The American Legion

System Worth Saving Program

Quality of Care and Patient Satisfaction 

Des Moines, IA 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 

1. What is your overall medical center budget for FY 2011? $250,658,591 
2012? $246,962,878.  See also, April 2012 Trip Pack and Organizational Structure, both attached, which provides general information and selected performance measure reports VA Central Iowa Health Care System (VACIHCS).
2. 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.  $494,768.56 or ~.2% FY 2012? $ 1,894,960 or ~.8%.  These are the salary costs directly attributed to the FTEE in the Quality & Safety Service, which includes the Chief of Quality & Safety, the Administrative Officer for Quality &Safety, one Systems Redesign Coordinator, four Performance Improvement Specialists, Peer Review Manager, two Utilization Management nurses, Patient Safety Manager, Credentialing Coordinator, Accreditation Coordinator, Infection Control Program Manager, MDRO/MRSA Program Coordinator, two Program Analysts, two HIMS auditors, Program Support Assistant, and four Occupational Safety and Health FTE.
3. How do you define quality as a healthcare facility?   Quality, patient satisfaction, Veteran-centered care and continuous, systematic, organization-wide improvement are part of the routine work of all employees and care providers in all clinical and administrative, direct care and support services working within VACIHCS.  VACIHCS has defined a Quality Management System in medical center Policy Quality & Safety 6, attached, which provides further description of the Organization’s approach to healthcare quality.
4. Has the facility received any awards or designations for quality of care? VACIHCS routinely and regularly invites teams both internal and external to the VA to visit, assess, survey, consult, and recommend actions designed to enhance the quality of care provided by VACIHCS to the Veterans served.  This continuous and ongoing activity supports continuous readiness for service, accreditation of the facility under the Hospital, Behavioral Health, Home Care, and Long Term Care standards of the Joint Commission, and accreditation of several programs through voluntary CARF reviews-- all direct designations of the assurance of the high quality of care provided by VACIHCS.
5. How do you measure and manage quality as a healthcare facility?  In conjunction with the Quality Management System described in policy, VACIHCS utilizes an abundance of valuable data resources and tools designed and developed at all three levels within VA’s agency structure: VA Central Office, the VISN, and the facility.  A review of many of these resources and tools, as well as publically available data, can be obtained through the www.VA.gov portal.  More specific detail about data used to measure and manage specific aspects of quality and the healthcare facility can be discussed on site with the team, as requested.

6. How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?  VACIHCS is held accountable for specific performance measures established by VACO, the VISN, and within the facility and is charged with implementing and progressing on strategic goals set at all three organizational levels.   Additionally, VACIHCS maintains continuous service readiness and is routinely and regularly visited both by internal VA and external survey, accreditation, and other regulatory bodies.  Within the facility, staff is encouraged to identify and address any opportunities for improvement at all levels within the system. Performance and outcomes measured through all of these mechanisms continuously feed focused efforts designed to enhance and improve Veteran-centered quality of care.
7. What are the following staff’s responsibilities in ensuring quality of care at the facility? 

a. Chief of Staff
b. Head Nurse

c. Quality Manager
d. Patient Safety Manager

e. Utilization Management

f. Risk Manager

g. Systems Redesign Manager

h. Chief Health Medical Information Officer/Clinical Lead for Informatics
See VACIHCS Policy Quality & Safety 6, attached.  

8. Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?   See VACIHCS Policy Quality & Safety 6, attached.  Additionally, all staff is responsible for managing and tracking quality of care as a part of their routine and daily work.
9. Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)?  
All staff is required to complete regular and recurring mandatory training designed to ensure and enhance quality of care at all levels.  The quality of training that employees receive at VA Central Iowa Health Care System supports the Learning Organization initiative. Learning Organizations foster a supportive learning environment, adopt learning practices and processes, and ensure that supervisors and leadership reinforce learning. 

Within VACIHCS, employees receive a number of options for learning including, but not limited to, online, in-person, simulation, mock drills, after action reviews, continuing medical education for providers, continuing education for nursing and other allied health professionals, leadership development, medical library, job shadows, and academic support.  

Mandatory training is annual and driven by National VA directives and/or national guidelines, such as the American Heart Association’s Basis Life Support (BLS) guidelines, which require recertification of BLS every 2 years. 

 
10. What resources have the VA Central Office and the VISN provided to help your facility improve quality of care programs and initiatives?   See above.
11. What future VA Central Office or VISN resources and/or support are needed?  Continuing support as previously identified.
12. What innovative qualities of care programs or studies covered by grants are being conducted by this facility? Is your facility working on a “best practice(s)” in quality of care management?   Patient-Centered Care.  Patient Flow.  PACT.
13. 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? 

