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The Voice of Ambulatory

Nurse-Managed Clinics:
Opportunity and Benefit

Note: The views expressed in this
article are those of the author
and do not necessarily reflect
the official policy or position

of the Department of the

Navy, Department of
Defense, or the U.S.
Government.

There are
over 200,000
military mem-
bers and their
families in the
Hampton Roads
area, which
includes
Norfolk, Virginia
Beach,
Portsmouth,
and
Chesapeake.
Virginia is
known to be
home base for
the United
States Navy’s Atlantic Fleet (50states.com,
2006) and is one of the largest military con-
centrations in the world. Years of patient
satisfaction surveys have shown that access
to medical care is a major and constant
health issue in this region. Common com-
plaints received from the military staff and
their families focus on the unavailability of
daily appointments. Active duty military
personnel, retirees, and their beneficiaries
have expressed difficulty in getting appoint-

Margarita D. Agbisit,
BSN, RN, MSN/MA, RNC

Nurse-managed clinics (NMCs) have become an attractive option resulting in
high levels of patient satisfaction. Increasing the patient’s knowledge and
encouraging an active role in health maintenance and health prevention is
relevant in today’s cost-conscious health care environment. This article discusses
the development and outcomes of the NMC at Boone Clinic, Norfolk, VA.

ments for their acute symptoms and chronic
conditions.

In 2001, the concept of the nurse-
managed clinic (NMC) was institutionalized
to improve access to medical care. Using
clinical practice guidelines and the Joint
Commission on Accreditation of Health Care
Organization (JCAHO) standards, two nurses,
a clinical nurse specialist and a nurse practi-
tioner, were asked to create the policies and

continued on page 14
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Real Nurses. Real . Real Solutions.

Developing and Disseminating
Knowledge for Ambulatory Care and
Telehealth Nursing Practice

As | write my President’s column, there are 15 days
left in 2006. This is usually the time of year people
reflect on their accomplishments and shortcomings, and
make resolutions for the New Year. For those of us who
are procrastinators, this may not be the most wonderful
time of the year. Yes, | am a procrastinator; ask my family
or the AAACN Board. | have been working on one of
those short-term charters now for over 18 months!
Therefore, | resolve by the end of this column to com-
plete the deliverable for the knowledge charter.

In the last two columns, | described AAACN’s work Beth Ann Swan
and progress on two goals: community and advocacy. The focus of this col-
umn will be Goal 1 — Knowledge. “AAACN will be the recognized source for
knowledge in ambulatory care nursing.” The objectives of this goal are to 1)
increase the development and dissemination of ambulatory care nursing
knowledge and 2) increase recognition of AAACN as a source of ambulatory
care nursing information (AAACN, 2004). The first objective defined one strate-
gy as developing a systematic process to gather and disseminate knowledge.
The challenge was how to go about developing such a systematic process, and
once developed, how would AAACN measure its success?

A task force, consisting of Lyn Gehring, Traci Brooks, Elizabeth Dickey, Peg
Mastal, Ruth Ann Obergon, Becky Pyle, and Carol Ann Attwood, began work-
ing on this challenge at the 2005 conference. The group proposed a continu-
ous feedback loop graphic representation. First, the group identified the follow-
ing as AAACN’s current sources of ambulatory care nursing knowledge (knowl-
edge identification):

* AAACN Web site.

e AAACN Viewpoint.

e AAACN'’s column in Nursing Economic$.
e Special Interest Groups (SIGS).
e AAACN members.

e AAACN products.

e List serves.

e Discussion forums.

e Annual conference.

e Audio seminars.

e Board of Directors.

The group identified the second step as knowledge gathering. Through
surveys, interviews, and focus groups over the last several years, AAACN has
gathered knowledge about what is known about promoting ambulatory care
and telehealth nursing practice. By scanning the environment, AAACN identi-
fied its knowledge assets and gaps that were then targeted for product devel-
opment and for future potential knowledge sources. This step is critical and
needs to be formalized so that AAACN is recognized as the source of knowl-

continued on page 6
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A Case Management Model
For the Ambulatory Care Patient

= Continuing
\’ " Nursing
= Education

Experiencing Chronic Pain

Esther Brooks, MN, RN
Julia Younce, MSN, RN

Abstract

This article describes the development and implementation of a
Case Managed Opioid Program managed by an ambulatory
care section nurse at the James A. Haley Veterans’ Hospital,
Tampa, FL. The authors will discuss the program from a histor-
ical perspective and the positive outcomes that were achieved.

Historical Overview

The Primary Care Section of the James A. Haley
Veterans’ Hospital in Tampa, FL, had approximately 100
patients a day who would walk in without an appoint-
ment. Many of these patients needed new medication or a
refill of medication for relief of chronic pain. The practice
had been to schedule appointments every 30 days for
patients who required narcotic refills; however, the sched-
ule could not accommaodate the need. High numbers of
unscheduled patients affected the ability of providers to see
their scheduled patients in a timely manner.

In addition to inadequate parking and extensive travel
time for veterans commuting long distances, lack of avail-
able appointments resulted in low levels of satisfaction for
this population of patients with chronic pain. Furthermore,
many patients expressed inadequate pain relief.

An interdisciplinary task force was developed to
explore and problem solve the issue of patients walking
into the Emergency Room without an appointment and in
need of pain medication refills. One suggestion was to
explore the advantages of caring for these patients using
an RN case management model. The goal was to help
decrease the number of unscheduled patients seeking relief
from their chronic pain and/or seeking refills on their med-
ication, and to provide better relief of pain.

Other RN case management programs within the
Veterans’ Integrated Services Network (VISN) were
explored as possible models for implementation. A com-
mon feature of many chronic pain case management pro-
grams is the use of an interdisciplinary approach with the
nurse in a pivotal position to manage and coordinate the
care of the veteran in chronic pain. The nurse performs a
pain assessment and evaluation, and orchestrates the
process for the patient to obtain his or her prescriptions.
Positive outcomes of the RN case management programs

that were evaluated in the satellite clinics and implemented
at the James A. Haley VA include the following:
e Better pain control.
e Enhanced customer satisfaction, due to decreased wait
times to obtain medications.
e Decreased walk-ins and unscheduled visits to the
provider.
» Increased cost effectiveness.
e Increased nurse participation in the veteran’s pain man-
agement and increased role satisfaction for the nurse.
e Enhanced quality of life for the veteran with the ability
to engage in a more normal lifestyle.

