social determinants of health that were placed prior to his term.  These efforts continue to set barriers with efforts to improve care delivery of patients with social needs. “The Trump Administration is pursuing policies that may limit individuals’ access to assistance programs to address health and other needs and reduce resources to address social determinants of health. The Administration has begun phasing out Delivery System Reform Incentive Payment programs, is revising Medicaid managed care regulations, and has signaled reductions in funding for prevention and public health” (KFF, 2018).
     There continues to be numerous concerns with barriers and challenges in implementing strategies to address SDOH. These barriers include: “communicating appropriately with patients about SDOH, building an adequate referral network, integrating electronic assessment tools and resource inventories, and breaking down silos between health and social service organizations” (Center for Health Care Strategies, 2017). There have been recommendations put in place to provide innovative approaches with efforts to address SDOH within clinical practices. The challenges and recommendations are as follows: “Medical model bias and the treatment imperative in health care, the recommendation; Health care provider reminder and recall systems to adopt a more holistic and biopsychosocial approach; Patients who experienced prior stereotyping and discrimination in clinical care, the recommendation; Treating patients with dignity and respect and creating “safe spaces for disclosures; Physicians feeling overwhelmed, overworked and lacking time, the recommendation; Taking a few extra minutes per consultation to address complex health and social needs; Physicians not knowing what resources exist in the local community, the recommendation; Providing a mapping of benefits and local referral resources for specific social challenges; Physicians unsure of what concrete actions to take to address social determinants, the recommendation; Resources, training and ongoing support of physicians and allied health care workers” (CMAJ, 2016).
Organizational Assessment
     Gaps in care transitioning during discharge for Serious Mental Ill veterans at John Dingell Detroit VA hospital has led to frequent utilization of mental health inpatient stays and emergency room visits. During processes of organizational assessment, a chart review was conducted to identify SMI veterans that utilized frequent mental health services post discharge from inpatient psychiatric unit to community transition and where these services occurred. These services consisted of frequent re-hospitalizations and emergency room visits within the same year. There were 27 SMI veterans’ charts reviewed and evaluated that had more than 2 hospital or emergency room visits with no review of Social Determinants of Health. Also identified were 2-3 inpatient stays within one year with a length of stay between 10 days to 36 days with 3-12 emergency room visits. Only 22% of the identified veterans of the chart review SDOH risk were addressed at discharge.  As identified, “The Robert Wood Johnson Foundation County Health Rankings Model estimates that only 20% of health outcomes can be attributed to clinical care. Nonmedical factors (40%), physical environment (10%), and health behaviors (20%).  “Healthcare leaders are positioning their organizations to assume the social and moral imperative of reducing health inequity by focusing on the social determinants of health. Through creative partnerships, new care delivery models, and population health assessment, they are innovating to improve the health and quality of life of their community’s most vulnerable residents” (NEJM Catalyst, 2017,6).
     John Dingell VA hospital mission is to provide timely, compassionate and high-quality care to those we serve by encouraging teamwork, education, innovation and continuous improvement. Due to lack of identified Social Determinants of Health prior to community transitioning, veterans are discharged to perspective residence with acute and chronic needs, additional skilled levels of care with mental health diagnosis, housing, transportation, accessibility to appointments and medication adherence barriers or challenges.  It is the goal of the organization to improve discharge practices during transitions.
     During organizational assessment of unit with the interdisciplinary team, there were inconsistencies identified with discharge practices from veteran admission through hospital stay and day of discharge with treatment team role in the discharge implementation.  Community resources are not readily available for non-service- connected veterans returning to community care.  Community resource hubs are not identified or known in county regions to assist veteran with SDOH needs after transition to community. Collaborative processes of treatment team has been assessed as a major area of improvement to identify veteran risk factors.
      Discharge practices at Detroit VA hospital inpatient unit are not collaboratively identified with community resource risk and interventions on one identified tool. The current inpatient treatment team individually implement discharge practices for veterans at day of discharge.
[bookmark: _Hlk46307587]Social Work ratio with veteran SDOH risk factors review at discharge is overwhelming (2 Social Workers :19 veterans)  (1Full time SW : 1 Part Time SW).  Review of veteran discharge is implemented individually between treatment team disciplines. The current inpatient treatment team consist of two staff Psychiatrists, residents, medical students, clinical nurse manager, registered nurses, nursing assistants, and social work. These disciplines have been identified as the key stakeholders in discharge implementation on the psychiatric inpatient unit. 
     Implementation of chart audit was intuitive in the discovery of strategies for change specific to proposed project goal of a quality improvement approach for inpatient psychiatric unit at the Detroit VA hospital. A buy-in assessment was also conducted with the interdisciplinary treatment team disciplines to support goal of identified gaps in care transitioning for veterans being discharged back to their perspective residents. Detroit VA hospital leadership with support of innovative quality improvement aim of project for the organization. Innovative approaches of interventional practice indicate improvements with care delivery. 
[bookmark: _Hlk49339332]     There is an opportunity to bridge the gaps during care transitioning for John Dingell VA hospital SMI veterans from inpatient to community discharge. Collaborate efforts to identify community resource risk and interventions on one identified tool for Serious Mental Ill veterans during day of discharge can improve continuity of care, along with discipline communication. The implementation of a SDOH risk assessment tool can establish a collaborative approach to discharge practices. The tool can identify SDOH risk prior to transition to community placement.                         The quality improvement SDOH risk tool can impact discharge processes decreasing high   utilization of re-hospitalizations and emergency room visits. With a focus on implementing community resource interventions prior to veteran discharge to home. In addition, identifying community resources indicated in county “Hubs”, and VA hospital direct contact once SMI veteran has transitioned to home.  
     There is an overwhelming receptive approach to improve collaboration and communication with discharge practices of the interdisciplinary team. The SWOT analysis identified areas of improvement with collaborative discharge practices of the unit as SMI veterans transition back to their perspectives communities. The interdisciplinary care transition team was formed and provided strategic planning, implementation, and evaluation of the process for incorporating Social Determinants of health practices between disciplines, as they worked collaboratively to prepare SMI veterans for discharge. The collaborative effort provided patient centered-care, therefore identifying risk variables of re-hospitalizations and emergency room visits associated with Social Determinants of Health. The focus of interdisciplinary efforts improved veteran and employee satisfaction with the processes of discharge and communication.
Purpose Statement
     The purpose of this project is to develop an interdisciplinary care transition team to develop, implement and evaluate a process for identifying SDOH risks and improve communication practices between disciplines in preparation for discharge of veterans with Serious Mental Illness. Formal assessment and development of an intervention plan focusing on SDOH risks will reduce the re-hospitalization and emergency room visits 30 days post discharge.
Project Goal
     There is an opportunity to bridge the gaps during care transitioning for John Dingell VA hospital Serious Mental Ill veterans from inpatient to community discharge. The goal is intended to improve continuity in care delivery, collaborative and communication practices within organizational systems processes. Intended goal outcome will be measured by:
1) Improvement in veteran satisfaction responses (baseline to post intervention)
2) Improvement in re-hospitalizations (baseline to post intervention)
3) Improvement in emergency room visits (baseline to post intervention)


