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System Worth Saving Program

Quality of Care and Patient Satisfaction 
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Durham VA Medical Center
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 2011 -  371M (All types of funds)
FY 2012 – 400M (All type of funds)

What percentage of your budget is dedicated to Quality of Care staffing and programs in FY 2011? FY2012? Please describe these staffing costs and types of programs.
All budgets are directed towards quality of care.  
How do you define quality as a healthcare facility? 

We define quality as providing safe, effective, and efficient patient-centered care in a fiscally responsible way.  We continually strive to be an employer of choice with strong academic and community affiliations.

Has the facility received any awards or designations for quality of care?

For 2011:  Mental Health Recovery Leadership Award from VACO OHMS, which was given for “Outstanding Implementation of a Psychosocial Rehabilitation and Recovery Center”.  It was just the just the third one awarded nationally and the only one awarded in 2011.   2nd place nationally in System Redesign Under Secretary of Healthcare award for Process Improvement in the Inpatient Services Systems Category.   

How do you measure and manage quality as a healthcare facility?  

The selection of performance monitors/measures is aimed at determining if a process or function is performing at the level expected and designed.  Performance measures are designed by the Medical Center or selected from appropriate external measures.  To the extent possible, relevant measures are selected that may be compared to similar organizations/ industries, or benchmarked with exceptional performers/organizations.  Comparative data are used to determine if there is excessive variability or unacceptable levels of performance, as well as levels that represent superior performance.  Data collection and analysis activities are intended to address important Medical Center processes and functions. Statistical tools and techniques are used to analyze and display data. Data collection and analysis will be balanced with available resources and likely usefulness of the outcomes.  

How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?
Management of quality is overseen through our Medical Center Governance Structure.  Through this structure is a series of committees and sub-committees which report up to councils chaired or co-chaired by members of the executive leadership team.  Each council and committee is chartered with specific charges and measures of effectiveness.  Durham also has a very effective internal tracer program whereby a group of trained tracer team consultants performs internal evaluations of clinical areas to ensure there is a safe environment and that care is being provided in a safe, high quality manner.

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

a. Chief of Staff:  The COS serves as the President of the Medical Staff and Chair of the Executive Committee of the Medical Staff and co-Chair of the Quality Council.  The Medical Staff is responsible for the quality of care delivered by its members and is accountable to the Governing Body for all aspects of that care.  They are responsible for overseeing the quality of care, treatment, and services provided by all individuals with clinical privileges; for assuring that all patients receive safe, efficient, timely, and appropriate care that is subject to continuous quality improvement practices; assuring that all patients being treated for the same health problem or with the same methods/procedures receive the same level or quality of care; providing educational activities that relate to care provided and quality of care review activities; maintaining a high level of professional performance of practitioners authorized to practice in the facility through continuous quality improvement practices and appropriate delineation of clinical privileges; and initiating and maintaining an active continuous quality improvement program addressing all aspects of medical practice.  

The Organized Medical Staff, through its committees and Service Chiefs, provides counsel and assistance to the Chief of Staff and Director regarding all facets of patient care, treatment, and services including evaluating and improving the quality and safety of patient care services.  The Clinical Service Chiefs report to the COS and are responsible for the quality and safety of the care, treatment, and services provided by their services.  This requires ongoing monitoring and evaluation of quality and safety, appropriateness of care and treatment, patient satisfaction, patient safety, and utilization management.  They identify and define indicators used to measure and assess care and evaluate the quality and appropriateness of care.  The services use VHA performance measures and monitors as a basis for assessing the quality, timeliness, efficiency, and safety of the care provided.  The clinical services maintain records of quality assurance activities; develop policies and procedures to assure effective management, ethics, safety, communication, and quality within the service; review clinical privilege templates; and make recommendations to Executive Committee of the Medical Staff.  The Service chiefs are responsible for the continuous assessment and improvement of the quality of care, treatment, and services provided; participating in quality control programs; and the orientation and continuing education of the employees in their services.  They conduct meetings to review findings from ongoing monitoring and evaluation of the quality and appropriateness of patient care and treatment.  

The Executive Committee of the Medical Staff, chaired by the COS, acts on behalf of the Medical Staff between Medical Staff meetings; maintains a process for reviewing credentials and delineating clinical privileges to address the scope and quality of services provided within the facility; acts to ensure effective communications between the Medical Staff and the Director; coordinates the ongoing review, evaluation, and quality improvement activities to ensure compliance with Veterans Health Administration Clinical Performance Measures, The Joint Commission, and relevant external standards; receives and acts on reports and recommendations from medical staff committees including those with quality of care responsibilities and makes needed recommendations to the Governing Body.  One of the ECMS responsibilities is the on-going monitoring of privileged practitioners (Ongoing Professional Practice Evaluation or OPPE), which is essential to confirm the quality of care delivered.  This process allows the facility to identify professional practice trends that impact the quality of care and patient safety.  
The ECMS Standing Committees are established for the purpose of evaluating and improving the quality of health care provided, reducing morbidity or mortality from any cause or condition, establishing and enforcing guidelines designed to keep the cost of health care within reasonable bounds, reviewing the professional qualifications of applicants for medical staff membership, reviewing the activities of the Medical Staff, reporting variances to accepted standards of clinical performance, etc.

b.  Head Nurse:  The Associate Director for Patient Care Services is responsible for management and oversight of nursing professional practice, delivery of inpatient nursing care, and sterile processing services.  
c. Quality Manager:  The Chief of Quality Management Service has responsibility for leading the Medical Center Quality program.  This includes the domains of Survey Readiness, Customer Satisfaction, Systems Redesign, Utilization Management, Risk Management, and Credentialing and Privileging.  The Quality Manager ensures that the Quality Program meets VHA requirements, and that the facility maintains Joint Commission, OIG, and other survey readiness.  The External Peer Review Program; which measures the quality of clinical care is overseen by the Quality Manager.  More detail is included in the detailed questionnaire for QM.
d.  Patient Safety Manager:  The Patient Safety Manager is responsible for ensuring that the Medical Center has a pro-active program to improve patient safety.  This includes analysis of episodes of care that reveal opportunities to improve, including near misses, with a focus on systems improvement.  Patient Safety conducts Root Cause analyses, Healthcare Failure Mode and Effects analyses, and leads teams to improve the quality of patient care.  
e.  Utilization Management:  The Utilization Management nurses review admissions to and continuing stays in inpatient care for appropriateness. InterQual criteria are used, as per VHA mandate.  The purpose of UM is to help ensure that resources are used wisely.  Cases not meeting criteria are forwarded for Physician Advisor review to determine if the admission or continuing stay is clinically warranted.  If not, the Physician Advisor advises the admitting or treating Physician on alternatives to inpatient care.  In some cases, systems issues will result in a continuing stays or admissions that don’t meet criteria.  For example, a patient may wait for surgery as an inpatient.  UM data is used to identify causes of inpatient bed days of care not meeting criteria to allow systems improvements in the utilization of resources.

f.  Risk Manager:  The Risk Manager is responsible for developing and managing the Durham VA Medical Center Risk Management Program in accordance with regulatory agencies, VHA, Network and facility requirements. This includes interpreting VA handbooks and directives related to risk management. The incumbent serves as a subject matter expert for risk management. The incumbent provides advice and support to the medical center staff, directs the development and maintenance of programs designed to reduce risk at all levels within the healthcare delivery system, and provides professional management, educational assistance and policy development and implementation guidance in the area of risk management. The incumbent participates in the development of innovative, evidence-based approaches to the establishment, enhancement, modification, and/or improvement of care with a focus on risk management. Risk management activities encompass both inpatient and outpatient care, include all healthcare specialties and are integrated into the Performance Improvement Program. The incumbent works closely with Chief of Staff, service chiefs and others in planning, designing, integrating, implementing, modifying and administering the Risk Management Program. The incumbent demonstrates knowledge of current concepts and principles of performance improvement, the Medical Center’s improvement methodology and framework, and external review standards. The incumbent will develop strategies to disseminate “lessons learned” to appropriate staff throughout the organization.  
g. Systems Redesign Manager (see below under Systems Redesign Manager section)
h.  Chief Health Medical Information Officer/Clinical Lead for Informatics:  Assure that the Electronic Health record offer’s accurate efficient quality documentation.

