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Appendix 7-B: Patient Agreement Form

(Source: Opportunity Village Marin, 2014)



FNP LED MOBILE HEALTH SERVICES

Appendix 8: Program Pathway
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Enroliment process and Services

Hospital Discharge
- OV representative meets with patient & assesses
eligibility
- Patient signs the agreement form

OV team receives the patient & provides following services:
- 21 days accommodation at the motel

- Connect with local resources

- USF FNP faculty/student Mobile Health services

After 21 days, patient exits from the
program

9

Community
(Own Housing/accommodation)
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Appendix 9: Project Resource Requirements
1) Locations
a. Budget Inn at Corte Madera, Marin
b. America's Best Value Inn, Novato (Another potential motel)
c. Marin Community Clinic
d. Hospitals in Marin (Marin General Hospital & Kaiser Permanente)

2) People

a. Lead organization- Opportunity Village Marin, part of MarinLink organization

i. Nancy Boyce, President
ii. Mary O’Mara, Executive Director
ii. Rita Widergreen, OVM Project Manager (Key contact)
b. Marin Community Clinics
i. Mitesh Popat, Chief Medical Officer
ii. Linda Tawaszi, Chief Executive Officer
iii. Peggy Dracker, Chief Operations Officer
iv. Liz Digan, Human Resources
c. University of San Francisco, School of Nursing & Health Professions Team
i. Alexa Curtis, DNP Program Chair
ii. Jo Loomis, DNP-FNP Faculty
iii. Tenzin Lama, DNP-FNP Student
iv. Joan Fraino, DNP- Pysch NP Student
v. Alvin Walters, CNL Student

d. Project Independence, Marin Health and Human Services
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i. Donna West, Public Health Nurse
e. Hospitals in Marin County
I. (Names of representatives will be listed here as connections are made)
3) Tools
a. Clinician’s tool bag

i. Stethoscope

i. Blood pressure cuff
iii. Thermometer
iv. Pulse Oximeter
v. Miscellaneous items (alcohol wipes, gloves, mask, band aids, gauze, cotton,
etc)
b. Electronic Healthcare Record
I. Practice Fusion
ii. Marin Community Clinic’s EHR (to be used in the near future)
4) Funding
a. Seed money provided to OVM by MarinLink
b. Referral fee $200 per patient per day (total $4,200) paid by hospitals covered the rent
for motel room and other expenses
c. Donations, in-kind services and resources in the community
d. Potential grants available

e. USF faculty and students used their own “clinician tool kit” to assess patients
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Appendix 10-A: OVMHS Program Evaluation Checklist

Please circle your responses and comment as appropriate

No. | Objectives Responses Comments
1 Basic needs met (Food, Clothing, Shelteretc.) | Yes No N/A
2 Remained Medically Stable Yes No N/A
3 Remained compliant with medication regimen | Yes No  N/A
4 Able to communicate their health needs Yes No N/A
5 Understand and engage in their plan of care Yes No N/A
6 Establish care at a primary clinic Yes No N/A
7 Connect with community resources Yes No N/A
8 Utilize rehabilitation services Yes No N/A
9 Transitioning to a “home” setting Yes No N/A
10 | ED visits/Readmission to hospital within the Yes No N/A

21 days

Additional Comments (Use back page for additional space)

Filled by: Name/Signature

Date:
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Appendix 10-B: Patient Number One’s Outcomes (OVMHS Program Evaluation Checklist)
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Appendix 10-C: Patient Satisfaction Survey
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Survey questions after discharge

Very
Poor

Poor

Fair

Good

Very
Good

Total

%

Rating scale

1

How helpful was it to meet with a nurse
before or shortly after being discharged
from the hospital to discuss your goals for
continued care in the community?

How helpful were the mobile services
provided by the nurse practitioner team
help you to connect with services you
would have normally not been able to
access on your own?

How helpful was it to have a mobile team
of nurses help you connect with community
services compared to your previous
experiences of being discharge from the
hospital setting?

How likely would you recommend the
nursing mobile health team to help other
patients in need of community services?

Total

Do you have any suggestions or
recommendations to help us improve our
services?

Yes

No

Comments:

(Source: Fraino, 2015)
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Appendix 11: GANTT/Timeline
GANTT- Opportunity Village Mobile Health Services

Milestones /
Months

OVM MarinLink

Mid Aug | Sep Oct | Nov| Dec | Jan | Feb | Mar | Apr | May | Jun | Jul | Aug | Sep | Oct Nov | Dec

1st 1st

team & USF Team : Anniver-

1 - Meeting
Academic 8/27 sary of
OVMHS

Partnership

Addition of Psych
Mental Health NP
student

1st
Meeting
10/29

Literature Review
7 | & consultation with ONGOING
DNP Chair

Grant Writing

Finish
project
&
Present

Project result &
present
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Appendix 12: Work Breakdown Structure
Work for the project was broken down in following manner:
1.0 Introduction to the project and implementation
1.1. Kick-off meeting at MarinLink organization’s office
1.2. Introduction to Opportunity Village Marin program of Marin Link and community
resources
1.3. Identifying key stakeholders
1.4. Discussion of roles and responsibilities of organizations involved
2.0 Buy-in from Marin Community Clinics (MCC)
2.1. USF Mobile Team meeting with MCC’s Chief Medical Officer and Chief Executive
Officer.
2.2. Presentation of organizational relationship charts and clarifying roles and responsibilities
2.3. MCC to sign the Scope of Practice for the Mobile Health Services and give access to
patient medical records.
2.4. MOU sent to MCC
2.5. USF students completed the internship/externship package from MCC and submitted it
to MCC
3.0 Project implementation
3.1. Meeting with the first patient
3.1.1. History and physical assessment
3.1.2. Medication Reconciliation
3.1.3. ldentifying needs and evaluation of resources available

3.1.4. Telephone ‘check-ins’ as follow-up
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3.2. Communication with the project manager
3.2.1. Frequent emails/telephone calls to update and communicate any issues
3.2.2. ‘In-person’ and virtual meetings to update and strategize for future tasks
3.3. Variance management
3.3.1. Schedule conflicts
3.3.2. Patient unable to show up
4.0 Results
4.1. Outcomes at the end of the patient’s 21-day stay in the program
4.1.1. Medication compliance
4.1.2. Maintaining sobriety (if alcohol or drug abuse)
4.1.3. No rehospitalization or unnecessary ED visits
4.2. Dissemination
4.2.1. Physical or virtual meeting to discuss results
4.2.2. DNP paper

4.2.3. DNP presentation

82
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Common Abbreviations
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APN

FNP

MCC

NP

oC

OCRC

OVM

OVMHS

PMHNP

SONHP

USF

Advanced Practice Nurse

Family Nurse Practitioner

Marin Community Clinics

Nurse Practitioner

Orange County

Orange County Recuperative Care

Opportunity Village Marin (One of the programs under MarinLink)
Opportunity Village Mobile Health Services

Psychiatric Mental Health Nurse Practitioner

School of Nursing and Healthcare Professions

University of San Francisco