Conceptual Framework
A3 Tool Model
     The A3 Tool is a formatted model for VA hospital collaborative language for quality improvement change processes. The A3 tool is symbolic in identification of an area of need with formatted systematic approach to build on interventions that will impact an area goals of care delivery. The A3 tool is a descriptive quality improvement model that builds a structure of formatted processes that has supported area of need for care transitioning at the VA hospital for veterans. The A3 tool systematic building has provided insight into innovative approaches to identify the background, current state, aim, root cause analysis, countermeasures,
results of experiment, and ongoing processes to ensure project change (PDSA) of care transitioning.  The A3 tool provides a foundation of collaborative input and communication with participation of all disciplines involved within the quality improvement change. The A3 tool is well supported by leadership organizational goals to improve care delivery across all areas of service within the medical center. The A3 tool continues to impact change in a way that coincides with eliminating waste, execute performance improvements in an academic research vivarium, with an overwhelming resilience to process improvement in healthcare. Within this project, the A3 Model can provide insight into concerns indicative of needed change for SMI veterans discharge processes and treatment team variables of involvement. The A3 model provides the incorporation of a detailed quality improvement change process for the proposed goal of the DNP project. 
The Transitional Care Model
     The Transitional Care Model provides a supported framework with organizational efforts to improve gaps in care delivery. Hospital discharge is a crucial time to identify needs of veterans as they transition back to their perspective communities. It is a time to exemplify areas of communication, collaboration, patient-centered approaches, availability of community resources, and education to provide efforts to maintain veterans’ engagement in treatment. Poor communication, incomplete transfer of information, inadequate education of older adults and their family caregivers, limited access to essential services, and the absence of a single point person contribute to unsuccessful re-engagement (Naylor & Keating, 2009).
     Poor handoffs lead to recurrent emergency room visits and revolving door psychiatric admissions for veterans with serious mental illness. The Transitional Care Model provides components that is indicative to goals of improving processes of the project and overall impact of organizational change. These components consist of in-house evidence-based nursing care plan, follow up home visits, holistic focus, patient and caregiver education support, early identification and response, patient and caregiver on team,  physician-nurse collaboration, open cross-communication, hospital discharge screening tool for high risk adults, tools for health professionals, reduced hospital readmissions and improved patient outcomes” (Geriatric Nursing, 2013). The implementation of discharge for many veterans and their families is a time of emotional stress. Treatment teams must provide support with care transitioning to minimize stressors during discharge implementation while improving the experience for the veteran and family caregiver. The Transitional Care Model provides support with structured processes of intended goal.
     Research-based innovations indicate a resounding promising approach to improving the quality of care during transitional processes as supported with the Transitional Care Model. The identified themes consist of : 
	□increasing older adults’ access to proven community-based transitional care services
	□improving transitions within acute care hospitals
	□improving patient handoffs to and from acute care hospitals
“The findings of these studies have informed the design of community-based transitional care models in the United States” (Naylor & Keating, 2013).
The Donabedian Model
     The Donabedian Model supports the conceptualization of care transitioning processes and implementation to build towards level of quality improvement change. The Donabedian Model has a reverberating golden age foundation with proposed framework to support project goal and aim. The consideration of Donabedian’s model is concurrent with the efforts of systematic quality improvement of care transitioning of what the project is intended. The model emphasis is intended on the importance of measure during processes of pre and post determination. 
     The Donabedian Model supports organizational efforts of leadership aim to provide   excellence in hospital performance. There is an aggressive approach within hospital organizations level of care locally, nationally and statewide to provide high ratings of patient satisfaction and experience during care delivery. The Donabedian Model supports areas of performance measurement as a guide to improved outcomes. The Donabedian Model supports efforts of team evaluation to indicate good quality in care delivery. This concept supports patient-centered outcomes of veteran, family caregiver, and provider. The proposed concept places emphasis on a process of discipline role within discharge practices.
     As indicated care transitioning is a critical time of information transfer between veteran and provider. The Donabedian Model supports efforts of effective analysis of discharge information provided to veterans with an outcome of sustainability within their perspective communities. The model provides and supports a means to articulate educational resources for self-efficacy of the veteran. “Donabedian postulated that there are relationships between structure, process and outcome (SPO) constructs based on the idea that good structure should promote good process and good process should in turn promote a good outcome” (Ameh et al., 2017). 
