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The American Legion’s System Worth Saving program is focusing on quality of care and patient satisfaction on our current site visits to VA Medical Center facilities from April to July 2012.  

In our approach, we want to assess how VA tracks and manages quality of care and patient satisfaction at the national, Veteran Integrated Service Networks (VISNs) and VA Medical Center facility level. 

We developed an appropriate, objective assessment (questionnaire for VA facilities) to examine how quality of care and patient satisfaction is defined, measured, managed as well as to understand how VA Central Office, VISNs and VA facilities demonstrate accountability of these programs at all of these levels.  
Executive Leadership
Quality of Care 

What is your overall medical center budget for FY 2011? FY 2012? 
FY11 -- $319,487,960 (Sept 2012) (Allocation $294,168,987)

FY12 -- $328,463,067 (Mar 2012) (Allocation $292,702,800)

What percentage of your budget is dedicated to Quality of Care staffing and programs in FY 2011? FY 2012? Please describe these staffing costs and types of programs.  
	Personal Services & Benefits
	           179,843,973 

	Travel & Transportation of Persons
	             10,762,613 

	Transport of Things
	                  545,500 

	Rent, Communications & Utilities
	               6,514,636 

	Printing & Reproduction
	                     11,000 

	Other Contractual Services
	             64,177,266 

	Supplies & Materials
	             41,389,306 

	Equipment
	             14,109,849 

	Lands & Structures & NRM
	               5,009,163 

	Grants, Subsidies & Contributions
	               5,923,924 

	Insurance Claims/Indemnities
	                  175,837 

	Obligation Subtotal
	       328,463,067 


How do you define quality as a healthcare facility?  Quality is defined multiple ways, but primarily through access and effectiveness.  We’re constantly striving to improve access and to make sure the care we give is efficacious.   

We focus on these goals primarily through the application of our core values – I CARE:

Core Values (I CARE)
· Integrity: Act with high moral principle. Adhere to the highest professional standards. Maintain the trust and confidence of all with whom I engage.

· Commitment: Work diligently to serve Veterans and other beneficiaries. Be driven by an earnest belief in VA’s mission. Fulfill my individual responsibilities and organizational responsibilities.

· Advocacy: Be truly Veteran-centric by identifying, fully considering, and appropriately advancing the interests of Veterans and other beneficiaries.

· Respect: Treat all those I serve and with whom I work with dignity and respect. Show respect to earn it.

· Excellence: Strive for the highest quality and continuous improvement. Be thoughtful and decisive in leadership, accountable for my actions, willing to admit mistakes, and rigorous in correcting them.
Has the facility received any awards or designations for quality of care?  Yes.  We were recognized by The Joint Commission in 2010 for our care of Veterans with pneumonia
How do you measure and manage quality as a healthcare facility?  We measure quality through performance measures.  Performance Measures gives us a broad overview of healthcare quality and access in such areas as Women’s Health, Mental Health, general outpatient services and specialty services such as homeless care and Equal Employment Opportunity.  
How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?  Once a month, we have a Performance Measures meeting where the Director and the other members of facility leadership gather to discuss the current Performance Plan and our progress.  This meeting is led by our Performance Measures Coordinator and she helps us keep track of our progress and achievements.   And we use our Morning Report meeting with the Clinical Service Chiefs to address presented issues immediately.
What are the following staff’s responsibilities in ensuring quality of care at the facility? 

a. Chief of Staff – Has oversight and responsibility for clinical (e.g., Medical, Surgical, Mental Health) services provided throughout the health care system. 
b. Head Nurse (Associate Director Patient Care Services) – Has oversight of the nursing care provided throughout the health care system. 
c. Quality Manager – Serves as a consultant, facilitator and compliance monitor for health care system processes and programs.  
d. Patient Safety Manager – Ensures staff and Leadership comply with national safety goals and guidelines when it comes to provided care.  
e. Utilization Management – Provides guidance and consultation to bed service chiefs (Medicine and Surgery) in assuring that the Veteran is “in the right bed, at the right time, and receiving the right care”.  
f. Risk Manager – Provides guidance and consultation to the Chief of Staff and Director in ensuring that clinical care provided to our Veterans is safe and in line with  the professional standards of practice.  
g. Systems Redesign Manager – Provides guidance and consultation to leaders and managers on ways to streamline health care system processes while improving patient outcomes.  
h. Chief Health Medical Information Officer/Clinical Lead for Informatics – Ensures that the medical record is utilized in accordance with VHA Directives and for the purpose of recording episodes of care.  
Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?  All Pentad Members, Chief, Quality & Performance Management Service, Performance Management Coordinator, System Redesign Coordinators, Associate Chief of Staff for Primary Care.
Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)?  There are National and VISN Quality meetings and conference calls on a regular basis to discuss quality of care, performance measures and Patient Aligned Care Teams.  All employees involved with oversight responsibilities to include monitoring and measuring attend.  
What resources have the VA Central Office and the VISN provided to help your facility improve quality of care programs and initiatives?   Additional Mental Health providers, additional staff for CARES buildings, implementation of PACT program.
What innovative qualities of care programs or studies covered by grants are being conducted by this facility?  Specialty Care PACT Pilot Project; Rural Health Mental Health Program


Is your facility working on a “best practice(s)” in quality of care management?   Each quarter, VA Gulf Coast submits a “best practice” project to the Network for consideration.  For the 2nd Qtr 2012, a project was submitted on “Reducing Blood Contamination Rates”.  The facility received the Bronze Award and a $10,000 prize. 
What other facility staff, not mentioned above, work specifically on quality of care programs and initiatives? Please list their position titles, job duties and responsibilities?   
System Redesign Coordinators.  They act as process consultants for the formal and informal process improvement initiatives we have throughout our healthcare system.

Which staff position at the facility is responsible for performance measures (access, clinical measures and ASPIRE/Hospital Compare)?   Performance Measures Coordinator assigned to Quality & Performance Management monitors, tracks and reports these measures.  All employees are responsible for meeting these measures.
How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff?  Is there sufficient staff to patient ratio?  Staff decisions are based on staffing methodology.  Has there been any turnover with any of these positions? 

RN – 290.1           RN Vacancies – 14            Vacancy Rate – 4.6%       Turnover Rate – 5.5%

LPN-131               LPN Vacancies – 8            Vacancy Rate – 5.76%     Turnover Rate – 3.0%

NA – 63                NA vacancies – 6               Vacancy Rate – 8.7%       Turnover rate – 6.4%

Overall – 512.1 nurses

Overall vacancies for nursing 28

Overall losses – 24

Overall vacancy rate -5.5%

Overall turnover rate – 5.0%


How long have these positions been vacant?   Nursing receives approval to fill vacancies as they occur.
Have there been any Government Accountability Office (GAO), VA Office of the Inspector General (OIG) or media articles about quality of care concerns within the past three years?
Yes.  
· In March 2011, the OIG contacted VA Gulf Coast and asked that we review a Hotline call concerning an alleged delay in diagnosis or treatment and excessive waiting time for one of our Veterans.  A thorough review of the case was conducted and VA Gulf Coast could not substantiate the Veteran’s allegation of a delay in diagnosis or treatment and excessive waiting time.  The Veteran elected to leave the Emergency Department on his own citing “cloudiness and impending darkness” as precipitating factors.  

