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Appendix H: 
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Appendix I: MCCM Program Data Collection Spreadsheets 
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Appendix J: Cost-Savings Data Collection Spreadsheets 
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Appendix K: Steps for Program Development Timeline 

 

 

 

 

 

 

  

Analyze the MCCM 
data to determine: 

average and median 
length of stay on 

MCCM, percentage 
of transfers to 
hospice from 

MCCM, average and 
median length of 
stay on hospice 

when transferred 
from MCCM, and 

utilization by each 
patient of the health 

care disciplines 
including skilled 
nursing, social 

work, and chaplain 
by January 31, 2017

Use Cerner 
Powerchart 
to evaluate 
utilization 

of the 
health care 

system 6 
months 
prior to 

admission 
to MCCM 

and 
utilization 
while on 
MCCM by 
February 
16 2017

Develop a 
pre-post 

cost-
savings 

analysis of 
6 months 
prior to 

admission 
to MCCM 
compared 

to 
admission 

to MCCM by 
February 
16, 2017

Create a 
care model 

with 
correlating 

payment 
structure 

by 
February 
28, 2017

Create a 
budget for 
each care 

model 
utilizing a 
100 visit 
revenue 
analysis 
that has 
already 

been 
performed 
within the 

organizatio
n by 

February 
28, 2017

Create 
evaluation 

tools to 
determine 
financial, 

quality, and 
process 

outcomes 
by 

March15, 
2017

Create a 
sustainabili
ty plan for 
the CBPC 
program 

that 
includes a 

plan for 
suspected 
growth by 
March15 

,2017

Present the 
proposed 

program to 
the 

stakeholder
s within the 
organizatio
n by March 

25, 2017

Produce the 
toolkit in a 

digital 
folder on 

the 
protected 
network 
drive by 

March 29, 
2017

Defend the 
final toolkit 

at Grand 
Valley State 
University 
by March 
30, 2017
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Appendix L: MCCM Program Analysis 
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Appendix M: Pre-Post Cost-Savings Analysis 
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Appendix N: Statistical Significance of Cost-Savings per Day 
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Visits 100 per month

Net revenue per visit 172.39$  

Revenue

Code Billed Gross Net Revenue

99344 2.00        642.44$         349.45$      

99345 26.00      9,413.43$      4,990.21$   

99348 4.00        512.89$         260.32$      

99349 9.00        1,769.53$      913.27$      

99350 59.00      20,788.08$    10,726.01$ 

100.00    33,126.37$    17,239.26$ 

FTE Annual Wage Benefit Montly Labor

Nurse Practitioner 0.4 40,490.61$    12,147.18$ 4,386.48$      

Physician 0.1 21,960.00$    6,588.00$   2,379.00$      

Coordinator 0.1 3,016.00$      904.80$      326.73$         

Skilled Nurse 0.1 6,464.50$      1,939.35$   700.32$         

Social Work 0.1 4,287.97$      1,286.39$   107.20$         

Total 0.80        71,931.11$    18,735.18$ 7,899.74$      

Visits 50 per month

Patients 25

Revenue 8,619.63$             

Direct Monthly Cost 7,899.74$             

Indirect Cost 51,142.50$           

Margin Per Month (50,422.61)$          

FTE Annual Wage Benefit Montly Labor

Nurse Practitioner 0.4 40,490.61$    12,147.18$ 4,386.48$      

Physician 0.1 21,960.00$    6,588.00$   2,379.00$      

Coordinator 0.1 3,016.00$      904.80$      326.73$         

Skilled Nurse 0.1 6,464.50$      1,939.35$   700.32$         

Social Work 0.1 4,287.97$      1,286.39$   107.20$         

Total 0.80        71,931.11$    18,735.18$ 7,899.74$      

Visits 50 per month

Patients 25

Revenue 8,619.63$             

Direct Monthly Cost 7,899.74$             

Margin Per Month 719.89$                

Community Palliative

Community-Based Palliative Care Initial Pilot Budget With Indirect Cost

Community-Based Palliative Care Initial Pilot Budget Without Indirect Cost

100 Visit Analysis

Appendix 0: Budget for Initial Pilot 
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Appendix P: Intake Process 

Intake Process 
Community-Based Palliative Care 

Inclusion Criteria 

The inclusion criteria for the initial pilot must ALL be met and include: 

 

■ CHF or other life-limiting cardiac diagnosis 

■ A prognosis of 12 months or less 

■ Lives within a 30 minute drive from main hospital within the organization 

■ Has insurance coverage 

■ Palliative Performance Scale score of 70% or less 

 

Questions to Ask of Referring Health Care Professional to Determine Eligibility 

 

Determine life-limiting diagnosis 

■ For what diagnosis is this patient being referred to this program? 