Methodology
     This quality improvement project developed, implemented, and evaluated a stratification tool for SDOH during transitional processes from inpatient psychiatric discharge to perspective communities of the veteran. An Interdisciplinary Care Transition Team (ICTT), under the leadership of the investigator, implemented  efforts to provide the process of change. The project aim  identified  SDOH risks and provided  the needed community resources, improved communication and collaboration between disciplines managing inpatient and outpatient care, and adequately prepared the veteran with SMI and their caregiver with tools for successful re-integration to the community. Institutional Review Board (IRB) approval and determination of informed consent were obtained from the Department of Veteran Affairs VA Hospital in relations with Wayne State University prior to implementation (Appendix A). Informed approval was obtained from all authoritative participants as indicated by policy and procedures of the John Dingell VA hospital organization. These indications are within federal regulation of the organization with Quad leadership. In addition to levels of  approval at the organizational level, the investigator submitted an IRB application to the University of Detroit Mercy for final approval prior to organization implementation (Appendix B).
     Prior to the implementation of the project, the investigator formally invited health care providers who actively participated in preparing the SMI veteran for discharge to the Interdisciplinary Care Transition Team (ICTT)  forum. These members included two staff Psychiatrist, one Clinical Nurse Manager, five staff Nurses, one Certified Nursing Assistant, and one  Social Worker and the investigator. A brief overview of the proposed project was described, and membership verified. It was proposed that the team hold weekly meetings on Friday during implementation until completion of the project. As pre-work, prior to the first formal meeting, participants were  provided a copy of the Accountable Health Communities Core Health Related Social Needs Screening Questions for review. 
	During the first official meeting of the ICTT,  the investigator  presented  a “Power Point” presentation that  summarized the findings of a chart audit which focused on discharge practices that resulted in SMI rehospitalizations and recurrent emergency room visits, the project purpose, and intended goals. The SDOH Tool, provided prior to the meeting, was reviewed and feedback was given. The investigator proposed additional questions for consideration and post-discussion, the team voted on implementation of the tool. Prior to acceptance of the final SDOH Tool, the Investigator shared the tool with three veterans that were impacted by SDOH risk to ensure comprehensiveness. The evaluation of the three veterans indicated a unanimous response that they strongly agreed the SDOH tool was comprehensive. The second meeting of the ICTT  focused on the process of implementation including roles of each member in the utilization of the SDOH Tool, data collection process, and incorporation of SDOH data into the final discharge plan. The investigator  ensured confidentiality in process development. Each SDOH Tool was identified by MRN and participant codes. The investigator  kept the master document of participant codes in a locked cabinet along with completed assessment tools. The ICTT determined the implementation date of  January 18th 2021 during this second meeting with considerations of all veterans admitted with SMI diagnoses were assessed with the SDOH Tool prior to discharge for a 2-week project implementation period which concluded January 31st. Each participant were followed until discharge and will be monitored  70 days post the completion of SDOH Tool implementation of April 12th.
    Setting and Sample Population
     The project was implemented on the inpatient psychiatric unit of the John Dingell VA hospital located downtown Detroit in the DMC campus area. The John Dingell VA hospital located at 4646 John R. in Detroit Michigan initiated services for military men and women on June 2, 1996. The John D. Dingell VA Medical Center offers services to nearly 350,000 Veterans in Michigan. Veterans being serviced at John Dingell VA hospital inpatient psychiatric unit consist of military men and women who have served in various branches of the military such as Army, Marines, Air Force, Navy and Coast Guard. These veterans who are diagnosed with serious mental illnesses requiring inpatient psychiatric services present to inpatient psychiatric unit for stabilization with diagnosis of Schizophrenia, Schizoaffective Disorder, Bipolar Disorder, and Major Depression. Currently, daily census on the inpatient psychiatric unit has been averaging 19 patients. The timeline consideration for tool administration was  2-weeks with an estimate of 20 participants. The project participants resulted in n=18 from initial until completion.
Assessment Instruments
     The Accountable Health Communities Core Health Related Social Needs Screening Questions tool (Appendix C)  served as a template for a Social Determinant of Health Risk Assessment Tool that was created and implemented at John Dingell VA hospital inpatient psychiatric unit. The proposed efforts of the SDOH Risk Assessment Tool provided  a collaborative approach in identifying the areas of social need risk of SMI veterans  prior to returning to community. The tool formalized inquiry already in practice and provided a concise method of incorporating identified needs with appropriate support. Presently, no such tool was used in planning discharge of the veteran with SMI. A two question SDOH tool survey was evaluated  to measure that the Accountable Health Communities Core Health Related Social Needs Screening tool was adequately filled out (Appendix D).