· In December 2011, the OIG contacted VA Gulf Coast and asked that we review a Hotline call concerning the unfortunate death of a Veteran who received services through our Emergency Department and later died during the cab ride home.  A thorough review of the case was conducted as well as a review of the patient care system.  In addition, a copy of the Veteran’s autopsy was requested of the local coroner to aid in the review of the case.    Upon review of all information a summary of findings were presented to the OIG.  The case was closed with no additional follow-up.  This case was also in the local media.
· In February 2012, the OIG contacted VA Gulf Coast and asked that we review a Hotline call concerning “poor care” a Veteran received while an inpatient at our health care facility.  It was alleged that the Veteran had significant abdominal pain, for which no cause could be found.  In addition, it was alleged that the Veteran’s pain was not treated and he was not being properly fed.  Upon review, it was found that the treating physician did identify the cause of the Veteran’s abdominal pain and placed him on the appropriate diet for his condition.  His pain was treated as well.  He, the Veteran, received proper education and instruction on the illness and showed improvement while in the health care facility.  He was found to have actually gained weight during his stay and fared well as long as he followed the guidance of his treating physician.  The claims were unsubstantiated.    

What were the findings and recommendations found with Government Accountability Office (GAO)?   NA
What were the findings and recommendations found with VA Office of the Inspector General (OIG)?  There were no findings. 
What were the findings and recommendations found with the media articles?  Reviewed by the Medical Inspector’s Office, Office of the Inspector General, and The Joint Commission with no findings.
When was your last Joint Commission Inspection? Last full inspection was in 2009
What were the findings and recommendations?

· Improve assessment and reassessment practices in relation to pain management
· Assess and reassess patient and his/her condition according to defined time frames

· Update treatment plans accordingly

· Maintain fire safety equipment and fire safety building features to standard

· Inspect, test and maintain medical equipment to standard

· Implement hospital infection control plan to minimize risk

· Use at least two patient identifiers when providing care, treatment and services

· A time-out is performed immediately prior to starting procedures

· Develop a plan of care that is individualized and appropriate to the resident’s needs, strengths, limitations and goals

· Provide education and training based on each patient’s needs and abilities

When was your last Commission Accreditation Rehabilitation Facility (CARF) inspection? What were the findings and recommendations?   
The last CARF inspection was December 14 – 16, 2011, reviewing our Homeless Program.  The program received a full 3-year accreditation.  Recommendations for improvement included:

·  Program/Service Structure:  Although the organization uses an authorized release form to share confidential information about Veterans served, it is recommended that release forms include time limitations.
· Individual-Centered Service Planning, Design, and Delivery:  Although the organization utilizes a fairly comprehensive service plan for the Veterans served, it is recommended that the plan include more specific measurable objectives.
· The HUD-VASH operational manual specifies a process and intervals for the formal review and revision of treatment plans:  In practice, case managers complete ongoing, thorough notes documenting progress on the treatment needs and acknowledge the treatment plans can be updated as often as needed.  It is recommended that case managers formally review treatment plans and progress toward goals and objectives on a regular basis.
· Exit summary reports are completed at some sites, but not all:  It is recommended that all case managers complete exit summaries for each Veteran who leaves a particular service or the organization. 

Please list the quality of care committees at the VISN and facility level, their mission statements, who is comprised on these committees, and how often they meet?  
Facility committees include: 

· Executive Leadership Council  – meets quarterly or at the call of the Chairperson
Mission/Purpose:  ELC serves in an advisory capacity to the Director on matters pertaining to policy, planning, and performance.  The ELC has leadership and oversight responsibility, and plays an active and extensive role in determining VAGCVHCS policy, strategy and oversight of organizational performance.  It serves as a forum to share responsibility for health care system governance; coordinates and oversees the activities of Veterans Health Administration (VHA); ensures alignment with department priorities and goals; develops and disseminates information both internal and external to the organization; and facilitates the inclusion of diverse views and opinions of various organizational constituencies.
Voting Members of the ELC:

Director - Chair
Associate Director

Chief of Staff

Associate Director of Patient Care Services

Assistant Director

Chief, Quality & Performance Management Service

Patient Safety Manager
· Quality & Performance Management Board – Meets monthly or at the call of the Chairperson.


Mission/Purpose:  The Q&PMB has leadership and oversight responsibility on all issues of performance improvement and quality of patient care and services provided by VAGCVHCS.  Primary areas of focus include continual readiness for accreditation review; organizational level Performance Improvement (PI) efforts; consultation on Performance Improvement issues of concern; Patient Safety; Performance Measures identified by the Veterans Affairs Central Office (VACO) and Veterans Integrated Service Network (VISN) 16; Patient and Family Health Education.

Members of the Q&PMB include:


Chief, Quality and Performance Management Service - Chair


Chair, Performance Measures Committee

Chief, Medicine Service

Chief, Surgical Service

Chief, Extended Care Service

Chief, Psychiatry Service

Primary Care Representative 

Chief, Business Applications Section, IMS

Chair, Patient Safety Committee

Human Resources Representative

Chair, Veterans Health Education Committee

Chief, Psychology Service

Chair, Systems Redesign Committee

ANE, Nursing Service

Accreditation Specialist

MAS Representative

Diagnostic Medicine Representative QA&PI Officer

Pharmacy Representative

· Performance Measures Committee – Meets monthly or at the call of the Chairperson
Mission/Purpose:  The Performance Measures Committee has leadership and oversight responsibility on all issues of performance measures provided by VAGCVHCS.  Primary areas of focus include Performance Measures and Monitors identified by the Department of Veterans Affairs Central Office (VACO) and Veterans Integrated Service Network (VISN) 16.  The Performance Measures Committee reports to the Quality and Performance Management Board (Q&PMB).
Members of the PMC – 

Performance Measures Coordinator - Chair


ACOS/PC

Chief, Fiscal Service


Chief, Extended Care Service


Chief, Human Resources Management & Workforce Development Service


Chief, Medicine Service


Chief, Psychiatry Service


Chief, Psychology Service


Chief, Diagnostic Medicine Service


Chief, Social Work Service


Chief, Surgical Service 

Associate Nurse Executive, Nursing


Advanced Clinic Access Coordinator


EEO Manager


AFGE Representative

· Inpatient Evaluation Center Committee:  Meets monthly or at call of the Chairperson
Mission/Purpose
The IPEC Committee is a fairly new committee and was established to provide oversight of the quality of care delivered to critically ill patients in Intensive Care, Acute (medical – surgical), and palliative/hospice care units.  The activities of this Committee focus on opportunities for improvement of outcomes in these patient care areas.  
Members of the IPECC - 

Chief of Staff - Chair
Chief, Medical Service

Chief, Surgery Service

Chief, Extended Care Service
Associate Nurse Executive, Acute Care 

Associate Director for Patient Care Services
Chief, Quality & Performance Management Service

ICU Manager 

Infection Control Coordinator

Risk Management Manager
Are veterans’ participating and/or serving on these committees?  No
Patient Satisfaction  
What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.   
VAGCVHCS does not have a dedicated budget for Patient Satisfaction programs.  However, requests for funds from both the Patient Satisfaction Committee and/or Customer Service Board are reviewed and approved through the Executive Leadership Council.  An example of VAGCVHCS Leadership financial support of a Patient Satisfaction initiative was approval of a one-day retreat to strategize plans for incorporating the three pillars of success from 

“Hardwiring Excellence”, a book by Quint Studer.  Expenses for copies of the book all members of the Patient Satisfaction Committee and Customer Service Board were approved as were travel expenses.  In addition, there are three full time dedicated Patient Advocates, two located in the main hospital in Biloxi, MS and one at the Joint Ambulatory Care Clinic (JACC) in 
Pensacola, FL.  
How do you define patient satisfaction as a healthcare facility? 