______________________________________________________________________ 

 

Determine prognosis 

■ Is the likelihood of death within 12 months? 

______________________________________________________________________ 

 

Determine where patient lives 

■ Where does this patient live?  

■ Look up if this location is within 30 minutes of main hospital within the organization 

______________________________________________________________________ 

 

Determine Insurance coverage 

■ Does this patient have insurance coverage? 

______________________________________________________________________ 

 

The following questions allow you to give a PPS score to the patient. Refer to the PPS chart and 

circle the correct response as these questions are asked 

 

■ How is the patient able to ambulate? Full, reduced, chair bound, or bedbound? 

■ What is the patient’s activity level? Normal, normal with effort, can’t do normal activities, 

can’t do hobbies or house work, unable to do any activity? 

■ How much self-care is the patient able to perform? All, needs some assistance, needs 

considerable assistance, is mostly assisted, completely assisted? 

■ How is the patient eating and drinking? As normal, reduced, or minimal? 

■ What is the patient’s level of consciousness? Full, confused, or drowsy? 
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% Ambulation 
Activity Level 

Evidence of Disease 
Self-Care Intake Level of Consciousness 

100 Full 
Normal 

 No Disease 
Full Normal Full 

90 Full 
Normal 

Some Disease 
Full Normal Full 

80 Full 
Normal with Effort 

Some Disease 
Full 

Normal or 

Reduced 
Full 

70 Reduced 

Can’t do normal job 

 or work  

Some Disease 

Full As above Full 

60 Reduced 

Can’t do hobbies or 

housework 

Significant Disease 

Occasional Assistance 

Needed 
As above Full or Confusion 

50 Mainly sit/lie 
Can’t do any work 

Extensive Disease 

Considerable 

Assistance 

Needed 

As above Full or Confusion 

40 
Mainly 

in Bed 
As above Mainly Assistance As above 

Full or Drowsy or 

Confusion 

30 Bed Bound As above Total Care Reduced As above 

20 Bed Bound As above As above Minimal As above 

10 Bed Bound As above As above Mouth Care Only Drowsy or Coma 

0 Death - - - -- 

(Modified from Wilner & Arnold, 2015) 

 

Total PPS score: _____________ 

 

Does the patient meet all criteria (circle):   YES NO 

 

If so, add to Community-Based Palliative Care referral spreadsheet in the M:drive and contact 
nurse practitioner to arrange initial consultation 
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Appendix Q: Program Evaluation, Timeline, and Data Collection Spreadsheets 

Program Evaluation 
Community-Based Palliative Care 

Pilot program evaluation is to take place every two to four months. Once the program is 
established, evaluation is to take place monthly. Spreadsheets for data collection are 
available in the M:drive under CBPC Pilot.  
 

Metrics to Evaluate Community-Based Palliative Care Program 

 

Patient Profile 

■ Diagnosis 

■ Race/Ethnicity 

 

Program Utilization Measurements 

■ Total patient referrals 

■ Total admitted to program 

■ Reason for ineligibility 

■ Referral source 

■ Discharges from CBPC 

 

Patient Utilization Measurements 

■ ED visits and hospital admissions while on CBPC 

■ Desired location of death identified on advanced care planning 

■ Location of death 

 

Operation/Process Measurements 

■ Completion of Advanced Care Planning 

■ Percentage transfer to hospice 

■ Mean and Median LOS on CBPC (in days) 

■ Percentage transfer to hospice from CBPC 

■ Mean and Median LOS on hospice post transition from CBPC 

■ Percentage directly admitted to hospice 

 

Visit Standardization Measurements 

■ Average time per visit for new and established patients 

■ Number of patient visits per day 

■ Completion of PCQN Community Based Data Collection Card 

 

Symptom Management 

■  PCQN Symptom & Well-Being Survey 

 

 

(CAPC, n.d.) 
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Patient Name

Advanced 

Directive 

Complete

Desired 

Location of 

Death

Location of 

Death

Goals of Care Data Tracking

Provider Date Setting
# of Visits that 

Day

Visits per Day

Provider Patient Name Visit Date

Initial Visit 

Length (New 

Patient)

Visit Length 

(Established 

Patient)

Visit Length Data

Initial Referral 

Date
Patient Name Race/Ethnicity

Referral 

Source

Attending 

Physician
Diagnosis Location

Within 30 

miles of 

Butterworth? 

