The American Legion

System Worth Saving Program

Quality of Care and Patient Satisfaction 
Charleston VAMC Mail Out Questionnaire
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?
FY 11 = 286.5 million    FY12 = 303.5 million

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.  
· Patient Safety Program is designed to monitor, review, analyze, and report all unusual, unexpected or unfavorable incidents experienced by a patient during inpatient or outpatient care.  

· The VA Surgical Quality Improvement Program (VASQIP) is a national research project which gathers data on patient specific factors that affect the mortality and morbidity in the 30 days following major surgery.  The objective is to report reliable and valid outcome data as ratios of observed to expected outcomes.  Information generated from national statistics are provided to the Medical Centers for assessment of quality in the surgical program areas.

· The Risk Management Program has been established which includes processes related to tort claims, disclosure of adverse events, peer review, Administrative Investigation Boards, occurrence screening,  patient incident reporting, and  reports to licensure boards and the National Practitioner Data Bank.  

· Accreditation/External Review Management assures the facility is meeting all required accreditation standards and VHA requirements.

· The Performance Measure System provides data which defines quantifiable medical center and network performance on a set of measures deemed critical to organizational success and highlights areas of organizational emphasis.  The measures address the VHA mission goal of accountability and has targets which emphasize matching best practice to define exceptional performance.

· The Utilization Review and Management Program reviews activities associated with cost effective utilization of resources while maintaining quality patient care within the Medical Center.

· Credentialing & Privileging program is responsible for insuring that all medical staff members are credentialed and appropriately privileged. 

· Systems Redesign is a performance improvement process designed to understand, analyze, and improve the important (key) functions of the Medical Center to improve health outcomes to patients.  The approach is one of organizational collaboration involving all services and disciplines.  

How do you define quality as a healthcare facility? 
Delivering the right care to the right patient at the right time

Has the facility received any awards or designations for quality of care?
Full accreditation by the Joint Commission

How do you measure and manage quality as a healthcare facility?  
The approach is one of organizational collaboration involving all services and disciplines.  The functional framework for performance improvement of these key functions involves center-wide committee and service level performance improvement activities.
How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?

Through performance scorecards, outcomes of team initiatives, actions taken as a result of QM processes, committee reports and meeting minutes.

What are the following staff’s responsibilities in ensuring quality of care at the facility? 

a. Chief of Staff

· The Chief of Staff (COS) is responsible for the operation, supervision, and evaluation of all clinical services and medical practice which have direct or indirect impact on the quality of patient care.  S/he contributes to effective Quality Management through medical leadership and participation in facility quality activities.  The COS ensures a sound process for granting and renewing clinical privileges based on appropriate initial and ongoing evaluations of training, competency, and performance. S/he serves as chair of the Clinical Executive Board (CEB) and the Peer Review Committee. She is responsible for ensuring that facility Service Chiefs:





1.
Integrate all components of the quality management plan.

2. 
Promote effective quality management activities by working collaboratively with medical center leadership, quality management staff, and patient safety, to ensure that services under their supervision support quality care expectations and those applicable to accrediting body standards and VA policies.

3.
Develop, in collaboration with the Associate Director, Associate Director for Nursing & Patient Care Services, Assistant Director, and QM the collection, analysis, evaluation, and follow-up of quality management activities.

4.
Ensure medical staff participates in Peer Review activities

b. Head Nurse

· Promote effective quality management activities by working collaboratively with medical center leadership, quality management staff, and patient safety, to ensure that services under their supervision support quality care expectations and those applicable to accrediting body standards and VA policies.

c. Quality Manager

· The Quality Manager is responsible for the management, coordination, integration, technical support, and daily oversight of the facility’s Quality Management Program.  She serves as the quality consultant to the facility leadership, performance improvement teams, and employees. These responsibilities also include internal and external review requirements and findings, monitoring of adherence to established policies and procedures, staff assistance and education on PI activities, Risk Management, Patient Safety, Utilization Review, and Performance Measurement.   The Quality Manager or designee serves on Medical Center committees as a member or resource.  She has  unrestricted access to data and information that are relevant to quality improvement, performance measurement, and all other topics associated with key quality management components, which are collected, consolidated, or analyzed at the facility level.  

d. Patient Safety Manager

· The Patient Safety Manager (PSM) is responsible for implementing a coordinated patient safety improvement program that is based on guidance and tools from the National Center for Patient Safety (NCPS), and which also meets needs and priorities identified by facility leadership, such as addressing important standards, requirements, and recommendations promulgated by The Joint Commission and other organizations working to improve patients' safety.   

