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CDR Hadsall: Our first presentation today is by Patrick Dennis Captain. US Public health 
service deputy director for the medical reserve Corps program. He is in the office of management 
assistant secretary for preparedness and response otherwise known as the SPR. Captain. Dennis 
graduated from Nova University in 1989 with a Bachelor’s degree in accounting and then 
subsequently obtained the second Bachelor's degree in 1993 from Florida international 
University in nursing. In 2002 the graduated with an executive MBA from national University in 
La Jolla California. We are now pleased and privileged to actually have Captain. Dennis here 
with us today for an outstanding presentation on the image of ethical leadership building nurse 
leaders. Without further ado Captain. Dennis. Thank you sir. 


 
CAPT Denis: Good afternoon everyone and happy nurse’s week and I want to think commander 
and Commander. Moran for doing all of their diligence. To making this all happened so I really 
appreciate the opportunity and making sure that we can get this going. I think will have questions 
at the end. I will try to move along through the presentation fairly quickly in the sense of an 
opportunity that if you have questions -- please prepare them if you have any.  
 
We will go to the next slide. Okay so let me go over the objectives quickly and enumerate 
preliminary concepts that allow for development of leadership skills address specific types of 
leadership that we can apply to the advancing health through the news -- nurse category, discuss 
the challenges of leadership, inspire action, and some leadership tools that we will talk about a 
little bit later and a disclaimer and that is I cannot have a PhD in leadership I do not have any 
other degrees in that capacity but what I do want to make sure that everyone understands is that 
my goal is to inspire you but more importantly [ Indiscernible ] and I'll talk about that later on as 
well.  
 
So what is your aspiration for today that should be the question everyone should be writing down 
so that's your homework assignment what your aspiration for today is and I want to make sure 
that you start thinking about that. This is slightly -- a different way of knowing whether or not 
you are on the path that you want beyond for leadership. So this is your endeavors. The next 
question is what will you do different next week? What will you do different next week? So what 
I mean by that is that we all get inundated with so much information we have our jobs, we have 
private duties, we have our families, we have other external things pulling and tugging it is so the 
thing is to focus in and make sure that at least you have some pop process some planning going 
into making sure what you are going to do different next week and that is the goal to put the seat 
now.  
 
So yes three ring circus leadership is very much a three ring circus in a lot of different ways. It is 
not meant for negative connotation at all it simply wants to highlight as a good example of how 







the three ring circus and how it our day-to-day leadership efforts come into play and a lot of 
times what will happen is that you will have to make sure that you try to figure out the logic 
when things are not defined very well or it is an absence of logic and for me I am an arranger has 
everyone seen the book when it talks about your strengths, strength Finder, so I am an arranger 
of things are not in order then I cannot follow because it does not make sense to me. That is just 
me. Everyone is different so it's important that you find out what do you do when you need to 
move into and defined the logic when it is not there is sometimes unique leadership has to take 
place and we all know we have been in some of the moments of Katrina and all the way up to 
Ebola that we all have different leadership decisions based on the situation at hand and 
sometimes we have adapted here fairly well with the technology and tech knowledge he I'm a big 
proponent of technology, embrace it,  but you also have to have your backup plan.  
 
Second I want to make sure you guys understand about we will talk about transformation 
leadership and transactional leadership and kind of you want to look at a three ring search is the 
transactional leadership is like a lion tamer in the transformational leader is the ringmaster the 
person who is guiding you in showing you and inspiring you to move forward what will come 
next. I want to make sure those two things stick out as examples for you. Then I think that will 
play a role in help you move forward. Let's go to the preliminary concepts of leadership.  
 
I do not plan on boring you so if you are asleep wake up and drink some coffee I know you just 
had lunch are probably eating right now so I want to make sure that this is important right now 
for you guys to understand what the next steps are. So let's move on to talking about Nelson 
Mandela. Right now I will see which of you can decide what type of leader he has and we will 
talk about that in a few minutes.  
 
Next we have Steve Jobs what type of leader was he?  
 
And we have the next person does anyone know who this is? I will leave that.  
 
And then of course everyone knows this one. What does matter? It does not matter but what does 
matter, this is what matters is that they all had a different leadership style so therefore when you 
see one that you like take the good and bad aside and that is the best way. So if I can ask you to 
think right now to close your eyes and think of the first important leader that you ever met that 
you thought was a leader where -- whether it was apparent weather was an uncle who ever you 
thought it was and then think again have you seen that kind of leadership replicated and those are 
the qualities and traits sometimes it's difficult to put into words sometimes it is visual so I can 
tell a leader when a leader comes walking through the door. It does not mean that they are 100% 
confident sometimes it just means they know you are and that is the key to leadership. 
Leadership is not about you leadership is about the people that you are leading at the end of the 
day and that is why it's okay to have a different style. It’s okay not to have the large voice like I 
do; you do not have to that is not the point. The point is to understand where your leadership 
style is and we will talk a little bit further down the line when we get to this about the different 
types of leadership that you can exude.  
 
I love myself. And of course I think this is pretty self-explanatory and then here before I go on to 
the next section of the slide. I want to make sure you understand it is okay to have an ego. I will 







tell you this from my personal story I was told one time by my immediate supervisor and doing 
my car and he said of this court does not have much in there and I said no sir it is what it is and 
this is what I have and he looked at me and said now I know you have done a lot more than this 
so it is okay -- these are one of the times that it's okay to have that ego to look at the things you 
have done because that is what I expect MS was everyone else expects us why we have an 
evaluation tool. What is not okay is when you allow your knowledge to get in the way or the lack 
thereof and so this quote by Alfred Einstein is very powerful I like it a great deal. More 
knowledge less the ego lesser the knowledge and more the ego and it's very simple fraction that's 
what it is to your goal is to make sure that knowledge from a numerical value is close to one as 
possible that is your goal you do not want it to be the other way around. And then that way you 
will keep everything and balance so the more knowledge that's why continuing education is very 
important that is why research is important that is why clinical practice is important I could go 
on and on. I think these are some of the important things I want to make sure from the standpoint 
sometimes we forget about that. This is not looking nice on a piece of paper this is not having a 
CV of 196 pages when at least 192 pages are really nothing but so what it's the so what accounts. 
When it comes to this.  
 
So remember a key to good leadership is the success of others and that is key. You cannot be 
very successful at the people around you the people you are following are not successful. It will 
not last very long it will turn into quicksand.  
 
So this is a great picture and I think the first thing everyone should come up with is in the world 
is that tree skill still hanging in there and it is called the keyword what is that keyword, resilience 
and that's another care touristic you all must have. Here when we talk about resilience we are 
talking about the four ours and there could be some other arts you want to add in there but here 
the far primary. I think the first one is repeatedly how quickly can you respond and then 
robustness the sense of force in which you can respond and then having redundancy is your third 
are and then your last are is all of us I hope no is called resourcefulness and I think that is one of 
the beauties of the commission car in our officers is y'all having that resourcefulness piece and 
it's important about resilience and resilience I think the definition speaks for itself here is an 
example of resilience. Resilience is when you fill in failure is always okay when you fill us how 
you responded that failure. How do you pick yourself back up and how do you make sure that 
you look at the lessons that occurred and that you made them lessons learned for you observed 
those lessons that's resilience because the next time you will be prepared for that not his goal.  
 
How to handle behavioral issues and I think we've all seen the kids in the supermarkets and we 
have our own kids are we have other conflicts that we have dealt with where people with 
behavioral issues and some people cannot handle certain situations but you as a leader must. Is 
about choices and about the behaviors you make. In essence basically people will always look at 
you at every opportunity they help to either evaluate the critique you so you are always going to 
be your behavior are always going to be there you cannot allow yourself -- you cannot allow 
others to dictate how you will react. You have to act accordingly to what you know is best for 
you. A lot of times it takes a great deal of restraint it takes resilience in a certain level of 
understanding and moving forward with others and being able to be that conflict kind of 
minimizer so to speak and it's important. Let me clearly say whether it's a new job whether it's a 
deployment or whether it's coming back from vacation and going to work you are going to have 







stressors in your life. These things are going to occur. The more stress you have the less people 
feel in control and then they are going to be going into eco-mode see how this ties in so make 
sure you set the tone you anticipate some of these things and this comes with time and 
experience.  
 
So here are the primary concepts of leadership again you can read this but these styles differ and 
go on but I think the important thing is here is everyone needs to -- you have to reward those in 
place them in public among their peers as well as a leader. It is definitely that. You have to have 
resilience of courses we talked about it's important with those four ours and also leadership is 
about choices and behavior. I would add a fifth one here and I know I did not talk about this 
concept but I think this one is you have to treat people like human beings okay. And what I mean 
by that is that they are not an end to a mean they -- you don't go through them to get the task 
done you have to work with them so do not use individuals and do not disengage yourself or 
become disingenuous. Because at the end of the day we are talking about ethics and to be my 
passion is patient advocacy. I think this is the part where every person has a role and everyone 
has a job. You can call me hey you and I will still respond that does not make me any less of a 
leader. What makes you a leader is understanding that individuals are humane and that they care 
about some of the same things you do and if you show them that kind of compassion and care 
and make sure you at least know one thing about them because there could be 100 people a year 
at least you know one thing and I think that goes a long way, as a part of the team and not 
necessarily an outsider.  
 
Moving on so leadership styles applicable to the core. I think this one is more important and I 
think this is kind of what I wanted to talk about today the series about ethical leadership in mind 
think we know about ethical leadership and I think at times is one of those kind of leadership 
styles are ways I see it as a subset of all the other things we've been talking about. With 
organizational leadership and ethical leadership and social responsibility they are all inseparable 
you cannot piece him apart and they all come together as a package set with those things. I think 
it's important that when you look at those concepts and you look at those individual ones that is 
how you bring together all of your leadership attributes as you start forming your leadership. 
What I mean by that is that I see leadership and I see all of our officers on the spectrum. We held 
the novice spectrum over here and we have an expert spectrum when I think of expert of course I 
think of Sylvia Trent-Adams, Admiral. Raman no , I think of some other key individuals that I 
have known are met along the way that our that expert level and they are still growing but that is 
the kind of Denmark right there in the night season novice ones our new officers coming into the 
car for officers who were in a different type of organization and now are coming to our 
organization and are still stimulating and understanding what it means but they bring different 
types who have not figured out how they need to adapt their leadership style into a much more 
inclusive leadership style moving forward so ethics comes into play. And how ethical leaders 
relate in contact with others about judgment and I think that is all about that kind of office gossip 
it's about favoritism is about all those things you try to keep neutral but that again remember 
people's perception is reality so I think as a leader you have to make sure that you understand 
there is a reason why they say sometimes [ Indiscernible ] and that the reason why because of 
that separation you have to have so you can make sure there is not that much of conflict going on 
at that level.  
 







So in summary the leaders role in this case is to guide the organization and I think that is key 
again as I said again what is important are the individuals that your leading you want to call them 
followers that celebrate from the leadership standpoint but these are individuals that you want to 
make sure you are investing in the sound and you are differing to them because of their expertise 
and bringing them aboard and I think some of the things that are important is that while you want 
to be effective efficient and you want them to be excellent those are just a kind of guideline that 
is not to say that you sometimes it cannot be the only thing they are going to be doing so it's their 
ethics and leadership so you have to make sure that if you try to do those things but when things 
happen like today it was not effective or efficient there was nothing you could do but the 
leadership that you saw the Moving forward that is a Kia want to show some leadership is 
demonstrated in a lot of different ways.  
 
So I think one of the things I want to talk about is about purpose so when we talk about ethical 
leadership let's talk about purpose of the reasons you want to act within the organization. It's very 
important and you want the focus to be very focused and very consistent when you're moving 
forward. The second is knowledge you want to make sure that the ethical leader has knowledge 
and it must be shared to judge an act prudently and the reason why it put in Asterix there next to 
the knowledge mind is that how many of us know of individuals who are in leadership positions 
but forward information -- that hoarding of information that's my agenda this is what I am doing 
and then you can see the commonality there [ Indiscernible - low volume ] that is one of those 
struggles there is a balance of between not sharing information and sharing too much information 
as a leader so you have to find that balance. I think -- take a different view about transparency 
when it comes to this type of ethical leadership I see it is more translucent; you can see an image 
in the back and you can see the light you kind of know what is going on but it is important that 
you understand the function and you can see what's going on some people just don't need to 
know to be honest with yourself. 
 
Hopefully you can hear me now sorry for that disruption. I think it's important you understand 
about that aspect about the knowledge peace and understanding about being transparent at the 
same time some people cannot handle transparency.  
 
So again when we talk about -- please have individuals on the line you their phone. Please mute 
your phone. So now we will talk about authority.  Please do not confuse authority with other 
types of leadership. 
 
All right I think we have got it thank you. Thank you for muting now we can resume back and as 
I was saying authority versus I think that is what I was saying; we will figure it out. So with 
authority I think it's important when you talk about ethical leaders having authority to make 
decisions but also recognize they are involved and that they need to contribute to the sharing of 
that but that does not mean that you cannot empower individuals. I think empowerment is the 
key shared governance is a key in moving forward when we talk about ethical leadership in 
making sure you have those programs instituted right off the bat. Last is trust there has to be trust 
so trust is a very simple thing if you tell me that you have authorized my lead and said 100% 
without any category that my lead will never be rebuilt in you revoke it a day before oh by the 
way then you are going to start losing trust and there is a bunch of different things. I think trust is 
very important again trust between transparency is translucent in this case you have to use each 







situation and make sure that you have trust because that is the only way you will inspire the 
individuals around you and that is a key is the end firing individuals around you or nothing will 
be able to grow nothing will be able to move forward if you have a very untrustworthy 
environment so trust is very key and being able to establish that.  
 
So let's move on to the five notes of ethical leadership the first one inspiration which is what 
pretty much I am trying to do is inspire you all is to set the examples committed by the members. 
So they can meet their maximum potential all right so that is a key to inspire clearly individual 
and I think when you inspire the next natural phenomena that goes on his facilitation. All take a 
moment to say this as I was doing this presentation in putting it together I had a conversation 
with someone another colleague of mine a junior or maybe four or five years in nursing and she 
says you know dealing with you sometimes it's like lip service all I get from you is lip service 
and I took a step back and I thought about it and said I was probably upset for about five 
seconds, I don't get upset very easily and then I thought about it more and more and I said no 
thank you for the compliment and she looked at me very oddly and said no I am not trying to 
look at the glass is half-full I took it as a compliment not tell you why because my job is to 
inspire it is really to facilitate individuals. If there is something that I will inspire you about or 
I'm going to facilitate US okay then that means I have done it already but I am not the one who 
needs to do it. You need to learn it I have learned it already however if it was difficult or 
someone else did the same inspiration and facilitation to me so I'm paying it forward so I took 
that is very much of being a very positive so lip service may be I've might find it much more 
different term may be inspirational facilitator but not case I did not take it personal but I want to 
point that out to you that sometimes you may see leaders around you and you may see they are 
not doing anything quote unquote but they aren't they are trying to provide you inspiration and 
provide you facilitation. Now I will take into one aspect as I said there is a spectrum so I would 
expect a novice to understand the inspiration it may not be able for facilitation just yet but it 
needs to have some are in the middle of the road in the timeline of leadership that I would expect 
coaching that that is what I would expect to be doing but it the expert level or at the very high 
level at the other end of the spectrum my job is maybe I do need to inspire that person for that 
one day and maybe I do not need to facilitate them but I need to point them in the right direction 
for information. So it depends on where the individual is that you have to lead and are you 
collating with them and are you really needing to lead them in a certain situation than it's really 
easy everyone notices when I get deployed when my watches inside out then that means I am too 
straight ahead looking forward not commission everything else falls into place there and it does 
not mean I am not Captain. Dennis it means my watches turned the other way and I much more I 
guess approachable for some people to say much more approachable but the fact is I am Patrick I 
am still Patrick and I think that's important to have that kind of sense of being able to know but I 
have a switch so I know that's my switch when I take individuals that we have to lead we have to 
get it done so we make sure we do that. Persuasion is very good it's not negative it is simply 
appealing to reason to convince others to do to achieve the operational purpose and I think that is 
okay.  
 
Manipulation and coercion that can be construed and I think a lot of times you can see that. It is 
disruptive and it's very much like Buck master. Now it is very tiring because then you become a 
micromanager so you have to be very careful when you're looking about these ethical ones and 
they do have their issues as it becomes much more daunting to deal with individuals like that 







who have no commitment or where you have to basically handhold them in moving them 
forward those are challenges for leaders. I tell you that in understanding there is some value in 
contributing and how do you bring them over to the other side where they are more receptive and 
being inspired and facilitated.  
 