VAGCVHCS defines patient satisfaction as fully engaged partnerships between our health care teams, our patients and their families designed to meet their expectations.

How do you measure and manage patient satisfaction as a healthcare facility?  

VAGCVHCS continuously measures patient satisfaction by monitoring various data elements, including performance measures and monitors that are reviewed in both the Patient Satisfaction Committee and the Customer Service Board.  The data is used to develop plans of action to improve our patients and their family’s experiences within our health care system. 

What types of measurement tools are utilized for tracking patient satisfaction? 

VAGCVHCS Patient Satisfaction Committee (PSC) uses ongoing questionnaires, post-discharge calls, Patient Advocate Tracking data and Survey of Healthcare Experiences of Patients reports to guide our improvement plans.  We involve our patients in our plans by having a Veteran serve as member of the PSC.  


How are these measurement tools utilized to improve patient satisfaction?  

An example of using the data was the development of a training program; “ICE - Keeping Cool When Tempers Get Hot”, which was designed in response to our poor communication scores on the SHEP survey.  The training will provide all employees at all levels of our organization skills to enhance their ability to communicate with our Veterans even when they are upset.  Another example of using the data was the re-design of our Patient Discharge pamphlet, which was in response to information obtained in the Post-Discharge follow up calls.  The Post-Discharge calls indicated the Veterans were uninformed of their discharge plans until the very last minute, which was frustrating to them.  The new pamphlet discusses our process and approach to discharges and allows the Veteran the ability to ask questions as early as the date of admission.

Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.  
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Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?

There was a decline in both the overall inpatient and outpatient scores, including the Network Directors Performance Plan identified performance goals “Discharge Instructions.”  

There was a decline in scores from December 2011 to January 2012 for Inpatient Questions:

· Communication about Medications

· Communication with Nurses

· Discharge Information (NDPP Element 5 Measure)

· Overall Rating of Hospital

· Responsiveness of Hospital Staff

There was improvement in scores from December 2011 to January 2012 for Inpatient Questions:

· Pain Management

There was a decline in scores from December 2011 to January 2012 for Outpatient Questions:

· How Well Doctors/Nurses Communicate

· Overall Rating of Healthcare

· Rating of Personal Doctor/Nurse

· Pharmacy Pickup

There was improvement in scores from December 2011 to January 2012 for Outpatient Questions:

· Provider Wait Time

· Pharmacy Mailed

What measures have been taken to address improvement in these areas?

· Development of “ICE - Keeping Cool When Tempers Get Hot”

· Questionnaires in the Outpatient Arena 

· Questions regarding Communication added to the Post Discharge Calls

· Address Customer Service in the Annual Medical Staff Meeting

· Revised Discharge Information pamphlet

· Identification of Patient Advocates and Representatives by facility on an electronic Bulletin Board

· Recruited volunteer to assist in the Patient Advocate’s Office

· Recruited additional Veterans to serve on committee

· New chairperson of the Patient Satisfaction Committee

· Initiating Studer Program

How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?

VHA Directive 1003, VHA Customer Service Program is the guiding document used by both South Central VA Health Care Network 16 and VAGCVHS in developing a comprehensive accountable program.  VISN 16 Network Director identified a specific customer service performance measure (Discharge Information), which is passed through to the facility Directors Performance Plan that is ultimately passed through to the Service Chiefs.  
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What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives?  VACO holds a national monthly Customer Service call; VISN 16 holds a monthly call with all medical centers.  VISN hosted a two day Customer Service re-treat and has posted a Service Recovery tool kit.  

How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities? 
Three dedicated Patient Advocates, whose sole responsibilities are to meet with Veterans and their family members and close the gaps between the service they received and the service they expected.  The Staff Assistant to the Chief of Staff directly manages the two Patient Advocates in Biloxi.  Each of the Community Based Outpatient Clinics has identified representatives who have customer service expectations in their position descriptions: 

Biloxi, MS Hospital – Two Patient Advocates

Mobile, AL CBOC – One Administrative Officer and Medical Administration Service Supervisor (MAS)

Pensacola, FL JACC – One Patient Advocate and two MAS Supervisors

Panama City, FL CBOC – One Administrative Officer and one MAS Supervisor

Eglin, FL CBOC – One Administrative Officer and one MAS Supervisor
Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees? 

VAGCVHCS Patient Satisfaction Committee’s policy is to continuously monitor and improve patient and their family’s experiences within our health care system by focusing on quality and safety.  Patient involvement and feedback in VA activities is encouraged in order to build fully engaged partnerships with their families and their health care teams.
Are veterans’ participating and/or serving on these committees?  Yes
Quality Manager
What duties and responsibilities do you have as the quality manager for the facility? 

· Complete responsibility for the supervision of the Quality & Performance Management staff. 

· Use professional knowledge of programs to develop, analyze, and manage the various aspects of Quality Management (Peer Review, Utilization Management, Infection Control) 

· Responsible and accountable for the design, development, organization, implementation and continual evaluation of the Performance Improvement throughout the health care system.  

· Serves on center committees, workgroups and teams in support of Quality activities.  

· Formulates and makes recommendations on major policies in the health care system.

· Identifies areas where management attention is warranted. 

· Devises methods and procedures for gathering, organizing and interpreting data obtained from this analysis. 

· Participates in the development of short and long range plans for future growth and development of the service. These plans include better utilization of space, finances and personnel. 


How are quality of care indicators and measurements tracked and managed?  Through the Performance Measures Committee and the Quality & Performance Management Board
How do you measure and manage quality as a healthcare facility?  Quality has a number of Consultants that assist service lines, program managers and administration in developing and maintaining quality programs.  The measurement and management of those programs are through the Quality & Performance Management Service.  Such items are usually discussed and processed through the Quality Board or the Performance Measures Committee.  Problem areas are highlighted and information shared with leadership for action.  
How do VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?  We have an external review process that monitors our data quality (EPRP –External Performance Review Process).
What are the quality of care committees at the VISN and/or facility level and who are they?   Quality and Performance Management Board, IPEC Committee and the Performance Measures Committee are at the facility level, with corresponding boards at the VISN.
How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)? 

a. VA staffed CBOC’s?  Same processes are employed throughout the health care system.
b. contracted staffed CBOC’s   N/A
How are you monitoring quality assurance with non-VA care?  
Veterans who receive medical care through the VA’s Gulf Coast Health Care System Purchased Care program have their services provided by highly trained qualified healthcare professionals. Care is provided to eligible Veterans in our program via the following mechanisms:

· DoD hospitals- Biloxi VAMC has a joint sharing agreement with the following facilities: 1- Keesler AFB in Biloxi, Ms, 2- Eglin AFB in Panama City, FL, 3- Navy Hospital in Pensacola, Florida, and 4- Tyndall AFB in Florida. The clinicians in these facilities are military physicians whose training, background, and competence has been thoroughly vetted and approved by their respective military institutions.

