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identify and document veteran status, and therefore, was initiated. During the focus group,
education of stakeholders took place about the need to identify veteran patients. Lewin’s first
stage of change, unfreezing, occurred at this point in the QI project. A pre and post-presentation
questionnaire was implemented to evaluate knowledge and understanding of presented material
(Table 1, Appendix B). The process of identifying veteran status consisted of educating the
reception staff to ask each patient, regardless of gender, over 18 years of age, visiting the office
for a scheduled visit if he or she has ever served in the military. If the patient answers “yes,” a
PC-PTSD questionnaire form was to be filled out and brought into the exam room.
Goal 2. Advise

Stakeholders were informed of the PC-PTSD’s effectiveness in identifying veterans with
PTSD symptoms. Education about the need for the PC-PTSD screen took place, and the teach-
back method was implemented to ensure understanding (Farris, 2015). Stakeholders were
informed about the specific use of the PC-PTSD patient questionnaire form and its indicated
purpose. A copy of the form was shown to all stakeholders for recognition and familiarization of
the material as well as to provide education and answer questions. A hard copy of all forms and
resource material was available in the facility. Lewin’s first stage of change, unfreezing, further
occurred at this time.
Goal 3. Identify

A start date was identified and the process of implementing the methods of identifying
and screening veteran patients took place during the focus group. Lewin’s second stage of
change, movement, transpired at this time. Questions and concerns were answered and identified
barriers were addressed to ensure a streamlined approach to the QI project. A reiteration of the

direct instructions was given to all stakeholders.
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Goal 4. Ensure

Prior to the practitioner entering exam room, communication and awareness of the
patient’s veteran status and PC-PTSD score took place between the medical assistant and
practitioner. Practitioners ensured that patients who scored = 3 on the PC-PTSD were provided
with an indicated and appropriate intervention or referral. Additional interventions for positive
screens included a referral for mental health, pharmacological or non-pharmacological
intervention, follow-up visit to address the problem, or another intervention listed on the
questionnaire form. After the timeframe of the project was complete, a post-intervention census
(Table 2, Appendix B) was conducted via email to all stakeholders. Stakeholders were thanked
for their participation and given a brief summary of the project results. An electronic survey was
attached to the email for a post-project analysis. The DNP student emphasized the strong
recommendation of implementing and maintaining the process, or similar process, of the QI
project to all stakeholders in the medical group. Lewin’s third stage of change, refreezing, took
place at this time.

Ethics and Human Subjects Protection

Ethical concerns of the DNP Project were taken in to consideration and an application to
the Institutional Review Board (IRB) for determination of human subject research was
completed. The final IRB Determination concluded that the DNP Project is not considered
research under the human subjects regulation and therefore did not require IRB review and
approval. All participants were protected by the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), which protects the privacy of patients’ health information (Health and
Human Services Department, 2013). Additionally, the DNP student and practice personnel who

carefully conducted this project followed the Standards of Care for practice in a primary care
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office. All information and data collected, as part of evaluating the impact of this project, was
gathered from the project participants’ questionnaire forms and did not include any potential
patient identifiers. Furthermore, the patient’s input of initials was optional on the PC-PTSD
questionnaire form. The risks to patients participating in this project were no different from the
risks of receiving standard annual physical health appraisal or other general health care.
Participant confidentiality was assured by the use of coding with individual identification
numbers. The list of participants and their identifying numbers were kept in confidential filing
cabinets at the practice office, only accessible to the project coordinators.

Results
Goal 1. Educate and Goal 2. Advise

Results of the DNP Project included outcomes from an educational presentation
conducted by the DNP Student and outcomes of a 30-day PTSD screening QI intervention. The
educational presentation assessed for and aimed to increase knowledge and awareness of veteran
patients and PTSD in a community health care facility. A total of 15 practitioners and staff
attended the pre-intervention presentation at the project site. A total of eight participants
completed and returned the pre- and post-intervention questionnaire, which was composed of
five questions.