So here is a quick breakdown between public health and clinical care from an ethics perspective 
we focus on population versus the patient. We look at the public benefit versus promoting 
individuals and that the keyword. So the real difference between population health and clinical 
care is one looks at the larger group elsewhere clinical care is generally individualized. Each to 
families but much more individualized and I think that is a key that we all need to take. We all 
need to be able to zoom in and zoom out and understand where those ethical dilemmas are 
coming from when we talk about public health versus clinical care and I can tell you and clinical 
care opinion OR nurse you literally have five minutes to move in and my job becomes then after 
that when the patient is in the room and being operated on IM their Cooper advocate there is no 
one else watching out everyone has a function my job is to make sure the patient is a centerpiece 
in that we are doing everything we can for the patient whether it is interacting outside the room 
or inside the room and managing that. I say that only because we are in public health service and 
we are nurses and we are in the nurse category and we should be able to kind of discern the two 
differences and be able to go back and forth especially if we are going to be doing research as 
well.  
 
Transformational leadership. So you have individualized consideration and I think here the key 
thing I want to make sure is that you want to inspire your followers and transformational 
leadership and I think that is a key. There was a very good distinction so transactional leadership 
talks about trying to make changes within the organization okay. Transformational leadership 
talks about changing the organizational culture so that is a real difference between the two. They 
are coupled together so transactional leadership is basically you are trying to make changes 
organizational changes and trying to improve it and move forward and then the transformational 
leadership as it says that is why Nelson Mandela is a transformational leadership person he 
changed the country's culture. 
 
So individual consideration is very important and very key so that is what the individual needs 
are. Intellectual stimulation making sure it is always an ever-growing learning environment. My 
director is basically reminds us every day that we are a learning organization and that's what he 
means by that we are going to make mistakes however what do we need to do to make sure we 
improve ourselves every day and that is a great opportunity and a great medium to grow in.  
 
Inspirational motivation I think that is self-explanatory but I think it really touches on the 
challenges we all have and how do we deal with challenges. How do we deal with balancing life, 
work, and our career and then also all of the other external things that come out is we are not 
aware of.  
 
Idealized influence is very important in making sure we are going in the right direction when we 
are thinking about our mission and how do you make sure you are having the right level of 
influence on that and then last but not least authenticity and approach. Remember what I said the 
human factor. You have to treat individuals as they are human beings and they are not just the 







janitor or just a program analyst, managers, what is her first name you can maintain that 
professional adequacy but you need to learn something about them. I challenge everyone here 
people who work around you if you only know their last name then you do not know anything 
about them you need to ask just one thing. Asked one thing about them. It to be the last time you 
had a vacation. 
 
Net centric leadership this is where we the commission core are probably more down the line 
kind of averaged in the -- looking at this leadership style. All the thrill of them because it will be 
easier to talk about that. So we hardly adaptable whether we are in FDA or OSG it can go down 
the list of names or if we are in A.D. or we are in Liberia wherever there may be or we could just 
be right there in our backyard we are highly adaptable and we understand we have to be 
adaptable and I think that requires an environment that you as a leader must create critical 
thinking. It is paramount to this piece because otherwise I have deployed unfortunately and I 
have seen officers until positions not good after 12 hours. It is just not good it's not something we 
can appreciate and what I'm saying is it's not that we cut them loose that is not what I'm saying 
and simply stating our role as leaders we need to intervene and make sure we can help them 
because they have a great deal to contribute and make sure they can become highly adaptable. 
The difference here is if you want a simple way to look at it is for me leadership elite people and 
you manage things. I will effect that so you are managing things you do not manage people, use 
people and if you're managing people than I think that is a different viewpoint you need to have 
and you need to adjust that. My personal opinion.  
 
As you all know what happens when two dogs meet they sniff each other so I highly encourage 
everyone to be a super sniffer like I am. You have to network, you have to that is how you are 
going to grow you are going to learn from others you will hear about others you will get exposed 
to other things and that is part of the continuing education the networking piece. Staying 
individualized in a silo not connecting the dots is not going to allow you to grow as a leader. 
Non-attributional and I think that is key; you have to praise in public and you have to provide 
opportunity for individual’s challenges behind closed doors. That was the easy way to say that. 
You have to address those things that among their peers but on an individual basis. It's okay. As I 
said it is all good.  
 
Dispersed and I think dispersed in this case I think it is very important is that connectivity and 
you have to have that connectivity being able to anticipate what your followers are going to do 
based on the skills they help. It's important to sit down with them and understand so you can 
drive the future or you can be a victim of it. The choice is yours at the end of the day. So here we 
have leaders and I think here you have to set the tone. The tone has to be clear it has to be very 
concise. If you have failures and communication verbally or written then you need to work on 
that and you need to work on it every day to make sure you are clear. These are communication 
styles. Model the way as I said before you are going to be the individual from an ethical 
standpoint you have to walk the walk that you talk. And then lastly inspire the future and I think 
that is a key here with the innovation and the creativity you want to support. If you guys want 
great advice on micromanager which is to me not a leadership style or a leadership style adult is 
to inundate them with everything they want once it happens than they will be so overwhelmed 
they will not be able to micromanage and they will start teasing back. Micromanaging is about 
trust and that is what you need to work on with them is they have to become to trust you they 







may not be able to but again you as a leader you have to make sure that you have to create that. 
So make sure trust is in play there. 
 
There is a good slide here think everyone will like this here so everyone has a plan until they get 
punched in the mouth and yes this was Mike Tice and that is what he said and what that is saying 
is you have to learn how you are going to deal with challenges you are going to be challenged no 
matter what. Changes challenge I can give you a personal story for the last six months. Back in 
October of this past year in 2014 my division was removed out of LSG and placed within the 
officer of Secretary. for health and was placed into the assistant secretary of response in the 
aspirin that occurred in October and then in January we left and went to -- we moved to DC so 
that has added I went from a 35 minute commute round-trip so I hope to work to two hours and 
45 minutes so that is a challenge it's a big one this body can only take so much on the train so I 
have to make sure we work it out but we put our heads down and said okay let's moved to 
Florida and you have to have a positive attitude because people are looking at you. People are 
looking at you whether you think they are looking or not how you will react in my reaction is 
okay let's move forward would we have to do because the quicker we do that the easier we can 
begin to lead the program in moving forward because all of this becomes a distraction and 
distractions are not good. Challenges ladies and gentlemen will you deal with challenges and 
stressors is what this means.  
 
This is a great little poke, but I think it talks to how you deal with the other issues that come up 
all the time and this is resource cuts. Yes what I mean by resource I do not just mean money per 
se directly but also the human capital sometimes you look around you and sometimes it is gone 
down so individuals leave and they are not replaced or they are replaced with a different skill set 
so the skills that you needed is not the one you get. So those are challenges a great deal of 
challenges and how you deal with them will be important so rare Admiral. & the director was 
very interested and then two and a half years ago if I'm not mistaking he lost 42% of his 
resources in two weeks they were gone. So how do you deal with that kind of resource cutbacks 
that change that challenge and you can throw your hands up her through the pen and say I'm 
done but no you move forward and figure out how you're going to reevaluate move forward with 
those expectations.  
 
Those are the challenges of leadership sleaze, and they can be exhausting like is that it can be 
lonely on top being very lonely you have to gain trust and that is not easy. When you're asking 
people to do more with less it is not easy it is not easy by any means. You have to deal with it 
every day. Solve complex issues in the absence of logic like a set logic for me as a foundation 
when things do not make logical sense I start questioning and then we go down my rabbit hole 
because it's important because at the end of the day I get to spend less time going through these 
things and more time with my staff for individuals I have to lead so solving those issues when 
there is no logic. Changes inevitable embrace that like I told you I embraced it moved forward 
and I thought we had two we had no choice. The decision had been made already. Not everyone 
is a natural leader that is correct so for some of you -- some of you are in some of you are not. If 
you are not something you learn over time it is something you have to start picking up and I 
think the thing for me is that the debate is whether I'm a natural leader and not so we won't go 
into that but I think it's important for you to think about for me I can tell you that I started 
noticing leaders I started looking at their qualities and started picking those things up but I did 







not have a array of buckets to know what they met to put this in here meaning someone who was 
a transformational leader what does that mean I did not have that kind of foundation when I was 
starting off. The only thing I did have was coming into the nursing profession but coming from 
an account so there were some structure there but I did not have the understanding of all these 
different types of leadership styles going and so I think it's important that you began to identify 
your leadership style and it does not have to be any one of these it could be a hybrid that does not 
matter but it is yours, identifying it and look at those ones that look for you and those are the 
ones you hang onto.  
 
You have to look at the light at the end of the tunnel there and make sure so you have to filter out 
the noise you have to make sure it is clear for everyone so when they are coming in to the pipe so 
to speak that there is a sense of openness there is a sense of accomplishment there is a sense of 
US they see it there and when you see a site like this you forget the noise and you forget the 
wave you are just looking through everything and you want to make sure that everything is clear. 
So you can mitigate those challenges coming forward and you know they are because you may 
not make it to the end but you can see it and I think that is a key with vision. We will talk about 
that in a few minutes. So practice leadership daily I think assess the situation is simple for me 
USS you diagnose you plan and implement and evaluate new start the process over again we do 
that instinctively but we do not give it a label you do it all the time. Hopefully in that order 
sometimes we jump around but it's important you are able to do it the prepared for the challenges 
and be prepared to be resilient you know they are coming no matter what that is continue to 
mobilize the unique network and create your network remember sniffs are right what did two 
dogs meet the sniff each other so I expect networking. To both bridges.  
 
So do not forget to evolve in the South it's important that you do that continuing education that 
you continue to challenge yourself continue growing that doesn't mean every two years you need 
to pick up and get a new job that's not what that means. I have seen individuals and I expect 
individuals will be at the two-year mark around the 3 to 4 or even five year mark is when they 
will hit their peak and I think that's important to as well. So it's okay that someone is within an 
organization and that is perfectly fine because they are growing and contributing still. The plane 
is you know when it's time for another challenge otherwise it will be bestowed upon you and 
what I mean by that is sometimes when it is time to move on you just know because I asked 
someone the other day when they would retire and I -- they said I knew it was time so that's one 
example when it's time to move on to the next challenge otherwise it may be bestowed upon you 
so prepare for it. Is a leader make sure you are involved in evolving so of course if you want to 
motivate light a fire under them but if you want to inspire light a fire within them I think that is a 
key aspect we are trying to instill and what I want to draw forward here and that basically is the 
fire within them is the passion where is your passion when we talk about leadership for moving 
forward 
 
So which one are you do not answer that question right now on email but I think it's important. 
As I said before if I am going to lead that means I've done it before so I'm in the trenches moving 
and I have done it. Of the mission is to then I am giving immunizations but I make it pulled away 
but I already know who is behind me and the next person moves up because that is how it has to 
be. There has to be planning and place your.  
 







You have to have this question in your arsenal. Identify your brand. What is your passion? How 
to make your passion work for you. What are your indicators for your brand success? For your 
success. Notice I said your success. Not success, because success defined by you. Success 
measures are yours. They are not mine. As a leader, that is what you have to do. You have to 
know what yours are. What is important to you by establishing your core values? We know we 
have leadership, we have integrity, we have service and we have excellence. We have core value 
what are yours? They could be the same are they you want to add to that do you see things 
differently. Everyone has different values. Identify them and know what they are. Last, what are 
your steers, in which your brand operates? What is your network like? If you are networking, 
you should be networking within your brand that you are passionate about. If you're passionate 
about patient education, arguing the same networking capability for patient education. So 
therefore you can continue to grow in that aspect. As we said earlier, different resources. You 
have mentors cockroaches, and sponsors. I highly recommend that everyone who is new to the 
commission core, who has already been assigned a mentor, also seeks out a coach with any year. 
I think that coaches there again not to tell you what to do, but to show you what you could do. 
And where you can go east on what you want. I think that's important. Even though I am an O-6 
I have a coach. As 06 I have a coach. It's important because otherwise how will you be able to 
grow. A SWOC that is nothing more than your strengths opportunities and challenges. I highly 
expect you to use it by the time you will do your core because they will certainly highlight things 
for you and just keep your note tackling on as you populate some of those boxes. I believe that 
your core and your [ Indiscernible ] asks you what are the opportunities you want to do in the 
next coming years. What are your challenges? And getting involved with an organization the 
church are passion I think those are some of the key things I wanted to bring. The next thing is as 
we are wrapping up, leadership vision. My leadership vision, mine, has to focus on 
sustainability. I can be a champion for two days and I can be a champion for a year. I would 
rather be a champion for less than a minute. Because the quick - - the quicker I can get 
sustainability, is the quicker that I know that growth does not require my involvement. Again, it's 
not about me, it's about the individuals I am leaving. The quicker that I can make them 
sustainable, the quicker I can make the situation sustainable, the better if I am. I do not want to 
continue to give people fish; I want to make sure that they can fish on their own. To get there on 
fish them and they figure out - - I show them how to fish combination of them were to fish that I 
show them how to create other places they can have more fish and then create other fish and so 
on so the whole thing is about being self-sustaining. And I think that comes through 
communicating effectively, that vision of sustainability, establishing commanders intent has to 
be well-defined. It doesn't have to be lengthy and it has to be well-defined. Branding, knowing, 
that's the one thing you want to know when I see people who are going to be in my team what is 
your brand? What is it you are passionate about so I am aware? Succession planning. Making 
sure that as much as you can get everyone involved was underneath you kind above you to 
understand what the plan is. There should always be one voice, so in the division or the office or 
in the branch that you work and is there one voice. Or their people seeing different things. Their 
show is being that one voice coming from leadership. I talked about the SWOC array. Then 
leverage your best. What is your portfolio attributes? For some the attributes are very easy to see, 
and understand. Some are the chief nurse, there is a portfolio attributes. Deputy Director, there 
are program analyst, program advisors, the list goes on and on in various different specialties and 
certifications as well. I think the interpersonal attributes are as equally important, cultural 
intelligence is very important, and I think the one - - the reason why it's important is your beliefs 







and views are not the goal. While you may not agree, or you may disagree with others, the 
patient, the population as a whole is what you're looking at. It's important that you understand 
that. You cannot be culturally competent in three-hour PowerPoint presentations about cultural 
competence. It does not make you competent. All it means is that you have been exposed to the 
information. I switch around and say culturally intelligent. What is that I need to about the 
culture, so therefore I'm easily accepted and have awareness? I do not distance myself from the - 
- from that culture building relationships as I said in that networking sniffing. Emotional 
intelligence very big emotional intelligence. A lot of times we have focused on performing 
fashionable. - - Becoming professionals. How do I relate with ethical issues? How I move 
forward integrating myself in integrating myself into the society. As we all moved from agency 
to agency experiences I think they're there. Form versus function. We as nurses primarily I've 
seen it we are more like function. If I give you a task you will go right into it. I'm not picking on 
any other categories, but there are some other categories that are very foreign. It's on the 
checklist, and we are not doing it. It's not going to happen. I think you have to balance the two. 
And what I say is that if you are a foreign person, then you need to couple yourself with a 
function individual. That will complete the circle. You will balance each other out. You will be 
able to pull and push information, ideas, and critical thinking back and forth. And being an 
effective leader.  
 
The slide talks about collaboration. What I want to say about this slide and I can talk for hours 
about this, collaborate, here's the thing about collaboration. You may want to collaborate but 
others don't want to. It's about agenda. If your agenda is not similar to mine, why do I need to 
collaborate; everyone has their lane. The job as leaders you have to see those and connect the job 
- - dots. You have to coexist, commit, communicate, and cooperate. Give a little. Coordinate, and 
then you are able to collaborate because now the focus is now on this singular thing that you both 
can share or multiple agencies can share. The rest is just distractions on the bottom of the 
iceberg. You can get rid of those that culture clash and whatnot. Like CDC does not talk to 
AHRQ or FDA doesn't like HRSA. Really? Collaborate.  
 
You guys have the necessary. - - Has seen an array. - - Have seen this already. As I'm wrapping 
up I wanted to leave you with a couple of more slides. Leadership pace. Know what you know, 
and find out what you don't know. Then, no you have to know everything about what you do 
know. We live in a very, very huge data rich metadata big data kind of environment. We have 
blackberries, we have phones, laptops, and we are inundated with information from radio and TV 
from reports from analysis and everything else. Slow down a little, and figure these pieces out. 
No you know, the note you don't know. And no - - then know what you have to know everything 
about. What that means is to delegate and have individuals come together and pull the 
information for you so you can make an informed decision. It doesn't mean I can't make a 
decision absence of information, but is always best to have as much as you can. Here are my 
three things I want to leave you with. Always maintain your professionalism and stay focused on 
the mission. No matter what. Do not peak too soon. It is not a Sprint is a marathon. Whether it is 
for five years for weather is for 22 or beyond. Slow down. Take the skates off, slow down. Find 
your pace, sometimes you will speed up, sometimes you will slow down even more, and 
sometimes you will get a fine the nice even break when you get the next kick of endorphins 
going in. Have balance in your life between work, family, everything else that you enjoy. Find 
time for you, find time for you. Here is the second homework assignment. Take 15 minutes 







every day for you. Whatever it is. 15 minutes. Last but not least, do not take yourself too 
seriously. And I mean that wholeheartedly. What I'm really trying to say is that I call myself the 
Haitian sensation so I say that and I mean that in a way that I don't take myself too seriously. I 
have a mission but I have to have balance. You take yourself too seriously, you lose the human 
factor. You lose yourself. I do want you to lose yourself when your lady. You have to remain 
grounded at all times. I think the other thing that's important is that are you going to take the blue 
pill, or the red pill. This is a quote from matrix. If you take the blue pill story ends. We already 
know that. You take the red pill are you ready to go down the rabbit holes with me. So I 
challenge you all, I hope I provided information for you. I do have two additional things I will be 
sending out which will be a template of what a SWOC looks like and a whole sheet about 
redundancy - - about resilience. About the RRRR. That concludes my presentation. Here is my 
contact information, and I guess we can open it up for question.  