e. Utilization Management

· The Utilization Review and Management Program reviews activities associated with cost effective utilization of resources while maintaining quality patient care within the Medical Center.

f. Risk Manager

· Managers processes related to tort claims, disclosure of adverse events, peer review, Administrative Investigation Boards, occurrence screening,  patient incident reporting, and  reports to licensure boards and the National Practitioner Data Bank.  

g. Systems Redesign Manager 
· Implements and facilitates the System Redesign methodology which serves as a primary strategy to analyze and improve systems that affect performance and efficiency of specific processes within the medical center.  These processes may be interdisciplinary or specific to a service or program area.

h. Chief Health Medical Information Officer/Clinical Lead for Informatics

· Ensures all requirements of external accreditation and VA requirements are being met.

Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?

· Quality Manager

· VA Surgical Quality Improvement Program Manager

· Patient Safety Manager

· Risk Manager

· Performance Measure Specialist

· Accreditation/External Review Specialist

· Systems Redesign Coordinator

· Customer Service Manager

· Facility Leadership

Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)? 

Each employee attends new employee orientation for 3 days and then enters service level orientation.  Service orientation varies according to the service needs.   There are numerous annual training requirements for all staff (infection control, safety, etc) and specific  needs depending on position.

What resources have the VA Central Office and the VISN provided to help your facility improve quality of care programs and initiatives? 

National databases and resource websites

What future VA Central Office or VISN resources and/or support are needed?

As demands increase, staffing is needed to accommodate patient needs and VHA requirements.

What innovative qualities of care programs or studies covered by grants are being conducted by this facility?  
None

Is your facility working on a “best practice(s)” in quality of care management?  
All programs continue to strive for best practice.

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? 

Which staff position at the facility is responsible for performance measures (access, clinical measures and ASPIRE/Hospital Compare)? 

Medical Center Director

How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?
RNs= 208.5

LPNs = 22

NAs = 57

Our staffing methodology uses Nursing Hours Per Patient Day (NHPPD) as opposed to 
 staffing ratios.  However, the ratios are equivalent to the following nurse to patient ratios:


Medicine = 1:4


Surgery = 1:3


ICU = 1:2


CLC = 1:5.5
Has there been any turnover with any of these positions? 

Nursing always has turnover but it is low at 4.2% for RNs and 18% for LPNs.


How long have these positions been vacant?

Vacancies vary at any given time.  As one position gets filled, another may become vacant.
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?

No

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)?  
NA
What were the findings and recommendations found with the media articles?  NA

When was your last Joint Commission Inspection?

2010

What were the findings and recommendations?

Report available for site visit.  Too lengthy to include in survey

When was your last Commission Accreditation Rehabilitation Facility (CARF) inspection? What were the findings and recommendations?  

We have not yet applied for CARF accreditation.

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? 

· VISN committees can be obtained from VISN staff
· Facility committees do not have mission statements but functional charters.
· Appropriate leadership and staff serve as members
Are veterans’ participating and/or serving on these committees? 

· Customer Service
Patient Satisfaction 

What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain. 

How do you define patient satisfaction as a healthcare facility?
Every Veteran is personally satisfied with their outcome.
How do you measure and manage patient satisfaction as a healthcare facility?  We collect data from several sources
We utilize our SHEP scores, ICE machines, IRIS internet inquiries, patient feedback cards from both the inpatients and outpatients and discuss the results monthly in the Customer Service Committee.  The group brainstorms ideas to enhance our Veteran and Family Experience.
What types of measurement tools are utilized for tracking patient satisfaction?
SHEP, ICE, IRIS, Feedback Cards, live interactive feedback during rounding and the Patient Advocate Tracking System.

How are these measurement tools utilized to improve patient satisfaction? 
The reports are broken down by questions and we focus on the low lying scores and develop actions plans to enhance the scores.  There are also three Veterans who sit on this committee structure so we ask them for direct feedback in how to improve.
Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.  

Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?
Our Inpatient Scores have drastically increased across the board and we are focusing FY 12 to enhance the outpatient scores.
What measures have been taken to address improvement in these areas?
We have implemented Bedside Change of Shift Report, Hourly Rounding by nursing, Tent Card from EMS regarding room cleanliness and contact if there is an issue, multidisciplinary rounding by a team for our inpatients, Birthday Cards signed by the Director with a cupcake, USA Today newspapers for our inpatients, Patient and Family Centered Care Training directed at each specific discipline, Patient and Family Lounge with coffee service, ice machine, Dell Touchscreen Technology with Fax, Copy and Printing Capabilities, Child Play area, Music Therapy and Aromatherapy Pilot currently in process to assess effectiveness.
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?
Monthly discussion regarding SHEP data and ideas to improve services through the Office of Patient and Family Centered Care as well as the VISN 7 office conference calls where we share information and ideas on what we are doing at each medical center.
What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives?
Conferences for training for the staff most importantly where demonstrations, information, and idea sharing building relationships with other medical center staff both VA and Non-VA on what is effective, financial support through grants, and research projects when break through treatments are identified that improve our Veterans outcomes and health status.
How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities?

 All 1800 employees are responsible for patient satisfaction but we do have a specific counsel that tracks and trends data and looks for areas of improvement listed below.
All members of the CSC have been involved over the last year.

Chair – Assistant Medical Center Director (Dr. Himanshu Singh)
Co-Chair – Associate Director, Patient Care and Nursing Services (Ms. Mary Fraggos)
Cultural Transformation Coordinator/PFCC Coordinator (Joy Fealy-Kalar)
MHV Communications Specialist (Heather Freisen)
Patient Advocate (Hannah McCoy)
HAS Representative (Jennifer Little)
Education Representative (Kristin Miller)
Primary Care Representative (Terri Tyrell)
Inpatient Representative (Nurse) (Michael Jennings)
Pharmacy Representative (Beth Bryant)
Chief, Emergency Department (Dr. William Shelley)
Human Resources Representative (Nakia Henderson)
Social Work Representative (Marlo Ball)
PAO Representative (Kevin Able)
(3) Veteran Representatives 1 Female/2 Males
Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees?
Customer Service Committee/PFCC (Patient and Family Centered Care for the facility level and VISN 7 VFCC/PCC Committee for the VISN Level and National Level has a Patient Advocate Conference which are all monthly. For our local CSC Committee, we have various individuals who are members:

 Chair – Assistant Medical Center Director

Co-Chair – Associate Director, Patient Care and Nursing Services

Cultural Transformation Coordinator

MHV Communications Specialist

Patient Advocate

HAS Representative 

Education Representative

Primary Care Representative

Inpatient Representative (Nurse)

Pharmacy Representative

Chief, Emergency Department 

Human Resources Representative

Social Work Representative

PAO Representative

(3) Veteran Representatives 1 Female/2 Males
For the VISN Level committee, it is made up of all VISN 7 Patient and Family Centered Care Coordinators, Customer Service Managers, Patient Advocates and various other members are represented as the PFCC Trainers which include staff throughout all medical centers.

For the National Level Committee, it is comprised of Patient and Family Centered Care Coordinators, Customer Service Managers, Patient Advocates.
Are veterans’ participating and/or serving on these committees?
Yes- we have infused several Veteran Advisors on committees within the facility: Patient Health Education Committee, PACT Committee 
Quality Manager 
What duties and responsibilities do you have as the quality manager for the facility? 

The Quality Management Program encompasses many interrelated activities that fall under the responsibility of organizational leaders. Essential components of the program include:

· Quality assurance;

· Performance improvement, including performance measurement;

· Patient safety improvement;

· Internal and external reviews;

· Utilization management;

· Risk management
· Credentialing & Privileging
How are quality of care indicators and measurements tracked and managed? 
How do you measure and manage quality as a healthcare facility?  
Through our formalized committee structures, service chief accountability, and leadership oversight. The Senior Executive Council SEC is a standing leadership committee identified to review quality data and ensuring information and key quality components are discussed and data reviewed.  This Council evaluates their effectiveness through the assessment of goal achievement, outcome measures of specific performance measures, and the level of implementation of strategic planning initiatives.  
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?
Through the VHA Performance measure system, external reviews and accreditation.
What are the quality of care committees at the VISN and/or facility level and who are they?  

· The Senior Executive Council – members are the Pentad, quality manager, patient safety manager, and representative of administrative and clinical services.

· The Clinical Executive Board – members are clinical service chiefs.

· The Nursing Leadership Board – members are nurse leaders.

· The Customer Service Council – members are a varienty of staff and stakeholders

· The Administrative Executive Council – members are administrative leaders.