Opioid Case Managed Program
Implementation

With support from providers, the Tampa VA imple-
mented a nurse case managed clinic in ambulatory care in
March 2003. The clinic was initially implemented in one of
the primary care teams and was then expanded to the rest
of the ambulatory primary care clinics at the Tampa VA.

The following are criteria for enrollment into the nurse
case managed program for chronic pain at the Tampa VA:

e The program is intended for veterans on Class Il control
substances (oxycodone, morphine, methadone, fentanyl
patches, and Percocet®).

e A veteran must be under the care of a primary care
provider 3 to 6 months prior to enrollment into the
program.

e The veteran needs to have been on a stable dose of
analgesic for at least 3 months.

e The veteran consents to a pre-enrollment urine drug
screen and a drug screen every 6 months. The veteran
can also be tested at random.

< |f the veteran is found to be using an illicit substance
(marijuana, cocaine), he or she is tapered off the pain
medication and referred to a drug/alcohol drug rehab
program.

e The provider agrees that the veteran is a candidate for
the program.

e The veteran agrees to abide by all the terms of the
Pain Agreement, which is an agreement that details
the responsibilities of the veteran while enrolled in the
Opioid Program.

e The veteran must have a permanent home address
available because the pharmacy will not deliver opioids
to a Post Office Box.

continued on page 4
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Figure 1.
Opiod Case Management Program

e Prior to enrollment in the program, the provider deter-
mines that appropriate referrals have been made
(physical therapy, occupational therapy, or the pain
clinic) for the veteran to assure that other optimal
treatments for relief of chronic pain have been consid-
ered.

Program Operation

The nurse case managed pain clinic program at the
Tampa VA operates as follows: each primary care team has
a pain resource nurse, who is assigned his or her own panel
of patients who have been referred to the clinic by the
provider. In the absence of the pain resource nurse, staff
nurse colleagues, trained and oriented to the Opioid
Program, manage the panel. Once the patient has been
accepted into the program, the nurse conducts an initial
baseline in-depth patient self-screening evaluation, pro-
vides the patient with extensive pain education describing
the pain program, and obtains the patient’s consent to
enroll in the chronic pain program. On a monthly basis,
each veteran submits a self screening pain evaluation.
These are mailed to the pain resource nurse (in a pre-
addressed and stamped envelope provided) about 10 to
15 days prior to the monthly renewal due date for their
narcotic prescription(s).The nurse enters the patient self-
screening tool data into the Computerized Patient Record
System (CPRS) for the provider to view. After the provider
has viewed the self assessment, the nurse collaborates with
the provider and obtains the pain medication prescriptions,
which are delivered to the pharmacy. Any change in the
patient’s condition or any problems with this process trig-
gers a referral by the nurse to the primary care provider.
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The pain medication is mailed by the pharmacy monthly
via certified mail to the veteran, thereby minimizing the
veteran’s need to come to the facility. The veterans see
their primary care provider and the pain resource nurse
every 6 months, where a face-to-face interview is conduct-
ed to review the treatment plan.

The veteran is encouraged to call the RN case manager
if questions or issues pertaining to his or her therapy or
treatment plan arise. Pain education remains an important
component of the ambulatory care nurse case managed
pain clinic program. The pain resource nurse instructs
patients on modalities for pain relief should any exacerba-
tions occur. These modalities may include proven effective
home remedies, such as relaxation techniques, exercise,
heat application, and breakthrough pain management.

Opioid Case Managed Program Outcomes
And Evaluation

The James A. Haley Primary Care Section successfully
implemented a nurse case management program to meet
the needs of veterans in chronic pain who require a long-
term treatment plan. Nurses continue to play a pivotal role
in caring for these patients. This role involves an interdisci-
plinary approach where the nurse interfaces collaboratively
with the health care team to more effectively address and
meet the needs of veterans experiencing chronic pain.
Figure 1 illustrates the RN Pain Resource Nurse (or RN Case
Manager) interfacing with the interdisciplinary health care
team (such as the primary care provider or clinical pharma-
cist) to orchestrate the delivery or care. If the veteran has
any additional questions concerning medications, he or she
may also be referred to the patient library, as well as online



Table 1.
A Primary Care Team’s Opioid Program Statistics

Year 2005 2005 2005 2006 2006 2006 2006 Totals
Oct Nov Dec Jan Feb Mar Apr
. . Average
A p 134 7 142 14 14 142 144
ctive Patients 3 3 6 5 141.42
New Enrollments 4 4 9 4 3 1 1 26
Discharges 3 1 4 0 4 4 1 17
6 Month Face-to- 15 19 27 29 19 37 14 160
Face Visit
Monthly 70 115 107 102 101 106 90 691
Reevaluations

resources available for further research and educational
opportunities. Pain resources nurses meet monthly to dis-
cuss and problem solve issues of concern involved in coor-
dinating the care.

The Opioid Program has succeeded in diminishing vet-
eran visits to the facility for their relief of chronic pain,
while making more appointment time available for other
veterans. The program has succeeded in achieving better
pain control for patients with chronic pain while simplify-
ing the process to obtain medication. Improved customer
service and positive outcomes have been achieved for
patients as indicated in followup patient satisfaction sur-
veys and face-to-face interviews. Table 1 shows that for a
7-month period, one of the primary/ambulatory care
teams has had a stable panel of patients with few dis-
charges from the program. This team had 144 patients
enrolled in the Chronic Opioid Program for the 7-month
period reviewed, and it had 17 patient discharges. With
160 face-to-face visits, each patient enrolled has only been
seen twice a year, which is down from the previous prac-
tice of monthly visits.

Conclusion

Patients continue to be enrolled in the Opioid Program.
The Chronic Pain Program has successfully expanded to all
primary care teams. While the program initially started with
approximately 30 patients, there are currently over 600 veter-
ans enrolled. This program won the 2005 Office of Nursing
Services Innovation Award, which is a VISN (regional) Award. It
is in the process of being examined for adoption nationally.

Esther Brooks, MN, RN, is a Telephone Liaison Care Nurse, James
A. Haley Veterans’ Hospital, Tampa, FL, and Chair, AAACN Veterans
Affairs Special Interest Group. She may be reached via e-mail at
Esther.Brooks@med.va.gov

Julia Younce, MSN, RN, is an Assistant Nurse Manager, Primary
Care Telephone Liaison Care Call Center, James A. Haley Veterans’
Hospital, Tampa, FL. She may be reached via e-mail at
Julia.Younce@med.va.gov

Acknowledgments: The authors would like to thank Florence
Graniero and Myriam Morales, Pain Resource/Nurse Case
Managers, James A Haley Veteran’s Hospital, for their assistance in
the preparation of this article.