PPS Score 

(less than or 

equal to 70?)

Referral 

Status 

(Admitted, 

Pending)         

Eligibility 

Status

Ineligibility 

Reason

Direct to 

Hospice

CBPC 

Discharge 

Reason

Transition 

to Hospice 

from 

CBPC?         

(Y or N)

LOS on 

CBPC

LOS on 

Hospice

Program Utilization & Process Measurements

Patient Name
Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Initial 

Rating

After 1mo 

Rating

Drowsiness Appetite Wellbeing Shortness of Breath Constipation DistressPain Tiredness Nausea Depression Anxiety

PCQN Symptom Survey: Sympom Management Evaluation
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Program Plan and Timeline 
Community-Based Palliative Care 

Initial Pilot Plan A 

Start Date:_____________ 

■ Initial Inclusion Criteria: 

■ CHF or other life-limiting cardiac diagnosis 

■ A prognosis of 12 months or less 

■ Lives within a 30 minute drive from the main hospital within the organization 

■ Has insurance coverage 

■ Palliative Performance Scale score of 70% or less 

 

Evaluate Initial Pilot Plan A 

Evaluation Date:_____________ 

■ Evaluate in 2 to 4 weeks 

■ At four weeks, if 12 patients or more have been admitted to the program, continue with Initial Pilot 

Plan A 

■ If less than 12 patients have been admitted to the program, refer to Pilot Plan B 

 

Pilot Plan B 

Start Date:_____________ 

■ Modified Inclusion Criteria: 

■ CHF or other life-limiting cardiac diagnosis 

■ A prognosis of 12 months or less 

■ Lives within a 60 minute drive from main hospital within the organization 

■ Has insurance coverage 

■ Palliative Performance Scale score of 70% or less 

 

Evaluate Pilot Plan B 

Evaluation Date:_____________ 

■ Evaluate in 2 to 4 weeks 

■ At four weeks, if 12 patients or more have been admitted to the program, continue with Pilot Plan B 

■ If less than 12 patients have been admitted to the program, refer to Pilot Plan C 

 

Pilot Plan C 

Start Date:_____________ 

■ Modified Inclusion Criteria: 

■ CHF or other life-limiting cardiac diagnosis 

■ A prognosis of 12 months or less 

■ Lives within a 60 minute drive from main hospital within the organization 

■ Has insurance coverage 

■ Palliative Performance Scale score of 70% or less 

■ Admit anyone who does not qualify for the Medicare Care Choices Model (MCCM) 

 

Evaluate Pilot Plan C 

Evaluation Date:_____________ 
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■ Evaluate in 2 to 4 weeks 

■ At four weeks, if 12 patients or more have been admitted to the program, continue with Pilot Plan C 

■ If less than 12 patients have been admitted to the program, re-evaluate the whole program 

 

Community-Based Palliative Care Pilot Program Timeline 
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Appendix R: PCQN Survey and Data Collection Spreadsheet 

Symptom & Well-Being Survey 

On a scale of 0-10, please rate how you are feeling now by circling the appropriate number.  

No pain 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible pain 
|____l____l____l____l____l____l____l____l____l____l 

Not tired 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible tiredness 
|____l____l____l____l____l____l____l____l____l____l 

Not nauseous 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible nausea 
|____l____l____l____l____l____l____l____l____l____l 

Not depressed 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible depression 
|____l____l____l____l____l____l____l____l____l____l 

Not anxious 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible anxiety 
|____l____l____l____l____l____l____l____l____l____l 

Not drowsy 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible drowsiness 
|____l____l____l____l____l____l____l____l____l____l 

Best appetite 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible appetite 
|____l____l____l____l____l____l____l____l____l____l 

Best feeling of wellbeing 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible feeling of wellbeing 
|____l____l____l____l____l____l____l____l____l____l 

No shortness of breath 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible shortness of breath 
|____l____l____l____l____l____l____l____l____l____l 

Not constipated 
0       1       2       3        4       5        6        7       8        9      10       

Worst possible constipation 
|____l____l____l____l____l____l____l____l____l____l 

Other problem: 
0       1       2       3        4       5        6        7       8        9      10        
|____l____l____l____l____l____l____l____l____l____l 

 

 
 

 

Please circle the ONE response that is most true for you: 
Are you at peace? 