How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?


a. VA staffed CBOC’s?

b. contracted staffed CBOC’s
CBOCs are integrated into our QM plan and are monitored in conjunction with the main facility.

How are you monitoring quality assurance with non VA care? 

Through established quality measures and reviews of care outcomes.
Of these, which quality measures are you responsible for? 

Directly, none.   Indirectly,  all of them as they are under the QM umbrella for the organization.
Patient Safety Manager 
What duties and responsibilities do you have as the Patient Safety Officer for the facility?

The Patient Safety Manager (PSM) is responsible for implementing a coordinated patient safety improvement program that is based on guidance and tools from the National Center for Patient Safety (NCPS), and which also meets needs and priorities identified by facility leadership, such as addressing important standards, requirements, and recommendations promulgated by The Joint Commission and other organizations working to improve patients' safety.   

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

The patient safety manager has no direct staff reporting to him.  He reports to the facility Director.  Facility staff report patient safety activities and actions as appropriate.
How do you define patient safety as a healthcare system? 
Patient safety is an integral part of our mission, vision, and values.  Quality is providing the right care to the right patient at the right time.  Patient safety utilizes systems and processed to help assure this occurs.
Please describe your patient safety programs and initiatives. 

Patient safety is one program that works with risk management to minimize the occurrences of adverse events.  Proactive risk assessments and root cause analyses are tools used for this purpose.  The facility has an anonymous reporting system so facilitate the reporting of safety issues or adverse events.  Patient safety is also involved in environment of care, construction areas, and monitoring compliance to the Joint Commission patient safety goals.
What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.  

I am not aware of a specific VISN safety committee.  Locally, patient safety reports to the Performance Improvement Council and Senior Executive Council.

What VA Central Office, VISN and VA Medical Center facility’s programs are in place to prevent patient safety hazards?
There are numerous VA Directives, Handbooks, and policies that govern the facility’s prevention  programs.
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? 
The National Center for Patient Safety is the central office contact.  The VISN employs a Patient Safety Officer who reviews facility efforts.  The facility Patient Safety Officer responds when a safety hazard occurs and coordinates responses and actions with appropriate facility staff.
How are high risk patient safety issues, reported to the medical center’s leadership?

Daily as they occur.

Please describe the differences at your facility between quality of care and patient safety? 
Patient safety focuses on direct safety risks and developing processes and systems to prevent repeat occurrences.  Safety is, however, an integral component of the QM program.
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? 

Through a collaborate and communicative relationship.
Please explain the process taken to conduct a Root Cause Analysis (RCAs)? 

When an adverse event occurs, the event undergoes an analysis to determine severity.  If criteria are met, an RCA team is chartered by the Director.    RCAs can be requested by any member of leadership.  The team is facilitated by the Patient Safety Manager.  Results are presented to the Pentad.

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

We don’t.  RCAs are confidential and protected documents.   Lessons learned, however, are shared amongst facilities if appropriate.
How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities? 

The facility has one dedicated patient safety manager and a ½ time program assistant.

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

RCAs are confidential and protected documents.   Lessons learned can be shared during the site visit.

Patient Aligned Care Team (PACT) Coordinator 

What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility? Oversight of the specific goals of PACT to optimize access (including alternatives to face-to-face care) to meet Veteran needs and expectations, redesign primary care practices to become patient-centric and participatory, improve care management and coordination of care, facilitating integration of Mental Health and Specialty Care Services within Primary Care.  Facilitate the development of  measurement and evaluation tools pertinent to the Patient Aligned Care Team (PACT), assist with communication among services and between services and patients to better address patient needs and support education for health promotion and maintenance to involve the active participation of Veterans and families with multiple approaches.  

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? 

All staff at each site work specifically on PACT programs and initiatives in the PACT teamlet approach to care for our Veterans included but not limited to access, care management, and practice redesign principles   

· Office of Chief of Primary Care – 1 MD Chief, 1 RN Assoc. Nurse Exec, 1 Administrative Officer, 1 Clinic Coordinator

· Beaufort Primary Care Clinic – 3 MD, 1 RN manager, 2 RN, 4 LPN, 1 HT, 3 admin support staff members  

· Charleston Primary Care Clinic – 6 MD, 3 NP, 2 PA,1 RN manager,  6 RN, 10 LPN, 1 HT, 3 admin support staff members

