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The overall quality of life of older veterans living in a rural area improved by
participating in a patient-centric, home-based walking program.

nactivity and increased sedentary

time are major public health prob-

lems, particularly among older

adults.' Inactivity increases with
age and produces deleterious effects
on physical health, mental health,
and quality of life and leads to in-
creased health care costs.* The high
prevalence of a sedentary lifestyle
among older veterans may be due to
multiple factors, including miscon-
ceptions about the health benefits of
exercise, lack of motivation, or asso-
ciating exercise with discomfort or
pain. Older veterans living in rural
areas are at high risk because they
are more sedentary than are urban-
dwelling veterans.” Of veterans aged
> 65 years who use health care ser-
vices in VISN 16, 59% live in rural or
highly rural areas.

Given the large number of older
veterans and their at-risk status, ad-
dressing inactivity among this popu-
lation is critical. Until recently, few

programs existed within the VHA
that addressed this need. Despite
strong evidence that physical activity
helps maintain functional indepen-
dence and avoids institutionalization
of frail elderly veterans, the VHA had
no established procedures or guide-
lines for assessment and counseling.
To address this void, a Geriatric
Walking Clinic (GWC) was estab-
lished at the Central Arkansas Veter-
ans Healthcare System (CAVHS) in
March 2013. The GWC developed a
patient-centric, home-based program
that implements a comprehensive ap-
proach to assess, educate, motivate,
and activate older veterans to com-
mit to, engage in, and adhere to, a
long-term program of regular physi-
cal activity primarily in the form of
walking. The program uses proven
strategies, such as motivational coun-
seling, follow-up phone calls from a
nurse, and self-monitoring using pe-
dometers.®® Funding for the GWC
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project was provided by the VHA Of-
fice of Geriatrics and Extended Care
as part of its Transition to the 21st
Century (T21) initiative and by the
VHA Office of Rural Health.

METHODS

Quality improvement (QI) prin-
ciples were used to develop the
program, which received a nonre-
search determination status from
the local institutional review board.
The GWC is staffed by a registered
nurse, health technician, and physi-
cian. Both the nurse and the health
technician were trained on the use
of various assessments. Several tac-
tics were developed to promote
patient recruitment to the GWC,
including systemwide in-services,
an easy-to-use consultation request
within the electronic medical record,
patient and provider brochures, and
informational booths and kiosks.
Collaborations were developed with
various clinical services to promote
referrals. Several other services,
such as Primary Care, Geriatrics,
the Move! Weight Management Pro-
gram, Cardiology (including Con-
gestive Heart Failure), Hematology/
Oncology, and Mental Health re-
ferred patients to the GWC.
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The GWC targets sedentary,
community-dwelling veterans aged
> 60 years who are able to ambulate
in their home without an assistive de-
vice, are willing to walk for exercise,
and are willing to receive phone calls.
All-comers are included in the pro-
gram. Although most of these veter-
ans have multiple chronic medical
problems, only those with absolute
contraindications to exercise per the
American College of Sports Medicine
guidelines and those with any medi-
cal condition that is likely to compro-
mise their ability to safely participate
in the walking program are excluded
(Figure).

First Visit

At the first visit, veterans receive a
brief education about GWC, high-
lighting its potential health benefits.
If veterans want to join, they are
evaluated using a 3-tier screening
assessment to determine the safety
of starting a new walking regimen.
Veterans who fail the 3-tier safety
screening are referred to their pri-
mary care physician (PCP) for fur-
ther assessment (eg, cardiac stress
testing) to better define eligibility
status. Veterans who pass the screen
complete brief tests of physical per-
formance, including gait speed,
6-Minute Walk Test (6MWT), Timed
Up and Go test, and Berg Balance
Scale.!? Participants also complete
short surveys that provide useful in-
formation about their social support,
barriers to exercise, response to phys-
ical activity, and usual activity level
as measured by Community Healthy
Activities Model Program for Se-
niors.'>!* This information is used to
help develop an individualized walk-
ing prescription.