· Project Hero- A large percentage of our patients who receive care in community hospitals throughout our catchment area, do so through our Project Hero initiative.  Project HERO is a pilot program that helps Veterans get the care they need when it is not readily available at their local Department of Veterans Affairs (VA) Medical Centers. While Veterans can still find and visit non-VA doctors with a Fee care authorization, Project HERO provides Veterans access to pre-screened networks of health and dental service providers who meet VA standards for quality care. These providers are available through contracts with Humana Veterans Healthcare Services (HVHS) and Delta Dental Federal Government Programs (Delta Dental).
· A small percentage of our Veterans receive care in the community by direct authorization with a clinician or institution not affiliated with the DoD or Project Hero. 

· We will continue to monitor the quality of care provided to our Veterans and collaborate with our Quality and Performance Group if questions arise pertaining to quality of care administered to Veterans through the Purchased Care Program.

Of these, which quality measures are you responsible for? 

As Chief, Quality & Performance Management, I am primarily responsible for accreditation and compliance activities of the health care system and our continued readiness for inspection.  I ensure that various clinical and administrative services within the health care system operate within accreditation and compliance guidelines put forth in standards, handbooks and directives by such agencies as The Joint Commission, CARF (Commission on the Accreditation of Rehabilitation Facilities) and VHA.  In addition, I supervise quality staff who give guidance, consultation and direction in implementing and accomplishing the overarching VA Performance Plan and stream lining facility operations.  

Patient Safety Manager 

What duties and responsibilities do you have as the Patient Safety Officer for the facility?

It is the Patient Safety Officers responsibility to coordinate and manage an Integrated Patient Safety program for the facility.  This includes consultation with clinical services, management of the National Patient Safety Goals, data tracking for efficient processes and resource planning, oversight and training for medical center staff, active involvement with the VISN 16 Patient Safety Officer.

What other facility staff reports to you on patient safety programs and care initiatives? 

Multiple disciplines report to Patient Safety regarding the implementation and compliance of National Patient Safety Goals including Nursing, Medicine, Diagnostic Medicine, Mental Health, Home Care, Community Living Center, Medical Administrative Services, etc.

Patient Safety Alerts and Advisories. Each alert or advisory concerns a specific issue relating to equipment, medications and procedures that might cause harm to patients. Patient Safety Alerts communicate urgent notices that require immediate and specific action(s) by specific parties by a specified deadline. Advisories communicate recommendations, are more general in nature, and implementation may be subject to local judgment.

How do you define patient safety as a healthcare system? 

The VHA's patient safety program, managed by the VA National Center for Patient Safety (NCPS), has a straight-forward goal: To reduce or eliminate harm to patients as a result of their care. To further this goal, NCPS has implemented a three-step approach to improving patient safety at this facility and facilities nationwide: 

· Understanding the health care continuum as a system and exploring system vulnerabilities that can result in patient harm. 

· Reporting of adverse events and close calls. This is the primary mechanism through which the NCPS learns about system vulnerabilities. Since 2000, more than 900,000 adverse events and close calls have been reported to NCPS from VA medical facilities. These reports provide valuable opportunities to evaluate the identified root causes and contributing factors, as well associated actions and outcome measures to mitigate future events from reoccurring within a facility.

· Emphasizing prevention rather than punishment is the preferred method to mitigate system vulnerabilities and reduce adverse events. 

The three-step approach promotes the implementation of knowledge-based actions that can be formulated, tested, and implemented at the local and national levels to effectively mitigate system vulnerabilities that can lead to patient harm.

Please describe your patient safety programs and initiatives. 

The Patient Safety program is designed to enhance a culture of patient safety within the facility.  The focus is to reduce and eliminate harm to the patient.  This is accomplished through various ways such as a patient incident reporting system, Root Cause Analysis (RCA), Healthcare Failure Mode Effect Analysis (HFMEA), and educational opportunity.  Initiatives include the implementation of the Daily Plan, Medical Team Training for Surgery Staff as well as Community Living Center Staff. 

What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.  

The following are examples of committees at the facility that encompass patient safety:

· Patient Safety Committee

Mission/Purpose: The VAGCVHCS Patient Safety Committee will operate to improve patient safety by identifying risks to patients and reducing medical/healthcare errors.  This process will be in accordance with all applicable laws, regulations, and current Veterans Health Administration policies including Joint Commission.

· Quality & Performance Management Board
Mission/Purpose:  The Q&PMB has leadership and oversight responsibility on all issues of performance improvement and quality of patient care and services provided by VAGCVHCS.  Primary areas of focus include continual readiness for accreditation review; organizational level Performance Improvement (PI) efforts; consultation on Performance Improvement issues of concern; Patient Safety; Performance Measures identified by the Veterans Affairs Central Office (VACO) and Veterans Integrated Service Network (VISN) 16; Patient and Family Health Education.
· Environment of Care Committee
Mission/Purpose:  The VA Gulf Coast Veterans Health Care System strives to facilitate and document timely and appropriate communication between major committees, leadership groups, and employees within the Health Care System.  The Environment of Care Committee provides a structure to ensure communication of the organization’s mission, vision, and core values related to Environment of Care issues across the health care system in the following program areas: Safe Environment; Secure Environment; Hazardous Materials and Waste Management; Emergency Management; Life Safety Management; Medical Equipment Management; and Utility Management.
·    Operating Room and Invasive Procedures Committee

Mission/Purpose:  The Committee ensures ongoing monitoring, evaluation and oversight of the quality, appropriateness, effectiveness of patient care as they relate to operative procedures, invasive procedures, high-risk non-invasive procedures, anesthesia administration, moderate sedation, and tissue utilization at the Health Care System.

·    Reusable Medical Equipment Management Committee


Mission/Purpose:  The RME Management Committee is responsible for ensuring that reprocessing functions occur to exact standards as described in the VHA Directive


2009-031 and 2009-004.  

What VA Central Office, VISN and VA Medical Center facility’s programs are in place to prevent patient safety hazards?

· Mental Health Environment of Care Checklist. The checklist was developed for VA medical facilities to review inpatient mental health units for environmental hazards, decreasing the chance a patient could commit suicide or inflict self-harm.

· Patient Safety Alerts and Advisories. Each alert or advisory concerns a specific issue relating to equipment, medications and procedures that might cause harm to patients. Patient Safety Alerts communicate urgent notices that require immediate and specific action(s) by specific parties by a specified deadline. Advisories communicate recommendations, are more general in nature, and implementation may be subject to local judgment.

· Patient Safety Assessment Tool. This Web-based assessment tool allows patient safety managers to complete a detailed assessment of the status of their facility’s program. The questions relate directly to the Joint Commission's requirements. 