 
CDR Morin: Fabulous presentation. Will you be here until the end of the event or do you have 
to leave.  


 
CAPT Denis: I have to leave.  


 
CDR Morin: We had a couple of questions. One of them is do you anticipate any future formal 
leadership training opportunities for DHS officers beyond the basic course in the mid-level 
course similar to other uniform services? And are there any formal leadership training 
opportunities offered by the PHS?  


 
CAPT Denis: I can answer that question. I don't work for OS G but I would highly recommend - 
- I will answer this question in a different way. If you are looking for leadership courses, go to 
your leaders and asked them for one. The doubt them. Ask them. Could you put something - - 
could you put together a leadership course on this particular topic. Conflict resolution I think is a 
very excellent topic. I would look internally, however I would also reach out to the ODA as I 
don't work for them but I know that they are working very hard I am very involved with OBC, 
and ONC as well. This is one of the things we are try to provide but I would look to also as close 
of your leaders as possible. And I would start asking them for some guidance and information. 
One more source would be as the Harvard business review. They have excellent articles on 
leadership.  


 
CDR Morin: What advice do you have for leaders who have tried to inspire their team; there is a 
team member who is still unmotivated?  


 
CAPT Denis: That need one. - - That's an easy one. There are no easy once. I think to be honest 
with you; you have to figure out whether or not that individual is the right fit for your team. If 
they are having difficulty being motivated, or they have a different philosophy, that's one thing I 
did not talk about what a different philosophy, I think it will be detrimental to your leadership of 
the team. If you are having difficulty inspiring them, as we talked about there is coercion but I 
don't like to use that I think it's a question of about whether or not they are a fit. If they are not fit 
anything that is sometimes a decision you have to make. It probably is time for them to move on. 
What they are doing is that negativity, that lack of growth, is going to be - - become an anchor 
and it will weigh on you and you will not be in the water anymore you're on sand. You’re 







tracking it, and you cannot move at this point it will anchor itself down. It will start growing and 
will cause adversarial situations between you and that individual. If they are unmotivated or do 
not want to be inspired. Or they don't have the ability to there could be something going on in 
their life right now were that is stopping them. It's best to address it, and maybe then moving on, 
or them saying how could you - - where do they need to be so they become inspired.  


 
CDR Morin: The PowerPoint presentation in the bios will be available at the end of Dr. 
Buckley's presentation and available for you to download. Thank you so much. We really 
appreciate it. I wish I had heard it prior to this while the stresses of the Adobe connect 
outworking in the phones and sound and helped a lot. I'm calm now. Thank you.  


 
CAPT Denis:  My pleasure. Hopefully the glare on my head was not too bad. So anyway happy 
nurses week everyone, and please walk proud, with your head held high because we do a 
fantastic job every day. I see it every day, I'm so proud of you, all of all of the nurses I know and 
especially the ones that just came back from Liberia. Again, hats are off to them. Have a 
wonderful day, and heavy fine PHS week.  
 








The ‘Images’ of Leadership 
guided by Ethics  


 
CAPT Patrick Denis  


Deputy Division Director 
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• Enumerate preliminary concepts that allow for 
development of leadership skills 


• Address specific types of leadership that can 
apply to advancing health through the Nurse 
Category 


• Discuss the challenges of leadership 


• Inspire action 


• Some Leadership tools 


Disclaimer 
 


Objectives 







What is your aspiration for today?  
 


What will you do different  
next week? 











‘Preliminary Concepts’  
of Leadership 







1. Leadership styles differ and 
everyone ‘leads’ differently.  


 







2. The reward of good leadership is 
the success of others 







3.  Resilience must be fundamental 
 to your character. 
 







4.  Leadership is about choices and 
 behavior. 
 







‘Preliminary Concepts’ of Leadership 
 


1. Leadership styles differ / everyone ‘leads’ 
differently 


2. The reward of good leadership is the success of 
others 


3. Resilience must be fundamental to your 
character 


4. Leadership is about choices and behavior 


 


 







Leadership Styles  
applicable to our Corps… 







Ethical Leadership 
Components of Ethical Leadership - Ethical leadership 
begins with the way leaders perceive and 
conceptualize the world around them 
Ethical leadership, organizational ethics, and 
social responsibility are inseparable concepts 
(developing)  
1.How ethical leaders relate and come to 


understand the world around them involves 
judgment and action  







Ethical Leadership 
• Components of Ethical Leadership. Ethical leadership begins with the way leaders perceive and conceptualize the world around the 


2. In sum, the leader's role is to guide the 
human potential of the organization's 
stakeholders to achieve organizational 
aspirations in ways that liberate rather 
constrain their imaginations and judgment 


 
• Ethical leadership must, then, be effective, 


efficient, and excellent if it is not to waste 
human potential 







Ethical Leadership 
• Components of Ethical Leadership. Ethical leadership begins with the way leaders perceive and conceptualize the world around the 


1. To be effective, efficient, and excellent, four 
components of ethical leadership must be 
understood and developed: 


 
a)Purpose — The ethical leader reasons and 


acts with organizational purposes firmly in 
mind. This provides focus and consistency 


b)*Knowledge — The ethical leader has the 
knowledge (must be shared) to judge and 
act prudently 







Ethical Leadership 
• Components of Ethical Leadership. Ethical leadership begins with the way leaders perceive and conceptualize the world around the 


c) Authority — The ethical leader has the 
power to make decisions and act, but also 
recognizes that all those involved and 
affected must have the authority to 
contribute what they have toward shared 
purposes 
d) *Trust— The ethical leader inspires — and 
is the beneficiary of — trust throughout the 
organization and its environment. Without 
trust and knowledge, people are afraid to 
exercise their authority 


 







• Modes of Ethical Leadership. It is often thought that ethical leadership must be "soft" leadership. Nothing could be further from the Five Modes of Ethical Leadership  
Inspiration — Setting the example so that other 
committed members will contribute their fullest 
capabilities to achieve organizational purposes. 
(the lowest degree of intervention) 
Facilitation — Supporting other committed 
members, and guiding them where necessary, so 
that they are able to contribute their capabilities as 
fully as possible. 


Ethical Leadership 







• Modes of Ethical Leadership. It is often thought that ethical leadership must be "soft" leadership. Nothing could be further from the 


Persuasion — Appealing to reason to convince 
other members to contribute toward achieving 
organizational purposes. 
Manipulation — Offering incentives other than the 
intrinsic value of contributing to the achievement 
of organizational purposes, where commitment is 
lacking. 
Coercion — Forcing other members to contribute 
some degree of their capability where they have 
little or no commitment to do so on their own. 
(The highest degree of intervention). 


Ethical Leadership 







Public Health  Clinical 


• Population focused 
• Public benefit over 


individual well-being 
• Social justice 
• Justice:  maximizing 


benefit / minimizing harm  
to group 


 


• Patient focused 
• Promote individual well-


being, individual autonomy 
• Doctor / Patient relationship 


is central 
• Justice as fairness: treat 


equal patients equally 


Ethics: Public Health vs. Clinical Care 


Which ethical approach is most appropriate in the 
setting of medical disasters? 







Next Steps 


 
 


• Individualized Consideration 


• Intellectual Stimulation 


• Inspirational motivation 


• Idealized Influence 


• Authenticity in approach 


Transformational Leadership 







Next Steps 


 
 


• Highly adaptable 
• Leadership v. management 
• Network v. individual 
• Non-attributional  
• Dispersed 


 


Net-Centric Leadership 


You can drive the future or 
be a victim of it. 







http://vimeo.com/76231245#t=2 
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Leaders 


Set the Tone  
Model the Way* 


Inspire the Future 
 
 


(Inspire a shared vision, Enable Others, Challenge the Process, Encourage the 
Heart) 


 


*The Five Practices of Exemplary Leadership® Model 







EVERYONE HAS A PLAN ‘TILL THEY 
GET PUNCHED IN THE MOUTH. 


 
 







….and the barriers to success are many 


Resource Cuts… 







Challenges of Leadership 
1. It can be exhausting            


and ‘solitary’ 
2. Gaining trust is not           


easy 
3. Solve complex issues             


in the absence of logic 
4. Change is inevitable… 


embrace it 
5. Not everyone is a           


natural leader 
 











Next Steps 


 
 


1. Assess the situation – practice leading in the 
most effective ways.  


2. Be prepared for the challenges and be 
resilient. 


3. Continue to mobilize the unique network and 
drive the future. 


4. Build Bridges. 
 


Practice ‘Leadership’ Daily 







5. Don’t forget to ‘evolve’…. 
 







If you want to motivate, light a 
fire under them; if you want to 
inspire, light a fire within them. 


______ 
 











Your Brand 


Five questions you need to answer: 
 
1. Identify your brand, what is your passion? 


 
2. How to make your passion work for you? 


 
3. What are your indicators for your brand’s 


success?  
 







Your Brand 


4.  What is important to you by establishing your 
values (core)?  
5. Where are the spheres in which your brand 


operates? 
 


 Resources to support  your Brand: 
• Mentors, Coaches, and Sponsors 
• SWOC 
• Get involved with an organization which shares 


your passion… 







– Vision: Communicate it effectively 
– Establish your Commander’s intent (well-defined) 
– Branding 
– Succession planning 
– SWOC-Strength, Weakness, Opportunity, and 


Challenges  
– Leverage your BEST (your portfolio attributes) 


 


Leadership Vision: Focusing on sustainability 







Interpersonal attributes 
– Cultural intelligence 
– Emotional Intelligence 
– Building relationships/Networking (Sniffing) 
– Experiences (Programmatic and/or Operational) 
– Form vs. Function 
– Effective communicator 


 


Leadership Vision: Focusing on 
sustainability 







Collaborate 
Coordinate 


Cooperate 


Communicate 


Commitment 


Co-exist 


CHANGE 
Costs 


Capacity    Credibility 


Comfort Zones 


Culture Clash 


Competition 
©  CARDcanhelp.org   2010  







Building Relationships… 


Do I 
know 
you?? 


Sniffing Leads to Trust when Building Relationships 







Leadership Pace 


“Know what you know  
and find out  


what you don’t know! 
 THEN 


 Know you have to know  
everything about what  


you DO know” 







1. Always maintain your professionalism 
and stay focused on the “Mission” 


2. Do not peak to soon! Slow Down… 
3. Have balance in your LIFE! 


 
One more thing…Do not take yourself so 


seriously.  
I call myself the Haitian Sensation “HS” 















Contact Information 
 


Patrick Denis MBA, BSN, BS, RN, CHEP 
Captain, United States Public Health Service 


Deputy Division Director  
Division of the Civilian Volunteer Medical Reserve Corps 


Office of Emergency Management 
Assistant Secretary of Preparedness and response 


 
Patrick.denis@hhs.gov 


 
www.medicalreservecorps.gov 
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Sleep! For your Body and your 
Brain 


Ashura Williams Buckley, MD 
Pediatrics and Developmental Neuroscience Branch 


National Institute of Mental Health 
National Institute of Health 







Contents 


 
• Sleep Definitions and ‘Normal’ Sleep 
• The Organization of Sleep Networks 
• Common Sleep Disorders 
• Sleep and General Health 
 
 


 







Sleep  
  
 Sleep is a reversible behavioral state of perception 


disengagement from and unresponsiveness to the 
environment 


 
 Sleep is dynamic 
 
 Sleep both reflects the state of, and contributes to, the 


health of your body and brain 
 
  
  







Why is Sleep Important? 


 
• Key to our health, performance, safety and quality of life 
 
• As essential a component as good nutrition and exercise 


to optimal health 
 
• As necessary as the water we drink, the air we breathe 


and the food we eat to function and live at our best. 







The Function of Sleep 
 


 
Facilitation of memory retention 
 
Restoration of synthesis of macromolecules/ 
Recovery 
 
Synaptic homeostasis hypothesis/ Energy 
Conservation 


 
 
 
 
 
 







Sleep States 


 Sleep in general involves a number of complex 
behavioral and physiologic changes 


 
 Neurophysiological monitoring of the sleeping 


brain and body defines states 
 
 2 general stages (defined by EEG, EMG, EOG): 


Non-REM and REM 







AWAKE 


REM 
Sleep 


NREM 
Sleep 


States of Being 
 







Neurobiology of Sleep and Wake 


Thalamus 
Cortical Activation 


Sleep Spindles  
 EEG Synchronization 


Cortex 


Brainstem 
Ascending Cortical Activation 


REM/SWS Switch  


Suprachiasmatic Nucleus (SCN)  
Circadian Clock 


Hypothalamus 
Sleep/Wake Switch 


SWS = slow-wave sleep 







Sleep. 2011 Jul 1; 34(7): 845–858. 
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Neurotransmitter Wakefulness NREM sleep REM sleep 


    
Acetylcholine ↑↑ — ↑↑ 


    
Monoamines ↑↑ ↑ — 


Orexin/Hypocretin ↑↑ — — 


MCH — — ↑↑ 


VLPO/MNPO — ↑↑ ↑↑ 


Activity profiles of neurotransmitter systems across sleep/wakefulness 
 
 







 
 


McCarley and Massaquoi  











Normal Sleepiness 


3 pm 9 pm 3 am 9 am 
Asleep Awake 


sleep 


9 am 


Circadian Drive  
for Wakefulness 


“Process C” 


Sleep Drive 
“Process S” 


Wake 
Propensity 


Adapted from: Kryger MH, et al. Principles and Practices of Sleep Medicine. 2000. 


“Two Process” Model of Sleep Regulation 


work 







Sleep Needs Vary Over the Life Cycle 
Newborns/Infants 


0 - 3 months: 


4 - 11 months: 


14-17 hours 
12-15 hours 


Toddlers/Children 


12 mo - 24 mo: 


3 - 5 years: 


6 - 13 years: 


11-14 hours 
10-13 hours 
9-11 hours 


Adolescents 


Young Adults 


14-17 years: 


18-25 years: 
7-9 hours 


Adults 
Older Adults 


26-64 years: 
> 64 years: 


7-9 hours 
7-8 hours 


National Sleep Foundation Recommendations, 2015 







Sleep Needs 


SOME individual variation BUT… 
– Bell-shaped curve 
– 10-15% of the population may have increased (or decreased tolerance to 


inadequate sleep) 
– Self-judgment of sleepiness is poor 
– Signs of daytime sleepiness may be subtle 
– “Adequate” vs “optimal” 
– Don’t assume you need less 


 
 







States and the Lifespan  







Sleep Patterns and Characteristics 
Change Over the Life Cycle 


Newborns/Infants More active in sleep; 50% REM; several periods of sleep; need 
naps 


Toddlers Sleep begins to resemble adult patterns 


Children Experience more deep sleep 


Adolescents Shift to later sleep-wake cycle; experience daytime sleepiness 


Adults Need regular sleep schedule to obtain sufficient, quality sleep  


Older Adults More likely to have medical problems; sleep disrupters & 
disorders; sleep less efficiently 







Sleep in Childhood 


 Newborns spend 16-17/24h asleep- 50% SWS/50% REM (by age 60y, 
SWS is 3-5% of sleep) 


 


 By age 2y, average child has spent 9500h (~13mths) asleep vs 8000h 
awake 


 


 Between 2-5y, time asleep = time awake 


 


 In school-age children, sleep occupies 40% of the 24h day 


 


 Sleep is the primary activity of the brain during early development 


 







Sleep Changes in Adulthood 


• Sleep amounts decrease but not sleep needs; remain 7.5 to 8 
hrs/night 


 


• Sleep phase advances 


 


• Sleep architecture changes  with increased awakenings and arousals 
and decreased SWS 


 


• Sleep disorders increase with insomnia and sleep apnea most 
common 







Optimal Sleep 
Sleep Practices 


(Schedules, Feeding,  
Napping, Co-Sleeping) 


Macro Sleep Environment 
(Temperature, Noise, Light, 


 Toxins, Safety) 


Developmental  
Context 


(Sleep, Cognitive)  


Social/Emotional  
Context 


(Attachment,  
Temperament,  
Maternal Mental 
 Health/Stress) 


Socio-Cultural Context 
(Values, 


Parenting Practices) 


Micro Sleep Environment 
(Sleep Surface,  


Bedding, Position) 


Health Issues 
(Illness, Medication, 


Nutrition) 







Objective Sleep Measurement  
  
  
 Polysomnography (PSG) is a noninvasive tool that 


incorporates measurements by the EEG, EOG and the EMG 
 
 Stages are scored by the frequency, morphology and 


amplitude of the EEG in relation to the other parameters 
(Rachtschaffen and Kales, 1968, 2007, AASM, 2013) 


 
 Actigraphy 
 
 


 
 











hypnogram 


 











Disrupted Sleep Architecture 


Stage 3 
Stage 2 
Stage 1 


REM 
Awake 


0 1 2 3 4 5 6 7 8


Hours of Sleep 


When sleep is fragmented by frequent arousals, the 
amounts of both deep sleep and REM sleep are severely 
compromised 


AROUSALS 







Classification of Sleep Disorders 


• Insomnia 
• Sleep Related Breathing Disorders  
• Central Disorders of Hypersomnolence 
• Circadian Rhythm Sleep-Wake Disorders 
• Parasomnias 
• Sleep Related  Movement Disorders 
 







Insomnia 


 
Insomnia is defined as a persistent difficulty 
with sleep initiation, duration, consolidation or 
quality that occurs despite adequate 
opportunity and circumstances for sleep and 
results in some form of daytime impairment 







Sleep Related Breathing Disorders 


Characterized by abnormalities of respiration 
during sleep.  
 