	Veteran satisfaction was measured pre and post intervention using pre-existing satisfaction questions from the VA-Signal. These scores impact the VA SHEP scores and are monitored on a routine basis through the Quality Management and Patient Engagement at VA hospitals. Questions that were analyzed include: 1) When I was notified that I would be leaving the hospital, it was clear what needed to be done and how much time it would take; 2) Efforts were made to have my family, friends, or caregivers involved in the explanation of my discharge instructions, when desired; 3) The instructions that I received before I left the hospital were easy to understand; 4) I understood my transportation options before I left the hospital; 5) I was satisfied with the care I received in the hospital; and 6) I trust DVHCS to fulfill our country’s commitment to Veterans and their families (Appendix  E). 
	ICTT member satisfaction was measured using an investigator developed tool. It consisted of 5 Likert scale questions  that were distributed one-week post completion of SDOH Tool implementation (Appendix F).
Data Collection
Pre-implementation Data Collection
     A chart audit of SMI veterans who were re-admitted within 30 days post-discharge from January 2019 to January 2020 were completed to trend reason for re-admission . The inclusion criteria consisted of 2> inpatient psychiatric hospitalizations and emergency room visits post 40 days discharge from the inpatient psychiatric unit. Twenty-seven SMI veterans were identified with 2> occurrences with 10-36 days of admission with 3- 12 emergency room visits within 1 year. A mapping of discharge concerns with inpatient psychiatric treatment team identified overwhelming social concerns of SMI veterans return to community that resulted in high-utilization of mental health services (Appendix G).  An “A3 Tool” root cause analysis within guidelines of VA federal regulation was implemented in March 2020 to assess, evaluate, and implement a plan of action for unit and organization quality improvement change. (Appendix H)
Project Data Collection
     The 2-week intervention project included weekly monitoring of data tools with educational sessions with ICTT team for clarity and accuracy. The SDOH Tool was given to veterans on  John Dingell VA inpatient psychiatric unit during admission from the time period of January 18, 2021 until completion of project January 31, 2021.  The Investigator organized the ICTT with the focus of crucial staff that were directly involved in discharge practices of the inpatient psychiatric unit. Team captains were strategically made lead with mission of the project to improve care transitioning of the SMI veteran data processes. The two lead Registered Nurses of the unit were selected to guide the team with project implementation and completion.
     The designated ICTT  responsible for administering the SDOH Tool  completed a SDOH Tool Survey to  indicate if the tool was completed and if not, reasons why. Once the discharge plan had been developed, the SDOH Tool and Tool Survey were left with a designated project lead who placed completed tool  in a locked cabinet, which the investigator  accessed every Monday. Veteran satisfaction data were reviewed weekly for participant response. Veteran satisfaction survey questions were given to participant prior to discharge The investigator distributed an anonymous ICTT satisfaction survey one week after the final data collection week.
The survey indicated an opportunity for the ICTT team to evaluate processes of change for the unit with emphasis on communication, collaboration and team planning. Table 1 represents ICTT response to satisfaction of tool intervention.
Table 1. ICTT Satisfaction Tool Survey
[image: ]
Analysis
     There was an analysis of pre and post measures of the participants n=18 utilization of emergency room and inpatient psychiatric unit prior to intervention. The proposed analysis measured re-hospitalizations, emergency room visits and veteran satisfaction. Paired t-tests  compared pre and post intervention impact on re-hospitalization, emergency room visits, and satisfaction were provided to illustrate interventional impact on processes (Appendix I).  The overall analysis evaluated impact of quality improvement change with tools intervention  and intended goal of project, which have been indicated as SDOH Risk Assessment Tool, Veteran and Employee Satisfaction Survey. In addition a dashboard analysis of high-utilization SMI veterans were evaluated and measured to indicate process improvement for SMI referrals to Case Management services (Appendix J). Incidental findings indicate need of improvement with case management referrals as n=18 participants lack of referral with high-utilization of social needs.     
Results
     Statistical analysis was carried out using a non-parametric Two-tailed Wilcoxon Signed Rank Test to examine significant difference between pre and post emergency room utilization. Statistical findings indicate significance based on an alpha value of 0.05, V=153.00, z=3.70, p<.001. Table 2 represents 70 day pre and post emergency room utilization measure.  As indicated with chart audit the n=18 participants utilization prior to intervention averaged 2 to 3 emergency room visits 60 day post discharge with comparison to 1 emergency room visit post intervention.
[bookmark: _Hlk70780212]     Statistical analysis was also carried out using a Two-tailed Wilcoxon Signed Rank Test to examine significant difference between pre and post psychiatric admission utilization. Statistical findings indicate significance based on alpha value of 0.05, V=171.00, z=3.84, p<001. Table 3 represents 70 day pre and post inpatient utilization measure. As indicated with chart review the n=18 utilization prior to intervention averaged  2 to 6 inpatient stays 60 day post discharge. 