Additional Readings

Bower, K.A. (1992). Case management by nurses. Washington, D.C.:
American Nurses Publishing.

James A. Haley Veterans’ Hospital. (2005). Hospital memorandum/case
management program for patients with chronic pain symptoms.
Tampa, FL: Author.

Viewpoint Call for Manuscripts

For more information or to request
author guidelines, contact:
Carol Ford, Managing Editor,
fordc@ajj.com
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President’s Message
continued from page 2

edge for ambulatory care and telehealth nursing practice.
Growing our inventory of knowledge assets enables
AAACN to respond to our members’ needs and to external
knowledge needs. In addition, AAACN is able to expand its
sources of knowledge. For example, AAACN is recognized
as a source of knowledge and information for Magnet
preparation.

The third step is knowledge evaluation (the ability to
assess the big picture). Assets and gaps identified in the
knowledge-gathering process need to be to critiqued and
judged for importance and value (for example, what
should be acted upon immediately versus what is a short-
term project and what is a long-term project). The ability
to respond quickly to member and practice needs, as well
as to allocate necessary resources to product development,
are critical aspects of this step.

Knowledge dissemination is the final step in the
process. To increase recognition of AAACN as a source of
ambulatory care nursing information, the process must
support information utilization and dissemination to ensure
that knowledge-generated sources are available and can be

Looking for a way to
influence health
care legislation

but not sure where
to start?

Nurse In Washington
Internship (NIWTI)

March 11-14, 2007 e Washington Court Hotel
Washington, D.C.

https://www.amrinc.net/alliance/2007niwi.cfm
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fully used by members, non-members, employers, and pol-
icymakers to improve service delivery in ambulatory care
and telehealth nursing practice.

This systematic process is based on four steps: knowl-
edge identification, knowledge gathering, knowledge eval-
uation, and knowledge dissemination. The process is
depicted by a continuous feedback loop of identifying gaps
in ambulatory care and telehealth nursing practice knowl-
edge, gathering data and information about the identified
area of need, evaluating the data and information related
to the area of need, planning the knowledge resource, and
method of knowledge delivery and dissemination. Now
that the process is developed, how will AAACN go about
measuring its success in terms of dissemination? One
method is to track each source of knowledge and its uti-
lization. For example:

e AAACN Web Site Activity Report compares visits over
time, how many members are logging in and how
many non-members are visiting the site, how many
pages visitors are viewing during one visit, and the
most popular pages. We know that our Web site traffic
has increased over the last year.

e The Nursing Economic$ “Perspectives in Ambulatory
Care” column utilization can be tracked not only by
journal subscriptions, but also by how many times the
articles are cited in other papers and how many times
the articles are requested and/or downloaded. In the
last 6 months, some of the articles have been down-
loaded more than 75 times, and the articles are cited
frequently in other papers.

e AAACN members have been featured and quoted in
media coverage over 10 times in the last 6 months.

e AAACN products are tracked by sales, and this is a
proxy for utilization and dissemination; one strategy of
moving forward is to promote and market our prod-
ucts not only internally to our members but also exter-
nally to non-members.

* AAACN annual conference attendance has been
increasing over the last three years, and we are looking
forward to record attendance in Las Vegas.

e AAACN audio seminars have gained momentum, and
we are tracking the number of sites that register, the
number of listeners, and the number of CDs sold.

e AAACN “On the Road” Courses have gained momen-
tum, and | spoke about the increased number in my
last column.

These are some examples of the progress AAACN is
making related to Goal 1: Knowledge. | would like to thank
all our volunteer leaders and members who support and
promote AAACN as the source of knowledge for ambulato-
ry care and telehealth nursing practice. As always, thank
you for your active participation and volunteer leadership. |
am interested in your views, and you can reach me at
beth.swan@jefferson.edu.

Beth Ann Swan, PhD, CRNP, FAAN, is AAACN President and
Associate Dean of Graduate Programs, Jefferson School of Nursing,
College of Health Professions, Thomas lefferson University,
Philadelphia, PA. She may be reached at beth.swan@jefferson.edu



Understanding Cancer Survivorship Issues
And the Ambulatory Care Nurse s Role

In response to the Institute for Medicine’s report on cancer
survivorship, more than 20 representatives of national and inter-
national nursing organizations gathered November 3-4, 2006, at
the National Academy of Sciences in Washington, DC, for a
Cancer Survivorship Nursing Stakeholders Meeting. AAACN mem-
ber Becky Eggleston, BS, RN, OCN, attended.

The objectives of the meeting were to evaluate several pub-
lished recommendations addressing the needs of adult cancer
survivors as well as engage key nursing organizations that are
willing to support a nursing-led agenda. The group’s ultimate
goal is to enhance long-term outcomes of adult cancer survivors.

By the meeting’s end, each participating organization provid-
ed an action plan and a commitment to achieve nursing’s goals
for improving cancer survivorship. The group reached consensus
and developed a tactical master plan incorporating education,
nursing practice, and research that will allow nurses to use their
expertise to better meet the needs of the adult cancer survivor.

What Does All This Mean for the Ambulatory
Care Nurse?

With more than 4 of 5 cancer care encounters for the most
common types of cancer occurring in community-based treat-
ment settings — and with increasing numbers of cancer sur-
vivors having their care provided in non-oncology settings — it
becomes extremely important that the ambulatory care nurse:

e Have an opportunity to participate in educational pro-
grams that will provide information regarding the physio-
logic, cognitive, and psychosocial impact of a cancer diag-
nosis and cancer treatment.

* Have an awareness of — and access to - reliable information
resources and services for patient referral to best provide
assistance in addressing the many cancer-related issues of
the cancer patient and survivor.

e Understand that end-of-cancer treatment is not the end of
the cancer experience and that many patients with co-
morbid conditions are seen routinely in ambulatory care
settings.

Becky Eggleston (left) chats with Mary Alice Ehrlich, MSA, RN,
representative from the American Association of Occupational Health
Nurses (AAOHN), about ways AAACN, AAOHN, and the University of
Michigan can enhance long-term outcomes of adult cancer survivors.

e Realize that cancer survivors may be unaware of the emo-
tional and physical risks following treatment and do not
have a life-long plan for follow-up care.