· Hinesville Primary Care Clinic – 2 MD, 1 RN manager, 1 RN, 3 LPN,  2 admin support staff members 

· Goose Creek Primary Care Clinic – 6 MD, 2 NP, 1 RN manager, 4 RN, 12 LPN, 1 HT, 4 admin support staff members, and 1 Administrative Officer 

· Myrtle Beach Primary Care Clinic – 9 MD, 1 NP, 1 RN manager, 6 RN, 13 PLN, 6 admin support staff members, and 1 Administrative Officer 

· Savannah Primary Care Clinic – 10 MD,2 NP, 1 RN manager, 6 RN, 1 RN manager, 12 LPN, 10 admin support staff members, and 1 Administrative Officer 

· Trident Primary Care Clinic – 4 MD, 2 PA, 2 NP, 1 RN manager, 4 RN, 11 LPN, 1 HT, 4 admin support staff members, and 1 Administrative Officer 

Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center?   Dr. Rehman, Chief of Primary Care 

How often does the Patient Aligned Care Team (PACT) committee meet? The committee meets once a month. 

Which VA Medical Center staff attends the committee meeting?  


Shakaib Rehman, MD, Chief, Primary Care Service Line (11C)

Recorder:   
Jeffery Paulus, Secretary, Primary Care Service Line

Members:   
Bethany Bryant, PharmD, Pharmacy Service


Irene Coley, PA-C, President, AFGE Local 523 


Michael Dukes, Veteran Representative 


Brenda Flanigan-Tyson, RN, Nurse Executive, Education


Margaret Fralin, Clinical Applications Coordinator, Clinical Applications Division


Patricia Hancox, LISW-CP, Women Veterans Program Coordinator, Social Work 


Dan Gross, PhD, Psychologist, Mental Health Service

Michael Kagan, MD, Physician Manager, Trident Primary Care Clinic, Primary Care 


Theresa Medley, LISW-CP, Social Work Service

Donna Pittman, APRN, GCNS-BC, Health Promotion Disease Prevention Manager, Education

Charlene Pope, RN, PhD, MPH, Associate Nurse Executive, Research


Patricia Sheppard, RN, Specialty Clinic, Medical Service


Quanda M. Singleton, RN, Nurse Manager, 3BN


Kate Smith, RN, President, NAGE Local R5-150


Theresa Toler, RN, Nurse Manager, Myrtle Beach Primary Care, Primary Care 


Karen Wilder-Smalls, NAGE Local R5-135


Terri Tyrrell, Administrative Officer, Primary Care Service Line

                                     

Are representatives from the veterans’ community involved in your Patient Aligned Care Team (PACT) planning process?  Yes 

Explain how Patient Aligned Care Team (PACT) was implemented at the facility?   We initially had a pilot team from our Myrtle Beach Clinic participating in the National PACT Collaborative that started in 2010.  That team worked through the implementation of pillars developing process and measuring outcomes for access, care management and changes in practice.  When they had measured successful outcomes those new process where shared with the other sites of care and implementation of PACT was spread to the PCSL.  In July of 2011 PCSL conducted a retreat for all PACT staff to attend that consisted of didactic training as well as sharing of best practices from site to site.  Each PACT team developed an action plan to further spread PACT principle within their clinics and developed measureable outcomes to determine the success of those plans.  PACT progress is discussed during weekly Primary Care Internal Operation Meetings, monthly PC provider meetings, weekly nurse manager meetings, and site team meetings. Successful PACT practices are shared during weekly morning report with the Directors Staff.    PCSL staff have attended TEACH Training, Motivational Interviewing, TILC training, and Shared Medical Appointment Training.   The PACT Steering Committee conducts quarterly town halls for all staff to attend for updates and training on PACT initiatives. 

Patient Satisfaction 
Director of Patient Care Services  
What duties and responsibilities do you have as the Director of Patient Care Services for the facility?  
The Director Patient Care Services/ Nurse Executive (DPCS/NE) functions as a member of Organization's Senior Leadership.  Collaborates with senior executive management in making decisions about health care services, settings, and organizational priorities.   The DPCS/NE works with senior executive management to ensure that policies and practices promote optimum patient care outcomes. This position participates in executive decision making, policy determination and implementation strategies, and collaborates with other executives to ensure that policies and practices promote optimum patient care outcomes and efficiency.   The DPCS/NE provides leadership in the promotion of quality and effectiveness by supporting VHA Clinical Indicators, Performance Measures, T21, and various other outcomes measures.   This also includes the quality and effectiveness of nursing programs throughout the Organization.   The DPCS/NE provides leadership role in the professional community, and governmental bodies that shape health care policy, thereby contributing to the development of the health care delivery system and better health care for society.  In addition as a critical member of the Executive Leadership Team, the DPCS/NE provides input regarding administrative and clinical policy, strategic planning and decision making that impacts the Organization and VISN 21 through participation on VISN and VACO national conference calls, tasks forces, committees and other national forums. 