Assess that documentation is timely and in the correct record.

Advocate for staff to have adequate numbers and efficient tools for the assessment of care and documentation. 
Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?

Each Service/Section Chief, Service Line Chief, and Program Director is responsible for planning, implementing, integrating, and evaluating all elements of the  quality management plan to meet local, Veterans Integrated Service Network (VISN) 6, Veterans Health Administration (VHA) Central Office or external accrediting/regulator body standards to improve the quality of services provided.  

This includes but is not limited to:  

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

(2) Participating in collaborative, interdisciplinary process improvement and measurement/monitoring activities related to the care of patients or services provided, consistent with the Medical Center’s overall plans for on-going measurement, assessment, and improvement of all patient care and organizational functions and involving staff in the development of performance improvement priorities and monitors/measures and in the implementation of improvements.  (3)  Collection, aggregation and trending of performance improvement data gathered in relation to Medical Center interdisciplinary indicators and reporting the data to the appropriate committees/councils, at intervals directed by the committee/board.  The presentation will also include actions taken and the effectiveness of the actions taken. 

(4)  Follow to assure that issues/concerns/problems identified through performance improvement activities are resolved and actions are taken when opportunities for the improvement of care/services are identified. Issues are tracked for follow-up in the appropriate meeting minutes. 

(5)  Actively encourages and supports participation of staff on relevant performance improvement activities such as Process Action Teams, System Redesign Teams, Six Sigma/Lean Thinking Teams, Root Cause Analysis, Healthcare Failure Mode Effects Analysis Teams and Peer Review activities.   

The Quality Management Service is under the supervision of the Director.  The QM office has overall day-to-day responsibility for providing technical guidance in the design, development, implementation, coordination and evaluation of the effectiveness of the facility’s Quality Management Plan and Program.  The Office also provides consultation, education, training and technical support for performance improvement activities.  The Service’s functions include: performance improvement activities, risk management, patient safety, system redesign, utilization management, customer service, external accreditation monitoring, special program functions, and credentialing and privileging of clinical staff.

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

New employees are all provided with 5 days of New Employee Orientation.  This training includes patient safety and customer satisfaction training.  Employees also receive service/unit specific orientation training of varying lengths depending on the nature of their position (either clinical or non-clinical).  Employees involved in performance improvement receive Just In Time training as part of a quality improvement initiative or team. Training on our model for quality improvement “VA-TAMMCS” which is offered to all employees on a quarterly basis. Upon completion of unit specific training employees are also given an initial competency assessment and these competencies are re-assessed on an annual basis.  Each employee is also required to complete a series of online trainings through the Talent Management System on an annual basis. 

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

As described above, VHA has established extensive systems of quality monitoring and reporting.  Many data reports and data cubes are available from national program offices to allow facilities measure and compare performance with other facilities on a broad range of measures of quality and efficiency.

What future VA Central Office or VISN resources and/or support are needed?  The VA funding model titled Veterans Equitable Resource Allocation Model (VERA) used to fund all VA medical centers needs to be modified to properly fund medical centers with rapid workload growth. The current model uses a three year look back period starting a year prior to most recent fiscal year end to determine workload and associated funding for a medical center for the next fiscal year, which does not appropriately match most current patient workload with appropriate funding requirements.

What innovative qualities of care programs or studies covered by grants are being conducted by this facility?
The DVAMC has more than 140 research investigators conducting over 440 research studies.  Examples of recent studies that focus on outcomes and quality of care issues are described below.  

· A VA Cooperative Study that showed the shingles vaccine reduces the incidence of shingles by 50% and chronic shingles pain by 66%.   We are currently studying the long term effectiveness of the vaccine and whether older persons will need a booster shot of the shingles vaccine.

· A finding that obese men have lower levels of the common prostate cancer marker, PSA, due to their increased blood volume that could put them at high risk for falsely low measured PSA levels and potentially missing cancers.
· A study found that although bariatric surgery was helpful in losing weight, it did not increase length of survival over similar Veterans that did not have bariatric surgery.  The study also found that the cost of care of the two different groups was similar.

· We are testing a program among veterans that reduces heart disease risk.  Individuals in the intervention are taught how to monitor their blood pressure and glucose and a pharmacist contacts individuals monthly to help with medication management and lifestyle changes like diet, exercise, and smoking cessation. The program is for 12 months and will involve 500 veterans at risk for cardiovascular disease.

· A study to determine whether a titrated disease management program for Veterans with high blood pressure (BP) [directed by a pharmacist, registered nurse, or licensed practical nurse depending on BP at baseline, 6, and 12 months, with the level of resource intensity potentially changing to match Veterans’ clinical needs] leads to greater improvement in blood pressure than a low-intensity strategy involving non-tailored behavioral telephone calls. 
· A study that compares traditional, individual physical therapy visits with group physical therapy visits for veterans who have knee osteoarthritis.  We want to understand whether one of these formats helps veterans to improve most in their pain and physical function.
· In a study of Veterans with hypertension published in the Annals of Internal Medicine, researchers found that multiple blood pressure measurements were needed before categorizing a patient as in or out of control.  Home blood pressure was significantly better than office blood pressure for making blood pressure treatment decisions.
· In an ongoing study funded by VA HSR&D, the Diet Choice trial is testing whether giving patients a choice between different diet approaches will improve weight loss compared to recommending one particular diet. The study builds on prior VA research showing that both low-fat and low-carbohydrate diets can be effective for weight loss.
· In an ongoing study funded by VA HSR&D, the Diabetes Genetic Risk study is examining whether providing information about one's genetic risk for diabetes will better motivate patients to make healthy lifestyle changes compared with traditional risk information like body weight status, age, blood sugar level, and family history. This study will help us understand whether genetic testing, provided in the clinic or directly to the consumer, can help veterans make healthy lifestyle choices.
Is your facility working on a “best practice(s)” in quality of care management? 
Yes, Nursing Service identifies best practices each month, and recognized the achievement with a plaque.  The best practice is publicized for adoption throughout the medical center.  In addition, Durham is a very active site for research and this helps identified new evidence-based practices for VHA.
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? 

Many services, such as Surgery, Medicine, Anesthesia, Ambulatory Care, Mental Health, Radiology, Laboratory and Pathology, and Medicine have Quality Coordinators who assist in the quality functions listed above, including survey readiness, championing EPRP or other clinical measures of quality, assisting with Ongoing Professional Practice Evaluations and Focused Professional Practice Evaluations, and other medical center or service priorities.

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

Clinical Consultants for Quality are responsible for reporting clinical measures/ASPIRE/ Hospital Compare results to medical center leadership.  They work with Quality Coordinators of the services to ensure that opportunities to improve are identified and remedied.

How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?
RN FTEE 506.4 through March 2012

LPN FTEE 89.2 through March 2012

Staff to patient ratios are maintained using the nurse staffing methodology to ensure sufficient staffing for patient care needs.

Has there been any turnover with any of these positions? 

Current turnover rate is 11%.


How long have these positions been vacant?

Nurse positions become vacant regularly and vacancies may occur for a wide variety of reasons to include: retirements, for-cause terminations, educational pursuits, expansion or creation of new programs, for internal transfers/promotions, or personal relocation decisions.  The time to fill a vacant position varies depending on the individual circumstances, but may take up to 3 months.

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)?

N/A
What were the findings and recommendations found with VA Office of the Inspector General (OIG)?

2011 OIG-Comprehensive Assessment Program Review Findings:

Morehead City CBOC:  No discrepancies noted

Raleigh CBOC:  No discrepancies noted

Durham Main Facility: Six OIG-CAP Findings and Recommendations

Recommendation 1.  OIG recommended that processes be strengthened to ensure that confidential PII in the CLC unit we inspected is secured. Corrective actions were taken and monitored for success and the item was closed.