Using statistical analysis via the SPSS Statistical Software, the paired sample of the
pretest questionnaire had a mean of 4.5 (N=8, Standard Deviation (SD) = 0.756, Standard Error
Mean = 0.267) and the posttest questionnaire had a mean of 5 (N=8, SD = 0.00, Standard Error
Mean = 0.00). Given the small sample size and low power, a 1-tail paired samples test was used
with alpha p = 0.104/2 = 0.052. Therefore, the increase in knowledge gained from the

presentation was shown not to be statistically significant (N=8, SD = 0.755, Standard Error Mean



IDENTIFICATION AND PTSD SCREENING OF MILITARY VETERANS 25

=0.267,t=-1.871, p =0.104). However, the post-presentation questionnaire did result in 100%
(5 of 5 questions) correct scoring of all questions from all participants (an increase from the
mean of 4 out of 5 questions correct or 90%), which was the overall goal.

On the pre-presentation questionnaire, a total of five of the eight (62.5%) participants in
the educational presentation indicated that they were not familiar with the percentage of
OIF/OEF veterans versus the general population who suffer from PTSD. Seven (87.5%) were
aware that veterans are not likely to admit to suffering from symptoms of PTSD without being
asked. Eight (100%) were aware that veterans are at an increased risk for suicide if they were
suffering from PTSD. Eight (100%) were aware of how many ‘yes’ answers on the PC-PTSD
screen indicated a positive screen for PTSD. Eight (100%) were aware that veterans may not be
aware that they are eligible for free services through the VA. Post-presentation, all participants
were fully educated and aware of all topics presented.

Goal 3. Identify and Goal 4. Ensure

During the implementation portion of the DNP Project, veteran patients were identified at
check-in and screened for PTSD symptomatology utilizing the PC-PTSD screening form given
to them by reception upon check-in for their appointments. The provider assessed for positive or
negative results of PTSD symptoms identified by the DNP Student’s devised demographic
veteran screening form containing the PC-PTSD screen. The outcome of the PC-PTSD aimed to
reveal a risk stratification of PTSD suffering and the need for possible further intervention as
determined by the provider. At the time of intervention, no tool was being utilized to identify
veteran patients or screen for PTSD in this population.

The 30-day implementation of the DNP Project’s QI intervention resulted in 34 samples

of identified veteran patients. There were 1434 total patients seen at the clinic within this
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timeframe. This denotes that during the month, 2.37% of the total clinic population was
identified as military veterans. The intervention timeframe consisted of 21 workdays and 10
weekend days. Since the project implementation site does not work on the weekends, 34 of the
1434 patients seen within 21 workdays results in an average of 1.6 patients per day (or 1-2
patients per day) as being military veterans.

Descriptive statistics were used for analysis of sample age resulting in a minimum age of
53 years and a maximum age of 93 with a mean of 74 years (Standard Deviation = 11.264 years).
Additional analysis of the sample PTSD symptoms resulted in a minimum of zero symptoms and
maximum of four symptoms with a mean of 0.455 symptoms (Standard Deviation = 0.905
symptoms).

There were seven veteran patients (21.9%) who reported being in combat. In regards to
branches of service, 14 (41.2%) served in the Army, 11 (32.4%) served in the Navy, one (2.9%)
served in the Coast Guard, eight (23.5%) served in the Air Force. A total of 13 (38.2%) veterans
reported being enrolled in healthcare at the VA. Of the 34 veteran patients, 25 (73.5%) reported
no PTSD symptoms on the PC-PTSD, five (14.7%) reported one symptom, three (8.8%) reported
two symptoms, 0 (0.0%) reported three symptoms, and one (2.9%) reported four symptoms.
Given that the PC-PTSD denotes a positive screen with three or more symptoms, only one
patient of the 34 veterans had a positive screen.

Cross tabulation analysis of branch of service versus PTSD symptoms as indicated on the

PC-PTSD results are indicated below.

Army Navy Air Force Coast Guard
(N=14) (N=11) (N=8) (N=1)
No Symptoms 8 8 8 1
One Symptom 4 1 0 0
Two Symptoms 2 1 0 0
Three Symptoms 0 0 0 0
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| Four Symptoms | 0 | 1 | 0 | 0

Utilizing the Pearson Chi-Square test with a value of 8.119 resulted in a non-significant
(p = 0.522) correlation of the branch of service when cross tabulated with PTSD symptoms. This
can be due to a low sample number. However, this data analysis revealed that the majority of the
sample that had symptoms was in the Army or Navy. The Coast Guard and Air Force veterans
reported no symptoms of PTSD.