There is little doubt that cancer and cancer survivorship
issues can impact the care we provide as ambulatory care nurs-
es. AAACN'’s recognition of the significance of this issue pro-
vides us with an opportunity to become educated about cancer
survivorship and to offer a contribution to this important
national nursing initiative.

For more information about cancer survivorship issues, visit:

The National Coalition for Cancer Survivorship —

www.cancersurvivaltoolbox.org/
www.canceradvocacy.org/resources/

Centers for Disease Control & Prevention —

www.cdc.gov/cancer/survivorship/

Lance Armstrong Foundation — www.livestrong.org

Becky Eggleston, BS, RN, OCN

University of Michigan
Ann Arbor, MI

March 29- Aprll 1, 2007 Las Vegas Hllton

New Products to be Introduced
At the Conference

Many member volunteers have been diligently working on
updating several products for a conference release. New items
to be available at and following the conference are:

e Ambulatory Care Nursing Administration and Practice

Standards, 2007.

e Telehealth Nursing Practice Administration and Practice

Standards, 2007.

e Ambulatory Care Nursing Self-Assessment, 2007.

e Self Learning Module titled, “Review of Current Litigation
Relative to the Practice of Telephone Nursing,” which will
offer continuing nursing education (CNE)* credit earned at
your convenience.

e Telephone Nursing Practice Core Course (TNPCC) on
DVD.

*This educational activity has been co-provided by AAACN and
Anthony J. Jannetti, Inc.

Anthony J. Jannetti, Inc. is accredited as a provider of continuing
nursing education by the American Nurses’ Credentialing Center’s
Commission on Accreditation (ANCC-COA).

Core Signing
Editor Candy Laughlin, and the chapter authors of the Core
Curriculum for Ambulatory Care Nursing, 2nd edition, will be on
hand at a booth in the exhibit hall to autograph your copy of
the Core! Bring your copy to Vegas or purchase one onsite, then
stop by the booth for a few autographs!

WWW.AAACN.ORG 7



Ll i
eie

1 SO Wty i

73 AR T

Founders’ Scholarship

In honor of AAACN’s Past Presidents, new members and first-time conference
participants can win complimentary registration to the Chicago conference. To be
considered for the Founders’ Scholarship, you will be asked to submit a 100-word
or less description at the Las Vegas conference, stating how the conference inspires
you and why you would recommend AAACN to your colleagues. The winner will
be announced at the Closing Ceremony. Stop by the Viewpoint booth to pick up
an application.

Silent Auction Donations Sought

If you are coming to the conference, please consider bringing an item to
donate to the Silent Auction. Small items, such as jewelry or books, are easy to
pack. Larger items, such as hand made quilts, baskets of goodies from your state,
pictures, etc., could be shipped to yourself at the hotel. Nursing memorabilia is
always sought by participants. Please drop off your item at the AAACN
Registration Desk prior to Thursday evening. Your donation helps raise funds for
the AAACN Scholarship Fund.

Pam DelMonte, Silent Auction Coordinator
Pamela.delmonte@va.gov

AAACN Moderators Needed

AAACN program planners are currently seeking moderators for the 2007
Annual Conference in Las Vegas.

A moderator introduces the speaker, distributes handouts, keeps the
session on time, facilitates discussions, and troubleshoots room or AV
problems.

If you are going to the conference and would like to volunteer to be a
moderator, please contact Pat Reichart at reichartp@ajj.com and let her know
which sessions you would like to moderate.

Your help in making the annual conference a success is greatly
appreciated!

JUST 1 Winners
Announced

The JUST 1 6“'
membership X\)
campaign added
105 new members
to AAACN. The winner
of the top prize was Molly
McBrayer, who recruited
her colleagues at St.

Francis Hospital and Roper
St. Francis Healthcare in
South Carolina. Molly
receives airfare, housing,
and registration to the
2007 AAACN Annual
Conference in Las

Vegas.

Kudos to runner up Debra
Willis, who recruited six colleagues
from Presbyterian Hospital of Plano,
Texas. Debra, along with Judy
Aponte, Barbara Gilbert, Rebecca
Marshall, and Louise Murraine will
receive a one-year renewal of their
AAACN membership.

AAACN’s membership has
reached over 2,000 — a milestone
that has not been reached for sev-
eral years. Start thinking about who
you could recruit in the next cam-
paign, which will kick off at the Las
Vegas conference and begin on
April 1, 2007.

AAACN Ends the Year with Over 2,000 Members!

Membership in
AAACN has grown to
almost record-breaking
numbers! The member-
ship count as of
December 31, 2006,
was 2,071, and mem-
bership has not been at
this level since 1998.
This means many
things, all of them
exceptionally good. Some reasons our membership has
grown are that our products and services, which are
designed to meet the needs of a broad array of nurses pro-
viding ambulatory care, were expanded. Our

8 VIEWPOINT JANUARY/FEBRUARY 2007

interactive/informa-
tive Web site, con-
venient LIVE audio
seminars, the second
edition of the Core
Curriculum, cutting-
edge annual confer-
ences, and more are
providing needed
education to improve
practice and provide

a higher level of patient care. Most importantly, our mem-
bers are spreading the word about the value and benefits of
AAACN membership. Congratulations to AAACN and our
members for making 2006 an exceptional year!



Instructions for Continuing
Nursing Education Credit
Activity

To Obtain CNE Credit

1. For those wishing to obtain CNE credit, please use
the evaluation form inserted in this newsletter, or
visit the AAACN Web site (www.aaacn.org). Read
the 3 articles listed below and complete the
answer/evaluation form.

2. Photocopy and send the answer/evaluation form
along with your credit card payment or check ($15
members/$20 non-members) payable to AAACN, East
Holly Avenue Box 56, Pitman, NJ 08071-0056.

3. Evaluation forms must be postmarked by February 28,
2009. Upon completion of the answer/evaluation
form, a certificate for 2.9 contact hour(s) will be award-
ed and sent to you.

Objectives
The purpose of this continuing nursing education series
is to increase the awareness of nursing management
issues in nurses and other health care professionals. After
studying the information presented in this series, you will
be able to:
1. Outline the development process for establishing a
nurse-managed clinic in Norfolk Beach.
2. Summarize the implementation of an Opioid
Development nurse-managed program.
3. Describe the recommended steps to follow when
using a self-care management education plan.