Recommendation 2.  OIG recommended that local policy addressing communication of critical pathology test results be revised to include all VHA requirements and that communication of critical pathology results to patients be monitored for compliance with local policy. Corrective actions were taken and monitored for success and the item was closed.

Recommendation 3.  OIG recommended that normal radiology test results be consistently communicated to patients within the specified timeframe and that documentation of communication be monitored for compliance. A series of corrective actions has been taken to address this and our facility has improved from overall 50% compliance to overall 82% compliance.  We continue to monitor and improve and can request closure when we achieve consistent compliance at or above 90%.  This is an area where the VA formed a National Test Results Group and they are in the final phase of development and issue of a VA test results toolkit to the field due this month.

Recommendation 4.  We recommended that processes be strengthened to ensure that staff provide and document advance directive notification.  Corrective actions were taken and monitored for success and the item was closed.

Recommendation 5.  We recommended that processes be strengthened to ensure that staff provide diet education to patients discharged with special diets and document the education.  Corrective actions were taken and monitored for success and the item was closed.

Recommendation 6.  We recommended that infection prevention strategies education be provided to patients infected or colonized with MDRO and their families and be documented.  Corrective actions were taken and monitored for success and the item was closed.

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

None.
When was your last Joint Commission Inspection?

08/15/2011-08/19/2011

What were the findings and recommendations?

Behavioral Health Care Accreditation:  As a result of the accreditation activity conducted on the above date(s), there were no Requirements for Improvement identified.
Home Care Accreditation:  As a result of the accreditation activity conducted on the above date(s), there

were no Requirements for Improvement identified.

Hospital Accreditation:  

· Emergency carts (crash carts) in various areas were not plugged into generator supported electrical outlets.

· Openings in 2-hour fire-rated walls are fire rated for 1 1/2 hours.

· Doors required to be fire rated have functioning hardware, including positive latching devices and self-closing or automatic-closing devices. Gaps between meeting edges of door pairs are no more than 1/8 inch wide, and undercuts are no larger than 3/4 inch.

· The space around pipes, conduits, bus ducts, cables, wires, air ducts, or pneumatic tubes that penetrate fire-rated walls and floors are protected with an approved fire rated material.

· The fire rating label on various doors separating an area from a shaft containing communication wiring were painted over and therefore obscured.

· Various self-latching doors were not working.

· Various areas of penetrations of fire/smoke walls identified.  All penetrations observed during survey were sealed and repaired during survey.

· The fire alarm pull stations in the MICU and CCU were obstructed and obscured by shelving and a staff work station.

· PRN medications identified with no indication in order.

· Discharge instructions of various patients that underwent outpatient procedures did not indicate that the patient was instructed on the importance of managing medication information.

· Review of a medical record of a patient that had a dental implant procedure in the Dental Clinic did not indicate any assessment immediately prior to administering moderate sedation. The practice was to document a set of vital signs immediately prior to the initial dose of sedation and analgesia when moderate sedation was used. The medical record did not indicate such an assessment.

· Exit Stair 3 terminates into a yard which is enclosed on three sides by a fence. The current access to a public way is through the yard which has an uneven grass surface and two rows of bricks which present tripping hazards. Finally a steeply sloped hill must be climbed in order to access the public way.

Community Living Center

· Various resident’s individualized care, treatment, and services based on needs identified by the resident’s assessment (including strengths and goals), reassessment, and results of diagnostic testing were incomplete.

· Various patient records lacked fall assessments.

All corrective actions implemented and approved by the Joint Commission.

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

The visit occurred on August 4-5, 2011 and there were not recommendations.  Only 3% of organizations get no recommendations!
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? 

This was answered above.

Are veterans’ participating and/or serving on these committees? 

In addition to the committees listed above, the Customer Service Program hosted several Veteran Focus groups over the past 2 years.  The national guideline is semi-annually.  In FY11 Durham hosted 10.  We have quarterly groups planned for FY12.  The topics very and are typically driven by the participants.  We had an active Veteran participant on the FY10 Customer Service Council (CSC) until he became ill.  The council invited several VSO’s for the FY11/12 meetings but have not had attendance as of yet.  We plan to open a VANTS line soon for this purpose.

Patient Satisfaction 

What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  
The customer service program does not have a dedicated cost center code. Multiple projects and initiatives which support Customer Service and Patient Centered Care are evident throughout our medical center and are funded via individual departments, grants and special initiative funding.

Since the creation of a Customer Service Program and Customer Service coordinator Program Manager position (3 years) we have devoted both staff and fiscal resources to support the delivery of excellent service to our Veteran.  This list is not inclusive but serves as an example of numerous activities and initiatives that Durham participates in and devote funding to for successful implementation.

1. C.A.R.E. Training (2000+ employees attending a 4 hour session r/t customer service and service recovery)

2. Benefit Fairs

3. New parking structure and implementation of a parking assistance program

4. Realignment (in progress) of our telephone services

5. PACT implementation

6. Secure Messaging and the hiring of a MyHealteVet coordinator.

7. Opening of a customer Service Center

8. Implementation of service level patient advocate liaisons

9. NEO training for all new hires

10. Resource toolkit for all staff
How do you define patient satisfaction as a healthcare facility? 

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

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

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

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

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            


How are these measurement tools utilized to improve patient satisfaction?
Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.  

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

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

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

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

The new VHA Office of Patient Centered Care and Cultural Transformation Office provided a structure for VHA facilities to be a benchmark of excellence and provide value in health care and benefits by providing exemplary services that are both patient centered and evidence based. Their mission is to catalyze and sustain cultural transformation in healthcare for and with our Veterans. Their Vision is to transform from a problem-based disease care system to a patient-centered health care system.  These measures and improvement are tracked and trended to multiple data collection methods
What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives? 

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            
How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities? 
Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees? 
1. Durham Customer Satisfaction Council: The purpose of the Durham VAMC Customer Satisfaction Council (CSC) is to discuss issues related to customer service and identify new methods of providing the highest level of service to our Veterans.  The council is dedicated to service excellence and meets regularly to develop innovative customer service programs. The Durham VAMC CSC has a duty to represent the greater interests for the Durham VAMC concerning customer satisfaction issues. The (CSC) serves as an interactive communication forum for the Durham VAMC services to discuss customer satisfaction programs, internal and external customer concerns and is involved with customer service strategic planning to promote Durham VAMC customer service delivery effectiveness. The CSC provides advice, counsel and feedback to the Executive Leadership Team regarding plans, initiatives, and service experience(s). The Council also works collaboratively across all services to support and enhance each service’s customer satisfaction initiatives. 

· The mission of the Customer Satisfaction Council is to enable the Durham VAMC to assess issues regarding customer satisfaction and perception of quality of care by our customers. The CSC will utilize measurement tools for identifying areas of concern through established performance measures. 

· The primary responsibilities of the CSC are to:  Provide advice, counsel, and feedback to the Executive Leadership Team and the VAMC Durham Service Providers to enhance planning, proposal development, and decision-making.

·  Make recommendations to the Executive Leadership Team regarding Customer Service Issues including: 

i. Strategies to improve on-going customer service initiatives

ii. Strategies to ensure high-level customer satisfaction 

iii. Strategies to improve patient satisfaction scores

2. VISN 6 Customer Satisfaction Council :  Supports guidelines set by the OPCC&CT. Primary goals are related to VISN 6 strategic plan to improve overall patient satisfaction.
Are veterans’ participating and/or serving on these committees? 

Duplicate Question- See Patient Advocate/Patient Centered Care Coordinator Response                            

Quality Manager
What duties and responsibilities do you have as the quality manager for the facility? 

The Chief of Quality Management Service has responsibility for leading the Medical Center Quality program.  This includes the domains of Survey Readiness, Customer Satisfaction, Systems Redesign, Utilization Management, Risk Management, and Credentialing and Privileging.  The Quality Manager ensures that the Quality Program meets VHA requirements, and that the facility maintains Joint Commission, OIG, and other survey readiness.  The External Peer Review Program, which measures the quality of clinical care is overseen by the Quality Manager.   The Quality Manager manages the DVAMC Joint Commission relationship and is expected to be a facility resource on accreditation requirements.  The Quality Manger chairs the Quality Council which is the coordinating council for the facility quality program.