14. Which staff position at the facility is responsible for performance measures (access, clinical measures and ASPIRE/Hospital Compare)?   Although there may be a point of contact(s) for compilation/review of the data and/or outcome measures, all staff working in programs affecting access, clinical measures, and measures reported through ASPIRE/Hospital Compare are responsible for the outcomes on those measures.  
15. How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?

The Central Iowa Health Care System employs 249.5 RN FTEE, 89.80 LPN FTEE, 68.00 Nursing Assistant FTEE and 27 Health Care Technician FTEE as of Pay Period six of 2012.  VA Central Iowa does not use patient ratios in nurse staffing but rather follows VHA Directive 2010-34 and our local health system policy, “Plan for the Provision of Nursing Care/Services” (given to you the day of your visit) for determining staffing levels based on an analysis of multiple variables to include patient or resident needs, environmental and organizational supports, and professional judgment to recommend safe and effective staffing levels at various points of care.

16. Has there been any turnover with any of these positions? 
In the last 12 months, CIHCS has experienced a hospital wide RN turnover rate of 11% and LPN turnover rate of 16%.  Half of the RN turnover rate was due to retirements.

17. How long have these positions been vacant?

Position vacancy rates vary depending on the type of position being recruited.  The facility average for FY11 was 51.18 days.

18. 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?  Although there have been inquiries and visits by the OIG, there have been no media articles about quality of care concerns within the past three years.
19. What were the findings and recommendations found with Government Accountability Office (GAO)?  None.
20. What were the findings and recommendations found with VA Office of the Inspector General (OIG)?  OIG complaint investigations have not resulted in any findings and/or recommendations.  
21. What were the findings and recommendations found with the media articles?  None known.
22. When was your last Joint Commission Inspection?  April 2010.
23. What were the findings and recommendations? Generally, there were findings on the Hospital survey in compliance with timely testing under environmental standards, the number of drills for emergencies and smoke barrier issues. There were documentation issues with improvement needed in content for history & physicals, the time out process, surgical procedure documentation, and blood administration.   For the Long Term Care survey, there were issues with ensuring veteran attendance at resident council and ensuring there were adequate activities based on the veteran care plans. There were medication storage issues identified for the hospital program and use of high alert medications for veterans in the home care program.  
24. When was your last Commission Accreditation Rehabilitation Facility (CARF) inspection? What were the findings and recommendations?   CIIRP program was surveyed in October of 2011 and received a three year accreditation. The survey team made recommendations for improvement in the strategic plan, use of outcome data including data from stakeholders and use of the data in the planning process for planning, changes to the information provided upon admission and transfers, and annual review of job descriptions by supervisors.

In the Mental Health Service Line, the homeless program, PRRC program and the domiciliary residential care programs were surveyed under the Behavioral and Community Service Standards in October of 2011. This was the initial survey for these programs and all received a three year accreditation.  Identified areas for improvement were related to annual review of job descriptions, ensuring releases of information are completed according to policy, expanding the smoking policy to include all tobacco, improvement in documentation of treatment plans and ensuring compliance with elements of quality record reviews.

The Compensated Work Therapy and Supported Employment programs were surveyed in March 2012 with no recommendations made at the time of that visit.

The Low Vision program was survey for the first time in October of 2011 and received a three year accreditation.  The survey team made recommendations for improvement in the Service Line strategic plan, use of outcome data including data from stakeholders and use of the data in the planning process for planning, annual review of job descriptions by supervisors, ensuring releases of information are completed according to policy, expansion on identifying accessibility issues for the program, improvement of the admission packet, improvement on the treatment planning process and documentation of adequate staffing. 
25. 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?   See VACIHCS Quality & Safety 6, attached, for the Quality Council at the facility level.  In addition, quality of care is also a regular and routine component of all other committees and service line councils functioning within the facility governance structure.
26. Are veterans’ participating and/or serving on these committees?   Veterans are not yet integrated into the regular medical center committees.  There are currently resident councils meeting within programs/service lines.  There is a plan to establish a Veteran/Stakeholder Committee reporting through the Culture of Excellence Executive Council at the organizational level in the new governance structure scheduled to become operational within the next three to six months.
Patient Satisfaction 