· Product Recall Office. VA's Product Recall Office is tasked to manage recalls of all medical devices and products initiated by manufacturers or the FDA that are applicable to the VA. Following its December 2008 establishment at the VA National Center for Patient Safety, recalls compliance – removing recalled products from the supply chain – has risen to and is holding at 98 percent. The Recall Office receives more than 12,500 recall notices from a variety of sources annually.
· Healthcare Failure Mode Effect Analysis. Similar to the root cause analysis method, Healthcare Failure Mode Effect Analysis is based on a five-step process used by interdisciplinary teams to proactively evaluate a health care process. Specifically designed for use by health care professionals, the process offers users analytical tools such as flow diagramming, decision trees, and prioritized scoring systems. The tools enable the user to proactively identify vulnerabilities and deal with them effectively. 

· Patient Safety Culture Survey. The surveys are performed nationally every three to five years to measure changes in the patient safety culture. The VA National Center for Patient Safety can provide facilities with an individualized data analysis that allows them to drill down into the various occupation groups. Occupation groups that contribute most significantly to the perception of patient safety at their facility can then be identified. Facility results for each occupation group can also be compared to the network and national results for that group.

· Ensuring Correct Surgery. Incorrect surgical procedures or incorrect diagnostic and therapeutic invasive procedures are relatively uncommon adverse medical events, but often devastating when they occur. To prevent or avoid such adverse medical events, the VA National Center for Patient Safety developed a straightforward, five-step process to identify the correct patient, mark the correct surgical site, and ensure the correct procedure is performed. Instituted in 2002 for surgical procedures inside the operating room, the Ensuring Correct Surgery Directive was modified in 2004 to also address invasive procedures outside the operating room.

· Medical Team Training. This program was developed to improve patient care outcomes through more effective communication and teamwork among providers. The focus of the first phase of the program, completed June 2009, was to improve patient outcomes through more effective communication and teamwork among providers in critical care areas, such as the operating room and intensive care unit. The second phase of the program is underway and focuses other clinical areas, such as cardiac catheterization labs, endoscopy units, and primary care clinics.

· The Daily Plan®. This initiative enhances patient safety by involving patients in their care. A single document is provided to them that outlines what can be expected on a specific day of hospitalization. Facilities can customize the document and include a number of items relevant to care, such as: medications, nutrition and allergies. 

What VA Central Office, VISN and VA Medical Center facility’s programs are in place to respond and improve when a patient safety hazard occurs? 

Root Cause Analysis.  This is a multi-disciplinary team approach is used to study adverse medical events and close calls (sometimes called “near misses”). The goal of each root cause analysis is to find out what happened, why it happened, and what must be done to prevent it from happening again. Training programs, cognitive aids, and companion software have been developed by the VA National Center for Patient Safety to support facility root cause analysis teams. 

How are high risk patient safety issues, reported to the medical center’s leadership?

High risk patient safety issues are discussed on a daily basis with the medical center leadership and on an on-call basis as identified.  Reporting is completed both verbally and in writing.

Please describe the differences at your facility between quality of care and patient safety? 

The goal of VHA’s patient safety program is to reduce or eliminate harm to patients as a result of their care. This has a direct relation to quality of care: the degree to which health services increase the likelihood of desired health outcomes and are consistent with current professional knowledge.
How do you work with the facility’s Quality Manager, Utilization Management, Risk Manager, Systems Redesign Manager and the Chief Health Information Officer on quality of care and patient safety programs and initiatives? 

The facility has an integrated approach to patient safety, quality management, and system redesign.  All departments are integrated and support each other. 
Please explain the process taken to conduct a Root Cause Analysis (RCAs)? 

Conducting an RCA is a critical aspect in the process of improving patient safety. The goal of the RCA process is to find out what happened, why it happened, and to determine what can be done to prevent it from happening again. 

Multidisciplinary teams are formed to investigate adverse events and close calls. Close calls are events that could have resulted in a patient’s accident or injury, but didn’t — either by chance or timely intervention. 

RCAs are used to focus on improving and redesigning systems and processes — rather than focus on individual performance, which is seldom the sole reason for an adverse event or close call. A previously unheeded or unnoticed chain of events most often leads to a recurring safety problem, regardless of the personnel involved.

RCA teams improve patient safety by formulating solutions, testing, implementing, and measuring outcomes. NCPS enters all RCA data into the Patient Safety Information System — an internal, confidential, non-punitive reporting system. 

Findings can be shared nationally if there is a clear benefit for multiple facilities; however, RCA reports are considered confidential quality improvement documents and are protected from release by Title 38 United States Code (U.S.C.) 5705 and its implementing regulations.  

To ensure that the findings are focused on systems improvement, before dissemination, all personal and facility names, facility locations, and any other potentially identifying information are removed. 

How do you use other facilities RCA’s to improve quality of care and patient satisfaction? 

NCPS shares findings, upon request, if there is a clear benefit for multiple facilities. 

Findings can be shared nationally if there is a clear benefit for multiple facilities; however, RCA reports are considered confidential quality improvement documents and are protected from release by Title 38 United States Code (U.S.C.) 5705 and its implementing regulations.  

To ensure that the findings are focused on systems improvement, before dissemination, all personal and facility names, facility locations, and other potentially identifying information are removed, as noted above.

How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities? 

Patient Safety Manager

Patient Safety Specialist (2)
It is the Patient Safety Officers responsibility to coordinate and manage an Integrated Patient Safety program for the facility.  This includes consultation with clinical services, management of the National Patient Safety Goals, data tracking for efficient processes and resource planning, oversight and training for medical center staff, active involvement with the VISN 16 Patient Safety Officer. The Patient Safety program is designed to enhance a culture of patient safety within the facility.  The focus is to reduce and eliminate harm to the patient.  This is accomplished through various ways such as a patient incident reporting system, Root Cause Analysis (RCA), Healthcare Failure Mode Effect Analysis (HFMEA), and educational opportunities.

Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?

No.  RCAs are confidential quality improvement documents and are protected from release by Title 38 United States Code (U.S.C.) 5705 and it’s implementing regulations.

Patient Aligned Care Team (PACT) Coordinator   

What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility?
The duties of the PACT Coordinator are to ensure that all facets of the PACT program are rolled out to the 48 primary care teams of the Gulf Coast.  The duties involved range from ensuring phone systems and communication tools are in place, to ensuring Veteran outreach occurs, to the management of the performance metrics and team training for Central Office functions.

How many staff members work specifically on Patient Aligned Care Team (PACT) programs and initiatives and what are their position titles, job duties and responsibilities? 

Programmatically, there are currently three employees responsible:
Acting Chief of Primary Care (this vacant slot will be filled in September)

Primary Care Management Program Analyst 
Primary Care Management Module
In addition, all of the CMOs/AOs and Nurse Managers in Primary care are responsible for rolling out PACT initiatives to the teams.

Indirect support also comes from the Health Promotion Disease Prevention Department, Women’s Veterans Program Coordinator and the Health Behavior Coordinator.
Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center? 

The Steering Committee is at the VISN level.  There is no Facility level committee.  The Deputy Chief Medical Officer is the chair at the VISN level.

How often does the Patient Aligned Care Team (PACT) committee meet?

Primary Care Council meets monthly.

Which VA Medical Center staff attends the committee meeting? 

The Acting Chief of Primary Care and the Primary Care Management Program Analyst.
Are representatives from the veterans’ community involved in your Patient Aligned Care Team (PACT) planning process?   No. 

Explain how Patient Aligned Care Team (PACT) was implemented at the facility?  