          The DPCS/NE is accountable to provide guidance and oversight for all nursing practice and the profession of nursing. The scope of the DPCS/NE role extends into all major practice areas: clinical, administrative, research, education, including the VANA, CCHT, SPD and Infection Control programs.   The DPCS/NE assures that the Nursing Strategic Plan, supports the Organization's and VISN's Strategic and the National Nursing Strategic Plans.    The DPCS/NE establishes and promotes nursing standards throughout the Organization and through expert consultation, provides direction to all nursing service staff.   The DPCS/NE incorporates the principles and practices of a nurse executive within a Patient Care Line Service model for all nurses.   The ADPCS proactively works with Nursing Labor and Management Relations to promote a positive and safe work environment with the Organization.

What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? 

a. Inpatient 64.7
b. Outpatient   53.1
Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey?
Neither- we have maintained.
How are patient satisfaction indicators and measurements tracked and managed? 
They are posted monthly to the National Website and they are placed in an excel sheet, shared with staff and the counsel to address.
Of these, which patient satisfaction measures are you responsible for? 
All
What other facility staff reports to you on patient satisfaction programs and initiatives? 
Nurse Managers, Case Managers and other nurse leadership roles as well as multiple committee structures that I am personally engaged within the medical center.
Patient Advocate/Patient Centered Care Coordinator
How do you define patient satisfaction as a healthcare facility? 
To ensure every Veteran will be personally satisfied with the care that they receive based on the highest quality outcome, and to maintain and expand health services to the Veteran wherever possible.

What duties and responsibilities do you have as the Patient Advocate for the facility?
We currently have four Patient Advocates within the medical center.  They are responsible for taking patient issues and concerns and assisting in getting a result for the Veteran and their families when issues arise, track and trend data to do process improvement, utilize tools for patient advocate to ensure any increase or trend is immediately identified and advocate and educate our Veterans and their families.  

How are patient satisfaction indicators and measurements tracked and managed? 
Through the CSC
Of these, which patient satisfaction measures are you responsible for? 
All of them.
When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? 
On March 29th, scores were posted and the next quarterly report will not be until June 28th.  We look at monthly scores but due to the peer index comparison and statistical analysis, we focus on scores that are recorded and archived on the National Webpage geared specifically to the Patient Experience.
What were your previous patient satisfaction scores?  
	
	
	FY 2010
	 
	FY 2011
	 

	Outpatient
	Target: 54%
	Qtr 1
	Qtr 2
	Qtr 3
	Qtr 4
	FY 10
	 
	Qtr 1
	Qtr 2
	Qtr 3
	Qtr 4
	FY 11
	 
	Qtr 1

	National
	54
	54.7
	55.2
	54.8
	55.4
	54.8
	 
	55.9
	55.3
	54.2
	54.5
	55
	 
	55

	VISN 7
	54
	52.7
	51.7
	52.2
	52.1
	52.1
	 
	52.1
	51.1
	50.9
	51.6
	51.4
	 
	51.8

	Charleston Overall
	54
	49.1
	53.8
	51.8
	49.5
	51.1
	 
	53.2
	53.1
	53.9
	52.0
	53.1
	 
	52.3

	Inpatient
	Target: 64%
	Q1/Q2
	Q3/Q4
	FY 10
	 
	Q1/Q2
	Q3/Q4
	FY 11
	 
	Q1

	National
	64
	63.6
	64.1
	63.9
	 
	63.9
	64.1
	64
	 
	63.7

	VISN 7
	64
	65.7
	66.3
	66.0
	 
	63.3
	62.4
	62.8
	 
	62.2

	Charleston Overall
	64
	72.9
	69.6
	70.8
	 
	60.9
	68.2
	64.7
	 
	61.7


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? 

No

Is your facility working on a “best practices” in patient satisfaction? If so, please explain. 
The Patient and Family Lounge is something unique with a nursing mothers room and family bathroom attached.  Most recently the Marriage Enrichment Retreat for our Veteran and their loved one. 