How are quality of care indicators and measurements tracked and managed? 
Our council structure determines what is reported where, and in conjunction with our Quality Management Plan determines which committees and councils are responsible for which data.  The Quality Council and the Executive Committee of the Medical Staff are responsible for overseeing most quality data, and making recommendations to the Durham Leadership Board as needed to follow up on improvement opportunities identified by the data.  Each month our facility submits an Operations Report to the VISN.  The report contains many measures of clinical quality, which along with the results of our other clinical quality measures, are discussed at monthly Durham Leadership Board meetings. Our council reporting structure ensures that data is analyzed and utilized to improve the quality of care.

How do you measure and manage quality as a healthcare facility?  

We have a large number of quality of care measures, most of which are a part of the External Peer Review Program (EPRP).  The EPRP program consists of hundreds of measures of clinical quality abstracted from patient records by an independent contractor (West Virginia Medical Institute).  Each month, data is abstracted and reported on these measures to our clinical and medical center leadership, including the Executive Leadership Team.  EPRP measures both inpatient and outpatient care.  In addition, the Inpatient Evaluation Center (IPEC) compiles quality metrics for both inpatient and outpatient care.  This data is reported by IPEC quarterly and it is carefully analyzed and reported to medical center leadership.  Other measures of quality of mandated by VHA directive, and that data is reported through the council governance structure.

How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?

This is addressed in the previous two questions about what is measured and how the data is reported.   But to repeat, we have a large (literally hundreds) of measures of clinical quality and these are reported internally via our council structure and externally to the VISN and VACO via the Ops Report, IPEC, and other avenues.

What are the quality of care committees at the VISN and/or facility level and who are they?  

The Durham VAMC and VISN have various committees that are all in one way or another geared to address the quality of care we provide Veterans by meeting our 4 Key Drivers.  The majority of the committees meet a minimum of once quarterly, many of them monthly.  Some of the following are representative of committees that have direct oversight of some form of patient care. The mission of these various committees is to enable Durham VAMC to achieve desired outcomes by continuously improving systems, processes, products or services and to ensure compliance with clinical and regulatory standards. These committees ensure compliance with all internal and external standards by providing oversight for survey readiness (JC, OIG/CAP, SOARS and VISN Readiness visits) they develop and implement programs to support continuous survey readiness which includes identification of strong practices, evaluation of findings and closes the loop on corrective actions.  They ensure complete information and data reported is accurate, reliable and readily available to facilitate sound decision-making and performance improvement. They promote use of effective PI Tools (Lean Six Sigma).  They promote ongoing development and monitoring of System Redesign to improve patient flow and organizational efficiencies

· Risk Management/Patient Safety Committee

· Peer Review Committee

· Transfusion Utilization Committee

· Infection Control Committee

· Critical Care Committee

· Medical Records Committee

· Pain Committee

· Customer Satisfaction Committee

· Executive Committee of the Medical Staff
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How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?


a. VA staffed CBOC’s?
All the quality data mentioned above includes the CBOC’s.  In fact the EPRP program intentionally over samples CBOC’s to ensure that quality of care remains strong in the CBOC’s.  In addition, our tracer program, which monitors survey readiness, includes all of our CBOC’s.


b. contracted staffed CBOC’s 
N/A
How are you monitoring quality assurance with non VA care? 
Patients in non-VA hospitals monitored by RN’s working in our Fee Unit (within HAS).

Of these, which quality measures are you responsible for? 

None of these are reported through QM.

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

The patient safety program is an integral activity within the Medical Center designed to promote of just culture of safety, collect, analyze, and trend data related to healthcare intervention and environmental risks, identify areas for improvement and monitor the stability of existing processes.  The Patient Safety Manager (PSM), reporting directly to the facility Director, is responsible for implementing and directing the patient safety program.  The PSM reviews all patient incident reports and determines the severity of the actual or potential adverse event and determine if a Root Cause Analysis (RCA) is needed to redress the issue.  The PSM also requests Clinical Focus Reviews for incidents that do not rise to such a severity level to warrant a RCA but does require additional investigation surrounding the circumstances of an event.  Proactively, the PSM performs Environment of Care rounds weekly in addition to ad hoc Patient Safety Rounds throughout the Medical Center to identify potential areas that may present a risk of harm to our Veterans.

The PSM is a permanent member of several committees including the Quality Management Council, EOC Committee, Pharmacy and Therapeutics Committee, Radiation Safety and MRI Safety Committees, Clinical Products Review Committee, Emergency Management, Infection Control Committee, Medical Equipment Committee, Disruptive Behavior Committee, and Construction Safety Committee.  The PSM is the patient safety representative to the VISN Reusable Medical Equipment Oversight Board and participates in internal and external (within the VISN) RME inspections and reviews.

The PSM monitors compliance with and reports for the Mental Health EOC inspection program.

The PSM is responsible for tracking corrective action and reporting of NCPS Alerts and Advisories.  The PSM also reports equipment and medication failures to the FDA under the MedWatch program in accordance with the Safe Medical Devices Act.

The PSM is responsible for performing a minimum of 8 RCAs per fiscal year and Healthcare Failure Modes Effects and Analysis studies for each program for which the Medical Center receives a Joint Commission survey.

The PSM is responsible for monitoring and implementing the Joint Commission National Patient Safety Goals.  This is done through coordination with other departments in the facility, particularly nursing, surgical service (Universal Protocol), infection control, nursing education, and long term care.

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

There is only one person currently assigned as the PSM.  One additional position is currently in the hiring process.

How do you define patient safety as a healthcare system? 

· Actions undertaken by individuals and organizations to protect health care recipients from being harmed by the effects of health care services.

· Identification and control of hazards that could cause harm to patients 

· The prevention of harm or injury to patients

· Providing a safe environment in which to practice

Please describe your patient safety programs and initiatives. 

The primary objective of the program is to create and maintain a risk free environment and to promote a culture of safety throughout the Medical Center and its outlying CBOCs.  In order to do that the PSM needs to be a visible member of the staff.  This is accomplished by doing rounds, doing follow up on incident reports or other reports of errors and trying to identify processes or events that may present a risk to the patients and then coordinating corrective actions with those responsible for the areas of concern.  Most of the effort, because of the volume of reports received, involves contacting the staff that report problems or potential problems and following up on those.  

The Medical Center is the recipient of a multiyear grant from NCPS as a Patient Safety Center of Inquiry (PSCI) integrating simulation training and communications techniques to improve the accuracy and timeliness of team member communication, enhance existing and develop new clinical skills using a high fidelity simulation model and developing tools for use throughout the VHA based on the PSCI research results.

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

The PSM is the patient safety representative to the VISN Reusable Medical Equipment Oversight Board and participates in internal and external (within the VISN) RME inspections and reviews.  The PSM is also the alternate patient safety representative on the VISN Quality Council as the backup to the VISN PSO.

Many of the facility committees listed previously require the PSM be a member.    This serves many functions centered around ensuring the safety of our clinical practices and building in safeguards for the process for obtaining new medications, equipment, supplies, and construction. The PSM and RM co-chair the Patient Safety/ Risk Management Committee.

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

The National Center for Patient Safety provides technical guidance and current information about patient safety issues and share them with all the PSMs in all the facilities.  We have a monthly conference call with agenda items directly related to future developments within VA, Alerts and Recalls, and status of Patient Safety Center of Inquiry (PSCI) grants.  Within the VISN there is a monthly call covering local VISN topics and there is a SharePoint maintained by the VISN for all the PSMs within the VISN to share ideas and information and lessons learned.
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 PSM evaluates all incident reports daily.  Those requiring additional investigation are reported out to the Executive Leadership team either in Morning Report, RCA presentations or individual meeting or coordination with ELT members.  The PSM attends morning report and because of the reporting relationship, has open access to the Director for those issues that need immediate attention.