Cross tabulation of Combat Veteran (CV) status (N=7) and PTSD symptoms resulted in 5
CV (71.4%) with no symptoms, 0 CVs (0%) with 1 symptoms, 2 CV (28.6%) with 2 symptoms,
0 CVs (0%) with 3 symptoms, and 0 CV (0%) with 4 symptoms. Ultilizing the Pearson Chi-
Square test with a value of 5.202 resulted in a non-significant (p = 0.158) correlation of the CV
status when cross tabulated with PTSD symptoms. Therefore, it cannot be concluded that
combat exposure increases symptoms of PTSD in this sample.

Cross tabulation of CV status and branch of service resulted in 4 of the 7 CVs (57.1%)
serving in the Army and 3 of the 7 CVs (42.9%) serving in the Navy. The Coast Guard and Air
Force veteran samples were not CVs. Utilizing the Pearson Chi-Square test with a value of 2.994
resulted in a non-significant (p = 0.393) correlation of the CV status and branch of service.

Lastly, post-intervention information, results, summary and survey were hand delivered
to each provider (N=7) and staff member, as well as electronically via e-mails with an attached
link for an online questionnaire. This method of information distribution was utilized for the
intention a more widespread dissemination, as well as trial of different delivery methods to
optimistically obtain more feedback when information is delivered by multiple modes. Pre-
intervention feedback was about 53% when utilizing in-person information delivery via verbal

presentation and paper questionnaire forms, hence the different delivery methods post-
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intervention. Unfortunately, the post-intervention provider feedback was 43% (3 of 7 providers),
even less than the pre-intervention. However, the post-intervention feedback offered excellent
input regarding provider thoughts on usefulness and success of the project as well as provider
intent on continuation of identifying and screening veteran patients for PTSD.

The post-intervention survey revealed that providers (N=3) said they thought the project
was useful (100%) and commented how it increased their awareness of the veterans and PTSD.
When asked if they thought this project was a success, all 3 respondents reported, “Yes,” 66.67%
(N=2) stated they will continue to identify veteran status in their patients and 33.33% (N=1)
reported they will not continue as there are already too many things to incorporate into a patient
visit. None of the providers (N=0) have previously used the PC-PTSD or similar to screen
patients for PTSD.

Facilitators and Barriers

Identified facilitators to effectively implement change included open communication and
discussion between DNP Student and Key stakeholders, frequent opportunities for collaboration,
adequate staffing, support services, designated project leaders with readily available contact
information, published guidelines, hard-copy of project outlines, goals, and information, as well
as outlined expectations (White & Dudley-Brown, 2012).

Missing questionnaires of the pre-/post-presentation and incomplete or missing data on
screening forms was a significant barrier in the DNP Project. Seven of the 15 providers and staff
(46.67%) did not complete or return their pre- and posttest presentation questionnaires, which
significantly reduced the availability of data to analyze to fully interpret knowledge gained from
the DNP Student’s presentation. Additional barriers to implementing a successful QI project

included patients not willing to participate, overwhelming workload of practitioners and staff,
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lack of practitioner time, inadequate staffing, misunderstanding of purpose and actions,
emotional exhaustion, lack of passion for the subject matter, lack of required tools, lack of
communication, incomplete screening forms, and inadequate monitoring and follow-up. Missing
data was found on three of the 34 (8.82%) veteran samples. The missing data would have been
useful for conducting a more thorough analysis and synthesis of the DNP Project data regarding
the veteran patients. However, all acquired data was utilized to its full potential to provide the
most relevant associations and outcomes.
Limitations
Limits to the generalizability of the DNP Project include a small sample size, lack of

control group, and implementation time constraints. The pre-intervention education session was
given during the lunchtime hour. Not all key stakeholders were available for the entire
presentation related to long patient visits, time away finishing documentation, or out of the office
during presentation day. Furthermore, the implementation time constraint of 30 days played a
major role in the small sample size and limited data collection. Post-intervention feedback was
limited, possibly related to lack of free time from the providers or an overwhelming workload.

Possible reasons for the difference in the anticipated outcome of more positive PTSD
screening results versus the outcome of the project could be related to lack of patient accuracy in
reporting symptoms, unwillingness to identify or underreporting symptoms, and ages of the
patients in the sample. The mean age of the sample was 74 years and the minimum age was 53,
which can take into account that the sample did not include many, if any, OEF/OIF veterans to
which PTSD is on the rise. Therefore, the lack of a younger population in the sample places a

limit on the project.
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Factors that might have limited internal validity may have included confounding, bias, or
imprecision in the design of the project screening form. Additionally, methods, measurement, or
analysis included lack of stratification by gender, limited time frame of implementation, and lack
of DNP student constant oversight for guidance and management may have further contributed
to limited validity.