Table 2. ED Pre and Post Intervention: Significant
Two-Tailed Paired Samples t-Test for the Difference Between ED_Pre and ED_Post
	ED_Pre
	ED_Post
	 
	 
	 

	M
	SD
	M
	SD
	t
	p
	d

	1.89
	0.68
	0.11
	0.32
	9.33
	< .001
	2.20


Note. N = 18. Degrees of Freedom for the t-statistic = 17. d represents Cohen's d. 

[image: ]


[bookmark: McyxJlii]








Two-Tailed Paired Samples t-Test
Introduction
A two-tailed paired samples t-test was conducted to examine whether the mean difference of  Pre-Admission and Post Admission was significantly different from zero.
Assumptions
Normality. A Shapiro-Wilk test was conducted to determine whether the differences in Pre Admission and Post Admission could have been produced by a normal distribution (Razali & Wah, 2011). The results of the Shapiro-Wilk test were not significant based on an alpha value of 0.05, W = 0.92, p = .106. This result suggests the possibility that the differences in Pre Admission and Post Admission  were produced by a normal distribution cannot be ruled out, indicating the normality assumption is met.
Homogeneity of Variance. Levene's test was conducted to assess whether the variances of Pre Admission and  Post Admission were significantly different. The result of Levene's test was significant based on an alpha value of 0.05, F(1, 34) = 19.60, p < .001. This result suggests it is unlikely that Pre Admission and Post Admission were produced by distributions with equal variances, indicating the assumption of homogeneity of variance was violated.
Results
The result of the two-tailed paired samples t-test was significant based on an alpha value of 0.05, t(17) = 7.46, p < .001, indicating the null hypothesis can be rejected. This finding suggests the difference in the mean of Pre Admission and the mean of Post Admission was significantly different from zero. The mean of Pre Admission was significantly higher than the mean of ADM_Post. The results are presented in Table 3. A bar plot of the means is presented in Table 3.
Table 3. Two-Tailed Paired Samples t-Test for the Difference Between Pre Admission and Post Admission
	ADM_Pre
	ADM_Post
	 
	 
	 

	M
	SD
	M
	SD
	t
	p
	d

	2.06
	1.11
	0.06
	0.24
	7.46
	< .001
	1.76


Note. N = 18. Degrees of Freedom for the t-statistic = 17. d represents Cohen's d.