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

All these functional areas except CHIO are collocated with the Quality Management Office.  The PSM, Peer Review Coordinator and Risk Manager meet weekly on a formal basis to ensure information on potential RM cases are discussed along with reviewing PEER review results to identify systemic issues that may require patient safety review or risk management review.  QM conducts a weekly staff meeting to ensure each program’s significant issues are shared.  The PSM has access to and can input information into the Remedy ticket program for BCMA and CPRS issues resulting in patient safety issues and processes failures in the electronic medical record.
Please describe the differences at your facility between quality of care and patient safety? 

Quality of Care is the objective of patient safety.  Providing safe quality care is the Medical Center’s first key driver and as such the two are linked.

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? 

All these functional areas except CHIO are collocated with the Quality Management Office.  The PSM, Peer Review Coordinator and Risk Manager meet weekly on a formal basis to ensure information on potential RM cases are discussed along with reviewing PEER review results to identify systemic issues that may require patient safety review or risk management review.  QM conducts a weekly staff meeting to ensure each program’s significant issues are shared.  The PSM has access to and can input information into the Remedy ticket program for BCMA and CPRS issues resulting in patient safety issues and processes failures in the electronic medical record.

Please explain the process taken to conduct a Root Cause Analysis (RCAs)? 

For the most part RCA result from an evaluation of a patient incident report.  However, they do not arise exclusively from reports from one source.  Once received, the issue is assigned a Safety Assessment Code (SAC) by the PSM. Depending on the score (actual of 3 or potential of 3 or in the judgment of the PSM, there is a need to conduct an RCA), the PSM obtains team members from the services and ensures there is a multidisciplinary team.  A Charter is established through SPOT which is signed by the Director.  Once the charter is signed, the team convenes and evaluates all the facts and circumstances surrounding the incident. Within 45 days the team completes its work develops a root cause statement and related actions to correct the systems identified in the RCA and root cause statement.  Once the RCA is completed and receive the Director’s concurrence with the corrective actions, the actions are tasked out to the process owners for implementation and monitoring.

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

NCPS periodically published RCA topic summaries that findings of related RCAs throughout the system.  These are published on the NCPS website.  Additionally, the VISN conducts a monthly call and included on the agenda are lessons learned at each VISN facility from their RCAs.  We also interact via telephone and email to share information that is useful to all the PSMs in the VISN when conducting RCAs.

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

Each clinical service has a Quality Improvement nurse. They attend the QM weekly meeting.  They serve as the coordinators in their departments for Clinical Focus Reviews, PEER review responses, and followup actions on RCAs.  They do not work for the Patient Safety Program however, the actions are related to the quality of the care provided and do improve quality.

Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?
Releasing information about RCAs is protected under information that is “confidential and privileged” and protected under 38 U.S.C.5705 

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 PACT Coordinator is charged to ensure the transition of primary care delivery at the Durham VA to the PACT model in order to provide optimal health management through effective teamwork in patient-centered environment.

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? 
Three workgroups have been created to improve areas of patient-centered care.  The three workgroups are:

a) Staff – Staff across the facility should be educated about the transition toward PACT and its benefits

b) Tools – Primary Care staff should be trained on the PACT Compass and other available tools to monitor their panels

      c)  Patients – Patients should be educated on the medical home and      

           empowered to participate in their own care

Chair – Christian Donohue

Nutrition and Food Services Manager – Sandy Allen

Systems Redesign Coordinators – Harry Babwah & Ann McCaskill

ACOS, Geriatrics – Cathleen Colon-Emeric

Patient Satisfaction Coordinator – Susan Easter

MHV Coordinator – Lori Evanochick

RN – Kenneth Horseman

Nurses’ Union – Mildred Manning-Joy

HPDP Psychologist – Clint McSherry

ACOS, ACS – Susan Rakley

AO – Renee Twersky

ACS Provider – Yeshevini Raman

HPDP Program Manager – Latishia Fowler

RN Manager – Nancy Legett-Frazier

ACS Program Specialist – Judy Vuong

ACOS, MH – Richard Weiner

ACS Quality Manager – Jurga Zdanaviciene

Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center? 

Christian Donohue, MD

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

PACT Implementation Committee meets once a month.  Workgroups meet on a more frequent-basis to ensure that patient-centered care is being provided.

Which VA Medical Center staff attends the committee meeting? 

Chair – Christian Donohue

Nutrition and Food Services Manager – Sandy Allen

Systems Redesign Coordinators – Harry Babwah & Ann McCaskill

ACOS, Geriatrics – Cathleen Colon-Emeric

Patient Satisfaction Coordinator – Susan Easter

MHV Coordinator – Lori Evanochick

RN – Kenneth Horseman

Nurses’ Union – Mildred Manning-Joy

HPDP Psychologist – Clint McSherry

ACOS, ACS – Susan Rakley

AO ACS – Renee Twersky

ACS Provider – Yeshevini Raman

HPDP Program Manager – Latishia Fowler

RN Manager – Nancy Legett-Frazier

ACS Program Specialist – Judy Vuong

ACOS, MH – Richard Weiner

ACS Quality Manager – Jurga Zdanaviciene

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

Veterans from the community are not yet involved; however, the Patient Satisfaction Coordinator for the facility is a member of the Committee.

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

Dr. Donohue has been involved with the PCMH/PACT process since initial implementation discussions with the VA Central Office in 2009.  The DVAMC Systems Redesign team gave a presentation to the medical center leadership in late 2009.  Starting with Spring 2010, the Dr. Donohue’s team based at the Raleigh CBOC served as the Pilot PACT Collaborative Travel Team.  Action plans based on the Collaborative directives and aims were focused on the Raleigh CBOC, and successfully implemented items such as blood pressure groups, 48 hours post discharge phone calls, and secure messaging were disseminated to other sites.  There are ongoing monthly meeting for ACS PACT clinic directors and nurse managers that allow for lively exchange of ideas and lessons learned.  The PACT implementation committee includes workgroups devoted to PACT staff training and education, use of systems redesign principles and tools, use of PACT metrics for quality improvement, patient education, and achieving open access.

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 Associate Director for Patient Care Services is responsible for management and oversight of nursing professional practice, delivery of inpatient nursing care, and sterile processing services.  
What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? 

a. Inpatient – Addressed below.
b. Outpatient – Addressed below.
Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey? Addressed below.
How are patient satisfaction indicators and measurements tracked and managed? Addressed below.
Of these, which patient satisfaction measures are you responsible for? Addressed below.
What other facility staff reports to you on patient satisfaction programs and initiatives? Addressed below.
Patient Advocate/Patient Centered Care Coordinator
How do you define patient satisfaction as a healthcare facility? 
The Durham VAMC is committed to provide the best possible health care to Veterans. To accomplish this, we aim for the highest level of customer service standards based upon national VA customer service standards.  The degree to which our Veteran's regards the health care service, product or the manner in which it is delivered by the provider as safe, high quality, useful, effective, or beneficial all contribute the perception that our patients have concerning their care and whether or not they are satisfied. Durham provides evidence based and metric proven high quality care, our goal for patient satisfaction to mirror the actual high quality care received to the perception of that care. To accomplish this, we are committed to provide our patients: 

1) Access. We will provide timely access to health care.  

2) Coordination. We will take responsibility for coordination of care.  

3) Continuity. One health care team will be in charge of care. 

4)  Courtesy. We will treat every patient with courtesy and dignity.  

5) Education. We will strive to provide information and education about each patient’s care in a manner that he/she can understand.  

6) Emotional Support. We will provide support to meet emotional needs. 

7)  Involvement of Family and Friends. We will provide opportunities to involve family members when appropriate.  

8) Physical Comfort. We will strive to meet each patient’s physical comfort needs.  

9) Patient Preferences. We will ensure that the patient is involved with his/her care decisions.  

10) Transition. We will provide smooth transition between inpatient and outpatient care.  

11) Pharmacy. We will provide timely and appropriate Pharmacy Service. 

12) Specialist Care. We will coordinate all specialist care in a timely manner. 
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What duties and responsibilities do you have as the Patient Advocate for the facility?  