Grouped into obstructive events (OSA), central 
sleep apnea disorders, sleep related 
hypoventilation disorders and sleep related 
hypoxemia disorders. 
 







Daytime Sleepiness 


 
 
The primary mechanism of impairment in sleep 
deprivation and restriction is believed to be in 
prefrontal cortex and associated integrative 
functions 







Effects of Sleep Loss 
 Sleep deprivation/prolonged wakefulness affects the brain 


Neuronal functions 
Neuronal “plasticity”: ability of the brain to change structure/function in 
response  to the environment 
Gene activation/expression  
Neurogenesis 
Brain cell protection/repair from stress 
Neurotransmitter release and function (serotonin, dopamine, etc) 
Melatonin production/circadian biology 


 Cellular metabolism, neurogenesis, brain/eye development 
Highest susceptibility during critical developmental period 


 Sleep deprivation/prolonged wakefulness affects the body 
 -increases the stress response and stress hormones 
 -disrupts normal hormonal rhythms essential to optimal functioning 







Impact of Sleep Problems 


Growth: disruption of normal growth hormone release 
 
Immune function: impairment of  host defenses  
 
Endocrine system regulation  
 
Metabolic regulation: diabetes and inadequate sleep 
 
Mental Health and Wellness 







Sleep and Neuropsychiatric Illness   


Most psychiatric disorders are associated with 
sleep disturbance 


 -(Part of diagnostic criteria for MDD, BD, GAD, PTSD) 


 


Psychiatric Illness is the most common 
comorbidity associated with chronic insomnia 


 







2013 







Other Health Consequences of Inadequate 
Sleep 


 
 
Drowsy driving crashes 
 


 
Workplace errors and accidents 
 
 


 
 
 


 
 







Sleep and Work Safety 


• 21 mil people work alternate shifts 
 
• USBLS , 2012,  25% worked greater than 40 hr/week 
 
• CDC reports 40.6 mil report 6hrs or less 


Workplace Health and Safety, 2014  







Workplace Health  Safety,  2014 







Key Learning Points 


Sleep is regulated by complex interactions between 
homeostatic (sleep “drive”) and circadian clock systems 
 
Sleep patterns and behaviors are the result of multiple 
biological, environmental, psychological, cultural and 
developmental factors 
 
Unhealthy Sleep has far reaching consequences on every 
aspect of your health 
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Presentation: Sleep! For your Body and your Brain 
Presenter: Ashura Williams Buckley, MD, Pediatrics and Developmental Neuroscience Branch, 
National Institutes of Mental Health, National Institutes of Health 


 
CDR Morin: Thank you. Just give me one moment to bring up Dr. Buckley's information and 
we will start. Our final presenter is Dr. Buckley she's a staff neurologist, pediatrics and 
development neuroscience branch at the national Institute of health that was a lot to say. Dr. 
Buckley is a child around just, sleeps to list and clinical investigator at the national Institute of 
mental health Dr. Buckley received her undergraduate degree from Harvard University her 
medical degree from State University of New York at Stony Brook and completed her training in 
child neurology at Mass General. She was a fellow at the pediatrics and development 
neuroscience branch at NIMH from 2006-2009. Worship became an integral part of the inter-
Merrill NIH autism efforts. We are now pleased to have her present on her sleep presentation for 
your body and brain. I will bring everything up in one moment. Dr. Buckley are you there?  


 
Dr. Buckley: I am here. Hello everyone. It might make more sense for me to use the slides.  
 
I will go ahead if everyone can hear me. I would like to say thank you for inviting me to speak to 
you on nurses recognition week - - as long as I'm here. Tell me if people cannot hear me. 
Otherwise they will keep going. I thought it would not actually talk about my urge - - research 
but sort of give a view and try to be as comprehensive as possible about the importance of sleep 
in your life as people and in your patient's lives. And something we don't tend to pay a lot of 
attention to, but in my travels studying I've come to understand it's actually one of the very most 
important things in our lives. The way will do this is a very general overview. Complete 
definitions and talk about normal sleep and where the definition comes from. The organization of 
sleep networks, common sleep disorders and sleep in general help. One of the things I hope 
people take away from this is that sleep is actually a complex process. There are a lot of 
definitions and its reversible behavioral for your perception; that's also not a perfect definition 
because we do have certain responses when you are asleep and it depends. It's also very dynamic. 
The reason I'm interested in this from a mental health perspective and that's where my heart lies 
and I study neurodevelopment disorders. Is that sleep really reflects the state of the health of 
your body and brain and it also contributes to it. Sometimes polling is a part can be difficult but 
it's definitely worth looking at in all of your patients. It is something that we are all checking all 
the time. Why asleep important? It's basically one of the very most essential things we do. I hope 
I can teach you about that by the end of the talk. And so one of the interesting things is that 
before the 1950s, we really did not have a body of researchers. It was in the field. The function 
of sleep wasn't proved very much what we thought was you go to sleep in your brain is off-line. 
You are on when you're awake and then you're off. That was the extent of it. Then in the 1950s 
rapid eye movement sleep was discovered. It became pretty clear that your brain was very active 
during certain parts of sleep and then subsequently we realized its super active during all of 
sleep. There's a lot of different theories, any of them - - many of them coming to the front pretty 
recently. None of them explain all the complexities. The most widely affected happens in 
facilitation of memory retention. There's an extensive body of work talking about replay of your 







life during the day that being really part. There are restorations basically a synthesis that your 
brain uses up everything it needs to think and be alive during waking hours and it needs to 
restore this. There is a very popular theory of S HH and basically this is predicated on the idea 
that there's a limit to how many synapses your brain can form why you are awake. Every day 
with your new experiences you form lots of new analysis and you read to bring those down for 
conservation of energy and to get rid of the ones that are not important. There is also a new 
theory which does not appear that has to do with PMS toxin clearance. I know people have been 
following this and it's been in the news. This is the idea that the rhythmic pulse stations of sleep 
are really evolved to clear out of your lymphatic system. The bottom line is that we are actually 
still looking. We don't know why we have a lot of good means and the field of sleep medicine is 
moving fast. I want to talk to you briefly about - - I should say I will concentrate on the 
neurology of sleep. One of the things and questions I get from people in the medical community 
both from doctors and nurses is that there is no formal sleep education even how sleep works we 
will try to do some of that we talk about how important it is. In general it's a number of complex 
behavioral physiologic states. Only think of sleep we need to understand its many things it can 
be a behavior it's a state of the brain, and it's also a process. We can measure that and one of the 
things I do in the lab is I recalled - - record neurophysiological monitoring to help us define what 
state we're in.  
 
When you are alive you are basically in one of these three states. The brain is sophisticated and 
finally and if it's working properly in a medically healthy person to ensure the transition between 
the three states shown here that they are rapidly sleep. When they are not, then you get into 
serious problems. In fact the paradigm or the good model for sleep state where you have 
intrusion of when sleep - - REM sleep into weight and fragmented sleep. We will talk about how 
that happens. It's a complex interface overlapping systems of feedback sleepwear talk about that 
in healthy function brain ensure that leaves states the transition happens between everything 
quickly. So for centers of the brain we need to know about are basically the hypothalamus which 
is where the sleep wake slates lives. The brainstem which in the 1950s we realized where once 
you are sleep the switch for going into REM sleep or not was and the Falmouth. The patterns of 
EEG activity and really consciousness itself arise from this interaction between the cortical 
structures and the hypothalamus and the brainstem through the Falmouth to the cortex. The 
Falmouth is the relay station. And when it's open, you are asleep when it shut your sleep you are 
not. And so they relay information and they also are responsible for generating some of the 
morphology to let us know what the sleep you're in. We're going to review some quick series of 
cartoons I hope will impress upon you have finally orchestrated sleep really; this is the cartoon 
taken from an update and published in sleep couple years ago. It is highlighting the network. So 
there are many centers in the brain that contribute to promoting and maintaining in the brain. We 
start a left, there's a neuron; dopamine if your moving toward the right part of this cartoon you 
have serotonin and epinephrine. 
 
Conversely to what we see these things promote arousal because they are increasing and 
transmission through the arousal center. Whenever I think about things you are prescribing you 
can develop this population that they are eventually ending up at. The slide where I want to call 
attention to particular to this cluster of neurons. We talked a little bit about instability between 
sleep stages and the model for sleep stage instability and behavior between particular medical 
disorders is narcolepsy so about 15 years ago, this neurotransmitter was unknown. It's a very 







interesting cluster of neurons in the hypothalamus. Orexin, in the absence of so Orexin is like a 
master arousal coordinator. It has projections and you can see to all of those arouse her sentinels 
all of those neurotransmitter systems. And just drives home the point that if it's really complex as 
much as sleep is complex this is complex to. These clusters of neurons differentially regulate 
different types of arousal for instance someone may be most important when you waking up. 
Dopamine might be most important when you're awake in your motivated behavior. Epinephrine 
may be most important for tension while you're awake. Their overlapping but they didn't have 
differential tasks and a master regulator of the awake state. So again to bring it home clinically 
very recently the FDA approved a new - - for many years we did not have any new drugs for 
sleep. Now as of a think last year the FDA approved this and probably the most familiar name; 
we prevent Orexin from coordinating all the centers and keeping us awake and that results in 
people who have chronic insomnia the point is as we learn more and we dig deeper into how 
these systems were, we come up with more targeted and better specific remedies to help us 
manipulate the different problems people may have with sleeker dose with sleep. Talk about the 
arousal system, the noun REM sleep pathways. The non-REM sleep pathways are coordinated in 
the interior hypothalamus. That's the VLP of the same center we were talking about. Now when 
it's time to go to sleep, the VLP O is basically sending and inhibitory signal to the center to shut 
them down. The VLP O does this in a fashion where they are all shutting down the same time. 
And so classic medical sleep drugs like the new zolpidem. Those are binding and what they are 
likely doing is sending signal to the VLP O in saying everyone shut down once. So again 
understanding how this works and courting fashion helps us understand what we are prescribing 
and what might be happening to people when we give them the drugs are you affecting 
motivation? Attention? Arousal? Things like that. Now here's nitty-gritty neurology stuff is REM 
sleep. That's one of the things near and dear to make it's actually what I look at in developmental 
disorders. And in major mental illnesses and I think there's a lot to understand about how 
behavior is affected by how a particular REM sleep does or doesn't work. I want to spend time 
on this page. The major machinery is in the brainstem like we talked about. The specific pathway 
about how REM sleep is this achieved is still debated. But it's primarily controlled by neurons 
and what we talked about the LPT or the PPT. These are interesting the LVT is neurons are the 
main source of the Falmouth. Hypothalamus. You have your brain asleep, your gathering your 
from your detail but during sleep you have REM on neuron elaborating so in the sleep stage 
acetylcholine goes up into the and actually causes at the sending this into the cortex that we think 
is responsible for the complexity and intensity of dreams and at the same time you have 
descending innovation we will concentrate on that first cartoon. and then causing descending 
innovations and oh rising motor neurons are rather hyper motor neurons. You have acetylcholine 
at the same time that is a sending causing the activated cortex is also descending into the 
synapses we talked about its causing paralysis. You have that active brain; the other thing I want 
to mention about that in the call that or the lack of tone very sleep. And you need two things to 
achieve that. You need descending information, causing the motor neurons too eventually and 
you also need the in particular epinephrine. When you go to sleep and when you're in REM sleep 
your epinephrine ceases to fire in those nuclei that we talked about. Epinephrine is responsible in 
the waking body for maintaining tone and it completely goes away in REM sleep. For the brain 
that stopped again once again for what this means when you're taking care of patients, is that 
many people who have illnesses are on SSRIs are on epinephrine or take inhibitors. What that 
means is a no sleeping bodies they don't achieve; they are people have sleep disruptions because 
they are on an SSRI and that's actually preventing the epinephrine and from ceasing to innervate 







the motor nuance. Yet what they really have is they are giving them a substance that's directly 
affecting their sleep machinery. One of the things to keep in mind is this is a profile to bring 
home again to show the different states of sleep have different nerve dead sugar profiles and 
some of them are still being worked out and keep in mind that we're not exactly sure how and 
why what the function is but we give drugs that interrupt this neurotransmitter we have and we 
don't know much about this one thing on here that I did not talk about and that's MCH. It's a 
hormone and small population in the hypothalamus and it only comes on during REM sleep and 
it’s probably one job is to just make sure that in addition occurs during REM sleep at the 
slightest to bring home the fact that it's complicated. I didn't quite make it in the slight but it's 
supposed to be the calling on a first and then that Monoami and neurons in the field.  
 
This is a cartoon I really like and it was published years ago it just drives home a couple of 
things one that there is a reciprocal relationship between cholinergic innovation during sleep and 
the Monoami. One Monoami goes off the is on. If you follow that solid line until you get the first 
dark patch mark that's part of the circle the start. That's when you get all the signs of REM sleep. 
Then there is a reciprocal ambition where now you have the cholinergic’ s that are filing and 
now you have the epinephrine and the serotonin coming back and turning them off and then 
sleep is off. This is a very cyclical healthy brain, and cycle that occurs basically every 90 
minutes while you are asleep.  
 
Where does this come in? I really like this slide because it is a very simple cartoon that is a very 
complicated process. How does the factor in? The thing to know is that the rhythm of an 
individual is a little bit longer than the circadian rhythm that you get in the light dark 24 hour 
cycle. It's about 24.2 or 24.3 hours instead of 24. Every day, in order to live in the environment, 
the body has to be entrained to the light/dark circle that exists around. We do that by using lights 
as the late guys are the time giver. There are other ones like feeding and other things at the very 
strongest one that we use are light. Light gets the back of the retina not the [ Indiscernible ] calls 
that are responsible for producing images but these other cells and their one job is to transfuse 
light into a narrow signal that goes to the [ Indiscernible ] that we talked about and stimulates 
that to inhibit to this indirect pathway production melatonin that's basically an initial. When light 
is not stimulating the sell its not a him hitting the production of melatonin and called it the dark 
signal so I melatonin is allowed to be produced from the pineal gland is usually for about two 
hours before normal bedtime. It secreted in plasma and it has many different receptors 
throughout the body. And it coordinates sleep. That's how the CSN directly signals the other 
centers in the hypothalamus that you talked about as well as the rest of the body to keep trying - - 
is important because there are other things that are time lock that are important to your 
physiology and to the core body temperature, hormone elaboration, and it goes on and on. So we 
talked a lot about the neurology of sleep. In about the network. And how the circadian process 
sees factors in there. There's another process which is basically called process S me think of that 
about sleep drive. It's directly predicated about how much sleep you had prior to falling asleep 
and ideally, in a healthy working brain and body, process S and process C come together to 
create a weight for pensive it looks like this. In the morning your circadian drive the sleep is 
Loki your process S or how tired and how brain you needs to be set is low and as those lines can 
together we fall asleep. Those are the two process models that we are familiar with.  
 