27. What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  $171,443 or ~.07% FY 2012 $165,941 or ~.07%?  These figures are for the two FTEEs dedicated as Patient Advocates.
28. How do you define patient satisfaction as a healthcare facility?  By honoring the Veterans expectation of safe, high quality, and accessible health care, provided in a manner that is respectful and patient centered.
29. How do you measure and manage patient satisfaction as a healthcare facility?  Data that is received from the Survey of Healthcare Experiences of Patients (SHEP) and the Patient Advocate Tracking System (PATS) is compiled, trended, analyzed and reviewed both at the facility level and within the specific service areas related to the individualized feedback.
30. What types of measurement tools are utilized for tracking patient satisfaction?  Survey of Healthcare Experiences of Patients (SHEP) and Patient Advocate Tracking System (PATS) 

31. How are these measurement tools utilized to improve patient satisfaction? Data is collected and sent to Service Lines for tracking, trending, analysis and review.  Action plans are put in place to work on focused areas of need.  Service lines report to on patient satisfaction data at Leadership Council, which is comprised of the executive and leadership teams.
32. Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.   This detailed information can be provided to the team at the time of the site visit.
33. Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?    a. Cleanliness of Hospital Environment.  
b. Privacy in Rooms.  
c. Noise Level in Room.  
d. Quietness of Hospital Environment.  
34. What measures have been taken to address improvement in these areas?

a. EMS work order established.

b. New construction for 3B that will include private rooms.  Nurse education.

c. Monitored noise levels.  Implemented quiet times on inpatient unit.  

d. Ceased overhead paging.  Healing Environment.  Halls & Walls.

35. How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?  Through data collected and reported through VSSC.
36. What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives? I-CARE.  Integrated Ethics Quality Check.  VHA Patient Centered Care Principles.  Data collection systems (SHEP, PATS).  Financial and operational resources.
37. How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities?  There are two dedicated Patient Advocates.  However, all staff is expected to work specifically on patient satisfaction initiatives as a routine and regular part of their standard work and patient-centered care.
38. Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees?   This has been disbanded at the VISN level.   There is a plan to establish a Veteran/Stakeholder Committee reporting through the Culture of Excellence Executive Council at the organizational level in the new governance structure scheduled to become fully operational within the next three to six months.
39. Are veterans’ participating and/or serving on these committees?   See above.
Quality Manager
40. What duties and responsibilities do you have as the quality manager for the facility?   See Quality & Safety Policy 6, attached.
41. How are quality of care indicators and measurements tracked and managed?
See above, under Leadership.
42. How do you measure and manage quality as a healthcare facility?  See above, under Leadership.
43. How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?  See above, under Leadership.
44. What are the quality of care committees at the VISN and/or facility level and who are they?  See above, under Leadership.
45. How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?  Data relating specifically to performance measures associated at the CBOC level are split out from the cumulated data through the Primary Care Service Line.  This data is reviewed and analyzed in a manner consistent with the clinics located at the main medical facility.
Patient Safety Manager
46. What duties and responsibilities do you have as the Patient Safety Officer for the facility? Patient safety goal compliance, individual and aggregate root cause analyses (RCAs), patient safety alerts and advisories, health care failure mode and effect analysis (HFMEA) annual pro-active risk assessment, other risk assessments as requested, participation in various types of rounds, policy development and directive review and implementation, staff education, compliance and completion of projects as assigned from the VISN Patient Safety Officer or the National Center for Patient Safety (NCPS), daily review of patient incidents with reporting and follow up as needed, data management and tracking of incidents, preparation and involvement in internal and external surveys and reviews.
47. What other facility staff reports to you on patient safety programs and care initiatives? Any staff member may report a patient safety issue for follow up; they may also report environmental or other hazards which will be referred to the appropriate service for follow up.
48. How do you define patient safety as a healthcare system? See VACIHCS Patient Safety Program Policy Quality &Safety 5, attached.
49. Please describe your patient safety programs and initiatives. See VACIHCS Patient Safety Program Policy Quality &Safety 5, attached.
50. What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.   The Patient Safety Manager participates on the Medication Event Work Group, Falls Committee, Construction Oversight, Quality Council, Disruptive Behavior Committee, Joint Commission Readiness Committee, Safe Patient Handling Committee, Behavioral Health CARF Committee, MRI Safety Committee, Dialysis Work Group, Clinical Product Review Committee and is also an ad hoc member and has periodic reporting responsibility to the Pharmacy &Therapeutics Committee, the Organized Medical Staff, Clinical Advisory Board and other committees as requested. 
51. What VA Central Office, VISN and VA Medical Center facility’s programs are in place to prevent patient safety hazards?  See National Patient Safety Handbook, attached.
52. 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? See National Patient Safety Handbook, attached.
53. How are high risk patient safety issues, reported to the medical center’s leadership?  These are reported daily to the Leadership Council/Executive Leadership Team at morning report.
54. Please describe the differences at your facility between quality of care and patient safety? Quality of care and patient safety are integrally interrelated.   Patient safety directly impacts the quality of care a patient is provided.  
55. 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 Patient Safety Manager works directly with all of the positions listed, depending upon the nature of the potential safety issue identified.  The Patient Safety Manager is an integral member of many different types of teams working together to proactively address potential safety concerns.
56. Please explain the process taken to conduct a Root Cause Analysis (RCAs)?   See National Center for Patient Safety RCA Process Analysis Tools, August 2002, attached.
57. How do you use other facilities RCA’s to improve quality of care and patient satisfaction?   Lessons Learned are periodically sent out by the National Center for Patient Safety and VISN Patient Safety Officer for VISN RCAs which can be used for ideas or as a reference when completing local RCAs.  Literature searches may also be conducted as part of an RCA process.  The NCPS can conduct a query of RCA topics if requested, for general information on actions other facilities have taken related to that topic.  Any of this information might be used when completing an RCA with the goal of improving the quality of care and ultimately a patient’s satisfaction with his or her care and healthcare experience. 