Further information regarding a veteran’s current healthcare needs sought at the VA
would be helpful to gain a thorough picture of the patient’s overall needs. This information
would be additionally useful in maintaining continuity and collaboration of care when having
multiple providers involved.

Discussion

The DNP Project findings showed that an educational intervention did not have a
statistical significant (p = 0.104) impact on improving the key stakeholders’ knowledge about
PTSD in veterans. However, there was an overall improvement in awareness of key stakeholders
in addition, all questions on the post-presentation questionnaire were answered completely
correct. The increase in knowledge and awareness of veteran patients’ risk for PTSD in
accordance with the identified veteran population of the patient panel will hopefully increase the
likelihood of the continuation of the DNP Project methods at the site of implementation.

The educational aspect of the DNP Project utilized several strategies to improve key
stakeholder’s knowledge. This included a verbal presentation and visual tool via easel and easel
paper, questionnaires, handouts, resource binder, and a photograph. The presentation of DNP
student background, overview of statistics of PTSD in veterans, reason for DNP Project, project
goals, screening logistics, and follow-up increased key stakeholder knowledge and awareness of

the prevalence of PTSD in veterans and the harm it can cause.
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Key findings of the DNP Project included that about 1-2 veterans a day are seen at the
project site. Therefore, there is a potential opportunity each day at this intervention site to help a
veteran who is possibly in need of support, referrals or mental health treatment.

Strengths of this DNP Project included the positive acceptance and participation of
patients, providers and staff. Furthermore, providers reported an increase in awareness of PTSD
in veterans and have reported interest in continuing to identify veterans in their patient
population.

Interpretation

The observed outcomes in the DNP Project were different than anticipated by the DNP
Student. An expectation of a higher percentage of positive PTSD screens was anticipated given
the statistics of higher rates of PTSD in veteran patients versus the general population (VA,
2015). However, this anticipatory thought was not captured in the sample data acquired at the
implementation location during the timeframe completed. A systematic impact of this DNP
Project included a newfound education and an increase in awareness of the key stakeholders
regarding the prevalence of PTSD in veterans in addition to the identified number of veterans
present in the clinic’s patient population.

Olenick, Flowers, and Diaz (2015) revealed that it is essential for all practitioners
(civilian and VA) to be aware of their veteran patients and their unique issues so that holistic
care can be given. The researchers present ideas for strategies to integrate veteran content into
health care with an example being presentations in clinical areas to expand and improve faculty
knowledge on veteran issues. This DNP Project provided precisely that criterion.

This DNP Project provided patients and providers with a sheet of local resources, which

proved to be a popular tool amongst identified veterans at the reception check-in. One



IDENTIFICATION AND PTSD SCREENING OF MILITARY VETERANS 32

receptionist said that veterans would come back to the desk and ask for a few more resource
sheets to share with others.

The DNP Project impacted key stakeholders independently and as a whole. One provider
stated that individual patients shared a new story of their life with the provider and that the DNP
Project was a gateway to this occurrence. This provider was unaware of the patient’s veteran
status and the DNP Project allowed for a further patient-provider connection and an
understanding of the patient’s personal history and experience in the military. The DNP Project
served as a tool to open a window into the patient’s history that would have otherwise been left
closed if not for beginning the conversation through the use of this DNP Project’s veteran status
identification and PTSD screening tool.

Conclusion

PTSD decreases the quality and quantity of life in veterans as it puts individuals at an
increased risk for sleep disturbances, anxiety, depression, social isolation, and suicide (Olenick,
Flowers, & Diaz (2015). The DNP Project was valuable in providing awareness and education
to 15 practitioners and staff regarding military veteran patients seeking healthcare in the facility
and the veteran’s risk for suffering from PTSD. As a quality improvement project, the DNP
Project provided an evidence-based screening tool to identify PTSD in these veteran patients
being cared for and simultaneously collected their demographic information regarding their
military history and current VA utilization. Intervention options including available community
and VA services for at-risk patients were provided to assist with patient-provider discussed
treatment options if necessary. The results revealed 34 identified veteran patients of the total
1434 seen within the 30-day timeframe of project implementation. When compared to the total

patients seen in that timeframe, veterans make up 2.37% of the population. The results further
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showed there was an improvement, albeit not statistically significant, in knowledge amongst key
stakeholders regarding veterans, PTSD, and available resources. The key stakeholders expressed
interest in their future intention to adopt a systematic and routine screening for veteran status and
PTSD in their patients.