The Patient Advocacy Program was established to ensure that all Veterans and their families, who are served in VHA facilities and clinics, have their complaints addressed in a convenient and timely manner.  The Patient Advocacy Program operates under the broader philosophy of  
Service Recovery, whereby patient complaints are identified, resolved, classified, and utilized to improve overall service to veterans.  The Patient Advocacy Program is an important aspect of patient satisfaction and contributes proactively to VHA initiatives to provide world-class customer service.

The Facility Customer Service coordinator and/or Medical Center Patient Advocates are responsible for: 

1) Resolving complaints that cannot be resolved at the point of service level and/or across disciplines. 

2) Presenting patient issues at various facility meetings and committees. 

3)  Interpreting patient rights and responsibilities.

4) Managing the use of the patient advocate tracking system (PATS).

5) Providing trends of complaints and satisfaction data at the facility level. 

6) Ensuring a process is in place for distribution of the information to appropriate leaders, committees, services and staff.

7) Identifying opportunities for system improvements based on quarterly complaint trending.

8) Ensuring any significant single patient complaint is brought to the attention of appropriate staff to trigger assessment of whether there needs to be a facility system analysis of the problem.

9) Supporting service-level Patient Advocate programs, if applicable.

10)  Ensuring entry of all clinical appeals and final decisions into the Patient Advocate Tracking Package as indicated by VHA policy.

11) Understanding facility and VHA-wide directives, laws, and other governances which apply to patient rights and responsibilities, and the appeals process afforded veteran patients as outlined in the Reference paragraph of this Handbook.

12) Ensuring mental health patients, or their surrogate decision makers, are aware of their right to seek representation from external advocacy groups established and authorized under Title 42, Chapter 114, Subchapter 1, Part A of United States Code (U.S.C.). 

13)  Fulfilling the requirements, pertaining to the Patient Advocacy program as outlined in VHA Handbook 1108.2, Inspection of Controlled Substance. 

14) Reporting and documenting potentially threatening behavior to appropriate authorities in accordance with VHA regulations.
How are patient satisfaction indicators and measurements tracked and managed? 

Via the Durham VAMC Customer Satisfaction Council.  The purpose of the Durham VAMC Customer Satisfaction Council (CSC) is to discuss issues related to customer service and identify new methods of providing the highest level of service to our Veterans.  The council is dedicated to service excellence and meets regularly to develop innovative customer service programs. The Durham VAMC CSC has a duty to represent the greater interests for the Durham VAMC concerning customer satisfaction issues. The (CSC) serves as an interactive communication forum for the Durham VAMC services to discuss customer satisfaction programs, internal and external customer concerns and is involved with customer service strategic planning to promote Durham VAMC customer service delivery effectiveness. The CSC provides advice, counsel and feedback to the Executive Leadership Team regarding plans, initiatives, and service experience(s). The Council also works collaboratively across all services to support and enhance each service’s customer satisfaction initiatives. The council evaluates the results of the National VA Patient Satisfaction Surveys, VISN surveys or other locally administered data collection methods; and identify opportunities for improvement and benchmark results as applicable against established industry standards.

Durham has 3 primary methods of data collection and monitoring. PATS, SHEP and Press Ganey. They are all tracked via the Customer Satisfaction Council.

1) PATS: The goal is for all complaints to be entered into PATS in order to enable a comprehensive understanding of veteran issues and concerns.  Entry of complaints into PATS needs to include official contacts made to the Facility or Medical Center Patient Advocate, as well as to management officials and service level advocates, and when feasible, congressional inquiries; and IRIS inquiries.  Requests of an informational nature and compliments are considered non-complaint and may also be entered; this information is useful in determining common areas of question or confusion that could be addressed in a proactive manner.

SHEP:  The SHEP Survey of Healthcare Experiences of Patients is a survey based on the CAHPS-family of survey instruments. SHEP metrics are reported to congress, special interest groups, other stakeholders, and integrated into national and local performance plans.

1) The SHEP survey is a nationally sponsored program administered by OQP. Local Facilities pull reports per their defined protocols and policies.

http://vaww.oqp.med.va.gov/def ault.aspx
2) PRESS GANEY:  VISN 6 contacted with an outside service to provide more timely, unit/provider data to enable Durham to improve processes related to customer service. Press Ganey offers an Improvement Portal online that provided secure access to real-time insight into our organization’s current performance. Each service with patient interface has designated champions to customize reports for their area. In addition, Strategic goals are in place for overall facility progress and reports are discussed at monthly satisfaction meetings.

Of these, which patient satisfaction measures are you responsible for? 

Oversight for all.
When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? 
Steady gains for patient satisfaction survey results for both SHEP and Press Ganey. Decrease in registered complaints noted in PATS reports.

PATS:
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PRESS GANEY ONGOING:
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What were your previous patient satisfaction scores?

SHEP:
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PRESS GANEY: N/A new survey tool
PATS:
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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.  

Yes.
· Honor:  Example – Telephone Clinic 
· Enhance Therapeutic:  Example – Transitional Care (TLC) Partners Program

· Solicit Veteran Values:  Example – Patient Advocate Liaisons (Service Recovery Partners)

· Coordinate Care – Example – Case Management

· Empower Veterans – Example – Ask Me 3

· Nutritional Aspects – Example – Family Style Dining

· Comfort and Pain Management – Example – Memory Quilt

· Emotional Spiritual – Example – Spirituality Group

· Family Involvement – Example – Resident – Family Councils

· Architectural Design – Example – Water features and plants

· Creative Arts – Example – Music and Arts therapy

· Engaged Workforce – Example – Team Agreements

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

· All Staff, within the scope of their position, are responsible for pro-actively soliciting veteran feedback., and for: 

1) Informing patients who have unresolved complaints/concerns regarding the complaint process of options that are available to them.   

2) Reporting complaints resolved to the Service-level advocate or in the absence of a Service Level Advocate, to the Facility or Medical Center Patient Advocate for tracking purposes. 

3) Reporting potentially threatening behavior to appropriate authorities in accordance with VHA regulations.

· We also have more than 60 service level patient advocate liaisons. The list is frequently updated.
· This office does not monitor position titles, job duties and responsibilities for staff members outside of this service.

Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)? 

1) The CSC offers a monthly Press Ganey user call to provide training and online assistance for facility administrators.  These sessions will be scheduled for one hour (30 minutes of a pre-determined topic and the second half of the web/net meeting to be Q&A and assist with PG site navigation and report structuring). These calls will be optional but available to all PG users.

2) The CSC/Facility Advocate offers a monthly training session for all PALS.

3) The National OPCC&CT offers a monthly user call - open attendance.

4) TMS courses available.

Please describe programs and initiatives that relate to patient satisfaction?

1) Friendly Phones Initiative: Facility-wide campaign to create FRIENDLY PHONES!  We will work with staff and work unit teams in many departments to change our systems and processes so we end up with consistent, timely, high quality telephone services.  Our Vision: During business hours, main phones at all Durham locations are answered by a live person within 30 seconds.  The person who answers the phone is pleasant, uses a standard greeting including department reached and name, and is able to handle the call without transferring to another department 75% of the time.
2) Ambassador Program Re-deployment: Revive our Employee Volunteer Ambassador Program to improve our customer service program. Ambassador volunteers (or a group of staff from a service) volunteer one hour per week to greet and direct patients, families, and visitors throughout our facility.
3)  Improve signage and way finding -  Facility signage is clear & understandable to patients & visitors
4) Personalized Health Plan (PHP) Implementation - Incorporate the use of patient-centered care clinical tools across the organization.
5) Wellness Stairs Project - Incorporate the use of motivational artwork to promote employee wellness. Include Veteran-Centric messages on the first 3 floors to target high traffic areas for outpatient population, and employee wellness on the upper floors.
6)  Healthy Living Messages Campaign - Incorporate the use of patient-centered care healthy living messages across the organization.
What is the procedure when you receive a patient concern and/or complaint?