58. How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities?   All staff is expected to work on patient safety initiatives and part of their regular and routine daily work, regardless of their position including clinical and administrative, direct care or support.
59. Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?  See VISN report of RCAs completed to date, provided by the Patient Safety Manager.
Patient Aligned Care Team (PACT) Coordinator

60. What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility?  VACIHCS does not have a PACT Coordinator for the facility.   A PACT Core Team meets weekly.  A PACT Steering Committee meets monthly. The members of this Committee include Providers and Leadership representatives.
61. 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? 

· Numerous staff members, multiple disciplines and Service Lines are working on PACT initiatives. Each discipline has different job duties and responsibilities which are still in the process of being clearly defined.

· Many initiatives, such as Secure Messaging, are being spread beyond Primary Care, into Specialty and Surgical Clinics. 

· Some of the staff members are:

· Providers (MDs, DOs, PAs, NPs)

· Nursing (RNs, LPNs, HTs)

· MSAs

· Extended Team Members

· Pharmacists

· Dieticians

· Social Workers

· Respiratory Therapists

· Health Promotion Disease Prevention Program Manager

· Health Behavioral Psychologist

· Veteran Health Education

· My HealtheVet and Secure Messaging Coordinator

· Certified Diabetes RN Educator

62. Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center?  The Primary/Specialty Medicine Service Line Medical Director and the Nurse Executive/Associate Director of Patient Care.
63. How often does the Patient Aligned Care Team (PACT) committee meet?

See above.

64. Which VA Medical Center staff attends the committee meeting? 

See above.
65. Are representatives from the veterans’ community involved in your Patient Aligned Care Team (PACT) planning process? No Veterans have been incorporated into the planning process.  The PACT Core Team is not the appropriate venue for Veteran involvement, but is supportive of obtaining the Voice of the Customer when appropriate venues are established.
66. Explain how Patient Aligned Care Team (PACT) was implemented at the facility?  

Pilot Teamlets and Extended Team Members attended training at Central Regional and VISN Collaboratives. Teams from Des Moines and at least two CBOCs participated. 

Continued meetings monthly and quarterly as listed above to continue implementation and spread of the PACT initiative.

Multiple education efforts at staff meetings, leadership briefing, emails, and face-to-face discussions.

Sharing data and outcomes with front-line staff.

Patient Satisfaction
Director of Patient Care Services  
67. What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 
Serve as a full associate to the Health System Director. Participate and provide broad leadership and direction as a member of the executive team in strategic and tactical planning; execution and evaluation of system goals and performance. Daily duties include provision of leadership and operational administrative and clinical management for the Nursing Professional Community, Pharmacy, Laboratory, Imaging, Chaplain and Sterilize Processing Services. 
68. What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? 

a. Inpatient

b. Outpatient 
See Patient Satisfaction, above.

69. Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey?   See Patient Satisfaction, above.

70. How are patient satisfaction indicators and measurements tracked and managed? See Patient Satisfaction, above.

71. Of these, which patient satisfaction measures are you responsible for? See Patient Satisfaction, above.
72. What other facility staff reports to you on patient satisfaction programs and initiatives?   See Patient Satisfaction, above.
Patient Advocate/Patient Centered Care Coordinator
73. How do you define patient satisfaction as a healthcare facility?   See Patient Satisfaction, above.  
74. What duties and responsibilities do you have as the Patient Advocate for the facility?  To field, resolve and enter compliments and complaints in to the PATS system.  If further resolution is needed, they are forwarded to the appropriate service lines.  
75. How are patient satisfaction indicators and measurements tracked and managed?  See Patient Satisfaction, above. 