Sustainability and continuation of this DNP Project is possible. The DNP student left the
resources and tools for the key stakeholders to utilize if they wish to proceed with utilizing the
PTSD screening tool and veteran identification form from this quality improvement process. The
DNP student shared the results of the project with key stakeholders at the project implementation
site through a widespread e-mail and hand-delivered summary sheet as well as the utilization of
an online post-project survey and questionnaire.

Nursing Practice Implications

Increasing practitioner knowledge of PTSD in veteran patients, identifying veteran
patients in a practitioner’s patient panel, and improving awareness of treatment or intervention
options in the community or through the VA can improve patient outcomes. Providing education
regarding resources for veterans suffering from PTSD will increase practitioner comfort and
confidence in caring for veteran patients. The continuation of PTSD symptom analysis through
utilization of the PC-PTSD in community healthcare can monitor and track symptomatology.
Olenick, Flowers, and Diaz (2015) state that PTSD is an amalgam of symptoms, severity, and
duration. The researchers further explain that PTSD is often associated with sleep problems,
substance use, pain, and other psychiatric disorders, and requires comprehensive assessment.
Screening tools have the ability to recognize these symptoms, accurately and expeditiously
assess and treat veterans. Practitioner awareness in the community regarding PTSD symptom

presentation in veteran patients will allow for a more thorough evaluation and expedited
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connection between presenting issues and risk for PTSD suffering. This will, in turn, increase
access to appropriate treatment and decrease negative patient outcomes.

Implications for practice and for further study in the field of PTSD in military veterans
include the continuation for veteran patient identification in community healthcare to identify the
additional risk factors for patients suffering from associated symptoms of PTSD. Additionally,
research regarding the quantity and severity of identified symptoms in the PC-PTSD screening
tool can potentially further add to awareness of future risk for diagnostic factors of PTSD and
increase the necessity for a standardized approach to PTSD screening intervals throughout the
lifetime of veterans in the VA and in the community.

Future work aimed at increasing knowledge and awareness of veterans suffering from
PTSD is needed for practitioners that are providing their primary health care in the community
setting. Improving awareness of the tools available to civilian providers regarding caring for
these veterans is also needed. This DNP Project provided education on the resources available
for veterans as well as providers. Education on the PTSD Consultation Program (2017) was
provided regarding the availability of this program not only to VA providers but also community
providers caring for veterans. This will increase provider support, education, and awareness of
resources available to them and their veteran patients in regards to PTSD.

Suggested next steps include an updated version of the DNP Project’s screening tool to
include a gender section for a more thorough data collection if this DNP Project is utilized in the
future. Recommendations for future DNP Projects related to this topic would include: utilizing a
longer implementation time frame, including gender on screening forms, and including more
detailed questions of military service history (i.e. deployment locations, military occupation,

trauma exposure, etc.).
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The impact and results of this project can be spread to other healthcare practitioners and
clinics to identify and address at-risk veteran patients in community healthcare. Dissemination
of project purpose and methods can be conducted by information sharing amongst providers and
staff. Ongoing education of providers and staff regarding caring for veterans in the community,
with a focus on PTSD, is an essential intervention for preventing unnecessary silent suffering,
improving outcomes, and reducing negative outcomes and harm from untreated or unidentified
mental health complications. Given the recent surge in awareness of veteran mental health
complications and the current wartime status of the U.S., it is essential to screen patients and

prevent unnecessary suffering in the veteran population.
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Appendix A

Figure 1 Kurt Lewin’s Change Theory Model

UNFREEZE CHANGE REFREEZE
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(Retrieved from avertingworkplaceconflicts.weebly.com on April 2, 2016)

Figure 2 Kurt Lewin’s Change Theory Model
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Appendix B

Table 1 Pre-Presentation Questionnaire

Question

Pre-Presentation Answer

1.Post-traumatic stress disorder affects up to
____of Operation Iraqi Freedom/Operation
Enduring Freedom (OIF/OEF) veterans as
compared to up to ____ of the general
population.