Articles

Agbisit, M.D. (2007). Nurse-managed clinics:
Opportunity and benefit. Viewpoint, 29(1), 1, 14-15.

Brooks, E., & Younce, J. (2007). A case management
model for the ambulatory care patient experiencing
chronic pain. Viewpoint, 29(1), 3-5.

Grey, K.D. (2007). Self-managed, patient-centered goals.
Viewpoint, 29(1), 10-11.

Note: The authors and editor reported no actual or poten-

tial conflict of interest in relation to these continuing educa-

tion nursing articles.

Sally S. Russell, MN, CMSRN, disclosed that she is on the

Advisory Board for Roche/Abbott Labs.

This educational activity has been co-provided by
AAACN and Anthony J. Jannetti, Inc.

Anthony J. Jannetti, Inc. is accredited as a provider of
continuing nursing education by the American Nurses’
Credentialing Center’'s Commission on Accreditation
(ANCC-COA).

AAACN is a provider approved by the California Board
of Registered Nurses, provider number CEP 5336. Licenses
in the state of CA must retain this certificate for four years
after the CE activity is completed.

These articles were reviewed and formatted for con-
tact hour credit by Sally S. Russell, MN, CMSRN, AAACN
Education Director; and Rebecca Linn Pyle, MS, RN, Editor.

NORTHWESTERN MEMORIAL HOSPITAL
Surgical ServicesNursing
Chicago, IL

A hospital of communities, like Chicago itself.

Chicago's stature rises from the neighborhoods that compose it.
Soitisat Northwestern Memorial, a distinguished lakefront aca-
demic medical center with the feel of a community hospital. We
currently seek experienced RNs to join our Surgical Services
Nursing team in the following roles:

AMBULATORY SURGERY UNIT/
OPERATING ROOM NURSE
M-F, DAYS, NO CALL, WEEKENDS, OR HOLIDAYS!
$4000 SIGN-ON BONUS AVAILABLE!

MAIN OPERATING ROOM - STAFF NURSE
Days, evenings and weekend shifts available. Experience in
Cardiac, Neuro or Ortho a plus. $4000 SIGN-ON BONUS
AVAILABLE!

2007 OPERATING ROOM NURSE
INTERNSHIP PROGRAM
AVAILABLE TO NEW GRADS AND EXPERIENCED
NURSES WITHOUT OPERATING ROOM EXPERI-
ENCE. Requires active IL RN license or ATT-NCLEX pass
letter. Internship program begins February 19, 2007.

Please submit your resume via our online job search at
www.nmh.org, referencing source code: AD-AAACN. AA/EOE

Nurse-Managed Clinics
continued from page 15

ed to the outpatient setting and offers a comprehensive
education based on approved guidelines and protocols for
the purpose of health maintenance and health promotion.

Margarita D. Agbisit, BSN, RN, MSN/MA, RNC, is a Clinical
Nurse, Nurse-Managed Clinic, Boone Branch Medical Clinic, Norfolk,
VA. She may be reached via e-mail at margenmc@cox.net.
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ONE

Self-Managed,
Patient Centered

Goals

Krista D. Grey, BSN, RN

As an ambulatory care nurse for
over 4 years, | did my best to help
patients with chronic disease to make
healthy choices but often felt that my
efforts were ineffective. | put a lot of

effort into patient education, but while

my patients may have known more,

their knowledge often did not translate

into behavior change or improved
health. | assumed that if | gave

patients information, they would make
logical decisions to lead their lives in a

healthier way. | am a firm believer in
patient autonomy and felt that telling
patients what to do with the informa-

tion | gave them was overstepping my

professional boundaries.

| decided on public health nursing

as my major for graduate education
partially in hopes of learning how to
be more effective in disease manage-

ment. During my public health nursing

practicum, Denver Health offered me
the opportunity to participate in their
Diabetes Collaborative initiative by

educating their ambulatory care nurses

about diabetes self-management and

patient-centered care goals. During my

experience, | was able to learn about
an important concept in disease man-
agement, which | am excited to share
with other nurses.

As | read about self-management, |

found that research has shown that

didactic teaching, the kind | was prac-

ticing, increases knowledge but does
not consistently lead to improved
health outcomes (Norris, Engelgau, &

Narayan, 2001). It does not make
sense to continue to spend scarce
health care resources on an interven-
tion that is ineffective, especially when
a more effective approach has already
been designed and tested.

A move away from didactic teach-
ing requires a paradigm shift.
Previously, acute disease was the pri-
mary cause of iliness, and didactic
interventions were effective because
they required following directions for a
short time until the patient recovered
from the illness. Now, the principal
medical problem is chronic disease,
which requires permanent lifestyle
adjustments. Because of this, “the
patient must become a partner in the
process, contributing at almost every
decision or action level” (Holman &
Lorig, 2000, p. 320).

What is a more effective approach
to patient education? How do patients
become “partners in the process?”
Research shows that approaches that
improve patients’ sense of self-efficacy
improve health (Lorig & Holman,
2003). One approach to accomplish
this goal is called self-management
education.

Self-Management and Self-
Management Education

According to Barlow, Wright,
Sheasby, Turner, and Hainsworth
(2002), self-management is “the indi-
vidual’s ability to manage the symp-
toms, treatment, physical and psy-
chosocial consequences, and lifestyle

changes inherent in living with a
chronic condition” (p. 178). Basically,
it is how a person lives with their dis-
gase on a day-to-day basis.
Self-management education differs
from traditional, didactic patient edu-
cation in several ways (see Table 1).

- Self-management education involves

learning several skills, one of which is
“taking action” (Lorig & Holman,
2003). One way for the patient to
learn this skill is by formulating
patient-centered goals. The nurse can
assist the patient to do this by using
the 5 As Behavior Change Model
(Glasgow et al., 2002; Whitlock,
Orleans, Pender, & Allan, 2002). The 5
As are Assess, Advise, Agree, Assist, and
Arrange. Sixta (n.d.) thoroughly
explains the 5 steps in “Diabetes Self-
Management Manual for Providers
and Staff.” The following is a summary
of Sixta’s description of the 5 As.

Assess

Step 1 is to assess the patient.
Assessing the patient’s knowledge level
of the disease as well as his or her
beliefs and behaviors about its man-
agement can help the nurse tailor
advice and goal setting. It is also
important to take the patient’s cultural
background into account because it
will affect the advice given.