After completing the baseline as-
sessments, the GWC staff members
help the veteran set realistic goals,
using motivational counseling tech-

Figure. Geriatric Walking Clinic Flowchart
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3. Provide encouragement & motivation
4. Monitor adverse events

\ 4

2. Functional assessment
3. Continue to provide motivation
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Abbreviations: BMWT, 6-Minute Walk Test; BBS, Berg Balance Scale; CHAMPS, Community Healthy
Activities Model Program for Seniors; TUG, Timed Up and Go.

niques. The veteran receives a walk-
ing prescription to walk indoors or
outdoors, based on current physical
condition, self-identified goals, per-
ceived barriers, and strength of sup-
port system; educational material
about safe walking; a log for record-
ing daily step count; information on
follow-up calls; and an invitation to
return for follow-up visits. The vet-
eran also receives a pedometer and
is instructed to continue his or her
usual routine for the first week. The
average daily step count is recorded
as the baseline. The veteran is in-
structed to start the walking program
after the baseline week with goals tai-
lored to the personal activity level.
For example: Some patients are asked
to simply add an extra minute to
their walking, whereas others savvy
with pedometer numbers are asked
to increase their step count.

Follow-up

Veterans are followed closely be-
tween their clinic appointments via
phone calls from a nurse who pro-
vides encouragement and helps set
new goals. The nurse collects the step
count data to determine progress and
set new walking goals. Those unable
to adhere to their walking prescrip-
tion are reassessed for their barriers.
The nurse also helps participants
identify ways to overcome individ-
ual challenges. The PCP is consulted
when barriers include medical prob-
lems, such as pain or poor blood
sugar control.

At the 6-week follow-up visit,
the health care provider reviews
the pedometer log and repeats all
outcome assessments, including the
physical performance testing and
the participant surveys. Veterans re-
ceive feedback from these outcome
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GERIATRIC WALKING CLINIC

Table 1. Outcomes

Measures %
Engaged via phone call or clinic 93
visit

Return to clinic at 6 weeks 49

Average improvement in 6-Minute 14
Walk test

Average improvement in gait speed 27

Average improvement in Timed Up 6
and Go

Weight loss noted in obese patients | 64

Satisfied with program (strongly 80
agreed)

Increased awareness (strongly 80
agreed)

Advice given applicable to them 82
(strongly agreed)

Improved motivation to walk 77
(strongly agreed)

assessments. To assess participant
satisfaction, CAVHS GRECC devel-
oped a satisfaction questionnaire,
which was given to participants.

RESULTS

A total of 249 older veterans par-
ticipated in the GWC program. The
mean age was 67 (£6) years; 92%
were male, 60% were white, and
39% were African American. Most
participants lived in a rural location
(60%) and were obese (69%); con-
sistent with national standards, obe-
sity was defined as a body mass index
(BMI) = 30 kg/m?. Several barriers to
exercise were endorsed by the veter-
ans. Most commonly endorsed bar-
riers included bad weather, lack of
motivation, feeling tired, and fear of
pain. Most participants (93%) were
actively engaged via regular phone
follow-ups visits; 121 (49%) partici-

pants returned to the clinic for the
6-week reassessment. Repeat per-
formance testing at the 6-week visit
showed a clinically significant aver-
age 14% improvement in the SMWT,
6% improvement in the Timed Up
and Go test, and a 27% improve-
ment in gait speed. Of those veter-
ans who were obese, 64% lost weight.
On entry into the program, 32 par-
ticipants (13%) had poorly controlled
diabetes mellitus (DM), defined as
hemoglobin A, (HbA, ) > 8. Among
this group, HbA | improved by an
average of 1.5% by the 6-week visit.
The GWC program may have con-
tributed to the improved glycemic
control as a generally accepted fre-
quency of monitoring HbA _is at
least 3 months.

At the 6-week clinic visit, 94% of
those surveyed completed a program
evaluation. The GWC scored high
on satisfaction; over 80% strongly
agreed that they were satisfied with
the GWC program as a whole, 80%
strongly agreed that the program in-
creased their awareness about need
for exercise, 82% strongly agreed that
the clinician’s advice was applicable
to them, and 77% strongly agreed
that the program improved their mo-
tivation to walk regularly (Table 1).