PACT teams were rolled out in FY11.  Three trial teams were started, and then the program was rolled out at each individual CBOC or outpatient clinic in a graded stepwise fashion.

Patient Satisfaction
Director of Patient Care Services
What duties and responsibilities do you have as the Director of Patient Care Services for the facility?  VAGCVHCS does not have a dedicated “Director of Patient Care Services” position, however all Service Chiefs are responsible for ensuring their staff communicate with patients and their families in a kind, compassionate and professional manner, which fosters participation in decisions regarding their care.  

What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? The results of the last SHEP survey (October 2011 through January 2012) indicated VAGCVHCS has areas of opportunity for improvement.  

a. Inpatient – VAGCVHCS is meeting 8 of the 13 inpatient reporting fields FYTD.  Overall rating of inpatient care was 59.3%, which is just below the benchmark of 60.1%.

b. Outpatient – VAGCVHCS is meeting one of the 9 outpatient reporting fields.  Overall rating of outpatient care was 51.9%, which is below the benchmark of 53.2%.
Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey? Yes

There was a decline in both the overall inpatient and outpatient scores, including the Network Directors Performance Plan identified performance goals “Discharge Instructions.”  

There was a decline in Inpatient scores from December 2011 to January 2012: 

· Communication about Medications

· Communication with Nurses

· Discharge Information (NDPP Element 5 Measure)

· Overall Rating of Hospital

· Responsiveness of Hospital Staff

There was improvement Inpatient in scores from December 2011 to January 2012: 

· Pain Management

There was a decline in Outpatient scores from December 2011 to January 2012: 

· How Well Doctors/Nurses Communicate

· Overall Rating of Healthcare

· Rating of Personal Doctor/Nurse

· Pharmacy Pickup

There was improvement in Outpatient scores from December 2011 to January 2012: 

· Provider Wait Time

· Pharmacy Mailed

How are patient satisfaction indicators and measurements tracked and managed? 

VAGCVHCS continuously measures patient satisfaction by monitoring various data elements that are reviewed in both the Patient Satisfaction Committee and the Customer Service Board.  In addition, Patient Satisfaction scores are monitored through our Performance Measures Committee.  The data is used to develop plans of action to improve our patients and their family’s experiences within our health care system. 

Of these, which patient satisfaction measures are you responsible for? We do not have this position; however, all Service Chiefs are responsible for ensuring their staff conduct themselves in a kind, compassionate professional manner.

What other facility staff reports to you on patient satisfaction programs and initiatives? We do not have this position.  
Patient Advocate/Patient Centered Care Coordinator
How do you define patient satisfaction as a healthcare facility? I define patient satisfaction as an evolving culture that engages all staff at all levels in meeting our patient’s expectations to the best of our abilities.

What duties and responsibilities do you have as the Patient Advocate for the facility?  The Patient Advocates duties are to meet with patients and their family members to assist them in closing the gaps between the service/s they received and the services they expected; and when necessary provide education on the various programs that they may be unaware of. 

How are patient satisfaction indicators and measurements tracked and managed? They are tracked in the Patient Satisfaction Committee and reported into Customer Service Board and Performance Measures Committee.

Of these, which patient satisfaction measures are you responsible for? None directly

When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? Our last SHEP reported survey results were January 2012.    VAGCVHCS ranked below the Peer, VISN and National groups ranking for overall outpatient rating of healthcare.  We ranked above the Peer group, but below the VISN and National groups ranking for overall inpatient.
What were your previous patient satisfaction scores? VAGCVHCS ranked below the Peer and the National groups ranking for overall rating of health care, but above the VISN group scores.  VAGCVHCS ranked below the VISN and the National groups overall rating of hospital care, but ranked even with the Peer group. 

Have there been any Government Accountability Office (GAO), VA Office of the Inspector General (OIG) or media articles about patient satisfaction positive findings and /or concerns? Yes, we had media articles and VACO queries regarding a patient care concern that occurred in November 2012.  

Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  
We are working on several initiatives that are noteworthy and if successful may be considered best practices in the future.  An example of one of initiatives is development and deployment of the system-wide mandatory training “ICE - Keeping Cool When Tempers Get Hot” which, is just getting started.

How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities? 

Three dedicated Patient Advocates, whose sole responsibilities are to meet with Veterans and their family members and close the gaps between the service they received and the service they expected.  The Staff Assistant to the Chief of Staff directly manages the two Patient Advocates in Biloxi.  Each of the Community Based Outpatient Clinics has identified representatives who have customer service expectations in their position descriptions: 

Biloxi, MS Hospital – Two Patient Advocates

Mobile, AL CBOC – One Administrative Officer and Medical Administration Service Supervisor (MAS)

Pensacola, FL JACC – One Patient Advocate and two MAS Supervisors

Panama City, FL CBOC – One Administrative Officer and one MAS Supervisor

Eglin, FL CBOC – One Administrative Officer and one MAS Supervisor

Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)? There is mandatory on-going training for all employees on customer service.  Training compliance is tracked through Education and Training Service. 

Please describe programs and initiatives that relate to patient satisfaction? “ICE - Keeping Cool When Tempers Get Hot” was recently added as mandatory training for all employees.

What is the procedure when you receive a patient concern and/or complaint? 
Written complaints are logged into a master tracking data base and assigned to the service/section responsible for addressing the concerns.  The formal draft written response is returned to the executive office for review and final signature by the Director.  Verbal complaints are usually managed by the Patient Advocates who enter the complaints in the Patient Advocate Tracking system.  The Patient Advocates will open a ticket with the responsible service who will work with the patient to close the gap in the service the received versus the service they expected to receive.

Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 
· The two Patient Advocates located in Biloxi, MS are managed by the Staff Assistant to the Chief of Staff.  

· The Administrative Officer and the Medical Administration Service Supervisor located at the Mobile, AL CBOC are managed by the Chief Medical Officer.

· The one Patient Advocate in Pensacola, FL is managed by the Chief Medical Officer and the two MAS supervisors are managed by the Chief of MAS.

· The Administrative Officer in Panama City, FL is managed by the Chief Medical Officer and the MAS supervisor is managed by the Chief of MAS.

· The Administrative Officer in Eglin, FL is managed by the Chief Medical Officer and the MAS supervisor is managed by the Chief of MAS. 

What training do Facility Patient Advocates receive? None specifically, however they will receive the ICE training.

Are any measurements or evaluations conducted by VA Central Office or the VISN on the Facility Patient Advocates to ensure their professionalism, courteousness and prompt response/follow up action is taken when a patient complaint outcomes is initially filed?

We are not aware of any formal measurements of evaluations being conducted by VACO or VISN.  However, the facility does receive guidance from the VISN office that often requires a Summary Brief of the Veterans complaints, which includes the facility to provide the status on any corrective actions.   

Is there a national Veterans Health Administration (VHA) directive that stipulates the number of days a facility patient advocate has to follow up on a complaint or concern filed by a veteran? 

Yes, VHA Handbook 1003.4 provides guidance on timely response to patient complaints.  It is expected that complaints will be addresses as soon as possible, but no longer than 7 days after the initial complaint.  If more time is required, an extension may be requested and ongoing status updates must occur. 