Four areas to include in the assess-
ment are the patient’s usual diet, exer-
cise, weight, and medications. Other
assessment factors to keep in mind
while interacting with the patient
include the patient’s acceptance of the
diagnosis as well as readiness to learn
and to change his or her behaviors. If
the patient has not accepted the diag-
nosis or if he or she is not ready to
learn or change, then goal setting
would be inappropriate. Some of the
most important things to ask the
patient while engaging him or her in
self-management goal setting are,
“What are you most concerned
about?” and “What would you like to
work on?”

Contact hour instructions, objectives, and accreditation information may be found on page 9.
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Table 1.

Comparison of Patient Education Approaches

Traditional Patient Education

Self-Management Education

One-way communication
Provider-centered
Increases knowledge

Patient-centered

Two-way communication

Helps patients adopt healthy behaviors

Source: Sixta (n.d.)

Advise

Step 2 is to advise the patient. This
step is built upon the previous step.
The nurse gives advice to the patient
on topics about which the patient is
concerned and builds upon what the
patient already knows. It is important
not to overload the patient. The goal is
to convey one or two ideas to the
patient per visit. This will help the
patient to avoid feeling overwhelmed
and confused. Patient education in
chronic care occurs best over a long
period of time unlike acute care in
which interventions can quickly resolve
a health problem. Answering questions
that the patient may have in a way that
is appropriate for the patient’s individ-
ual characteristics (such as education,
cultural background, and experience) is
also important.

Agree

Step 3 is to agree with the patient
on goals. In order for behavioral
change to occur, goals must be
patient-centered. This means that the
goal needs to be something that the
patient wants to change and that the
patient believes is an important behav-
ior to address to improve his or her
ability to manage the disease.

The nurse’s role is to help patients
formulate their own goals, not to tell
patients what their goals should be.
The nurse can help patients ensure
that the goals are measurable and are
achievable within a week or two.
Patients should state specifically what,
where, when, and how often they
would like to engage in the particular
behavior.

Once the goal is formulated, the
next action of the nurse should be to
assess patients’ perceptions of the
importance of and confidence in
achieving the goal by having them rate

their perceptions on a scale of 1 to 10,
with 10 being most important or most
confident. If the patient rates the
importance of a goal as 7 or below, the
nurse should ask the patient to select
another goal that is more important. If
the patient rates his or her confidence
at 7 or below, the nurse should help
the patient to problem-solve barriers or
select another goal.

Assist

Step 4 is to assist with problem
solving. Prompting patients to think
about things that might get in the way
of achieving their goal is important.
Potential solutions can be brain-
stormed with each patient and a solu-
tion selected for the patient to try for
two weeks. If that solution does not
work, then another solution can be
tested. If that doesn’t work, the nurse
and/or the patient can find a resource
for ideas. If that does not work, it is
time to move on to a new goal.

Arrange

Step 5 is to arrange patient fol-
lowup. A two-week followup visit or
telephone call needs to be arranged
during the goal setting-interaction.
The followup visit should include dis-
cussing whether or not the patient
met his or her goal, and if so, what
goal will be worked on next. If the
patient did not meet the goal, then
the nurse should ask the patient to
describe what interfered with meeting
the goal. The nurse should then help
the patient with problem solving,
revise the goal, and set another fol-
lowup date.

Conclusion

Sixta’s (n.d.) manual was written
for diabetes self-management, but the
5 A’s could be applied to virtually any
health care situation that requires

WWW.AAACN.ORG

patients to change their behavior. This
evidence-based intervention can help
improve outcomes in chronic illness. It
is logical, ethical, and practical, and it
can be implemented by all members
of the health care team during any
patient encounter. Consider this effec-
tive intervention for your daily prac-
tice.

Krista D. Grey, BSN, RN, is a Graduate
Student, School of Nursing, University of
Colorado at Denver and Health Sciences
Center, Denver, CO. She may be reached via
e-mail at krista.grey@uchsc.edu

Author Note: Thanks to Anita Kreider, Eastside
Family Health Center, Denver Health, Karen
Jones, Denver Health, and Gene Marsh, School
of Nursing, University of Colorado at Denver and
Health Sciences Center for their support in writ-
ing this article.
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MBRSING PRAC

In the early stages of telehealth
nursing, according to certain assump-
tions, nursing practice using the tele-
phone was not considered to be “real
nursing.” However, because of its
application and widespread use in the
managed care environment, it rapidly
gained recognition as a significant field
of nursing in the health care industry.
Along with this came the realization
that similar to nurses in other areas,
nurses engaged in telehealth also use
the nursing process to establish a ther-
apeutic nurse-client relationship when
providing patient care. Since that time,
telehealth nursing practice has
advanced to become what the
American Academy of Ambulatory
Care Nursing (AAACN) organization,
among others, considers to be a sub-
specialty of nursing. As a result of this
recognition, telehealth nursing practice
has developed its own set of special-
ized knowledge and skills. Therefore,
in order for nurses to successfully prac-
tice telehealth nursing, it is imperative
that competencies specific to tele-
health nursing practice be incorporat-
ed into the orientation process to pro-
vide for a safe as well as an effective
medical legal practice.

The specific telehealth nursing
competencies that should be
addressed during the orientation
processes are:

e Technical skills.

e Professional knowledge.

e Interpersonal skills.

e Documentation.

e Professional development.

e Resource management.

e Practice and administrative issues.
In meeting these competencies,

the nurse/individual:

e Adapts to equipment and demon-
strates efficient use of technology
devices to perform role (technical
skills).

* |s expected to use clinical judge-
ment and effective interventions to
enhance patient/caller outcomes
(professional knowledge).

e Isrequired to establish a trust rela-
tionship to illicit accurate
patient/caller information and use
effective interpersonal skills to
engage in, develop, and disen-
gage in a therapeutic interaction
(interpersonal skills).

e Documents telecommunications
that reflect care specific to the
actual or potential health care
needs of the patient/caller (docu-
mentation).

e Accepts personal responsibility for
maintaining and improving the
knowledge and skills necessary to
assess, triage, and manage patients
(professional development).

e Locates and utilizes appropriate
resources to meet the needs of the
patient/caller (resource manage-
ment).

« Practices in accordance with an
ethical, legal, and organizational
framework that ensures that the
patient’s/caller’s safety, interest,
and well being are met (practice
and administrative issues).