[image: ]

Two-Tailed Wilcoxon Signed Rank Test
Introduction
A two-tailed Wilcoxon signed rank test was conducted to examine whether there was a significant difference between Pre Admission and Post Admission. The two-tailed Wilcoxon signed rank test is a non-parametric alternative to the paired samples t-test and does not share its distributional assumptions (Conover & Iman, 1981).
Results
[bookmark: _Hlk68453115]The results of the two-tailed Wilcoxon signed rank test were significant based on an alpha value of 0.05, V = 153.00, z = -3.66, p < .001. This indicates that the differences between Pre Admission and Post Admission are not likely due to random variation. The median of Pre Admission (Mdn = 2.00) was significantly larger than the median of Post Admission (Mdn = 0.00). Table 4 presents a boxplot of the ranked values of Pre Admission and Post Admission.







Table 4. Ranked values of Pre Admission and Post Admission
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Raw Output
Paired t-Test for Pre Admission and Post Admission
Included Variables:
Pre Admission and Post Admission
Sample Size (Complete Cases):
N = 18
Shapiro-Wilk Test:
W = 0.915, p = 0.11
Levene's Test:
dfn = 1, dfd = 34, F = 19.600, p = 9.372e-05
Results:
	Pre Admission
	Post Admission
	 
	 
	 

	M
	SD
	M
	SD
	t
	p
	d

	2.056
	1.110
	0.056
	0.236
	7.459
	9.343e-07
	1.758


Note. n = 18, df = 17.
Confidence Interval Based on α = 0.05:
Lower Limit = 1.434, Mean Difference = 2.000, Upper Limit = 2.566
Two-Tailed Wilcoxon Signed Rank Test for Pre Admission and Post Admission
Included Variables:
Pre Admission and Post Admission
Sample Size (Complete Cases):
N = 18
Results:
V = 153.000, z = -3.655, p = 0.00026
Medians:
Pre Admission = 2.000 and Post Admission = 0.000 


     Statistical analysis using a paired t test to examine significant difference between pre and post measure of veteran satisfaction with discharge practices of inpatient psychiatric experience at John Dingell VA hospital was also included. The variables analyzed consisted of communication at discharge, involvement of caregivers at discharge, clarity of discharge instructions, transportation acknowledgement, satisfaction with care and trust in hospital commitment to service. The veteran satisfaction  survey responses were examined prior to intervention with continual contact of ICTT team during project implementation. Findings indicate improvement with veteran experience of treatment team engagement during admission and prior to transition to community. Table 5 represents improvement with veteran satisfaction with discharge practices post intervention of survey.

Table. 5 Veteran Pre and Post Discharge Practice Satisfaction
[image: ] 
 
Discussion
     The purpose of this quality improvement was to develop an interdisciplinary care transition team to develop, implement and evaluate a process for identifying SDOH risks and improve communication practices between disciplines in preparation for discharge of veterans with Serious Mental Illness. Veterans with SMI have challenges with daily coping strategies, socialization, and relationships. There are barriers with daily functioning as a result of autonomy, engagement, trust, experiences, structure and respect. There are many disadvantages of the SMI veteran cohesiveness with others.
      The SMI veteran remains a vulnerable population with concerns of delusions, paranoia, and reality orientation. The SDOH risk assessment early in discharge reduces re-hospitalization 70 day post discharge along with emergency room utilization. ICTT review of discharge practices prior to veteran day of discharge improves communication, collaboration, and relationships with veteran and team members, therefore identifies social needs prior to community transition.  Formal assessment and development of an intervention plan focused on SDOH risks that reduced re-hospitalizations and emergency room visits 30 days post discharge.
     The project examined if the methodology of a stratification tool for SDOH during transitional processes from inpatient psychiatric discharge to perspectives communities could reduce re-hospitalizations, emergency room visits, and improve satisfaction of the veteran and staff implementing the tool. An Interdisciplinary Care Transition Team (ICTT), under the leadership of the investigator, implemented efforts to provide the process of change. The project identified SDOH risks and provided the needed community resources, improved communication and collaboration between disciplines managing inpatient and outpatient care, and adequately prepared the veteran with SMI and their caregiver with tools for successful reintegration to the community.
     There was an analysis of pre and post measures of the project to indicate improvement in processes of SMI inpatient transition to the community. The proposed analysis measured re-hospitalizations, emergency room visits and veteran satisfaction. Paired t-tests to compare pre and post intervention impact on re-hospitalization, emergency room visits, and satisfaction were  provided to illustrate interventional impact on processes. The overall analysis evaluated change with tools implemented of project aim and intended goal of improvement, which have been indicated as SDOH Risk Assessment Tool, Veteran and Employee Satisfaction Survey.      
The quality improvement project findings identified SDOH prior to discharge can impact SMI veteran utilization of services with perspective needs. In addition, continued communication and patient-centered focus of needs with support of family and caregiver  provided continuity of care with veteran satisfaction and hospital experience.
     The quality improvement project identified SDOH risk prior to discharge can impact SMI veteran utilization of services with perspective needs. The 18 high-utilization participants identified in the study none of which were referred to outpatient case management for services prior to current admission. There must be continued collaborative processes between inpatient and outpatient treatment teams to build trustworthy relationships to increase referrals of high utilization SMI veterans. The John Dingell VA hospital outpatient case management program census has not met census measure for the past four years due to lack of referrals. There is a need to identify high-utilization veterans, implement case management referrals and provide the support of the veteran sustainability in the community.
Limitations
     Several limitations should be considered with this 2-week pilot project. The examination of effective transition should be considered for a minimal of one year, to monitor SMI utilization of hospital services. There remains significance with a prospective year review of veteran, family, and caregiver period of transition to monitor for sustainability in their perspective communities. To identify SMI resource availability within their counties remains as another indicator  with limitations of  transition sustainability. In addition a need to  identify SMI living environment, family support, adherence to medication and appointments, level of care, and insight into their illness results in limitations. 
     Several limitations could be identified within this project. The implementation time frame was impacted and limited  by super-spreading of  Covid-19. In addition, limited amount of time with SMI veteran due to Covid-19 precautions, along with distress of the “at risk” condition. SMI reliability as historian due to acute mental health decompensation and extended time to identify SDOH needs. The effects of Covid-19 resulted in ICTT barriers with care delivery as a indicator  of exposure and comprising practices.
     The inpatient environment during the study period was impacted by increased stimulus of staff and veterans with building of containment wall provided on the unit for SMI veterans diagnosed with Covid-19, exposed, or presented with symptoms of Covid-19. The ICTT were impacted by isolative precautions to deliver care on both sides of inpatient unit. Lastly, to measure additional analytic review of identified themes and variables of minimal 50 SMI veterans during transition from hospital to home.