Not at all A little bit A moderate amount Quite a bit Completely   
       
How would you rate your overall quality of life? 

Very poor 
 

Poor Fair Good Excellent 
  

 

 
Please circle the number (0-10) 
that best describes how much 
distress you have been 
experiencing in the past week 
including today. 
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Appendix S: Sustainability Plan 

Sustainability Plan 
Community-Based Palliative Care 
 

Aspects to Address to Impact Sustainability: 

 

Standardize Palliative Care Visits 

■ Visit Standardization Guidelines 

■ Data collection tools-PCQN Community Based Data Collection Card 

■ Symptom assessment tools- PCQN Symptoms & Well-Being Survey 

 

Standardize Data Collection and Analysis 

■ Program Evaluation form 

■ Date to be collected in the CBPC Program Evaluation Excel spreadsheet in m:drive 

■ Program to be evaluated every two to four weeks during initial CBPC pilot 

 

Program Growth 

■ Increase CBPC referrals by broadening inclusion criteria and providing education to potential 

referral sources 

■ Create pamphlets to quickly reference and learn about the CBPC program 

 

Expand Workforce 

■ As the program grows increase FTEs of all disciplines 

■ To service 50 patients, all FTEs in current budget must be doubled to the following: 0.2 FTE 

Physician, 0.8 FTE Nurse Practitioner, 0.2 Skilled Nurse, 0.2 Social Worker, 0.2 Coordinator 

■ Maintain a 1:2.5 ratio of Physician to Nurse Practitioners 

 

Culture of Accountability 

■ Weekly interdisciplinary meetings between Physician and Nurse Practitioner using Interdisciplinary 

Collaboration Guidelines 

■ Determine education needs 

■ Coordinator to send Program Evaluation Analysis to team members 

 

Efficient Use of Time 

■ Visit Standardization Guidelines 

■ Coordinator to initiate the intake process with Intake Process form, schedule appointments, call 

patients with visit reminders, and analyze data in CBPC Program Evaluation Excel spreadsheet 

■ Visits are to be geographically scheduled once program has more than 12 patients 

 

Accurately Code and Bill Visits 

■  Key Components for Coding Patient Visits 

■  Professional Services Coding Guide 

 

(Bull et al., 2012)
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Appendix T: Visit Standardization Guidelines 

Visit Standardization Guidelines 
Community-Based Palliative Care 

Visits Per Day (0.2 FTE) Per Location 
 

Location Number of Visits Per Day 

Hospital 8-10 visits per day 

Nursing Home/ Assisted Living Facility 7-8 visits per day 

Home Setting 4-5 visits per day 

 

Visit Length 
 

Patient Status Length of Visit 

New Patient 90 minutes 

Established Patient 60 minutes 

 

Charting Standardization 
 

Purpose Form 

Initial Visit Information Collection PCQN Community Based Data Collection Card 

Symptom Assessment PCQN Symptom & Well-Being Survey 
 

(Bull et al., 2012) 
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Appendix U: Interdisciplinary Collaboration Guidelines 

Interdisciplinary Collaboration Guidelines 
Community-Based Palliative Care 
 

Interdisciplinary Collaboration Standardization: 

■ Collaboration between the Physician and Nurse Practitioner occur weekly in-person 

■ Meetings to last 30 to 60 minutes 

■ Utilize the content below to lead discussion 

 

 

Patient Name:___________________________________________________________ 

Situation 

■ Diagnosis 

■ Current plan of care 

■ Briefly describe the situation 

■ Changes (physical, psychological, or social) that may require a change in the plan of care 

Background 

■ Pertinent history (physical, psychological, or social) 

 

Assessment 

■ Physical, psychological, and/ or social findings 

■ Review notes from Skilled Nurse or Social Worker 

 

Recommendations 

■ Changes in plan of care 

■ Interventions needed 

■ Determine when and who should see patient next 

 

ALWAYS finish with these questions: 

■ What needs to be changed in processes? 

■ Have we filled out all data in the CBPC Program Evaluation spreadsheet? 