80% and 50%
10% and 40%
20% and 7%
1% and 10%

o0 o

2. Veterans are likely to admit to suffering
from symptoms of PTSD without being
asked?

True or False

3. Veterans are at an increased risk for
suicide if they are suffering from PTSD.

True or False

4. If a patient answers “yes” to three or more
questions on the PC-PTSD screen, they are
highly likely to be suffering from PTSD and
need further intervention.

True or False

5. Veterans may be unaware that they are
eligible for free services through the VA.

True or False

Comments:
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Table 2 Post Intervention Questionnaire

Question Response

YES NO N/A

Do you think this project was
useful?

Do you think this intervention
was a success?

Will you continue to identify
veteran status in your patients?

Have you ever used the PC-
PTSD or similar to screen
patients for PTSD?

Will you continue to use the
PC-PTSD in veteran patients?

Comments:
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Figure 1 PC-PTSD Questionnaire Form

Veteran Patient Identification & PTSD Screening

Connecticut River Internists University of Massachusetts
Turners Falls, MA DNP Capstone Project
Name (optional) Age Date
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Have you ever served in the United States military?
(Please circle one) YES

Are you a combat veteran? (Please circle one) YES
Have you ever received health care through

the Veterans Health Administration (VA)?
(Please circle one) YES

If you are a veteran, please fill out the following questionnaire:

NO

NO

NO

In your life, have you ever had any experience that was so frightening, horrible, or upsetting that,

in the past month, you:

1. Have had nightmares about it or thought about it when you did not want to?

YES
2. Tried hard not to think about it or went out of your way to
avoid situations that reminded you of it? YES
3. Were constantly on guard, watchful, or easily startled?
YES
4. Felt numb or detached from others, activities, or your surroundings?
YES

NO

NO

NO

NO

Please return this questionnaire to your health care provider.

Provider Data Entry Only
PC-PTSD Results: [ > 3 (Positive) [J <3 (Negative)
Plan:
O Already in MH treatment at VA O Already in MH treatment in community
[0 Refer to VA enrollment/eligibility (all) [0 Refer to MH facility in community
[0 Refer to Vet Center (combat vet only) [0 PTSD Diagnostic interview provided
[0 Refer to VA Urgent Care 24/7 [0 F/u visit scheduled for diagnosis
[0 Pt to attend VA MH walk-in clinic hours [0 Refuses treatment
[0 Refer to OEF/OIF/OND office at VA O SI/risk, Section 12
[ Refer to local Veteran Service Officer [0 Negative screen, f/u PR



Figure 2 Veteran Resource Sheet

Veteran Resources

Local Veteran Service Officer

Timothy Niejadlik,

Director of Resource and Referral Center
294 Main Street

Greenfield, MA 01301

(413)-772-1571
(M-F 8:30-5:00)

VA Central Western Massachusetts (413)-584-4040

Healthcare System 1-800-893-1522 (24/7)

421 N Main St

Leeds, MA 01053

*Visit the eligibility office for
health care enrollment *

OEF/OIF/OND services

(413)-582-3091
(413)-584-4040 x2027
Greenfield Community-Based

Outpatient Clinic (CBOC)
143 Munson Street, Greenfield

(413)- 773-8428

Vet Center (413)-737-5167 or (877)-927-8387
Speak with a fellow veteran in a confidential setting and
have same-day access to a counselor (Combat Vets Only)

95 Ashley Ave, Suite A

West Springfield, MA 01089

1-800-273-8255
and Press 1 or text 838255 (24/7)

Veterans Crisis Line
(confidential)

Soldier On
www.wesoldieron.org
Provides homeless veterans with shelter and support.

413-236-5644
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Veteran Resources

Local Veteran Service Officer

Timothy Niejadlik,

Director of Resource and Referral Center
294 Main Street

Greenfield, MA 01301

(413)-772-1571
(M-F 8:30-5:00)

VA Central Western Massachusetts (413)-584-4040

Healthcare System 1-800-893-1522 (24/7)

421 N Main St

Leeds, MA 01053

*Visit the eligibility office for
health care enrollment *

OEF/OIF/OND services

(413)-582-3091
(413)-584-4040 x2027
Greenfield Community-Based

Outpatient Clinic (CBOC)
143 Munson Street, Greenfield

(413)- 773-8428

Vet Center (413)-737-5167 or (877)-927-8387
Speak with a fellow veteran in a confidential setting and
have same-day access to a counselor (Combat Vets Only)