Implications for Practice
     There is a major focus within healthcare practices to provide safe transitions of patients during transfers from hospital to home. This targeted concern is highlighted with Joint Commission patient safety goals during safe hand-off delivery. It is imperative of all those involved with collaborative efforts of the ICTT, families, caregivers, and community resources to provide structured care delivery to all phases of hospital care to community transition with continuity of care post discharge of the veteran needs. The ultimate goal is to provide innovative practices to sustain the veteran in the community to decrease high-utilization of recurrent emergency room visits that result in psychiatric hospitalizations. 
     There is a need to provide strategic planning with a patient centered focus of the veteran, inpatient and outpatient treatment teams, family, community resources, and case management implementation. The need to identify veterans that need support with community sustainability addressing continuous improvement processes and variables that lead to high-utilization. Care transitioning of a veteran from a structured hospital setting, and back home for care remains stressful and a vulnerable time.  This difficult transitional time ultimately results in increased stress, anxiety and decompensation of veterans condition. Therefore it is imperative to identify veterans needs, with emphasis on social needs to provide the additional support to sustain them in their homes and minimize any exacerbation of their mental health diagnosis. The ICTT has an integral role as providers to provide support to the veteran and their families, upholding all aspects of interdisciplinary care delivery of each individual with communication, collaboration and  treatment planning.
     The needs of organization assessment remains indicative with  root cause analysis of SMI high-utilization veterans to identify variables of at risk behavior of recurrent hospitalizations, emergency room visits, satisfaction of care delivery and experience of each occurrence. In addition identified efforts should be implemented prior to discharge  to provide SMI high-utilization or at risk veterans resources of Case Management to provide outpatient resources to identify crisis situations before they occur and provide the necessary continuity of care to sustain the SMI veteran in the community. There needs to be continued education of staff providing care to the SMI veteran to improve discharge practices and care transitioning to decrease impact of hospital waste utilization and cost of the organization. Lastly shared decision making is crucial during transitioning to provide support of the SMI veteran with a patient-centered approach to satisfy autonomy with indications to improve engagement in treatment.  
     Each risk assessment question provided awareness of social needs presented on the tool. These social needs focused on areas of SMI concern such as housing, food, transportation, utilities, cognitive insight, safety, and medication. As an organization focused on the well-being of veterans the tool can be utilized to improve sustainability in the community. As a tool to bridge the gap between inpatient and outpatient collaborative processes. A SDOH risk assessment should be implemented at all acute areas of the organization where SMI veteran present for care, such as emergency room and primary clinics. Continued education is needed for providers, and frontline staff. 
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Medication Management 
11. I am confident I know the purpose of all my medications that I take
           Never (1)
           Rarely  (2)
           Sometimes  (3)     	    					    

          Fairly often (4) 
 

          Frequently (5)
12. I am confident I can take my medication on time as prescribed daily
          Never (1)
           Rarely  (2)
           Sometimes  (3)   	    					    

          Fairly often (4) 
 

          Frequently (5)


Appendix D
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Appendix E
Veteran Satisfaction Survey