■ Further resources or educational needs? 
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Appendix V: Billing and Coding Resources 

Key Components for Coding Patient Visits 
Community-Based Palliative Care 

History 

Problem Focused: Chief complaint; Brief HPI (1-3 elements) 

Expanded Problem Focused: Chief complaint; Brief HPI (1-3 elements); Problem pertinent ROS (1 

system) 

Detailed: Chief complaint; Extended HPI (4 or more elements OR status of 3 or more chronic/inactive 

conditions); Extended ROS (2-3 systems); Pertinent PFSH (1 item from 1 element) 

Comprehensive: Chief complaint; Extended HPI (4 or more elements OR status of 3 or more 

chronic/inactive conditions); Complete ROS (10+ systems); Complete PFSH (1 item from at least 2 or 3 

elements for established patients & ER, OR service/ 1 item from all 3 elements for new patients, consults, 

hospital care, observation, nursing care facility) 

 

Exam 

Problem Focused: A limited exam of the affected body area or organ system (1-5 aspects) 

Expanded Problem Focused: A limited exam of the affected body area or organ system and other related 

or symptomatic organ systems (at least 6 aspects) 

Detailed: General multi-system exam (2 comments per 6 organ systems OR 12 comments on 2 or more 

organ systems); Single organ system exam (at least 12 comments for all organ systems other than eye 

and psych exam, then 9 comments) 

Comprehensive: General multi-system exam (at least 2 comments for the 9 organ systems/areas) 

 

Medical Decision Making 

 

2 out of 3 of the elements below must meet or exceed the Medical Decision Making type 

Type of Decision Making # Dx or Interventions Amount/Complexity of 

Data Reviewed 

*Risk of Complications, 

Morbidity, Mortality 

Straightforward Minimal Minimal/None Minimal 

Low Complexity Limited Limited Low 

Moderate Complexity Multiple Moderate Moderate 

High Complexity Extensive Extensive High 

*Risk includes the risk for complications, morbidity, or mortality from the presenting problem, diagnostics, 

or treatment 

 

Contributing Component: Nature of Presenting Problem 

Minimal: A problem may not require the presence of a provider, but services are being provided under 

provider supervision 

Self-Limited or Minor: A problem running a definite course, and is not likely to permanently alter health 

OR has a good prognosis 

Low Severity: Risk of morbidity without tx is low, little risk of mortality without tx, full recovery is expected 

Moderate Severity: Risk of morbidity without tx is moderate, moderate risk of mortality without tx, 

uncertain prognosis OR increased probability of functional impairment 

High Severity: Risk of morbidity without treatment is high, moderate to high risk of mortality without tx OR 

high probability of severe functional impairment 

(Modified from Uecker, n.d.) 
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Appendix W: Additional Resource 

 

(Modified from Johnson, n.d.) 
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Goals of Care: The Essence 
Dr. Simin N. Beg, MD, MBA, FAAHPM 

Why? 
■ Help patients, caregivers, and families come to terms with the reality of their illness 

■ Help to facilitate alignment of patient and family values 

■ We cannot create a plan of care without goals of care 

Three Questions 
■ What does the patient/family understand about the disease process, progression, and treatment 

options? 

■ What are hopes/fears? 

■ How can we assist to align the two? 

Seven Steps 
■ Create the right setting, involved the key individuals 

■ Determine what the patient and family know 

■ Hopes/fears 

■ Suggest realistic goals 

■ Respond empathetically 

■ Make a plan 

■ Review and revise as appropriate 

Language with NEGATIVE Connotation 
■ Do you want everything done? 

■ Do you want to discontinue care? 

■ Do you want hospice? 

■ It’s time to stop aggressive treatments 

■ We will make sure he/she doesn’t suffer 

Language with POSITIVE Connotation 
■ We will provide the best care possible until the very end 

■ We will concentrate on improving your quality of life 

■ We want to help you live meaningfully 

■ We want to make sure you get the treatment that you want 

■ Your comfort and dignity is our priority 

■ We will focus on treating your symptoms 

■ Let’s discuss what we can do to fulfill your wish to stay in your home 

Challenges 
■ Preconceived notions/agendas 

■ Labels 

■ Cultural barriers 

 

(Bernacki & Block, 2014; Stone, 2001)
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Appendix X: Items to Determine and Complete Before Program Pilot 

Items to Determine and Complete Before Pilot Initiation 
Community-Based Palliative Care 

Purpose 
The below items must be determined and completed prior to a community-based palliative care pilot 

program initiation. These items are to be determined by administrative roles. 