Key components of each of these
topics have been defined, and exam-
ples are provided in Chapter 5 of the
Ambulatory Care Nursing Orientation
and Competency Assessment, which is
available on the AAACN Web site at
WWw.aaacn.org

Charlene Williams, MBA, BSN,
RN,C, BC

The Cleveland Clinic Foundation
Cleveland, OH

Finally — The
Perfect Resource

For Triage Nurses!

The Telehealth Nursing Practice
chapter in The Guide to Ambulatory
Care Nursing Orientation and
Competency Assessment recognizes the
unique features of telephone triage
and provides direction for the training
and evaluation of staff. The table for-
mat of the information presents a
clear and comprehensive overview of
the distinct dimensions of telehealth
as well as the key elements of each
dimension. As with other specialty
areas of nursing, the practice of tele-
health nursing is guided by the nurs-
ing process and is well outlined in this
chapter. This will be the only tele-
health manual on my shelf!

Gina Tabone, RNC

Medical Concierge Triage Department
Global Patient Services at The
Cleveland Clinic

Cleveland, OH

Chapter 5, Telehealth Nursing
Practice Guidelines in The Guide to
Ambulatory Care Nursing Orientation
and Competency Assessment were
very easy to follow. They provided a
practical approach in the work set-
ting. It was an effective tool for ori-
enting new staff and a useful moni-
toring tool for experienced staff.

Julie Shainoff, RN
Cleveland Clinic Nurse — On Call
Cleveland, OH

Cleveland Clinic Nurse on Call Nursing Practice Staff
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Are You Taking Full
Advantage of Your AAACN
Benefits?

AAACN is here for you.

We’d like you to think of us as your support system,
your understanding friend, your favorite nurturing profes-
sor, your trusted source for ambulatory care knowledge. In
this role, we want to make sure you are aware of every
benefit available to you, as our valued member. After all,
you deserve the best.

Have You Used These AAACN Benefits?

Network and grow professionally
e AAACN'’s Annual Conference
e Web site (www.aaacn.org): Searchable membership
directory, e-mail lists, discussion boards
e Online career center (find or post a job)
e Special Interest Groups (SIG)
e Local Networking Groups (LNG)
Reap the rewards of leadership
e Task forces and special committees
» Positions at the national level
e SIGs and LNGs
e Advocacy and liaison roles
Learn and discover
e Viewpoint, AAACN’s award-winning newsletter
e Subscription to a leading nursing journal
e Monthly e-newsletter
e Continuing education programs, events, and services
e Certification study tools
Special perks
e Member discounts
e Scholarships, research grants, and awards

Have You Articulated These Benefits to Your
Employer?

e Quality care: Staff members who access member ben-
efits in a specialty nursing association such as AAACN
are more educated and knowledgeable about best
practices.

* Magnet status support: Whether your facility is seek-
ing or maintaining Magnet status, AAACN provides a
wealth of resources to achieve Magnet standards and
nurture nursing leaders.

e Patient safety: Outcomes are improved and errors
reduced with a more knowledgeable staff.

e Excellence in service delivery: More qualified nurses
will improve day-to-day operations.

e Top-quality education tools: Nurses who purchase
AAACN resources, products, and services typically
share them with staff members.

e Board-certified nursing staff: AAACN provides study
tools for ambulatory care nursing certification.

We welcome your questions, so feel free to contact us at
800-262-6877 or aaacn@ajj.com

Telehealth Pearl of Wisdom

Patient Assessment

Nurses know that patient assessment includes both
subjective and objective parameters. While subjective
assessment is the “meat and potatoes” of a telephone
assessment, it is possible (and necessary) to do an objec-
tive assessment as well. Objective parameters fall into two
categories: signs and symptoms the nurse can hear and
information that is self-reported by the patient.

Signs and symptoms the nurse can hear include:

e Respiratory (wheezing, coughing, hoarseness, tachyp-
nea, etc.).

« Neurological (slurred speech, confusion, disorienta-
tion, inappropriate verbalization, etc.).

» Affect (calm, excited, flat, crying, etc.); Note: Although
it’s difficult to interpret affect, it can be observed.

e Background noises (oxygen, taking a drag off a ciga-
rette, a baby’s weak or inconsolable cry, etc.).

Information that is self-reported by the patient includes:

e Quantitative measurements (temperature, weight,
blood pressure, blood sugar, urine ketones).

e Anything the nurse could observe using her or his
eyes, hands, or nose could be assessed by the patient
(urine output and color, character and amount of
emesis, description of rash, etc.).

As in the face-to-face setting, no assessment is com-
plete without both subjective and objective parameters.
Carol Rutenberg, RNC, MNSc
Telephone Triage Consulting
Hot Springs, AR

Corporate
ﬁrh(fl | Memibers

&% KAISER PERMANENTE.

Kaiser Permanente
One Kaiser Plaza, 24 Lakeside
Oakland, CA 94612
Phone: 510.271.5700
Web site: www.kaiserpermanente.org

N
C‘) LVMsysTteEms

LVM Systems, Inc.
1818 East Southern Avenue
Suite 15A, Mesa, AZ 85204
(480) 633-8200 = www.lvmsystems.com

For more information about LVM Systems and its products, call
480-633-8200, ext. 232, e-mail info@lvmsystems.com, or visit
the LVM Web site at www. lvmsystems.com
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Nurse-Managed Clinics
continued from page 1

procedures. The project took one year to implement; this
was partly to ensure patient quality care and appropriate
disease management, and identify the scope of care to be
provided by the nurse clinic. New senior medical leadership
presented disease management protocols to the Executive
Committee of Medical Service (ECOMS), and once
approved, the senior physician presented the NMC proto-
cols and guidelines and discussed pressing issues with all
the providers. With mutual agreements in place among the
clinic providers and identification of the physician champion
and nurse, the NMC was realized.

Quialifications of the registered nurse include one to two
years’ experience in the ambulatory care setting, experience
with adult and pediatric asthma patients, diabetic education,
physical assessment, and triage. Ambulatory care certification
is encouraged but not required. The NMC follows specific
protocols for patient care, with the role of the NMC nurse
being centered on patient education. The nurse position is
very autonomous, adheres to approved protocols, and
involves critical thinking and prompt decision making. The
NMC physician champion is consulted for advice regarding
patients on a case-by-case basis. Crucial duties of the NMC
nurse include daily calls, and utilizing protocols to interview
and triage patients scheduled with the providers. Patients who

fall within the parameters of an NMC visit are encouraged to
utilize the NMC. For example, patients with urinary tract
symptoms without other complaints can choose to keep their
appointment with their provider or cancel that appointment
and be seen in the NMC. The cancelled appointment slots are
then available for patients who need same-day appointments.