95 Ashley Ave, Suite A

West Springfield, MA 01089

1-800-273-8255
and Press 1 or text 838255 (24/7)

Veterans Crisis Line
(confidential)
Soldier On 413-236-5644
www.wesoldieron.org

Provides homeless veterans with shelter and support.
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Appendix C
SPSS Statistical Analysis of DNP Project Data
Paired Samples Statistics
Std. Error
Mean N Std. Deviation Mean
Pair 1 |pre_total 4.5000 8 .75593 .26726
post_total 5.0000 8 .00000 .00000
Paired Samples Test
Sig. (2-
Paired Differences t df | tailed)
Std. 95% Confidence Interval
Deviati | Std. Error of the Difference
Mean on Mean Lower Upper
Pair |pre_total - -
1 post_total | .5000| .75593| .26726 -1.13197 13197 -1.871| 7 104
0
Frequencies
PTSD SYMPTOM
Cumulative
Frequency | Percent | Valid Percent Percent
Valid |.00 25 73.5 73.5 73.5
1.00 5 14.7 14.7 88.2
2.00 3 8.8 8.8 97.1
4.00 1 2.9 2.9 100.0
Total 34 100.0 100.0
ptsd_dx
Cumulative
Frequency | Percent | Valid Percent Percent
Valid |.00 33 97.1 97.1 97.1
1.00 1 2.9 2.9 100.0
Total 34 100.0 100.0
Combat_Veteran
Cumulative
Frequency | Percent | Valid Percent Percent
Valid 0 25 73.5 78.1 78.1
1 7 20.6 21.9 100.0
Total 32 94.1 100.0
Missing |9 2 5.9
Total 34 100.0
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Branch of Service Branch of Service

Frequency | Percent | Valid Percent | Cumulative Percent
Valid |1 Army 14 41.2 41.2 41.2
2 Navy 11 32.4 32.4 73.5
3 Coast Guard 1 2.9 2.9 76.5
4 Air Force 8 23.5 23.5 100.0
Total 34 100.0 100.0
VA healthcare
Cumulative
Frequency | Percent | Valid Percent Percent
Valid |0 21 61.8 61.8 61.8
1 13 38.2 38.2 100.0
Total 34 100.0 100.0
Descriptives
Descriptive Statistics
N Minimum | Maximum Mean Std. Deviation
Age 33 53 93 74.00 11.264
PTSD SYMPTOM 33 .00 4.00 4545 .90453
Valid N (listwise) 33
Descriptive Statistics
Dependent Variable: PTSD SYMPTOM
BranchofService Branch of
Combat_Veteran |Service Mean Std. Deviation N
0 1 Army .6000 .69921 10
2 Navy 7143 1.49603 7
4 Air Force .0000 .00000 7
Total 4583 .93153 24
1 1 Army 5000 1.00000 4
2 Navy .6667 1.15470 3
Total 5714 97590 7
Total 1 Army 5714 .75593 14
2 Navy .7000 1.33749 10
4 Air Force .0000 .00000 7
Total 4839 .92632 31
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Crosstabs
Branch of Service Branch of Service * PTSD SYMPTOM Cross tabulation
PTSD SYMPTOM
.00 1.00 | 2.00 | 4.00 | Total
BranchofSer | 1 Army | Count 8 4 2 0 14
vice Branch % within BranchofService
of Service Branch of Service 57.1% | 28.6% | 14.3%| 0.0% | 100.0%
(I)DA)TVSVII;TSnYMPTOM 32.0% | 80.0%| 66.7%| 0.0%| 41.2%
% of Total 23.5%| 11.8%| 5.9%| 0.0%| 41.2%
2 Navy | Count 8 1 1 1 11
% within BranchofService
Branch of Service 72.7%| 9.1%| 9.1%| 9.1%| 100.0%
(IZOTVSVIIZgriISnYMPTOM 32.0%| 20.0% | 33.3% 100(;/00 32.4%
% of Total 23.5%| 2.9%| 2.9%| 2.9%| 32.4%
3 Coast | Count 1 0 0 0 1
Guard | % within BranchofService 100.0
Branch of Service % 0.0%| 0.0%| 0.0% | 100.0%
?TVSYSEQYMPTOM 40%| 0.0%| 0.0%| 0.0%| 2.9%
% of Total 2.9%| 0.0%| 0.0%| 0.0%| 2.9%
4 Air Count 8 0 0 0 8
Force | % within BranchofService 100.0
Branch of Service % 0.0%| 0.0%| 0.0% | 100.0%
?TQSEQYMPTOM 32.0%| 0.0%| 0.0%| 0.0%| 23.5%
% of Total 23.5%| 0.0%| 0.0%| 0.0%| 23.5%
Total Count 25 5 3 1 34
% within BranchofService
Branch of Service 73.5%| 14.7%| 8.8%| 2.9%| 100.0%
% within 100.0| 100.0| 100.0| 100.0 100.0%
PTSD SYMPTOM % % % %
% of Total 73.5%| 14.7%| 8.8%| 2.9%/| 100.0%
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Chi-Square Tests