 

 
Item to be Determined Before Pilot Initiation  Completion Date 

Kay stakeholder approval for pilot program initiation  

Determine employees for each discipline role  

Orient employees to the program 

■ Intake process and inclusion criteria 

■ Visit standardization guidelines 

■ Interdisciplinary collaboration guidelines 

■ Data collection forms and spreadsheets 

■ Data evaluation plan and expectations 

 

Determine cost center  

Determine electronic medical record (EMR) 

■ Template creation or utilize current 

templates in outpatient palliative clinics 

 

 

Determine pilot start date 

■ Begin Program Plan and Timeline 
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Appendix Y:  Enactment of DNP Essentials 

DNP Essential Evidence of DNP Essential Competencies 

I. Scientific Underpinnings for 

Practice 

• Developed a program based on innovative, new practice 

approaches 

• Applied an implementation theory (PARIHS) and nursing 

theory, Theory of Symptom Management, to 

implementation and evaluate developed program 

• Used the Burke Litwin Model to comprehensively assess an 

organization 

• Created aspects within the toolkit to provide advanced 

strategies and communication techniques 

II. Organization and Systems 

Leadership for Quality 

Improvement and Systems 

Thinking 

• Developed a care delivery approach that meets the current 

need of the organization, along with anticipates program 

growth 

• Utilized principles in business and finance to develop a 

program budget and perform a pre-post cost-savings 

analysis with statistical analysis 

• Created procedures for ethically collecting data to analyze 

for research 

III. Clinical Scholarship and 

Analytical Methods for Evidence-

Based Practice 

• Used analytic methods to appraise the available literature 

related to community-based palliative care (CBPC) to create 

an evidence-based toolkit for the development of a CBPC 

program 

• Designed a process to evaluate outcomes of a CBPC 

program including processes, quality indicators, patient 

demographics, and utilization. 

• Designed a CBPC program to improve quality of care 

delivered within an organization by increasing access to 

care 

• Used information technology to collect data and analyze 

data from various EMRs  

• Acted as a consultant within the Midwest organization to 

collaborate and create a CBPC program that is feasible 

within this organization 

• Disseminate DNP scholarly project to key stakeholders 

within the organization and GVSU 

IV. Information 

System/Technology and Patient 

Care Technology for the 

Improvement and Transformation 

of Health Care 

• Attended Great Lakes Health Connect Summit to better 

understand ethical and legal issues that can exist in 

healthcare information technology 

• Demonstrated conceptual ability and skills to develop an 

evaluation plan with corresponding interfaces to collect 

program data 

• Collect data from various EMRs to inform quality 

improvement 

V. Health Care Policy for 

Advocacy in Health Care 

• Analyzed health policy and initiatives related to the CMS 

Medicare Care Choices Model (MCCM) program 

• Influenced policy makers and advocated for the nursing 

profession by attending MICNP Advocacy Day in Lansing 
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and attending the advocacy event at GVSU 

• Learned to better advocate for social justice, equity, and 

ethical policies by attending the medical humanities 

conference at Western Michigan University and a 

conference on human trafficking 

• Attended a multidisciplinary conference on the opioid 

epidemic to analyze the provider role within this public 

health issue 

VI. Interprofessional Collaboration 

for Improving Patient and 

Population Outcomes 

• I attended the Midwest Interprofessional Practice Education 

and Research Center conference to learn effective 

communication and collaboration skills, as well as 

initiatives in health care education 

• Used effective communication and collaboration skills in  

MCCM interdisciplinary team meetings 

• Lead administrative and clinical care team members in 

discussion about innovative, quality improvement program 

development to create change in the complex healthcare 

delivery system 

VII. Clinical Prevention and 

Population Health for Improving 

the Nations Health 

• Attended conferences on various populations to synthesize 

concepts related to clinical prevention and health promotion. 

These conferences discussed populations including: U.S. 

Veterans, individuals with life-limiting illnesses on 

palliative care, oncology, those with mental health illnesses,  

• Attended the Michigan Nursing Summit, which analyzed 

the current culture of health including the epidemiological, 

biostatistical, and environmental factors that contribute to 

health. 

• Evaluated care delivery models to service patients with life-

limiting illnesses. Analyzed community, environment, 

culture, and socioeconomic dimensions to create a toolkit 

for an innovative care delivery model. 

VIII. Advanced Nursing Practice • Spent 500 hours in primary care and 100 hours in a 

specialty office to develop and demonstrate advanced 

levels of clinical thinking, judgment, and accountability to 

evidence-based interventions 

• Spoke at a Graduate Student Organization meeting to 

discuss my experience as a 4th year DNP student and my 

scholarly project work to act as a mentor to other students 

• Spent time with Dr. Beg in the CHF clinic to learn how to 

educate and guide individuals and families through 

complex health situations 

• Used conceptual and analytic skills to evaluate the links 

between practice, populations, and policies that exist 

within MCCM. 