If so, which office and positions ensure this standard/policy is being met? The Patient Advocates generally track resolution to PATS inquiries.  If there is a service/section that is consistently out of compliance notice is provided to the Staff Assistant to the Chief of Staff who will engage the service chief.   

Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?

No, not at this time; FYTD through March 2012, VAGCVHCS has met all primary care access measures for:

· Same Day Appt w/ a Primary Care Provider – Benchmark 66% - Performance = 88.43%
· Continuity w/PC Provider Completed – Benchmark 75% - Performance = 86.33%

· Primary Care appointments w/in 7 days of Desired Date – Benchmark – 90% - Performance 96.29%

Utilization Management/Risk Manager/Systems Redesign Manager  
Utilization Management Coordinator  
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 

· Review admissions and continued stay for appropriateness

· Attend interdisciplinary team meeting

· Identify trends, compile, analyze, and report data to the Clinical Standards Committee, Facility Director, and Quality Management and Performance Board 

· Report findings to Patient Safety and risk management department as needed.

What training did you receive initially and what ongoing training do you receive for this position? 

· Initial training included facility level training and then formal classroom training.
· Second year I attended formal training to become an Interqual certified instructor (IQCI) and recertify annually

· Interqual criteria training annually usually face-to-face

· Training also occurs as needed for new updates on data analysis and review process

How are measurement tools used to improve quality of care and patient satisfaction?

· National Utilization Management Integration System

· McKesson Interqual Criteria assist in identifying a safe and appropriate level of care. IQ criteria are also used to identify over and under utilization of services which can impact quality of care.

Risk Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?   As Risk Manager for the VA Gulf Coast Veterans Health Care System, my responsibility is to ensure that the patient care provided to our Veterans is of the highest quality.  I advise the organization of any potential risk to the quality of care that exists within the health care system.  I identify threats and hazards, and aid in the development of plans to mitigate such risks.  Other duties include reporting adverse events to external customers and stakeholders, facilitating the implementation of health and safety measures to limit risks and prepare for if things go wrong, conducting audits of policy and compliance to standards, and providing support, education and training to staff to build risk awareness within the organization. 

What training did you receive initially and what ongoing training do you receive for this position?   My clinical training is in Nursing and I have several years of both clinical and administrative experience in the provision and oversight of medical and nursing services.  Over the years, I have attended numerous training sessions, conferences and continuing education program focused on managing risks within a healthcare setting.    
How are measurement tools used to improve quality of care and patient satisfaction?

As Risk Manager, I use various tools in analyzing workplace and environmental factors that contribute to health care risk and quality of care within the organization.  Data such as patient satisfaction scores, mortality rates and established clinical monitors (e.g., influenza vaccination rate) are used in determining if and where the organization may be at risk for not meeting quality patient care standards.  Established monitors and risk management tools allow me to prioritize risk factors and determine multiple or singular risks will impact the organizations.  When performance scores fail to meet the expected benchmark, the appropriate service chiefs and program leaders are consulted in an effort to improve operations.  

Systems Redesign Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 

Systems Redesign Coordinators facilitate performance improvement at VA Gulf Coast, including clinical and administrative processes. Performance improvement is integral to ensuring high quality systems, which affects patient satisfaction.
What training did you receive initially and what ongoing training do you receive for this position? 

Our Systems Redesign Coordinators have received training through the Department of Defense and the private sector on performance improvement and streamlining processes.  In addition, the Coordinators have received formal training through VHA (Collaboratives, Academies), and have gone on to serve as instructors/mentors through several venues for VHA and VA Gulf Coast.

How are measurement tools used to improve quality of care and patient satisfaction?

System Redesign Coordinators use several measurement tools on a regular basis, including variability analysis, queuing, statistical process controls, and most Lean tools (time studies, environment (spaghetti) diagrams, etc.) as part of their daily work.   These tools allow them to more specifically identify areas for process improvement.

Chief Medical Information Officer  
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?  To ensure patient quality in Health Information Management we have Coders, Release of Information Management and Scanning.

· Coding:  Our coders follow strict VACO National Coding Guidelines and national CMS coding guidelines in the performance of job duties. We audit monthly to ensure that we are in compliance.

· Release of Information: Our ROI clerks follow VACO guidance in 1605.1 regarding patient release.  We verify that the Veteran is accurately identified in accordance with local policy. We operate these offices at all locations main hospital and CBOCs to maintain easy access for our Veteran Patients. We also assist with MyHealtheVet authentication, to allow access from the home.

· Scanning: Our scanners scan Veteran patient documentation into the Vista Imaging system.  They verify the patient identifiers and ensure that documentation is attached to the appropriate encounters/visits.

How are the quality of care and patient satisfaction indicators and measurements tracked and managed?  Health Information Management Section (HIMS) receives monthly notification of the Customer Service Standards report from the Patient Advocate.  We review this to see if there are any areas we can correct under our purview. We check specifically for Staff courtesy and accessibility in Release of Information.  
How do you measure the results of quality of care and patient satisfaction indicators?  (i.e. PACT)  How are these results utilized to improve performance in real time?  

Health Information Management Section (HIMS) receives monthly notification of the Customer Service Standards report from the Patient Advocate.  We review this to see if there are any areas we can correct under our purview. We check specifically for Staff courtesy and accessibility in Release of Information.  We then look at our staffing metric for ROI, to see how we can make adjustments to be of better assistance to the Veteran patient. 

How are measurement tools used to improve quality of care and patient satisfaction?

Health Information Management Section (HIMS) reviews to ensure the following:

· Coding:  Our coding documentation is used to see trends in patient care, so that Gulf Coast VA Health Care System can focus on areas of need for our population and look at the services that we need to provide. 

· Release of Information: Our ROI clerks follow VACO guidance in 1605.1 regarding patient release.  Our clerks are trained on how to communicate with Veterans to better assist them with their information needs.  This increases satisfaction because there is clear communication.

· Scanning: We review the documents that are being placed in the patient records for appropriateness, with the approval of the clinician.  This ensures that only the necessary documents are in the patient record for review.  We also strive to place documents in the record in a timely manner, so that documents needed for care are accessible for review.
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Inpatient Scores

				Client Satisfaction   (SHEP)		Peer Index Scores are used as goals.  The PI will change each month and is different for each service

				Inpatient Survey - Medicine		Goal		Oct*		Nov		Dec		Jan		YTD

		psat9		Cleanliness of Hospital Environment		83.1%		74.9%*		93.4%		93.6%		87.9%		88.1%

		psat10		Communication about Medications		77.4%		78.6%*		77.4%*		79.3%		72.9%		76.7%

		psat11		Communication with Doctors		91.4%		89.1%*		82.6%		94.3%		93.3%		90.1%

		psat12		Communication with Nurses		91.7%		91.8%*		92.3%		94.6%		87.0%		91.3%

		psat13		Discharge Information (NDPP Element 5 Measure)		81.1%		84.1%		86.6%		83.6%		77.5%		82.8%

		psat8		Noise Level in Your Room		78.8%		81.4%*		68.8%		83.7%		95.1%		82.7%

		psat4		Overall Rating of Hospital		60.1%		61.2%*		59.8%		61.4%		55.7%		59.3%

		psat14		Pain Management		86.3%		91.4%*		77.4%		81.6%		89.1%		84.6%

		psat7		Privacy in Your Room		83.6%		87.8%*		82.4%		87.1%		100.0%		89.7%

		past15		Quietness of Hospital Environment		83.1%		87.8%*		81.6%		86.7%		95.8%		88.0%

		psat6		Responsiveness of Hospital Staff		82.3%		50.2%*		81.2%*		87.8%		77.3%		76.6%

		psat5		Shared Decision Making		68.0%		70.5%*		68.2%		71.5%		77.5%		72.2%

		psat16		Willingness to Recommend		64.8%		56.1%*		65.4%		72.3%		66.8%		66.0%





Outpatient Scores

		Client Satisfaction   (SHEP)		Peer Index Scores are used as goals and will change each month