We will switch gears for a little bit. And I get questions a lot from people who are like people tell 
me that my daughter whose X years old needs X immensely. The truth is we don't really know 
exactly how much sleep people need we know a lot about what happens on average when people 
get less sleep than is recommended. And so we had an expert panel of people come together. 
They just came out with new guidelines in 2015 which are not that different from other 
guidelines. What they did is they had an expert panel of people I think it was like 18 people who 
are sleep specialists in all different academic organizations. Review the 300 most recent papers 
and came up with these guidelines. If we wanted to work this is what the experts recommend. 
You can see in general from this table that the review and the sleep to function optimally. The 
heavily weighted toward childhood. Please note here that for people who take care of China, 
those years between six and 13 is completely normal for children to need nine, 10, 11 hours of 
sleep at night. We’re talking about seventh and eighth graders and then entitled. Which is 
important. How many of you live in the Maryland Virginia area, but you may know about it and 
for by a friend of mine to get people to pay attention to the fact that teenagers have a propensity 
to delay sleep so that they are falling asleep layer. You like to get up later and the school start 
times are extremely earlier for learning your that is still up in the air about whether or not the 
school district will move us back. There is good data showing that children do better when they 
are allowed to achieve those hours.  
 
Course these are all aggregate numbers and everyone is different. I think it's particularly 
interesting that there are people that have decreased and increased tolerance for inadequate sleep. 
And studying people who can get down I and six hours and I do not have an issue maybe they 
have some differences in their arousal networks. Also the other thing I want to point out is that 
there been a number of really interesting studies about vigilance and reaction time that show that 
your self-judgment of sleepiness is actually really poor. Most people who get by on six hours a 
night and think they are five actually have deficits in their reaction time and judgment. This is a 
cartoon that showed. I actually like it and it's one of the things that got me interested in REM 
development a rapid eye movement and one of the things to show here is that in the early parts of 
life REM sleep is 50% of your sleep time. You have an intense amount of sleep up until age 4 or 
five preschool years and on. Then after your teens or young adult. The percentages of sleep in 
the structure of sleep so how much revenue much waking a pretty much consistent.  
 
Sleep patterns and characteristics is another table where people have reference that really after 
toddlers around three or four, they are consolidation of sleep time starts to look like adult 
patterns. So he for school your sleep starts to resemble an adult pattern. One other thing I'd point 
out is that older adults for those people who take care of older adults are more likely to have poor 
sleep efficiency so really not sleeping well given the time that they are in bed. Those are most 
likely to be secondary reticle problems in sleep disruption. We still probably need 7 to 8 hours of 
sleep as an older adult and if you are not getting that are secondary to a medical problem.  
 
These are some numbers my primary passion asleep in your development and how important I 
think it is that we pay attention to optimum sleep during a critical time. And that last bullet is the 
thing that comes home to me. That when you are developing really up until four or five years old 
were you can see the time and sleep equals time awake sleep is the primary activity of the brain. 
I think you really need to take attention to why that happens; development one it is not given. 
Sleep changes in adult, I just want to point out that your changes that we likely talked about and 







teenagers who tend to have a delayed sleep phase it's not uncommon that as people age there are 
sleep phase advantages of people feeling tired earlier in the evening before dark in getting up 
early again and your older patients, sleep disorders tend to increase. They are getting less than 
the recommended amount you want to be looking for things like insomnia and sleep apnea.  
 
All of that said, we talked about the networks and how they had to be working and all of that can 
be beautiful and then there of course is everything else in your life. What is the culture in your 
house? Are there infants in your bed. Is it okay for you to nap in the afternoon in your culture? 
What is your macro sleep environment? Are you living in envelopment whether our light so is 
on.  
 
Part of what I do is tried to get the objective sleep measurements. Of what the brain is doing and 
how well is transitioning and I like to use polysomnography in the way that its stage is by 
recognizing the mythology and in relation to each other. E.g., or the EOG and the EMG for 
muscle tone.  
 
This is a cartoon that shows you the bare bones of what we need to record those things from the 
head. The eye leads and that we usually do tone from the chin that will help us figure out when 
you are experiencing the paralysis of REM sleep. That's a waking EEG from central leads. It 
generates a report or rather a 32nd epic that looks like this that we read. We also can see there 
are a lot of lines in this page. We also record other parameters of health while we are sleeping we 
talked about sleep actually there's some a different things that are regulated and we want to look 
about how your breathing and what is your heart rate. Those top line that is the in black they are 
the central leads in the brain. The redline is a muscle and that's the chin we talked about the 
EMG we. Looked at the heart we look to whether or not the person snores, we will have several 
leads around that chest if you see that PSG done to help us figure out whether or not you are 
apnea and what type of apnea you might have. This is what we would get; this is what we read 
the raw data. Then we do that and we staged that over an eight hour. Here we end up with 
something like this this is a hit program. What I want to point out here is in the normal brain you 
can see you go down from a wake into stage I which is likely stage to which is deeper and then [ 
Indiscernible ] stage III and blew down there in the Brennan you go step back up again. He do 
that only long and I want to point out that [ Indiscernible ] sleep is heavily weighted toward the 
first third of the night and rapid eye movement sleep is heavily weighted in red there at the top 
toward the latter part of the night. This is helpful especially in pediatric sleep medicine when 
you're trying to figure out a typist disruption a person happier rings like. When you know when 
they occurred it helps you figure out what they are. We talked about and we looked at what a 
normal know Graham looks like - - and then we come over here and see what it would look like. 
When sleep is fragmented by anything in this case it's frequent arousals for whatever reasons, 
you don't actually do that between non-and - - non-REM. This is a major six categories of the 
classification of sleep disorders. That is in the new conversions Lee of the international sleep 
disorder. You have insomnia, sleep-related breathing disorders. Those are the two most common. 
Central disorders of the hyper somnolence and that poster child for that being narcolepsy. 
Circadian rhythm sleep wake disorders we talked about delayed sleep phase being something 
that you see in young adults advanced sleep stage disorders as well I just want to mention here 
shift worker shiftwork was something that can really wreak havoc not just on the circadian 
timing of hormone regulation but also in the time when you're not working, people rarely get the 







sleep that they otherwise would if they weren't working shifts and so on top of the circadian, 
disorder of shiftwork they also probably have sleep deficiency. Sleep-related movement disorder 
the most common of which is restless leg.  
 
Insomnia is defined as a persistent difficulty with sleep initiation. Duration consolidation or 
quality and there has to be despite the fact that you are given an adequate opportunity. And you 
have to have daytime impairment. That is the working definition we adopted. Chronic insomnia 
people who have had it they've always had it that is 10% of the population. It's much higher if 
you count transient conditions. The people who have things go wrong in your lives or they are 
not adjusting correctly it might be if it's not something that is going on for years and years but it 
is affecting your life if you count those it's probably a third of the population that would 
complain of insomnia. It's reported to be highest in women and people with psychiatric disorders 
and people who have lower socioeconomic status. It is a big public health problem. Sleep-related 
disorders and the most common sleep disorder characterized by abnormalities if respiration 
during sleep. There's extensive work on sleep apnea in particular and how that wreaks havoc on 
your physiology and also on your cardiovascular system. That is about probably 25% of the 
population if you measure it by something that you call the apnea hypoxia index. How many 
times you have an obstructed event during sleep. Be a quarter of the population. If you don't 
count the [ Indiscernible ] but you really are just trying to find out people who have daytime 
sleepiness it's less than that is probably somewhere between 3% and 7% of the population 
trending higher in men.  
 
What we are worried about with sleep disorders is daytime sleepiness. The primary mechanism 
of impairment here which is rare but mostly we are talking about sleep restriction. Less than 
recommended or less than optimal per night. It's really impairment in the prefrontal cortex. This 
has implications for safety. We are talking about people who are unable to make decisions that 
they normally would make. The effect of sleep loss is really trying to drive home the fact that 
sleeps deprivation and even if it's an hour less than recommended it has measurable effects on 
the brain. It has measurable effects on the body as well. Including increasing stress hormones; 
even see here that melatonin has other roles besides setting the clock. Including developmental 
roster also the CMS. The SCN is regulating hormones like corticosteroids and body temp to. 
When you rip your sleep you are affecting all of that. It's all coordinated.  
 
The impact of sleep problems is the goal of the body. We deficiency in a number of tests have 
been done and they've shown it's pretty well-established that the increase in this marker for 
cardio metabolic disease with sleep deficiency. It's interesting there are not a whole lot of studies 
on the changes in immune function with sleep this - - restriction. The best known what the study 
of antibody response to vaccination is. It was a paradigm where for six days prior to vaccination, 
people were restricted to four hours a night. What they found was that compared people who had 
more moral healthy leap - - normal healthy sleep. The production of antibodies in response to the 
vaccine was severely impaired. It did not go away and eventually 2 to 3 weeks later they were 
comparable to the control but it took a long time. That's the best evidence that in general from an 
animal evidence people do feel that sleep restriction definitely impacts your immune system. The 
sleep studies have been very interesting the last four or five years sleep restriction decreases the 
hormone. Hormonal issue no you had enough CE that gets decreased and on top of that it shows 
increases dreaming which is the hormone that tells you that you're hungry. So that disruption 







definitely plays right into metabolic intolerance that he's fine with sleep restrictions all of those 
things will set you up for pretty terrible increased risk of diabetes and obesity. Mental health and 
wellness is one of the things I am very interested in. I think that sleep is a great window to figure 
out. The relationship between sleep and disorder and sleep in your psychiatric illnesses has been 
known for decades. Most psychiatric disorders are associated with sleep disturbance. And when I 
say most I mean like 80%. It's part of the diagnostic criteria for all the major categories. 
Psychiatric illnesses most common comorbidity associate with chronic insomnia. This is 
something I find interesting there was a very nice review published in the study of neurology in 
2013 and what they were trying to say was look at the data in circadian genes particular some of 
the evidence that you just they needed common mechanism it disrupted the circadian clock is 
actually giving you the sleep disruption and the behavior given that in the area the psychiatric 
research; these are actually the same route you're seeing two different things. That's true and you 
can identify the sleep disruption before the behavioral abnormality might have a window into 
treatment.  
 
Other health consequences of inadequate sleep that are important are of course drives the - - 
drowsy driving crashes. According to data in 2009, drowsy drivers were involved in 2% of all 
crashes and 2.5% of all fatal crashes. That doesn't sound like a lot and but it is and it's totally 
preventable. It goes back to what we talked about the people and the impression of how sleepy 
they are is not great. We are basically talking about impaired reaction time and not 2011 the joint 
commission report found there were more errors in taking care including disclosure to blood and 
body fluids if they work extended shifts. Extended shifts are greater than 40 hours a week. Those 
are just anecdotes and things to bring home of how important it is to be aware of when you're not 
getting optimal sleep. It's something to talk about and to try to make better we can.  
 
These bullets are from workplace health and safety in 2014. It specifically talked about nursing. 
One of the things they are most concerned about is the amount of time that people spend in 
shiftwork or changing the hours that you work frequent pics of 21 million people work alternate 
shifts. As we talked about before which you at risk for deficiencies because you're not making up 
those hours on the off time. The second bullet here is the Bureau of Labor Statistics in 2012 that 
a quarter of the American workforce works more than 40 hours a week. I'm assuming all of that 
extra time is not made up my sleep. You still fit the rest of your life; sleep is probably getting 
shortchanged. The CDC reports 40.6 million people report they are getting six hours or less we 
talked about how that's not acceptable. The task force put together by the American Academy of 
sleep medicine and the sleep researcher society workforce and they assume people who are 
getting less sleep of people who had their rhythm disorders so they might be getting seven or 
eight hours or just not getting it optimally when they should and when they add this they 
estimate the number of people who are sleep deficient is more like 50 who are sleep deficient is 
more like 50 million people to 70 million people. The idea here is insufficient sleep to work is a 
huge concern. For everyone really. For patients but also for the healthcare worker. We really 
want to not overlook. There was a study in 2003 for nurses health that he and found that there is 
an increased risk of coronary events and women who worked as nurses and from when you 
worked eight hours a night to less than seven. Just that one hour difference increases your risk 
for all coronary events. These are examples but you can pull one out after the other and it's why [ 
Indiscernible ] the evidence is so strong and so amenable to change in several academic 
organizations and agencies have developed their own guidelines on sleep and fatigue and you 







can see the most recent is the American Association and identify states that have mandatory 
overtime restrictions. They do it because it is a safety issue for you and your patience and for 
everyone. When you're not respecting the fact that to function optimally people need sleep.  
 
To wrap up with the Key learning points and sort of very broad overview and the thing that I 
love for people to take home is just that sleep is very complex. Sleep is actually very complex 
and we don't understand. There are a lot of great theories about why we do it, but there are is not 
consensus on why it happens we need to be [ Indiscernible ] sleep patterns and behaviors there 
are so many different things that going to sleep him optimally. Also to take home that 
unhealthily sleep has really far-reaching consequences on every aspect of your help. And one last 
plug this on there is that neuropsychiatric disorders and sleep the relationship there probably has 
a lot more to be gleaned than we have. And that's actually the thing that keeps me coming to 
work. That is my presentation, I am happy to take any questions.  


 
CDR Morin: Thank you so very much - - very much. That was fantastic. We were just saying 
that we should go home and go to sleep because I don't think we got enough sleep in the last two 
days. I did get one question email to me. From the cycle diagram, what is the normal estimated 
time between the awake and REM one cycle.  


 
Dr. Buckley: Is different depending on your age group. By the time your adults probably 90 
minutes.  


 
CDR Morin: Perfect. Are there any other questions? 
 
Are naps recommended? If so how long?  


 
Dr. Buckley: I think the answer is for home. - - Home. It depends. It is one of the standard 
treatments for people who need to consolidate sleep because they have a sleep disorder like 
narcolepsy. So you would recommend naps for people who are trying to consolidate their sleep 
and people do that as hormone treatment. I think once you are past the age of three or four, and 
you are living in the culture that we live in, if you are five big need to nap you probably need to 
work on consolidating your nighttime sleep. That is my feeling. Again, there are cultures that a 
nap is part of their day. In the culture that we live in if you find you need to nap, and also if you 
find that your very tired probably need to see someone and have that examined. That would be 
my feeling.  


 
CDR Morin: Excellent. Are there any other questions out there? Dr. Buckley, would be okay 
that if we do get questions, for you that we provide - - we can forward them to you or give them 
your email without the okay?  


 
Dr. Buckley: That's fine. Absolutely. My pleasure.  


 
CDR Morin:  Perfect.  


 
CDR Hadsall: Thank you again Dr. Buckley. Dr. Riccardi, Captain. Dennis, this Myers, 
Lieutenant. Commander. Collaborate we greatly appreciate your input, your professionalism and 







excellent recitation. Thank you for the unique individualized and ethical nursing care that each 
and every one of you provides on this call in on a daily basis. Continue to excel in your field of 
practice and again thank you so much and happy nurses week. Have a wonderful day.  


 
[Event Concluded] 
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RADM Faye G. Abdella Publication Award for Nursing Research 
Presenter: LCDR Amy R. Kolwaite, ARNP, MS  
Publication- Assessing Functional Needs Sheltering in Pike County, KY: Using a Community 
Assessment for Public Health Emergency Response 
 
(Transcript) 


 
CDR Hadsall: We realize we are having some technical difficulties and we are trying to work 
through those so please be patient with us we appreciate your feedback and input and continue to 
feel free to email us at the presentation as we are using that feedback to try to fix the problems 
addressed. We hope you continue to stay logged on as we have a wonderful privilege of three 
excellent final presentations as well. Our final award recipient is Amy call way you Lieutenant. 
Commander US United States team lead international infection prevention and control a part of 
the CDC response. She has been awarded the rear Admiral. Adell a publication award for 
nursing research for her publication. Her publication entitled assessing functional needs 
sheltering in Pike County Kentucky using a community assessment for public health emergency 
response.  
 
She received her undergraduate degree from Auburn University in 2000 and later her Masters of 
Science from Arizona State University in 2006. She also has a Masters of Public health from the 
University of Arizona in 2007 she received that. She worked as a pediatric nurse practitioner in 
the emergency room in Phoenix Arizona and also in it went to Georgia. Before she joined the 
CDC. Lieutenant. Commander. Kolwaite has an interest in international health and has spent 
time providing medical care in both Bangladesh and Ethiopia and recently completed an intense 
three-month deployment to Sierra Leone where she worked on the Apollo response. She has 
since returned from Sierra Leone -- back to Sierra Leone to passion and we are privileged to hear 
her present her research findings with technologies good graces today. If all things fall in line 
Lieutenant. Commander. Kolwaite will have the ability to present her research on the functional 
needs sheltering in Pike County Kentucky today with you from Sierra Leone.  


 
LCDR Kolwaite: Hi this is Amy Kolwaite.  
 
We are honored to have you calling from Sierra Leone.  
 
Great thank you I appreciate this and the opportunity to present my  paper I send my apologies in 
advance to everyone the connection has not been very good today so hopefully the blackberry 
signal will hang in there and make it through but my apologies if the connection is not perfect.  
 