We utilize a closed-loop complaint management process and service recovery program which begins and ends with the customer and is embraced at each of the service levels beginning with front line staff and ending with executive management.   Each department has a designated Service-level Patient Advocate Liaison (PAL) who are responsible for: 

1) Assisting front line staff in resolving issues after first attempts at resolution have not been successful and identifies opportunities for improvement.

2) Entering data into the Patient Advocate Tracking System, as needed.

3) Provide feedback and follow-up concerning the resolution.

Our resolution process is highly structured, easy to obtain, and thoroughly documented though the use of an electronic reporting database entitled PATS. This technology allows us  to facilitate resolving issues at the lowest level possible while capturing data across many service lines. To ensure accuracy and maintain consistency with data collection, our facility utilizes a multi-step process in the documentation, issue coding and reporting procedure. Front-line employees and managers share responsibility for resolving customer service issues. We empower employees to resolve customer complaints and each department develops initiatives and/or programs to meet customer needs.  
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Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 

Office of Patient Centered Care and Cultural Transformation (OPCC&CT)

Formally: National Veterans and Patient Advocate Program

What training do Facility Patient Advocates receive? 

1) Orientation (Outline attached)

2) Monthly National, VISN Calls and local regularly scheduled training.

3) Frequent mentoring/coaching by Customer Service coordinator

4) Multiple self help references/resources.

5) When feasible: attendance to The Society for Healthcare Consumer Advocacy (SHCA) annual conference which host a VA day.
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Site Info:  http://nvsap.vssc.med.va.gov/Pages/Default.aspx
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?

Typically periodic evaluations come in the form of an impromptu survey or as a result of a complaint lodged outside of our facility. When these arise, the issue is logged into PATS for tracking purposes. The Medical Center Advocates are monitored by the Facility Customer Service Coordinator. Mentoring, coaching and competency assessment is provided by the program manager and additional training scheduled as indicated. As with most programs, the patient advocate program is subject to periodic review by outside accrediting bodies such as the The Joint Commission.
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? 

VHA HANDBOOK 1003.4 stipulates that there must be sufficient staffing devoted to the Patient Advocacy Program to ensure timely resolution of complaints, identification and resolution of system issues, and tracking, trending and reporting to appropriate areas.  Response to complaints occurs as soon as possible, but no longer than 7 days after the complaint is made.  Should the complaint require more than 7 days, staff are responsible for continuously updating the patient on the status of the complaint and/or resolution. The PATS report of contact (ROC) remains open until this issue is resolved. The Durham VAMC operates under a decentralized  model of Patient Advocacy: The decentralized (service level) model involves at minimum designating one person at each care-line, service or department level to listen to complaints, work to resolve patient issues and/or concerns, and enter information into PATS.  These Service Level partners or at Durham (PALS) may be given to Service-level Patient Advocates to enter patient complaints, but be restricted from viewing other contacts. The PAL completes the follow up with the Veteran. The Facility or Medical Center Patient Advocate oversees the program, codes the complaints for reliability, and is available to train staff and to take a pro-active role in improving system issues and veteran satisfaction.  This model is the recommended method to assist in effectively implementing service recovery.   Note: Privacy complaints are to be processed in accordance with VHA Handbook 1605.1, Privacy and Release of Information. 
If so, which office and positions ensure this standard/policy is being met? 

The Facility Quality Manager is responsible for ensuring mechanisms are in place to: 

1) Trend, report, and distribute quarterly reports based on data from PATS. 

2) Identify opportunities for system improvements based on quarterly complaint trending.

3) Ensure any significant single patient complaint is brought to the attention of appropriate staff to trigger assessment of whether there needs to be a facility system analysis of the problem and follow-up. 

4) Integrate data from PATS with facility, VISN, and National QM reporting mechanisms 

The oversight of the patient advocate program is assigned to the facility Customer Service Coordinator who is aligned under the Quality Management Department.

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

Refer to Embrace for specifics. High volume complaints for access are r/t Surgery, orthopedics and CPAP clinic.

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? 
Utilization Management (UM) duties and responsibilities to ensure quality of care include completion of reviews for patients admitted to the facility as well as those remaining within the facility to ensure patients are at the appropriate level of care and have timely access to care.  Additionally, completion of reviews helps to ensure application of evidenced based criteria, effective resource utilization, and increased efficiency.  

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

New UM reviewers undergo initial InterQual training provided by an InterQual Certified Instructor (IQCI).  Experienced reviewers receive annual InterQual refresher training provided by an IQCI.  Additionally, reviewers are required to successfully pass the Inter-rater Reliability (IRR) tests for Acute Adult and Behavioral Health criteria annually.  Within VISN 6, reviewers also participate in monthly IRR case studies as a method of ongoing education.  

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

UM analyzes data retrieved from National Utilization Management Integration (NUMI) and VHA Support Service Center (VSSC) to identify systems issues presenting barriers to patient flow.  Specifically, UM monitors data regarding patients not meeting InterQual criteria, including reasons not met and recommended levels of care for those patients not meeting criteria.  The data is used to help drive change within the facility and improve patient flow, thereby improving quality care, access to care, and ultimately patient satisfaction.  

Risk Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
As the Risk Manager, I work very closely with the Patient Advocate Office and receive referrals from them when patient’s have complaints about care that may require Risk Management intervention.  The Risk Manager collaborates with all services, at all levels to ensure quality of care and patient satisfaction.
The Risk Manager is responsible for developing and managing the Durham VA Medical Center Risk Management Program in accordance with regulatory agencies, VHA, Network and facility requirements. This includes interpreting VA handbooks and directives related to risk management. The incumbent serves as a subject matter expert for risk management. The incumbent provides advice and support to the medical center staff, directs the development and maintenance of programs designed to reduce risk at all levels within the healthcare delivery system, and provides professional management, educational assistance and policy development and implementation guidance in the area of risk management. The incumbent participates in the development of innovative, evidence-based approaches to the establishment, enhancement, modification, and/or improvement of care with a focus on risk management. Risk management activities encompass both inpatient and outpatient care, include all healthcare specialties and are integrated into the Performance Improvement Program. The incumbent works closely with Chief of Staff, service chiefs and others in planning, designing, integrating, implementing, modifying and administering the Risk Management Program. The incumbent demonstrates knowledge of current concepts and principles of performance improvement, the Medical Center’s improvement methodology and framework, and external review standards. The incumbent will develop strategies to disseminate “lessons learned” to appropriate staff throughout the organization.  

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

My initial orientation was mainly “on the job” training with the previous Risk Manager, who walked me through the various responsibilities of the job.  I also networked with a tremendous group of Risk Managers in VISN 6, as well as Regional Counsel staff who served as an excellent resource for me.  During my first year as Risk Manager, I attended the VA National Risk Manager’s meeting.  The meeting reviewed all the important aspects of the Risk Manager role, and also helped me to understand the impact the Risk Manager job has on a national level.

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

The Risk Manager is part of the Quality Management Team, and participates regularly on Performance Improvement initiatives.  The Risk Manager is also involved in facilitating corrective actions to improve quality of care and patient satisfaction for issues that may have been discovered in a Risk Management review.  In addition, there are several sources of data that measure quality of care and patient satisfaction such as: 

PATS tracks the following Risk Management issues if the Veteran/Representative presents to the patient advocate office or a service level PAL. Veteran can be provided generic information r/t to the TORT claim process by our office. In some cases, these concerns are forwarded to the Risk Manager if indicated

a. RI01 Missing Personal Property

b. RI02 Allegations of Negligence/Malpractice

c. RI03 Allegations of Abuse

d. RI04 Medication Error

e. RI05 Issue Related to Safety
Systems Redesign Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
In Systems Redesign we participate in National, VISN and local teams to  eliminate waste, improve processes which all overlaps into providing quality care (timely care by improving access to clinics) and patient satisfaction (improving telephone processes, involve with our local PACT implementation team, i.e. Patient Center Care), in which the Patient/Veteran is at the center or driver of his care.  We are part of the National Initiative to Reduce Missed Opportunities (No Shows), main goal to utilize every available slot so that each Veteran can be seen when they would like 

(goal):

· Serves as facility resource for ACA & System Redesign for both clinical and administrative services

· Chair Facility Systems Redesign Steering Committee

· Develops, displays data and facility successes

· Organizes, leads, and facilitates collaborative and other educational activities

· Identifies, develops, and supports other mentors and coaches.