		Outpatient Survey - VA Gulf Coast		Goal		Oct*		Nov		Dec		Jan		YTD

		Getting Care Quickly		77.1%		63.6%		75.1%		68.7%		60.9%		67.1%

		Getting Needed Care		77.9%		71.4%		70.9%		75.8%		71.3%		72.4%

		How Well Doctors/Nurses Communicate		89.4%		88.3%		88.7%		90.3%		86.3%		88.4%

		Overall Rating of Healthcare		53.2%		47.9%		51.7%		57.3%		50.9%		51.9%

		Rating of Personal Doctor/Nurse		67.0%		59.8%		65.0%		68.1%		62.4%		63.8%

		Rating of Specialist		63.1%		55.5%		63.9%		64.6%		65.8%		62.0%

		Pharmacy Mailed		79.7%		60.4%		85.4%		85.6%		84.0%		78.6%

		Pharmacy Pickup		65.8%		66.1%		55.0%		72.0%		62.9%		64.4%

		Provider Wait Time		74.3%		77.1%		78.2%		72.9%		79.1%		76.9%

		Shared Decision Making		*		90.5%*		80.4%*		92.9%*		86.8%*		87.4%*

		Peer Index Scores are used as Goals and will change each month.
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VHA’S VETERAN CUSTOMER SERVICE PROGRAM 
 
1.  PURPOSE:  This Veterans Health Administration (VHA) Directive outlines the elements and 
provides the philosophy, expectations, requirements, and accountability for a comprehensive 
Veteran Customer Service Program.  NOTE:  This Directive builds on and integrates these and 
other VHA guidance, handbooks, and directives to create a system-wide approach to veteran 
service.  Veteran Service is the process of how health care is delivered to veterans. 
 
2.  MAJOR CHANGES:  This is a new issuance; however, it introduces Service Recovery (SR) 
as a new, unique, and vital element of a comprehensive service to the Veteran Customer Service 
Program.   
 
3.  RELATED ISSUES:  VHA Handbooks 1003.1, 1003.2, and 1003.3.  
 
4.  FOLLOW-UP RESPONSIBILITY:  The Office of the Deputy Under Secretary for Health 
for Operations and Management (10N) is responsible for the content of this Directive.  Questions 
may be referred to the Director, National Veteran Service and Advocacy Program, at 518-626-
5673. 
 
5.  RESCISSIONS:  None. 
 
6.  RECERTIFICATION:  This VHA Directive is scheduled for re-certification on or before 
the last working day of August 2008. 
 
 
 
 S/ Nevin M. Weaver for 
 Robert H. Roswell, M.D. 
 Under Secretary for Health 
 
DISTRIBUTION: CO: E-mailed 8/7/2003 
 FLD: VISN, MA, DO, OC, OCRO, and 200 – E-mailed 8/7/2003 
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VHA’S VETERAN CUSTOMER SERVICE PROGRAM 


 
1.  PURPOSE.  This Veterans Health Administration (VHA) Directive outlines the elements of 
and provides the philosophy, expectations, requirements, and accountability for a comprehensive 
Veteran Customer Service Program.  It introduces Service Recovery (SR) as a new, unique and 
vital element of a comprehensive service program.  NOTE:  This Directive builds on and 
integrates these and other VHA guidance, handbooks, and directives to create a system-wide 
approach to veteran service. 
 
2.  BACKGROUND 


 
 a.  VHA is committed to providing world-class service to veterans within a patient-focused 
culture, and embraces the Baldrige Health Care Criteria for Performance Excellence, the Joint 
Commission for Accreditation of Healthcare Organizations standards and the Commission on 
Accreditation of Rehabilitation Facilities standards.  These criteria support a planned approach to 
patient, family, and employee satisfaction.   
 
 b.  SR is a critical process in organizations that excel in service to their customers.  It 
identifies a service failure, effectively resolves a service problem, classifies its root cause(s), and 
yields data that can be integrated with other sources of performance measurement to assess and 
improve the service system.   
 
 c.  The establishment of a comprehensive Veteran Customer Service Program is consistent 
with Department of Veterans Affairs’ (VA’s) strategic objectives.  The foundation of the 
program is VHA’s Veterans Health Care Service Standards. 
 
NOTE:  VHA Handbook 1003.2 has been developed to include information on various aspects of 
implementing a successful SR effort. 
  
3.  POLICY:  It is VHA policy that all levels of the organization (i.e., VHA Central Office 
Program Offices, the Veterans Integrated Service Networks (VISNs), VHA facilities, etc.) must 
implement an effective Veteran Customer Service Program.  


 
4.  ACTIONS 


 
 a.  VISN Director.  Each VISN Director is responsible for ensuring that, by January 1, 2004, 
a consistent and comprehensive Veteran Customer Service Program is implemented in the VISN 
and at each facility.  The following key elements must be incorporated in the Veteran Customer 
Service Program and can be found in detail in Handbook 1003.1. 
 
 (1)  Leadership and infrastructure. 
 
 (2)  Communication. 
 
 (3)  SR. 
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 (4)  Patient advocacy. 
 


 (5)  Information and analysis. 
 
 (6)  Staff focus. 
 
 b.  Employees.  All employees must meet Veteran Customer Service Program expectations 
by providing excellent service, recovering from service failures, and improving organizational 
performance, whether working in direct patient care or in a support capacity.  
 
5.  REFERENCES AND RESOURCES 
 
 a.  Veterans Health Care Service Standards:  
http://vaww.vsscportal.med.va.gov/PatientAdvocate/Documents/Customer 
Service/SvcStdsDirective.doc   
 
 b. VHA Directive 1050.2, Patient Advocacy Program.  
 


c.  Veteran Service and Service Recovery Commitment:  
http://vaww.va.gov/publ/direc/health/infolet/102000001.htm. 


 
d.  Veteran-Customer Service Sourcebook, produced by VISN Support Service Center 


(VSSC), Healthcare Analysis and Information Group (HAIG).  
 
e.  Performance Based Interview Questions:  http://www.va.gov/pbi/PBIQuestI-III.htm.  


http://vaww.va.gov/ohrm/Staffing/PBI/PBI_Web.doc  
 



http://vaww.vsscportal.med.va.gov/PatientAdvocate/Documents/Customer Service/SvcStdsDirective.doc

http://vaww.vsscportal.med.va.gov/PatientAdvocate/Documents/Customer Service/SvcStdsDirective.doc

http://vaww.va.gov/publ/direc/health/infolet/102000001.htm

http://www.va.gov/pbi/PBIQuestI-III.htm

http://vaww.va.gov/ohrm/Staffing/PBI/PBI_Web.doc
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