I was asked to talk a little bit about the work were doing here so I will give a brief overview and 
move right into the presentation but as mentioned we are here Sierra Leone with the Apollo 
response. My role specifically has been to work with the administrator to develop a national 
infection control program before the Ebola outbreak infection control did not exist in the country 
and as a result we lost many healthcare workers there been over 500 that have been infected with 







Ebola and many have passed away. Since then the ministry has taken action may implemented a 
unit which now has an IPC focal coordinator and in addition hospitals across the country who are 
dedicated full-time to improving infection prevention control measures of their hospitals so it is 
really exciting to see the changes here we are doing this in collaboration with WHO and multiple 
partners and it will be a longtime process but it has been exciting and there are opportunities we 
health at officers deployed from different agents these so this is something if you are interested 
in getting involved and we would definitely love to hear from you and talk about this. Without 
any further delay I will go ahead and start. Good morning everyone.  
 
Kentucky is a midsize state 36th in the state and 26 then population it ranks eighth in the nation 
for declared disasters. Tornadoes floods and storms. As you can see from the pictures here these 
disasters can have devastating effects on communities. They have frequently resulted in the need 
for emergency shelters. During one particularly large a store more than 200 shelters were open 
and provided emergency sheltering for more than 7000 individuals. Kentucky ranks as one of the 
top 10 states for prevalence of diabetes asthma obesity as well as for smoking per capita 
increasing concerns that Kentucky might have a high level of functional needs during a disaster.  
 
The person with functional needs is someone who under normal circumstances is able to function 
independently or with limited support their level and independence is challenged during an 
emergency. For example the definition includes those with disabilities living in institutionalized 
settings, women in late stages of pregnancy, elderly, and children those with limited English 
proficiency or limited access to transportation.  
 
The Americans with Disabilities Act in 2008 to state general population shelters should offer 
individuals with disabilities the same benefit to those provided without disabilities these benefits 
include safety comfort food medical care and the support of family and friends. It requires all 
general population shelters the modified and that every shelter is capable of caring with 
individuals with functional needs. Now let's take a look at how this is done.  
 
Have provided guidelines on providing for functional needs support services in general 
population shelters. These guidelines defined functional needs as a reasonable modification to 
policies practices and procedures. The physician shelters durable medical equipment consumable 
medical supplies for personal assistance services and other goods and services as needed.  
 
Regarding the functional needs of the community obtained a baseline assessment of the 
communities status and knowledge level and provide training for local health departments and 
deployment teams conducting exercises and rescue.  
 
Sewer assessment we use community assessment for public health emergency response 
otherwise known as Casper. Casper is an epidemiologic tool for rapid response to disaster. 
Casper uses awaited sampling design provides household level information on general and 
physical needs of the community within 48 hours of data collection and low-cost. This 
information can be used for public health response planning.  
 
The Casper sampling method is a multistage cluster design and should result in a representative 
sample of the households in the defined region. The first step is to identify the sampling frame of 







population of concern it can be defined as political boundaries, geographic boundaries such as 
houses, or by the use of subpopulation of the affected area. However key assumption is that 
houses in disaster units are similarly affected.  
 
Once a sample is identified the first stage of sample identifies 30 clusters of primary sampling 
units within the sampling unit. The probability of the cluster being selected is proportional to the 
estimated number of housing units.  
 
The second stage VII occupied households [ Indiscernible ] there are several different ways the 
households can be selected but it's important that all of the same probability of things chosen.  
 
Is also important to note that during analysis data must be rated in order to account for 
incomplete sampling and provide population estimates.  
 
The assessment we didn't Kentucky we had to in Western Kentucky into an Eastern Kentucky 
the nature of very sick clusters were made up of census blocks and to determine the house to be 
surveyed [ Indiscernible ] using GIS in 2010 census.  
 
During the assessment the Department of Public health required assistance from the University 
of North Carolina and the North Carolina division of Public health. These agencies assisted 
Kentucky by a conducting the sample for the survey areas in providing technical assistance.  
 
The surveyors Kentucky were chosen because of their [ Indiscernible ] they partnered with two 
US Public health service deployment teams that were conducting training exercises in Kentucky 
one team in Lexington in May 2011 and another in Eastern Kentucky in June 2011. These 
included cooperation with the Commonwealth of Kentucky in order to develop partnership with 
local and state health departments and to provide support for high priority public health projects 
identified by the state and county where the training was occurring.  
 
For this presentation I will be sharing the results from Eastern Kentucky are sampling frame a 
population of concern of Pike County and the easternmost part of the state shown in purple this 
county is a rural appellation County with a population of 65,024 residents.  
 
We have household members for information on demographics chronic health conditions 
assisted services and devices household structure disaster in sheltering history and preparedness 
status.  
 
Data collection was completed in one day by 17 two-person interview teams comprising of 
officers local and state health department staff university students and neighboring state local 
health department staff union Casper in their own jurisdiction. Each team was trained and 
methodology was used for data collection.  
 
We approached 375 homes and someone answered the door at 252 of those homes. 204 
households completed the survey approximating ARCO.  
 
These data represent 26,000 ARCO.  







 
These data represent 26,728 occupied households.  
 
So each of the results presented the number of actual responses reported is based on the 204 
completed surveys in the percentage size of the household each person had to be one person less 
than two years and 27% had one person over 65. The median household range from 2 to 10.  
 
The chronic health condition of cardiovascular disease which was present in at least one person 
and 57% of households. Visual impairment diabetes physical impairment chronic lung disease 
and asthma affected 21 to 29% of the households. Neurologic disorders were present among 
12%.  
 
Several key needs for assistive devices were identified. 15% of the households had one person 
requiring the use of a cane or walker. 12% required supplemental oxygen. 9% had at least one 
person requiring the services were over bedbound and 8% required her wheelchair.  
 
The type of household structure was observed by the team and documented upon arriving at the 
property 75% of the households were single-family dwellings 23% mobile homes in 2% were 
multiunit complexes.  
 
We also got insight into how prepared are residents were for potential disasters what measures 
they had taken in the percent. 83% lived in Pike County during a disaster of those 80% reported 
they shows the child -- shelter.  
 
The present of households these household should have enough stored food and water 94% 
reported they had a three day supply for each person in the house. Some -- 65% reported they 
had at least one gallon of stored water per person per day for three days.  
 
Kentucky winters can be bad therefore we inquired about alternative energy and heat sources. 
Can you guys still hear me okay?  
 
Yes we can hear you.  
 
Okay great. 79% of households reported charcoal or gas grill 46% for kerosene heater and 36% 
for generator. 89% have access to one or more of the three alternative energy and heat sources.  
 
Of those homes that reported having one or more only one percent reported owning a working 
carbon monoxide detector.  
 
In conclusion planning for functional need shelters must be a priority because of the high health 
risks among their populations in addition to being mandated by federal law. Assessing gaps 
allows development of targeted messages and preparedness initiatives. This exercise 
demonstrates effective collaboration between state and local health departments and deployment 
teams providing valuable experience and training for future disaster responses.  
 







One limitation of our study was that we conducted the survey during work hours which may 
have resulted in bias for households with stay-at-home older adults. We tried some limit by 
extending survey hours however the worst-case scenario in terms of functional needs because 
older adults are more likely to have chronic health needs. Also some interviews reported 
clarification more so than other interview teams which might've introduced information bias. We 
recommend shelters for the functional needs of vulnerable populations for example for instance 
ensuring availability of powdered formula for substantial older film -- they should have 
equipment to handle chronic diseases. Refrigeration for medications glucometer with supplies 
bedside commodes and -- shelter should incorporate structure modification to accommodate 
people with physical impairment the state has acquired oxygen generators for contribution to 
shelters given that 12% of households recorded someone being on supplemental oxygen we 
recommend educating residents to have an adequate emergency supply water and medication for 
every household member. In addition alternative power and heating sources should be 
emphasized household should have an emergency plan of how to transport members to shelters 
needed. Residents of model homes should identify emergency structure is part of the tiredness. 
Lastly all the focus on carbon monoxide awareness has increased since 2009 continuing to 
educate our community’s uncorrected use of carbon monoxide detectors also appropriate use of 
alternative energy or hate sources resulting from carbon monoxide poisoning. Knowing this has 
been a problem during past disasters knowing a high proportion of households with acute sources 
on proper use and avoidance of safe cooking processes.  
 
Enclosing we might be best known for -- [ Indiscernible ] as stated by the disability policy 
consultant the disaster is always inclusive response and recovery are not monthly plan for it.  
 
I would like to thank the many individuals that helped with this including the PHS health team 
three and team to thank you very much.  


 
CDR Hadsall: Thank you Commander Kolwaite for the excellent presentation I hope you're 
doing well at their.  


 
LCDR Kolwaite: We are hanging in there. Thank you.  


 
CDR Hadsall: Thank you again for taking time out of your busy schedule. We greatly 
appreciate it. We would like to take a moment to take a few questions if you want to take a 
second if you could email in some questions for Dr. Riccardi's presentation or Miss Myers and 
Ellen Eckes that would be a wonderful opportunity to get the questions on board. Feel free to it 
email those and we will pause and allow a little bit of time for those questions to come in.  


 
CDR Morin: We have one question I believe it is for Lieutenant. Kolwaite. Your presentation 
was very interesting thank you but I have one question is there a follow-up or reevaluation plan 
of any kind in now or there any new stats available based on your survey and recommendations. 
Thank you.  


 
LCDR Kolwaite: Thank you so I have not heard I am in Atlanta now I know the results of those 
they were looking at how they could improve their preparedness effort for example obtaining the 







oxygen generators. I have not heard of a follow-up survey being done unfortunately I've not 
heard of any in that area. I will definitely follow up with them and check back with you.  


 
CDR Morin: That would be fantastic. Thank you very much.  
 
For everyone on the podcast you will see on the bottom left-hand corner there is a Q&A box. If 
you type your questions in there we will then be able to ask and provide those questions to the 
presenters.  
 
There has to be some questions out there. Dr. Riccardi we have a question for you. I really 
enjoyed the video that was produced are there plans to have more videos like that to help people 
who have multiple conditions and have multiple problems understand how to manage these 
issues?  
 
Dr. Ricciardi: Can you hear me? That is a great question.  


 
CDR Morin:  Yes we can hear you.  


 
Dr. Ricciardi: Perhaps the answer is perhaps. Those of us in federal government we know a lot 
of what we do is contingent upon financing and our capabilities but we are thinking about how 
we can move this work forward [ Indiscernible ] 
 
All right well apparently you can hear me and I cannot hear you so that is okay so you will have 
to give me a high five. The answer is in 2016 and 2017 we do have some initiatives that are 
proposed that are contingent upon the federal government passing the budget so there are some 
new initiatives that are in the pipeline and indeed we will look at how specific types of 
conditions may be dealt with differently in trying to integrate the care plan that covers all the 
contextual components that I talked about that were in model to include the health systems 
delivery components and the determinants so the answer is yes and we are real optimistic that we 
will be doing it.  


 
CDR Morin: Thank you very much that is a great answer.  
 
Are there any more questions. It sounds like there may be someone's phone that is not muted. 
Okay saying there are no more questions we will move on to our next presenters.  
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Commonwealth of Kentucky 


 State rankings
 36th for land area


 26th in population


 8th for declared disasters


 Recent disasters
 Floods


 Tornadoes


 Landslides


 Ice storms


 Need for emergency shelters











Ice Storm, 2009


 >200 shelters opened; population >7,000
 Kentucky ranks top 10 for chronic diseases, smoking, and number of 


prescriptions filled







Person with Functional Needs


 A person who, under usual circumstances, is able to 


function independently or with support systems


 Their level of independence is challenged during an 


emergency







Examples of Functional Needs Population


 Disabilities


 Living in institutionalized settings


 Women in late stages of pregnancy


 Elderly


 Children


 Limited English proficiency


 Limited access to transportation







Americans with Disabilities Act (ADA) 
Amended 2008


General population shelters should offer individuals with
disabilities the same benefits provided to those without
disabilities. These benefits include:


•Safety
•Comfort
•Food
•Medical care
•Support by family and friends







Functional Needs Support Services


 Reasonable modifications to policies, practices and 


procedures


 Durable medical equipment 


 Consumable medical supplies 


 Personal assistance services 


 Other goods and services as needed







Objectives


 Describe burden of functional needs within the 
community


 Obtain a baseline assessment of the community’s 
preparedness status and knowledge level


 Provide training for local health departments and 
USPHS deployment teams







COMMUNITY ASSESSMENT FOR PUBLIC 


HEALTH EMERGENCY RESPONSE  (CASPER)


Methods







Community Assessment for Public Health 
Emergency Response (CASPER)


 Epidemiologic tool for rapid response 


 Weighted sampling design 
 Household-level information


 Low cost


 Information for public health response planning







Multi-stage Cluster Sampling Methodology


 Define sampling frame (population of concern)
 Political boundaries


 Geographic boundaries


 Subpopulation of affected area
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Multi-stage Cluster Sampling Methodology


 Define sampling frame (population of concern) 
 Political boundaries


 Geographic boundaries


 Subpopulation of affected area


 30 clusters/region
 census block 


 probability proportional to estimated number of housing units


 7 households/cluster


 Data weighted 
 account for incomplete sampling


 provide population estimates







Kentucky: Multi-stage Cluster 
Sampling Methodology


 Sampling frame (population of concern) 
 Western Kentucky (2)


 Eastern Kentucky (2)


 30 clusters/region
 census block  groups


 7 households/cluster
 random GPS waypoints generated using  GIS and 2010 census 


data







Assistance from North Carolina


 University of North Carolina Center for Public Health 


Preparedness


 North Carolina Division of Public Health


 Conducted sampling


 Provided technical assistance







United States Public Health Service


 Deployment exercise
 Western Kentucky, May 2011


 Eastern Kentucky, June 2011


 Develop partnerships with local and state health 
departments


 Provide support to address high priority public health 
projects identified by state and county







Pike County, Kentucky


65,024 Residents







Survey Questions


 Demographics


 Chronic health conditions


 Assistive services and devices


 Household structure


 Disaster and sheltering history


 Preparedness status







Data Collection


 17 Interview teams
 USPHS officers


 Local  and state health department staff


 University students


 Neighboring state  and local health departments


 Training
 CASPER methodology


 Hand-held PDA







Survey Completion


252 Doors Answered


204 Interviews Completed


375 Homes Approached
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Survey Completion


252 Doors Answered


204 Interviews Completed


375 Homes Approached


26,728 Occupied 
Households Represented







Demographics


Households with occupants No. % 95% CI


Aged <2 yrs 17 8 4.1–12.6


Aged >65 yrs 54 27 19.3–34.9


Median household size
(range)


2 (1–10)







Chronic Health Conditions


No. % 95% CI


Cardiovascular disease 103 51 41.5–59.9


Visual impairment 58 29 18.8–39.0


Diabetes 57 28 21.7–34.3


Physical impairment 47 24 18.1–29.0


Chronic lung disease 46 23 16.9–29.0


Asthma 42 21 15.0–26.1


Neurologic disorders 25 12 7.6–17.2
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Chronic Health Conditions


No. % 95% CI


Cardiovascular disease 103 51 41.5–59.9


Visual impairment 58 29 18.8–39.0


Diabetes 57 28 21.7–34.3


Physical impairment 47 24 18.1–29.0


Chronic lung disease 46 23 16.9–29.0


Asthma 42 21 15.0–26.1


Neurologic disorders 25 12 7.6–17.2







Assistive Devices and Services


No. % 95% CI


Cane/walker 31 15 10.6–20.2


Oxygen 23 12 7.0–16.2


Home health/
home- or bed-bound 


17 9 4.0–13.6


Wheelchair 16 8 4.2–12.1







Structure Type


No. % 95% CI


Single family home 152 75 68.0–82.0


Mobile home 47 23 15.6–29.6


Multi-unit 5 2 0.0–5.4







Sheltering in Place During a Natural Disaster


No. % 95% CI


Lived in 
Pike County 
during past disaster


170 83 75.9–90.4


Shelter in Place 136/170 80 70.2–89.0







Food and Water


Households with 
3-day supply/person No. % 95% CI


Food 191 94 90.0–97.6


Water 131 65 57.3–72.5







Alternative Energy or Heat Source


Energy/heat source No. % 95% CI


Charcoal/gas grill 151 79 73.1–84.3


Kerosene heater 94 46 36.7–55.2


Generator 73 36 28.9–42.5







Alternative Energy or Heat Source


Energy/heat source No. % 95% CI


Charcoal/gas grill 151 79 73.1–84.3


Kerosene heater 94 46 36.7–55.2


Generator 73 36 28.9–42.5


≥1 Source 183 89 24.5–94.2







Alternative Energy or Heat Source


Energy/heat source No. % 95% CI


Charcoal/gas grill 151 79 73.1–84.3


Kerosene heater 94 46 36.7–55.2


Generator 73 36 28.9–42.5


≥1 Source 183 89 24.5–94.2


Carbon monoxide detector 75/183 41 32.7–48.9







Conclusions


 Substantial functional needs identified in Pike County


 Gaps identified in household preparedness and 
knowledge level


 Collaboration and training for  health departments and 
USPHS deployment teams







Limitations


 Survey conducted mostly during work hours


 Some interviewers probed residents more than others







Recommendations


 Equip shelters for vulnerable populations
 Bottled or powdered formula with safe water for mixing


 Medications and equipment for chronic diseases


 Structural modifications for visual/physical impairment


 Portable oxygen generators


 Educate residents
 Emergency household supply of food, water, medicines


 Transportation for nonambulatory family members


 Pre-identify emergency shelter location if mobile home


 Safe use of alternative energy/heat sources


 Carbon monoxide detectors







“Disasters are always 
inclusive.  Response and 
recovery are not, unless 
we plan for it.”