How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities? See Above information
Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)? 
There is a 2 month on boarding process within the Patient Advocate Offices and they are required to maintain 40 hours of annual facility training but also receive additional training by their supervisor and the TMS internet site. 
Please describe programs and initiatives that relate to patient satisfaction?
 New Employee Orientation with focus on Customer Service, Soft Skills Training, Disruptive Behavior and PFCC Class, Smile Program, Johnny the Bagger Program, Patient and Family Centered Care Training Class (5 Modules), Motivational Interviewing, Teach for Success are several of the highlighted programs within the medical center.

What is the procedure when you receive a patient concern and/or complaint?

Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 

VA Central Office- National Veterans and Patient Advocate Program
 VISN - VISN 7 VFCC/PCC Committee
 VA Medical Center facility- Customer Service Department
What training do Facility Patient Advocates receive? 
Initially they are required to review the VHA Patient Advocacy Program VHA Handbook 1003.4 as well as Service Recovery in the VHA (Handbook 1003.2 that outlines the process of dealing with Veteran Issues and our local Memorandum outlining the process of addressing patient complaints or concerns as well as compliments, training of the Patient Advocate Tracking System, IRIS Inquiries, My HealtheVet Inquiries to the Patient Advocate Office, two months basic side by side peer training, multiple customer service trainings as well as other required VHA 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?
No- any identified issues regarding performance is addressed by the Customer Service Manager.  Issues that cannot be resolved by the Patient Advocate are raised to their supervisor’s level to address. 
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? 

There is a directive called Service Recovery in the VHA (Handbook 1003.2 that outlines the process of dealing with Veteran Issues identified but there is not specific time limit.  Our facility practices resolving issues at the lowest level possible and as quickly as possible as long as the Veteran feels it is fair and just.
If so, which office and positions ensure this standard/policy is being met? 

Customer Service Department 
Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?
No- we are able to get our Veterans into their initial appt within the 7 day goal established by VA Central Office and we track that very closely and report in morning report weekly.

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? 
The UM staff review medical records to determine acuity for admission and continuing length of staff.  Patient satisfaction is not a direct responsibility but indirectly serves to promote timely discharge planning.

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

Training was provided through an on-line course and internet conferencing.   UM nurses are required to undergo inter-rater reliability training on an annual basis.
How are measurement tools used to improve quality of care and patient satisfaction?
Tools serve as a mechanism to collate and analyze data in all forums in which quality data is collected.  It is the analysis of data by leadership and staff that actually improve the quality of care and patient satisfaction.

Risk Manager
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
The Risk Management Program includes processes related to tort claims, disclosure of adverse events, peer review, Administrative Investigation Boards, occurrence screening,  patient incident reporting, and  reports to licensure boards and the National Practitioner Data Bank.  

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

I have been in the role > 15 years.   Training is provided by the national RM office as new requirements are introduced.

How are measurement tools used to improve quality of care and patient satisfaction?
Tools serve as a mechanism to collate and analyze data in all forums in which quality data is collected.  It is the analysis of data by leadership and staff that actually improve the quality of care and patient satisfaction.

Systems Redesign Manager 

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
I facilitate systems redesign groups facility-wide that work to improve quality of care and patient satisfaction.  

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

I have attended many trainings relating to Systems Redesign since I was detailed into this position in July 2011 including VERC Green Belt, VERC Yellow Belt, and most recently one in RPIW Train-the-Trainers.

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

The wide variety of measurement tools in this facility are tracked daily, weekly, monthly and quarterly.  They are reported to all employees, clinic management and/or leadership electronically and/or face-to-face, depending upon the nature of the information.  These tools are also used in systems redesign teams in order to determine if a project or a change in a process was successful and to ensure sustainment.    

Chief Medical Information Officer  
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
Clinical systems are extremely dependent on information technology networks and systems to operate.  This fact clearly defines the critical role that it has in ensuring quality of care and patient satisfaction.  As a CIO I have collaborated with my clinical partners to bring projects like home telehealth, telehealth expansion, veterans electronic lifetime record (VLER), DOD/VA partnerships, veterans guest access and most recently Vocera (nurse call enhancement) to improve the quality of care and satisfaction of our nations veterans.

How are the quality of care and patient satisfaction indicators and measurements tracked and managed? 
View SHEP Scores

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?  

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