Patients with the following conditions are seen at the
NMC: diabetes, hypertension, hyperlipidemia, asthma,
possible pregnancy, urinary tract infections (UTI), and
attention deficit hyperactivity disorder (ADHD) screening.
Patients diagnosed with diabetes, hypertension, hyperlipi-
demia, and asthma are referred to the NMC for education,
followups, and tracking. Walk-ins are accepted for patients
with UTI, pregnancy testing, and ADHD screening.
Pregnancy testing has the highest volume of monthly visits
to the NMC since its inception. The NMC is responsible for
the initial teaching that emphasizes diet modification,
avoidance of alcohol and smoking, exercise, and the early
danger signs and symptoms of pregnancy expectant moth-
ers may experience that warrant an emergency room visit.
In addition to obstetric instructions, prenatal vitamins are
given to the new mothers.

The NMC has been open for three years. About two to
six months after the NMC began, NMCs were opened in
other military medical clinics. A second NMC was opened
at Boone less than a year later. It is well received and

Table 1.
Tricare Prime Boone Nurse Clinic 2003 Annual Report

Reason For Visit

JAN | FEB | MAR | APR | MAY
HCG 73 64 88 67 66
ADHD 10 5 13 9 6
Hypertension B85 37 25 41 13
Hyperlipidemia 9 3 7 5 6
Diabetes Type Il 31 33 29 29 39
Other
Asthma 1 5 7 9 3
Dysuria 11 11 4 2 10

Type of Visit

Telephone Consults 89 65 91 108 58
Nurse Clinic Visits 170 | 158 | 173 | 162 | 143
Other
Grand Total 259 | 223 | 264 | 270 | 201

Saved Appointments 23 23 26 16 11
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Month of Visit

Total
JUN | JUL | AUG | SEP | OCT | NOV | DEC
95 112 | 106 | 116 98 77 108 | 1070
2 2 4 11 8 7 11 88
13 16 20 16 42 32 23 313

1 4 7 11 6 8 3 70
29 26 38 28 41 27 34 384
3 7 12 22

1 2 1 1 3 5 8 46

8 14 10 10 10 10 10 110
39 57 66 70 113 | 67 81 904
149 | 176 | 186 | 193 | 211 | 173 | 209 | 2103

0
188 | 233 | 252 | 263 | 324 | 240 | 290 | 3007
9 19 17 32 30 25 23 254



Table 2.
Tricare Prime Boone Nurse Clinic 2004 Annual Report

Reason For Visit

JAN | FEB | MAR | APR | MAY
HCG 96 87 75 72 72
ADHD 12 13 6 3 9
Hypertension 16 5 6 9 6
Hyperlipidemia 3 4 2 3 3
Diabetes Type Il 39 31 29 31 36
Other 3 6 2 5 7
Asthma 4 1 4 2 3
Dysuria 8 5 4 8 8

Type of Visit
Telephone Consults 115 81 59 57 110

Nurse Clinic Visits 181 152 120 133 143
Other
Grand Total 296 | 233 | 187 | 190 | 254

Saved Appointments 20 13 11 11 23

Month of Visit

Total
JUN | JUL | AUG | SEP | OCT | NOV | DEC
101 56 81 74 76 790
7 1 1 5 5 62
4 7 11 13 8 80
3 10 9 9 5 51
47 60 39 52 45 409
3 6 4 36
1 4 1 2 22
3 7 13 10 7 73
91 119 | 121 | 106 73 932
169 | 147 | 162 | 164 | 143 1514
0
260 66 | 283 | 270 | 216 0 0 2446
11 13 16 10 11 139

Note: The importance of the numbers in Tables 1 and 2 signifies that the providers and patients are utilizing the NMC, and the need for
its service is overwhelming. The November and December 2004 numbers were recorded and counted under the provider’s name.

The NMC increased patient access, with the 254 saved appointments in 2003, and the 139 saved appointments in 2004 resulting in extra
available patient appointments with providers for managing patients with higher acuity or more complex medical conditions.

accepted by both providers and patients. The first-year
data of the NMC visits are unavailable; however, Tables 1
and 2 show data from January 2003 to December 2003
and from January 2004 to October 2004 respectively
(NMC File 2003-2004).

Survey Results

The importance of the data signifies that providers and
patients are utilizing the NMC and that the need for its
service is overwhelming. Random patient surveys were
conducted from November 2001 to November 2003.
Patients were asked what medical condition they were
being seen for, if this was their first visit to the NMC, and if
they were seen within 15 minutes of their appointed time.

One hundred percent of the chronic population
patients (including those with diabetes, asthma, hyperten-
sion, and hyperlipedimia) strongly agreed that the care
and education they received at the NMC will help them
better understand and manage their health condition.
Other aggregates surveyed were pregnant women and
patients with UTI. One hundred percent of them said that

the care and education they received at the NMC was use-
ful and informative, and that service was prompt and
quick. Ninety percent said they would use the NMC again.
The remaining 10% of the population can be attributed to
the pregnant women who do not attempt to get pregnant
again. Most patients expressed gratitude for the creation of
the NMC. The majority of the comments are summarized
as follows:

e “Very informative.”
“Quick and prompt service.”
e “Education is thorough and easily understood.”
e “The nurse is caring, she cares about my health.”
e “l will use the NMC again.”
e “She covered a lot of material.”
e “Information is relevant and useful.”
e “| was satisfied with the information and service

received.”

Conclusion

The results of this survey have justified continuing and grow-
ing the NMC at Boone. The concept of the NMC is well suit-

continued on page 9
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2007-2008 Officers Elected

New Board members will assume their responsibilities at the close of the Las Vegas confer-
ence on April 1. Nominating Committee representatives assume their responsibilities prior to
the conference to permit them to start identifying future candidates for office while at the con-
ference. Special thanks to all candidates who were on the ballot for their willingness to serve
AAACN. If you would like to run for office next year, please contact Beth Ann Swan, the incom-
ing chair of the Nominating Committee at beth.swan@jefferson.edu, speak to a member of the
Nominating Committee while in Las Vegas, or fill out a Willingness to Serve form at the confer-
ence or download one from the Web site.
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