PROGRAM ECONOMICS

An analysis of the clinic costs and
benefits was performed to determine
whether costs could potentially be
offset by the savings realized from
improved health outcomes of par-
ticipating veterans. For this simpli-
fied analysis, costs of maintaining
the GWC were set equal to the costs
of the full-time equivalent employee
hours, equipment, and educational
materials. Based on the authors’ ex-
perience, they projected that for each
1,000 older veterans enrolled in the
GWC, there is a requirement for 0.5
medical support assistant (GS-6 pay

scale), 1.0 registered nurse grade
2 (RN), 1.0 health science specialist
(GS-7), and 0.25 physician. At the
host facility, the annual personnel
costs are estimated at $205,149. The
total annual cost of the GWC, includ-
ing the equipment and educational
materials, is estimated at $240,149.

Although full financial return on
investment has yet to be determined,
the authors estimated potential cost
savings resulting if patients enrolled
in a GWC achieved and maintained
the types of improvements observed
in the first cohort of patients. These
estimates were based on identified
improvements in 3 patient outcome
measures cited in the medical litera-
ture that are associated with reduc-
tions in subsequent health care costs.
These measures include gait speed,
weight loss, and HbA | . It is esti-
mated that the cost savings associated
with improvement of gait speed by
0.1 m/s (a clinically relevant change)
is $1,200 annually.®

On average, patients enrolled in
the GWC program improved their
gait speed by 0.22 m/s. Cost savings
related to gait speed improvement
for 1,000 participants could reach
$1,200,000. Conservative estimates
of cost savings per 1% reduction of
HbA | is $950/year.'® Among those
with poorly controlled DM (ie, HbA
of > 8), average HbA declined by
1.5%. Provided that 13% of the pa-
tients have poorly controlled DM,
the total cost saving for 1,000 partici-
pants could be $209,950 annually.

It also is estimated that a 1%
weight loss in obese patients is asso-
ciated with a $256 decrease in sub-
sequent total health care costs.!” In
the GWC, the obese participants lost
an average of 1.3% of their baseline
weight. Assuming that about 60%
of all older veterans participating in
the clinic program are obese, annual
cost savings per 1,000 participants
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related to weight loss is estimated to
be $199,680. After accounting for
the costs of operating the clinic, the
total cost savings for a GWC with
1,000 enrolled older veterans is esti-
mated to be as much as $1.4 million
annually. Such a favorable cost assess-
ment suggests that the program should
be evaluated for widespread dissemi-
nation throughout the entire VHA
system. Other potential benefits asso-
ciated with GWC participation, such
as improved quality of life and greater
functional independence, may be of
even greater importance to veterans.

Limitations
Results of this QI project need to
be considered in light of its limita-
tions. One of the most important
limitations is the design of the proj-
ect. Since this was a clinical initiative
and not a research study, there was
no control group or randomization.
There were also limitations on data
availability. HbA, _tests were not or-
dered as part of this QI project. In-
stead, baseline HbA was set equal
to the most recent of any value ob-
tained clinically within 2 months
before the participants GWC enroll-
ment; the 6-week follow-up value
was set to any HbA obtained within
2 months after the 6-week visit. It
is also recognized that factors other
than the veterans’ participation in
the GWC (eg, alterations in their
DM medication regimen) may have
contributed to the changes noted in
some participant’s HbA, . Although
not necessarily a limitation, 140 of
the 247 participants (57%) were en-
rolled in MOVE! as well. MOVE! is a
widely popular weight management
program in the VA focusing on diet
control.'® The authors, however, have
no information about the veterans’
adherence to MOVE!

Five immediate next steps to dis-

Table 2. Next Steps for
Program Dissemination

1. Pilot the program at other geographically
distinct sites

2. Test the feasibility of staffing the
Geriatric Walking Clinic using telehealth

3. Use peer-support specialists to coach
other veterans to participate and engage
in the program

4. Develop a comprehensive business plan
for maintaining and disseminating the
program

5. Assess if a well-trained health technician
can perform a majority of the assess-
ments and phone calls instead of a nurse
to improve cost-efficiency

seminate the program have been
identified (Table 2).

CONCLUSION

The GWC was successfully de-
veloped and implemented as a QI
project at CAVHS and was met with
much satisfaction by older veterans.
Participants experienced clinically
significant improvements in physi-
cal performance and other health
indicators, suggesting that these
benefits could potentially offset
clinic costs. @
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