76. Of these, which patient satisfaction measures are you responsible for?   See Patient Satisfaction, above.
77. When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? See Patient Satisfaction, above.
78. What were your previous patient satisfaction scores?  See Patient Satisfaction, above.
79. 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? See above.
80. Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  See above.
81. How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities?   See above.
82. Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)?   See above.
83. Please describe programs and initiatives that relate to patient satisfaction?  See above.
84. What is the procedure when you receive a patient concern and/or complaint?  The Patient Advocates listen; they gather as much information related to the concern as is possible, they review the CPRS records, provide feedback from this review as they are visiting with the Veteran.  For resolution, they make calls, walk to the appropriate area if needed, enter a PATS report and forward it to the appropriate service line for assistance or awareness.   
85. Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates?  Patient Advocates report through the Chief of Staff, Quality Management, or Public Affairs.  At VACIHCS the Patient Advocates report through the Chief of Staff.
86. What training do Facility Patient Advocates receive?   See above.
87. 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?  The Patient Advocates receive midyear and annual reviews as part of their reporting through the Chief of Staff office.  They also receive routine and regular review by the customers they provide service to.  Those individuals are encouraged to report any issues with professionalism, courteousness, or prompt response follow up.
88. 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?   See VHA Handbook 1003.4, 7.b. which provides that complaints should be addressed as soon as possible, but no longer than seven days from the time of the complaint.
89. If so, which office and positions ensure this standard/policy is being met?  VISN Director.
90. Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?  None.  See below.
	Primary Care Cumulative
	Updated: 
	3/15/2012
	 

	Month
	PC Numerator
	PC Denominator
	PC %    (Target is <1.0%)
	Met or Not Met?

	Oct
	377
	57509
	0.66%
	M

	Nov
	879
	115373
	0.76%
	M

	Dec
	1504
	173381
	0.87%
	M

	Jan
	2296
	231643
	0.99%
	M

	Feb
	2750
	290159
	0.95%
	M

	Mar
	3088
	349032
	0.88%
	M


Utilization Management Coordinator

91. What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?   See Quality & Safety Policy 35, attached.  The Utilization Management RNs monitor admission and continued stays for inpatient activity.  They assess for the right care at the right time in the right place by applying patient information to Interqual Criteria.  They do not monitor patient satisfaction.

92. What training did you receive initially and what ongoing training do you receive for this position?  McKesson Interqual Criteria Training.  Ongoing training includes Interqual Criteria changes/updates.  The Utilization Review RNs are tested annually for Inter-Rater Reliability by McKesson.

93. How are measurement tools used to improve quality of care and patient satisfaction?  NUMI (National Utilization Management Integration) Data is provided to Executive Leadership on a quarterly basis as well as Service Lines.   It is also a routine part of the data assessment that is utilized by groups working on improving patient flow throughout the system. This data drives quality of care projects and improvements.
Risk Manager

94. What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?   See Quality & Safety Policy 11, Peer Review Program attached.
95. What training did you receive initially and what ongoing training do you receive for this position?  See above.
96. How are measurement tools used to improve quality of care and patient satisfaction?  Recommendations for systems improvements impacting quality of care and patient satisfaction are routinely made as a result of the peer review program and individual case reviews.  The Peer Review Committee also may recommend independent administrative review, referral to other discipline’s peer review processes, and performance improvement initiatives, as well as referral to other components of the quality management system.
Systems Redesign Manager

97. What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?   The Systems Redesign Coordinator monitors compliance with the scheduling directive, electronic wait list, and VHA consult policy.  The position facilitates various process improvement projects distributed from the VHA System Redesign Office and local identification of improvement needs.
98. What training did you receive initially and what ongoing training do you receive for this position?   The Systems Redesign Coordinator has extensive experience and training in methods of process improvement and has attended both Yellow and Green Belt Lean training offered through the VISN and VERC.
99. How are measurement tools used to improve quality of care and patient satisfaction? The Systems Redesign Coordinator is responsible for monitoring access reports, electronic wait lists, pending reports, and missed opportunity rates among others.  The data from all of these directly feed identification of areas that are in need of focused review and/or improvement efforts, which are designed to contribute to enhanced patient-centered care and patient satisfaction.
Chief Medical Information Officer  
100. What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?   VACIHCS does not have a chief medical information officer and is unaware of an equivalent position.
101. How are the quality of care and patient satisfaction indicators and measurements tracked and managed?   See above.
102. 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?  See above.
103. How are measurement tools used to improve quality of care and patient satisfaction?  See above.
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