1.) When I was notified that I would be leaving the hospital, it was clear what needed to be done and how much time it would take.
YES___		NO___
2.) Efforts were made to have my family, friends or caregivers involved in the explanation of my discharge instructions, when desired.
YES___		NO___
3.) The instructions that I received before I left the hospital were easy to understand.
YES___		NO___
4.) I understood my transportation options before I left the hospital.
YES___		NO___
5.) I was satisfied with the care I received in the hospital.
YES___		NO___
6.) I trust DVHCS to fulfill our country’s commitment to Veterans and their families.
YES___		NO___








Appendix F
Interdisciplinary Care Transition Team Social Determinant of Health Satisfaction Survey

1.) The SDOH Risk Assessment Tool provided data for interventions to improve “SMI” veteran satisfaction with needs prior to discharge.

Strongly 	Disagree	Neutral		Agree		Strongly
Disagree							Agree 
    		  					                                                                                         


2.) The SDOH Risk Assessment Tool identified risk prior to discharge that provided insight into potential “SMI” veteran “Re-hospitalization”. 

Strongly 	Disagree	Neutral		Agree		Strongly
Disagree							Agree 
    		  					                                                                                         
 

3.) The SDOH Risk Assessment Tool identified risk prior to discharge that provided insight into potential “SMI veteran “Emergency Room Visits” post discharge.

Strongly 	Disagree	Neutral		Agree		Strongly
Disagree							Agree
    		  					                                                                                         

4.) The SDOH Risk Assessment Tool provided a “Collaborative Approach” between Doctors, Nurses, and Social Work, with veteran discharge planning and community transition.

Strongly 	Disagree	Neutral		Agree		Strongly
Disagree							Agree  
    		  					                                                                                         
	


5.) The SDOH Risk Assessment Tool provided insight to improve “Communication Practices” between disciplines in preparation for discharge of veterans with “SMI”.


Strongly 	Disagree	Neutral		Agree		Strongly

Disagree							Agree
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Participants SDOH Data

Participants	
Housing Instability	Medication Management	Substance Use	MH dx	Transportation	0.33333333333333331	0.94444444444444442	0.44444444444444442	0.66666666666666663	0.66666666666666663	
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Box 1 | Accountable Health Communities
Core Health-Related Social Needs Screening Questions

Underlined answer options indicate positive responses for the associated health-related soc
Avalue greater than 10 when the numerical values for answers to questions 7-10 are summed indicates a
positive screen for interpersonal safety.

Housing Instability

i Whatis your housing situation today?

o 1.do not have housing (| am staying with others, in a hotel, in a shelter, living outside on the street, on.a
beach, in a car, abandoned building, bus or train station, or in a park)

o Lhave housing today. but | am worried about losing housing in the future.

1 have housing

Think about the place you live. Do you have problems with any of the following? (check all that apply)

Water leaks
None of the above

Food Insecurity
3 Within the past 12 months, you worried that your food would run out before you got money to buy more.

Often true
Sometimes true
Never true

Within the past 12 months, the food you bought just didrit last and you didn't have money to get more.

Often true
Sometimes true
Never true

a
0
i
i

Transportation Needs

5. In the past 12 months, has lack of transportation kept you from medical appointments, meetings, work or
from getting things needed for daily living? (Check allthat apply)

0

o

0

Utility Needs

6 In the past 12 months has the electric, gas, oil, or water company threatened to shut off services in your
home?

i Yes

i No

i Already shut off

Interpersonal Safety
How often does anyone, including family, physically hurt you?

Never (1}
Rarely (2)
Sometimes (3)
Fairly often (4)
Frequently (5)
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How often does anyone, including family, insult or talk down to you?

Never (1)
Rarely (2)
Sometimes (3)
Fairly often (4)
Frequently (5)

ooooo ®

How often does anyone, including family, threaten you with harm?

Never (1)
Rarely (2)
Sometimes (3)
Fairly often (4)
Frequently (5)

ooooo w

0. How often does anyone, including family, scream or curse at you?

Never (1}
Rarely (2)
Sometimes (3)
Fairly often (4)
Frequently (5)

ooooo =

SOURCE: The above-noted health-related social need screening items are used with permission from their respective
owners.
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Target Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 YTD

Increase Case Management Consults to 3-5 per 

month

3 1 1 1 1 0 0 1 1 0 0 0 0 6
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Target Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 YTD

3 0 1 0 0 0 0 1 0 0 0 2 0

4

Census 54 55 53 53 53 54 54 54 53 52 56 55

Target Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 YTD

3 0 1 0

1

Census 55 54 56

Case Mgt Census Target-77   	Monthly Consult ADM Target-3-5	                      Unmet Census Target-4 Yrs

Case Management  Consults
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