-June Isaacson Kailes
Disability Policy Consultant
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Discussion


 23% of dwellings are mobile homes







Comparisons Between CASPER 
and Alternate Data Sources


CASPER BRFSS Census 2010 


Households with
persons aged >65 yrs


27.1% 25.4%


Asthma 20.5% 18.0%
(adults)


Diabetes 28.0% 14.0%
(adults)


Cardiovascular disease 50.7% 37.7%
(hypertension)
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(Transcript) 


 
CDR Hadsall: Thank you so much for that presentation. We look forward to some great 
questions at the end. Moving on the next award recipients are myths Miss Mary Meyers and 
Miss Ellen Eckes nurse practitioner. Miss Myers and Ellen Eckes are awarded the rear Admiral. 
Marine Henry publication for critical nursing practice their award for their presentation the topic 
as a novel approach to pain management in persons with sickle cell disease. This Myers is a 
service educator for the medical surgical specialty service a part of the nursing department at the 
clinical Center of the National Institutes of Health in Bethesda Maryland. Her specialty areas 
cardiology pulmonary vascular, autoimmune and immune deficiency diseases a wide array of 
specialties she has published numerous articles and loves a challenge of sharing knowledge and 
developing fun and interest of ways to conduct and help better educate. Ellen Eckes is a clinical 
nurse special dose for the medical surgical specialty service a part of the nursing department at 
the National Institutes of Health in Bethesda Maryland. Her specialty of also includes 
pulmonary, vascular medicine, and cardiology. This Myers and Ellen Eckes will now present 
their outstanding research and sickle cell management crisis. 
 
Myers-Eckes: Good morning everyone we are honored to have been presented this award for 
publication and we thank you for the opportunity to present to you today. This publication came 
to fruition due to our desire to share with the nursing community a novel approach to pain 
management in a specific patient population those with sickle cell disease.  
 
Our objectives today target an awareness of the disease sickle cell standard care treatment for 
chronic and acute pain management, historical pain management, a discussion of the novel 
methodology for pain management, nursing assessment and care for subcutaneous pain 
management and patient benefits from the standard of care.  
 
Sickle cell disease is an inherited blood disorder of the hemoglobin synthesis leading to a 
production of the defective form of hemoglobin, hemoglobin S so we want to know why that is 
so important. One in every 500 black or African-American births is affected by sickle cell 
disease one in every 36,000 are affected and one in every 12 African-Americans have a sickle 
cell trait. So is pictured in the slide the normal red blood cell is normally around and easily 
passes through vessels. The sickle cell takes on a sickle shape and it is very rigid and when these 
cells pass through the blood vessels they cause occlusion. In addition these cells usually live 10 
to 20 days as opposed to the 90 to 120 days of a normal cell thus further reducing oxygenation to 
the tissues. Due to the process there are periods of ischemia with perfusion vascular to activation 
injury or a continuous inflammatory response. Decreased oxygen to the tissues contributes to the 
crisis they saw occlusive crisis contributes too many infections acute chest syndrome pulmonary 
hypertension and organ damage.  
 
Due to individuals having these multiple success abilities they are very able to have a stressor to 
precipitate a crisis these crisis need to be as fast early and treated to avoid any worsening of their 







symptoms. Standard treatment includes for praying crisis includes hydration pain management 
and oxygen therapy. Additional treatments depend on the underlying cause for example if an 
infection than antibiotic treatment or if they have a significant reduced hemoglobin hematocrit 
transfusion with red blood cells.  
 
So pain is subjective we have to listen to our patients and nursing assessment relies on the 
patient's self-assessment and frequently the area of reported pain may indicate the underlying 
process. Patients with an acute brain crisis precipitated by infection risk for development of acute 
chest syndrome and must be evaluated and treated emergency beginning with the care treatment 
supplements pain management and oxygen. Hypoxia and decreased vasculitis a nation may lead 
to avascular necrosis chronic inflammatory response in hypo? Of all streets may lead to strokes 
or end organ damage and decreased peripheral circulation particularly around bony eminences 
like the ankle lead to one these become very difficult to heal due to their decreased perfusion.  
 
Chronic pain management has no endpoint is continuous and at any time external stressors may 
affect the balance between chronic and acute pain. Care includes daily pain management with 
long and short acting opioids proper hydration and nutrition medical therapy designed to reduce 
hemoglobin S for instance drugs and scheduled blood transfusions and chelating agents to reduce 
iron overload from the transfusions. Acute pain management is an emergency they need 
hydration oxygen and pain management treatment of underlying cause with antibiotics are 
transfusions. We guide these with our technology like chest X-rays CT scans and we can jump 
with multiple disciplinary is like risk for Terry therapy for instance from IT and heat massage 
and relaxation.  
 
So why is up to access needed and sickle cell disease. Patients have physical vessels to access it 
can be caused because of dehydration decreased blood flow or the fact they have had multiple 
access that leads to vesicle scars. Sickle cell is a disease with avascular necrosis in DDTs which 
also create difficulty with peripheral and central lines. As you can see these create problems for 
vascular access subcutaneous medication gives an alternative method for pain management.  
 
What are the advantages? Well the main advantages we can initiate pain management 
immediately without the need for vascular access and that will help the patients in crisis. It also 
allows the access to be used for other therapies for blood or other method need to be 
administered. Minimal infiltration risk of subcutaneous management and we have identified that 
sub queue administration is as effective as I am for IV administration. So when we look at nurses 
management and assessment. When you do your nursing assessment it's a continuous assessment 
done of vital signs but you also include oxygen saturations in order to evaluate the potential of 
respiratory depression which goes with any patient. You want to ensure the patient can 
administer the medication through bolus dosing you want to make sure they know how to do it 
but you want to make sure their level of consciousness is okay which part of the nursing 
assessment is. Documentation as per institution but should include items such as it is a program 
parameters for the PCA what is the patient use how is the patient's level of consciousness along 
with her vital signs, site integrity and have the goals to maintain management safety.  
 
As you can see by the picture there are a number of supplies to get included these are what we 
utilize here is the NIH. You utilize what are -- supplies you have. Most importantly what is 







included are you need the medical order identifying the type of medication a program parameters 
in the carrier solution. You need an infusion pump your documentation sheet and your dressing 
supplies. Routinely we do it to nurse independent check which is looking at the five rights and 
verifying the pump settings against orders that were written.  
 
So here you have a slide that shows you potential access points are sub cutaneous administration. 
Less tolerated sites are the abdomen when choosing the site is important to engage a patient 
remembers they have to have this so they should be included in the decision. Avoid a painful 
area that is another important piece you need to reassess per the institution. The slide was placed 
as a reminder of how to insert a needle subcutaneously again your institution will identify the 
frequency and height of site assessment dressing selection.  
 
Possible complications can occur. Over sedation, that's the reason we do a level of consciousness 
frequently especially in a narcotic naïve patient. Infection we want to prevent with site 
assessment if there is an infection you want to be able to treat locally and move the site. Pruritus 
which occurs with narcotics in some patients what you want to do is change a site one way to 
correct it or potentially treat with medication either Benadryl or low dose Narcan. Another could 
be equipment failure as simple as a battery failure or something internally that causes the 
equipment not to function well. The level of nursing understanding of the procedure and 
equipment can also create a possible complication you want to make sure the nurses understand 
how to use the equipment well and understand the process of administering narcotics 
subcutaneously.  
 
A big complication is patient dissatisfaction or non-satisfaction. We counter this through 
education and continual assessment.  
 
So in summary acute pain crisis is a medical emergency. Immediate treatment is initiating with 
standard of care pain management oxygen and hydration and trading of the underlying anemia 
with blood products or infection with antibiotics. Obtain access for pain management 
subcutaneous is easy to obtain it is as effective as IV and intramuscular administration. We need 
to educate our patients so they are familiar with the method of dosing in -- assess and evaluate 
the site prior to insertion during the infusion and post access.  
 
The benefits of sub queue PCA pain management are the immediate availability of initiating pain 
treatment. Even when IV access is difficult. It also allows for the IV access to be utilized for 
additional medications or treatments are needed. There is minimal risk of infiltration and it is as 
effective as an IV administration. Pain management is vital in subcutaneous PCA provides 
effective pain management. We would like to thank you again for this honor and we are 
available for questions. Thank you.  


 
CDR Hadsall: Thank you very much Miss Myers and Miss Eckes we are going to take questions 
after the final presentation. Thank you for that excellent informative presentation on sickle cell 
we -- congratulations on your award recipient.  
 
Thank you.  
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Objectives 
Following this presentation attendees will be able to:  
• State three standard of care treatments for a 


patient in sickle cell crisis 
• Identify four routes used for pain management 


during sickle cell crisis 
• Describe three aspects for site selection and 


management in subcutaneous access for pain 
management 


• State three benefits for use of subcutaneous pain 
management via patient controlled analgesia 
infusion 
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Sickle Cell Disease (SCD)  


• Inherited blood disorder affects red blood 
cell (RBC) 


• Cells contain hemoglobin S  
– Do not live as long as normal RBC’s 
– May become stiff and change shape 


(sickle)  
• Difficulty passing through the blood 


vessels 
• Decreased oxygen to tissue, 


organs and bones 
• Leads to vaso-occlusive crisis  
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Factors that can Precipitate Crisis 
• Dehydration 
• Infection 
• Fever 
• Hypoxia (decrease in oxygen to body tissue) 
• Bleeding (heavy menstruation)  
• Over-exertion fatigue 
• Cold exposure 
• Drug and alcohol use 
• Stress  
• Pregnancy  
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Vaso-occlusive Crisis  
Due to decrease vascularization, 
crisis may present as: 
 
• Lungs - acute chest syndrome 
• Bones - avascular necrosis 
• Muscles and joints - pain crisis   
• Increased risk for strokes, organ 


damage, priapism, pulmonary 
hypertension, infections and 
severe open wounds 
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Pain in SCD 
• Chronic  


– Managed with long and short acting narcotics 
– Nutrition 
– Medications designed to decrease hemoglobin S 


or increase RBC’s 
• Acute 


– emergent medical condition 
– management via oral (PO), intramuscular (IM), 


continuous intravenous (IV) infusion, and IV or 
subcutaneous (SQ) patient-controlled analgesia 
(PCA) 


– adequate hydration, oxygen therapy, antibiotics, 
blood products  
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Why is SQ Needed in SCD? 
• Veins hard to cannulate due to 


dehydration, decreased blood flow, 
and multiple access over time 


• SCD can cause avascular necrosis 
and deep vein thrombus (DVT) 
– difficult to place peripherally 


inserted central lines, further 
limiting vascular accessibility  


• SQ access provides alternative for 
pain management 
– patient controlled analgesia (PCA) 
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Advantages of PCA Use via SQ Access 
• Ability to initiate pain management 


immediately upon the patient’s 
arrival, without waiting to obtain 
vascular access 


• IV access available for fluids, blood 
products, iron chelating agents, 
antibiotics and other medications not 
be compatible with opioid therapy  


• Minimal risk of infiltration  
• As effective as IV and IM 
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Nursing Assessment/Management 
• Continual assessment of the patient’s pain 


satisfaction with treatment  
– Ask the patient to rate his/her pain level 


 
 


• Vital signs (include oxygen saturation and) 
• Patient’s ability to perform bolus dosing – assess 


level of consciousness (LOC) 
• Documentation: PCA program and patient use  
• Determine if goals of pain management, safety and 


satisfaction are being met 
• Infusion site  
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Supplies  
• Medication (per medical order) 
• Infusion pump (tubing, batteries, 


needle) 
• Documentation sheet 
• Dressing supplies 
• Two nurse independent check  


– RIGHTs: patient, dose, route, 
medication and time/frequency.   


– PCA pump settings: written medical 
order, program settings, validating 
the carrier solution  
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Subcutaneous Access  
• Absorbed and tolerated best utilizing the abdomen, 


though other sites include the back, arms and 
thighs 


• Avoid painful or ecchymosed areas 
• Enlist patient participation in site selection 
• Reassess site and dressing per hospital policy 
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Subcutaneous Access 
• Hold needle like pencil or dart 
• Grasp skin between the thumb 


and index finger and pinch up 
• Thrust needle all the way into 


skin at 90 degree right angle, 
do not “push” needle into skin 
slowly or thrust into skin with 
great force 


• Release the skin 
• Dressing per institution policy  
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Potential Complications  
• Sedation – assess LOC  
• Infection – continually assess site (change site per 


institution guidelines and with signs of irritation) 
• Pruritus (locally and systemic)  


– Change site 
– Medical interventions (Benadryl®, lotions or low 


dose Narcan® drip) 
• Equipment failure  
• Nurse expertise – knowledge of process and 


equipment 
• Patient Satisfaction – education and continual 


assessment  
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Summary  
• Patients with SCD are at risk for pain crisis 
• Acute pain crisis is a medical emergency 


– Pain management, oxygen, fluids, antibiotics, 
blood products 


– Access for pain management (IV, IM, PO, SC) 
• SQ access equal to IV, IM 
• Site selection 


– Educate patient  
– Encourage patient participation in site selection 
– Avoid ecchymotic areas 
– Choose appropriate site for infusion 
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Summary continued… 
• Benefits of SQ PCA pain management  


– Able to initiate immediate pain treatment when IV 
access is difficult  


– IV access available for additional medications and 
treatments 


– Minimal risk of infiltration  
– As effective as IV and IM 


 
Pain management is vital to management 
of pain crisis, SQ PCA provides effective 


pain management  







Questions 







Discover What’s Next in Nursing 
NIH Clinical Center Nursing Department 


References  
Ballas, SK. (2007). Current Issues in sickle cell pain and its management. Hematology/ the Educational Program of the American 
 Society of Hematology: 97-105. 
Ballas, S.K. (2010). Self-management of sickle cell disease: A new frontier. Journal of the Medical Association, 102(11), 1042-1043.  
Doyle, E., Morton, N. & McNichol, L. (1994). Comparison of patient-controlled analgesia in children by IV and SC routes of 
 administration. British Journal of Anaesthesia, 72, 533-536. 
Ellison, AM., & Shaw, K. (2007). Management of Vaso-occlusive pain events in sickle cell disease. Pediatric Emergency Care, 
 23(11): 832-841. 
Haywood, C., Beach, M.C., Lanzkron, S., Strouse, J.J., Wilson, R., Park, H., Witkop, C., Bass, E.B., & Segal, J.B. (2009). A 
 systematic review of barriers and interventions to improve appropriate use of therapies for sickle cell disease. Journal of the 
 National Medical Association, 101(10), 1022-1033. 
Hernandez, S., & Patterson, GE. (2009). What you need to know about acute chest syndrome. Nursing2009,6: 42-45. 
Hopkins, D., Shipton E., Potgieter, D., Van derMerwe, C., Boon, J., De Wet, C., & Murphy, J. (1998). Comparison or tramadol and 
 morphine via subcutaneous PCA following major orthopaedic surgery. Canadian Journal of Anaesthesia,45(5), 435-442. 
Howard, J., Thomas, V.J. & Rawle, H.M. (2009). Pain management and quality of life in  sickle cell disease. Expert Review 


Pharmacoeconomics Outcomes Research, 9(4), 347-352. 
Johnson, L. (2008). Management of pain due to sickle cell disease. Journal of Pain and Palliative Care Pharmacotherapy, 22(1), 51-


54. 
Justad, M. (2009). Continuous subcutaneous infusion: An efficacious, cost-effective analgesia alternative at the end of life. Home 


Healthcare Nurse, 27(3), 140-147. 
Montalembert, M. (2009). Current strategies for the management of children with sickle cell disease. Expert Reviews Hematology, 


2(4), 455-463.  
Moulin, D.E., Kreeft, J.H., Murray-Parsons, N., & Bouquillon, A.I. (1991). Comparison of continuous subcutaneous and intravenous 


hydromorphone infusions for management of cancer pain. Lancet, 337(8739): 465-468 
National Heart, Lung & Blood Institute (2004, 4th Ed.). The Management of Sickle Cell Disease (No.04-2117). Bethesda, MD: NHLBI 