Asymptotic Significance (2-
Value df sided)
Pearson Chi-Square 8.119° 9 522
Likelihood Ratio 9.920 9 .357
Linear-by-Linear 2327 1 127
Association
N of Valid Cases 34

a. 13 cells (81.3%) have expected count less than 5. The minimum expected count is
.03.

Crosstabs
Combat Veteran * PTSD SYMPTOM Cross tabulation
PTSD SYMPTOM
.00 1.00 2.00 4.00 Total

Combat_ (0 Count 18 5 1 1 25
Veteran % within

Combat_Vet| 72.0% 20.0% 4.0% 4.0% 100.0%

eran

% within

PTSD_SYM| 78.3% 100.0% 33.3% 100.0% 78.1%

PTOM

% of Total 56.3% 15.6% 3.1% 3.1% 78.1%

1 Count 5 0 2 0 7

% within

Combat_Vet| 71.4% 0.0% 28.6% 0.0% 100.0%

eran

% within

PTSD_SY 21.7% 0.0% 66.7% 0.0% 21.9%

MPTOM

% of Total 15.6% 0.0% 6.3% 0.0% 21.9%
Total Count 23 5 3 1 32

% within

Combat_Vet| 71.9% 15.6% 9.4% 3.1% 100.0%

eran

% within

PTSD_SYM | 100.0% 100.0% 100.0% 100.0% 100.0%

PTOM

% of Total 71.9% 15.6% 9.4% 3.1% 100.0%
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Chi-Square Tests
Value df Asymptotic Significance (2-sided)
Pearson Chi-Square 5.202% 3 .158
Likelihood Ratio 5.717 3 126
Llnear_-by-Llnear 113 1 737
Association
N of Valid Cases 32
a. 6 cells (75.0%) have expected count less than 5. The minimum expected count is .22.
Crosstabs
Combat_ Veteran * BranchofService Branch of Service Crosstabulation
BranchofService Branch of Service
4 Air
1 Army | 2 Navy | 3 Coast Guard | Force Total
Combat |0 |Count 10 7 1 7 25
ﬁvetera Z/;’O"r;’]'gmi\/eteran 40.0%| 28.0% 40%|  28.0%| 100.0%
% within
BranchofService 71.4%| 70.0% 100.0%| 100.0%| 78.1%
Branch of Service
% of Total 31.3%| 21.9% 3.1% 21.9%| 78.1%
1 |Count 4 3 0 0 7
OC/(’O"r;’]'tt)ZEVeteran 57.1%| 42.9% 0.0% 0.0% | 100.0%
% within
BranchofService 28.6% | 30.0% 0.0% 0.0%| 21.9%
Branch of Service
% of Total 12.5%| 9.4% 0.0% 0.0%| 21.9%
Total Count 14 10 1 7 32
Oc/oomlggivaeran 43.8%| 31.3% 3.1%|  21.9%| 100.0%
% within
BranchofService 100.0% | 100.0% 100.0% 100.0% | 100.0%
Branch of Service
% of Total 43.8%| 31.3% 3.1% 21.9% | 100.0%
Chi-Square Tests
Value df Asymptotic Significance (2-sided)
Pearson Chi-Square 2.9942 3 .393
Likelihood Ratio 4.652 3 199
Linear-by-Linear 2348 1 125
Association
N of Valid Cases 32

a. 5 cells (62.5%) have expected count less than 5. The minimum expected count is .22.
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Estimated Marginal Means
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