Health Information Center. 
National Heart, Lung & Blood Institute (2008). Sickle Cell Anemia. Washington, DC. Retrieved from: 


http://www.nhlbi.nih.gov/health/dci/Diseases/Sca/SCA_WhatIs.html 



http://www.nhlbi.nih.gov/health/dci/Diseases/Sca/SCA_WhatIs.html





Discover What’s Next in Nursing 
NIH Clinical Center Nursing Department 


References 
National Institutes of Health (NIH), Clinical Center (CC), (2011). Standard of practice: Care of the patients receiving continuous and 
 patient controlled analgesic infusions. Retrieved from: http://intranet.cc.nih.gov/nursing/practicedocs/SOP_PCA.PDF  
Panfilli, R., Brunckhorst, L., & Dundon, R. (1988). Nursing implications of patient controlled analgesia. Journal of Intravenous 
 Nursing, 11(2), 75-77. 
Rees, D.C., Williams, T.N., & Gladwin, M.T. (2010). Sickle cell disease. Lancet, 376:2018-2031. 
Schein, J.R., Hicks, R.W., Nelson, W.W., Sikirica, V., & Doyle, D.J. (2009). Patient-controlled analgesia-related medication errors in the 
 postoperative period: Causes and prevention. Drug  Safety, 32(7), 549-559. 
Semple T, Upton R, Macintyre P, Runciman W, & Mather L. (1997). Morphine blood concentrations in elderly postoperative patients 
 following administration via an indwelling subcutaneous cannula. Anaesthesia, 52, 318-323. 
Sharpiro, B. S., Cohen, D.E., & Howe, C.J. (1993). Patient-controlled analgesia for sickle cell related pain. Journal of Pain and 
 Symptom Management, 8(1), 22-28. 
Solomon, L.R. (2010). Pain management in adults with sickle cell disease in a medical center emergency department. Journal of the 
 National Medical Association, 102(11), 1025-1032 
Urquhart, M., Klapp, K., & White, P.  (1998). Patient-controlled analgesia: A comparison of intravenous versus subcutaneous 
 hydromorphone. Anesthesiology, 69, 428-432. 
van Beers, E. J., van Tujin, C.F.J., Nieuwkerk, P.T., Friederich, P.W., Vranken, J.H., & Biemond, B.J. (2007). Patient-controlled 
 analgesia versus continuous infusion of morphine during vaso-occlusive crisis in sickle cell disease randomized controlled trial. 
 American Journal of  Hematology, 82, 955-960. 
White, Paul. (1990). Subcutaneous-PCA: An alternative to IV-PCA for postoperative pain management. The Clinical Journal of Pain, 6, 
 297-300. 



http://intranet.cc.nih.gov/nursing/practicedocs/SOP_PCA.PDF



		A Novel Approach to Pain Management in Sickle Cell Population �

		Objectives

		Sickle Cell Disease (SCD) 

		Factors that can Precipitate Crisis

		Vaso-occlusive Crisis 

		Pain in SCD

		Why is SQ Needed in SCD?

		Advantages of PCA Use via SQ Access

		Nursing Assessment/Management

		Supplies 

		Subcutaneous Access 

		Subcutaneous Access

		Potential Complications 

		Summary 

		Summary continued…

		Slide Number 16

		References 

		References






A Conceptual Model of the Role of 


Complexity in the Care of Patients 


With Multiple Chronic Conditions 


 
Richard Ricciardi, PhD, NP 


2015 U.S. Public Health Service Nursing Recognition Day 
Webinar: May 6, 2015 







Thank You 
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Agenda/Objectives  


• Review background on MCC  


• Discuss MCC Research Network  


• Provide overview of research findings and 


manuscript 


• Discussion  


 







Background on MCC 







Background (cont.)  
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HHS Interagency Workgroup on Multiple 


Chronic Conditions (MCC) 


• In 2008, HHS Office of the Assistant Secretary for Health 


launched an initiative to strengthen efforts directed at MCC, 


including establishment of the HHS Interagency Workgroup on 


MCC.  


 


• Produced the HHS Strategic Framework on MCC, a national 


roadmap for public and private stakeholders, as well as an 


annotated inventory of federal initiatives involving MCC.  


 


 







Four Goals: HHS Strategic 


Framework  


• Foster health care and public health system 
changes to improve the health of individuals with 
multiple chronic conditions  
 


• Maximize the use of proven self‐care management 
and other services by individuals with multiple 
chronic conditions  
 


• Provide better tools and information to health care, 
public health, and social services workers who 
deliver care to individuals with multiple chronic 
conditions  
 


• Facilitate research to fill knowledge gaps about, 
and interventions and systems to benefit, 
individuals with multiple chronic conditions  


 







AHRQ’s Vision  


• Between 2008 and 2010 AHRQ funded 45 R21 and R24 grants 


(otherwise known as the MCC Research Network) to expand and 


enhance the existing body of knowledge and evidence on care for 


patients with MCC.  
 


• Goal of grants:  


► a) help to optimize decisions about preventive care and management of 


chronic care in multimorbid patients 


► b) support comparative effectiveness research 


► c) develop infrastructure to support MCC research. 


 


 


Awarded grants Research topic 


18 R21s (2008 & 2009) Preventive services 


14 R21s (2010) Comparative effectiveness 


13 R24s (2010) Research infrastructure 







AHRQ’s MCC Research Network 


http://www.ahrq.gov/professionals/prevention-chronic-care/decision/mcc 
 


To improve understanding of : 
 


• Interventions that provide greatest benefit to 


MCC patients 
 


• The safety and effectiveness of interventions that 


may be affected by MCC 
 


• Interventions that may need to be modified for 


specific patient population 



http://www.ahrq.gov/professionals/prevention-chronic-care/decision/mcc
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Summary Grant Profiles 


o http://www.ahrq.gov/professionals/prevention-chronic-


care/decision/mcc/ 
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2010 R24 Datasets 


http://www.icpsr.umich.edu/icpsrweb/AHRQMCC/ 
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MCC Research Network 


• In 2014 AHRQ funded additional 14 research 


grants 


Awarded grants Research topic Expected date 


of Completion 


7 R01 (2014) RFA-HS-14-001 “Rapid 


Secondary Analysis to 


Optimize Care for Patients 


with Multiple Chronic 


Conditions” 


2016  


7 R21  (2014) RFA-HS14-002“Addressing 


Methodological Challenges 


in Research for Patients With 


Multiple Chronic Conditions” 


2015 







Other MCCRN Products  


Products that showcase AHRQ’s interests and contributions to MCC 


include:  


• Animated video essay to raise awareness about care issues for MCC patients 


 


• Infographic illustrating the scope of MCC, highlighting its growing impact on the 


U.S. population and on healthcare spending and utilization 


 


• MCC Chartbook:  2010 Medical Expenditure Panel Survey Data 


 


 







Publications 


 


• Medical Care Special Issue on MCC, published in 


February 2014 
 







A Conceptual Model of the Role of Complexity in 


the Care of Patients with MCC 
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TABLE 1  Synopsis of Published Chronic Disease Conceptual Models 







For More Information… 


• MCC Research Network Results and Products 


► Materials developed through the AHRQ MCC Research 


Network can be found here:  


http://www.ahrq.gov/research/mccrn.htm   


 


• Access to MCC Research Network Data 


► Several of the datasets are housed on the AHRQ MCC 


Research Network Data Archive site: 


http://www.icpsr.umich.edu/AHRQMCC/. 


 


 



http://www.ahrq.gov/research/mccrn.htm

http://www.ahrq.gov/research/mccrn.htm

http://www.icpsr.umich.edu/AHRQMCC/





AHRQ’s New Mission 


 


To produce evidence to make health care safer, 


higher quality, more accessible, equitable, and 


affordable, and to work with HHS and other 


partners to make sure that the evidence is 


understood and used. 


 


Questions 








(Transcript) 


Good morning and welcome to the 24th annual nurse recognition day educational celebration. 
The impact event subcommittee is honored to host the first-ever virtual nurse recognition day 
webinar.  The focus is of NRD's ethical and quality care and nursing standards.  I am 
Commander Casey Hadsall, and am honored to host this event alongside Commander Steve 
Morin.  In celebration of national nurse’s week, today we want to recognize and celebrate the 
role nurses play in delivering the highest level of quality ethical care to our patients.  Thank you 
for joining the nurse recognition day 2015.  We hope you enjoy the informative presentation to 
follow. 


 
The 2015 Admiral Publication award for policy as was said I met Admiral.  Plotnick in 2006 and 
with great appreciation that I humbly accept this award in her honor. On a second note the award 
is also shared with my team because this was not an individual effort and I will share with you 
shortly who those two members were. For those of you in government we have to have the 
disclosure no statements I make may be construed as the official policy of the agency for 
healthcare research or the HHS for that matter the US government I take full responsibility for all 
as I say this afternoon.  


 
What I would like to show next is to demonstrate what the challenges is of working on empty 
populations the complexity of putting together an interprofessional research team because what 
you saw on the publication that was offered by the group on the top and the colleagues that we 
were together with the NCC redshirt network are listed on the bottom and I would like to call out 
my colleagues Dr. Tess Miller who is an expert in public health and Dr. Joy soon who is a health 
economist. Will give you a little bit of flavor in the presentation today of what it does take to 
help to formulate a strong an evidence-based approach to prevention and treatment of 
populations with multiple chronic conditions also we work with group health listed on the slide. 


 
The agenda for today is to review some of our work on the background of multiple chronic 
conditions discuss their research network that we put together and the findings along with the 
manuscript that -- on multiple condition framework.  


 
So how important is multiple chronic conditions. Almost one in three people in the US live with 
chronic conditions in the prevalence of multiple chronic conditions increases with age however 
the problem affects a large number of working age Americans also. The problem is growing and 
will continue to grow the population increases.  


 
In terms of the cost about 71% of every dollar of US healthcare spending goes to treating 
patients are people with multiple chronic conditions. Government spending 93% of every dollar 
of Medicare goes to people with multiple chronic conditions. The patient populations themselves 
out of pocket expanding increases in you feel most like the patients with five multiple chronic 
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Publication- A Conceptual Model of the Role of Complexity in the Care of 
Patients with Multiple Chronic Conditions 







conditions are more can expect to be paying out-of-pocket approximately $1600 a year versus 
patients without multiple chronic conditions are no chronic conditions that all approximately 
$215 per year.  


 
Now this great impact on patients around having a multiple chronic condition with 
approximately 45% of patients are population with multiple chronic conditions having some 
functional or activity limitations such as trouble getting dressed, trouble bathing, or trouble going 
out and doing things in daily living. Is also high for patients and their families in terms of 
remembering and adhering to medications with populations are people with five or more chronic 
conditions on the average of having over 50 prescriptions filled per year.  


 
So in response to this is important in 2008 the Health and Human Services office of the assistant 
Secretary. for health once an initiative to strengthen efforts directed at multiple chronic 
conditions including the establishment of the Health and Human Services interagency workgroup 
on multiple chronic conditions. One of the products from network group was the Health and 
Human Services strategic framework on multiple chronic conditions which is a national roadmap 
for public and private stakeholders as well as an attitude of inventory of federal initiatives around 
multiple chronic conditions. I'm sorry I have to move the Admiral. over a little bit so, I can 
advance the slide in a little bit.  


 
The strategic framework has four goals. Foster health and public health system changes to 
improve the health of individuals maximize the use of proven self-management and other 
services; provide better tools and information to nurses and all healthcare professionals to deliver 
better cared individuals with multiple chronic conditions and to facilitate research to fill 
knowledge gaps. Obviously nurses are involved at a high level across all three of these priorities 
within the strategic framework.  


 
So AHRQ being a member of the interagency workgroup partnered with all the other members 
and between 2000 and between 2008 and 2010 funded 30 5R 21 and R 24 grants which became 
otherwise known as the NCC reach search network to expand and enhance the existed body of 
knowledge and evidence of care with patience of multiple chronic conditions. The goal was help 
to optimize decisions about preventative or treatment and management of care and multi-morbid 
patients support effectiveness research which many of you know was a hot issue during that time 
period and to develop an infrastructure to support the additional research it would be necessary 
around multiple chronic conditions.  


 
They started and engaged a lot of the researchers who were funded and developed a more formal 
structure called the multiple chronic condition research network in a form that to improve the 
understanding of the interventions that were out there and many of those interventions were 
interprofessional involving nursing public health physicians and a number of other health 
professionals so these are a wide spanning interventions to improve the effectiveness of those 
interventions especially in subpopulations and how the interventions could potentially be 
modified to improve the target audience.  


 







You can find short summaries of each grant that we develop to translate the research methods 
and findings and the applications of health professionals and lay audiences. The profiles are 
available on the website.  


 
In addition they are 24 grants the network website houses the data sets for some of them and 
related materials crenellated by the investigators is website is updated to do -- include detailed 
information on the data set codebooks and how to access the data how to access these if you're 
interested in potentially doing research on some of the funded are 24's.  


 
More recent work in 2014 they funded 14 additional grants which support the goal for of the 
HHS interagency strategic framework. The grants which are now awarded an ongoing are titled 
rapid secondary analysis to optimize care for patients with multiple chronic conditions the seven 
are ones that were funded and addressing methodological challenges in research for patients with 
multiple chronic conditions so seven are 21s that were funded around method.  


 
In addition to that the multiple chronic research network has other products that may interest you 
one is an animated video which I am very proud of which was produced by Tess Miller and joy 
and myself which we are going to show today and a bit. There is a man for graphic which I 
showed you which is available on the website and there is also a chart book using medical 
expenditure panel data around the population of multiple chronic conditions.  


 
So taking us to the publication in addition of MCC research network we put together a focused 
Journal supplement medical care in which the lead article which myself and collaborators wrote 
on a conceptual model of the role of -- here we go here's a video. We can show it now if you 
would like or we could wait just one minute. I will wait and see what the responses.  


 
I will show that and that will frame the publication nicely so we will finish up on the publication 
and then we will show the video which I think to put it all together.  


 
The title of the publication was a conceptual model of the role of complexity in the care of 
patients with MCC. The objective was to create a framework that could improve the delivery of 
care and advance future research and inform policymakers and clinicians about caring for 
patients with MCC so we had a broad focus that we were particularly interested in engaging the 
help policymakers to get them involved and give them a better understanding of what patients 
with MCC go through. The methods we used were around table discussion with experts directly 
from expert advisors and a review of the science. The result was what the MCC research network 
conception model defined complexity is a gap between patient needs and health care services 
taking into account the multiple considerations that affect the needs of multiple chronic condition 
patients as well as a contextual factors that influence health service delivery. The model reframes 
prophecies and outcomes to include not only clinical care quality and experience but also patient 
health, well-being and quality of life. The single condition tattered time which we are frequently 
using for treating the needs of one by one falls apart and the video which we will see will 
highlight the need for care systems that address of patients dynamic needs. So in conclusion the 
finding complexity in terms of the misalignment between the patient needs and services offers 
new insights to researcher’s policymakers and clinicians and helps to develop solutions for 







patient care. On that note I would like to show the video which should have voice so I will press 
play happily.  


 
Patients with multiple chronic conditions are frequent healthcare appointments that can 
complicate an already busy schedule. The amount of information from many sources can be 
often confusing conflicting and impersonal. Different clinicians offer different treatment plans 
and advice and there is often no communication and coordination between them clinicians do not 
have the information they need to best support people with chronic conditions. Hypertension and 
arthritis are not enough to deal with, she also lives with depression. It comes with another 
appointment and another plan for treatment and into a life which is already complex enough. 
What if there was just one care provider. Created just for make and with make. One plan that 
would treat her as a whole person rather than focusing on each of her separate conditions. A plan 
is created by her caretaker with her family which is easy to understand and agreed-upon by 
everyone. Like everyone patients with multiple chronic conditions need to understand that 
working together we can transform the health of patients and family working together to get it 
done. Researchers policymakers patients and families working together to get it done.  


 
I hope you were able to hear that I for some reason only heard the backend of it. If you have not I 
do recommend that you take a look into it because what it does in a really nice way is pulled it 
all together and can help facilitate if you have the need to engage policymakers clinicians and 
others in better understanding. There are a lot of dynamics going on here. There we go.  


 
Also in the paper we did a synopsis of the science and there is a table that has a nice review of 
other models are conceptual models you might want to look at regarding care for patients with 
multiple chronic conditions. I also highlighted where you can find additional products where you 
can link to the person who was the star of the video, may, and you can link to her through the 
site. So I hope that you enjoyed the presentation and got some interesting insights into the care of 
the patient with multiple chronic conditions and I'm very excited to be in a position to kick off 
the meeting where I will be followed by two other dynamic speakers and award winners and I 
look forward to your questions and hearing from the following speakers. Thank you.  
 