· Provides oversight and guidance to team improvement

· Track, trend, display, and present all System Redesign activities and progress.  

· Engaged and actively participates in VISN System Redesign activities

· Facility POC - Role

· Develops a data-driven spread plan

· Provides an introduction to Systems Redesign for new employees

· Provides service-specific, just in time training

· Runs facility level collaboratives

· Links with facility leadership to assure teams are both supported and accountable

· Identifies emerging issues within the medical center that may impact or be caused by Systems Redesign implementation

· Supports & facilitates process to engage front line staff (providers, nursing, administrative support staff) in understanding System Redesign concepts and the impact it has on patient care

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

a) Attended VHA quality improvement conferences workshops (ie.  One Team One Dream, Telephone Collaborative, PACT, Patient Flow, Access Academy)

b) VISN provided collaborative/retreats on Systems Redesign concepts

c) VHA/VISN Systems Redesign monthly calls

d) Trained in VHA Advance Clinic Access Principles

e) Rapid Process Improvement workshop training (40hrs), Lean and Yellow belt training, Coaches training.

f) Trained and utilize the VA Quality Improvement  Model of VA-TAMMCS (Vision-Analysis Team, Aim, Map, Measure, Change, Sustain)

g) Quality Improvement Department monthly training

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

a) Routine monitoring of VHA Support Service Center (VSSC) Data, that identifies areas for improvement

b) VSSC site, we look at Access, No Shows, Clinical Utilization Statistical Summary (CUSS) Report, Telephone

c) Daily monitoring of Electronic Wait List,  Clinic Cancellations, 

d) The above data is used to identify areas for improvement for Veteran Satisfaction and Teams are formed to implement various Quality Improvement 

Chief Medical Information Officer  

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

The Chief of Health Information Management Service is responsible for oversight of the quality and accuracy of the medical record and all associated clinical documentation, coding, and release of information functions.

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

Our council structure determines what is reported where, and in conjunction with our Quality Management Plan determines which committees and councils are responsible for which data.  The Quality Council and the Executive Committee of the Medical Staff are responsible for overseeing most quality data, and making recommendations to the Durham Leadership Board as needed to follow up on improvement opportunities identified by the data.  Each month our facility submits an Operations Report to the VISN.  The report contains many measures of clinical quality, which along with the results of our other clinical quality measures, are discussed at monthly Durham Leadership Board meetings. Our council reporting structure ensures that data is analyzed and utilized to improve the quality of care.  For Health Information Service, key measures include accuracy and timeliness of coding.  Results are reported to the Medical Records Committee.

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?  
Response given under PACT.
How are measurement tools used to improve quality of care and patient satisfaction?

Timeliness of release of information is measured to ensure patients receive requested information in a timely manner.  When timeliness exceeds set standards, the systems and processes used are reviewed to improve efficiency.  
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Inpatient Dimensions-of-Care Report: DURHAM VAMC (558)
Oct 10 thru Sep 11

Service Line: ALL BUT PSYCHIATRY

Note: Scores are not reported in cases where N is less than 30. N values can be shown in the report below by clicking on the appropriate button.
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Outpatient Dimensions-of-Care Report: DURHAM OUTPATIENT CLINIC

(558)
Oct 10 thru Sep 11

Note: Scores are not reported in cases where N is less than 30. N values can be shown in the report below by clicking on the appropriate

button.
Getting Getting How Well Rating of
Needed Care Doctors/Nurses Personal Rating of | Rating of |[Pharmacy [ Pharmacy | Provider
Care Quickly Communicate [Doctor/Nurse| Specialist |Healthcare Mailed Pickup Wait Time
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Complaint Management Process

Customer Concern

Front line staff  address issue utilizing C.A.R.E techniques & A.U.T.O-D.F.

If  unresolved ,

staff contacts PAL and  issue  is documented in PATS)

If not resolved, PAL contacts Department Supervisor

Medical Center  Representative /Advocate

Customer Service Coordinator



Trends and Process Improvement Initiatives Reported and Tracked via Customer Service Council



Customer provider feedback via PAL, Supervisor, MC Patient  Representative or Customer Service Coordinator

MC Patient Representative codes and closes issue in PATS
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Sheet1

				Patient Advocate Orientation

				National Veteran Service and Patient Advocacy Program
Director, Joan S. Van Riper 518-626-5673
Program Coordinator, Teresa Ard 217-444-2034

				Competency Category		Assessment Criteria		Resource Location

				Computer Skills		1.  VISTA/PATS for entering patient complaint and using appropriate Codes

						User Guide,  Issue Codes

						2.  Prepare reports for trending and tracking patient complaints - Briefing books and other online reports

								Joan.Vanriper@va.gov

						3.  Excel and PowerPoint		Local Facility and search VA Learning Catalog http://vaww.sites.lrn.va.gov/vacatalog/

						4.  Knowledge of:

						a.  CPRS (Computerized Record Tracking System)		Local Facility

						b.  Microsoft Outlook

						c.  Internet - NVSAP Portal and Discussion Board		Teresa Ard or VISN Patient Advocate Coordinator

						d.  Vista Menus:  Clinical, Patient Profiles, Appointments		Local Facility

						e.  IRIS - email inquiries

				Communication Skills		1.  Dealing with Difficult People search VA Learning Management System for Communication Skills

						2.  Working with all Departments and Staff.  Search VA LMS for Communication Skills

						3.  Writing Skills Search VA LMS for Writing Skills

						4.  Resolving patient search VA LMS for Complaints

						5.  Mediation Skills- Search VA LMS for Mediation

				Essential Job Functions		1.  Customer Service and Service Recovery

						Customer Service Directive

				Essential Job Functions (cont)		Customer Service Standards

						Online CS courses  - Search VA Learning Catalog

						Customer Service Curriculum

						Service Recovery Handbook

						Service Recovery - NVSAP Portal

						Service Recovery Curriculum

						2.  Patient Advocate Programs Decentralized/Centralized Programs

						3.  Patient Safety/Risk Concerns

						4.  Knowledge of VA System

						a.  Eligibility

						b.  JCAHO

						c.  Patient Rights & Responsibilities

						d.  Clinical Appeals

						e.  Organizational Structure

						f.  Who to Contact for Assistance		Develop locally

						g.  Developing Relationships		Develop locally

				Equipment Skills		1.  Telephone and Voice Messaging		Page 98 of Guidebook

						2.  Fax/Copy		Local Facility

				Training		1.  Facility Mandatory Annual Reviews

						2.  Important for Patient Advocate

						a. Privacy

						b.  Online-Security PKI/PHI		See local Privacy Officer

						c.  Customer Service/Service Recovery

				Controlled Correspondence		1.  Identify Process

						2.  Document in PATS

				Other Duties		1.  New Employee Orientation		Develop locally, sample at

						2.  Customer Service Training

						4.  Committee Memberships		Develop locally

				Resources		1.  National Veterans Service

						2.  National Patient Advocate Calls		4th Thursday at 2ET 1-800-767-1750 code 14548

						3.  VISN Patient Advocate Coordinator

						4.  VISN Patient Advocate Calls		Contact VISN Coordinator for Schedule

						5.  Attend Face-to-Face Meetings		Contact VISN Coordinator or National Program

						6.  Patient Advocate Guidebook

						National Program Office		Joan S. Van Riper  Joan.VanRiper@va.gov



&R&8New Patient Advocate Orientation

Page &P of &N

http://nvsap.vssc.med.va.gov/C0/Patient%20Advocate%20Tracking%20Syst/Document%20Library/Issue%20Codes.doc

Joan.Vanriper@va.gov

Page 98 of Guidebook
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Durham PATS Trends
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Durham, NC - Fiscal Year Trend for Patient Advocate Average Days to Resolution

—
FY2012 through Mar [ VSSCHelp Desk™

Data is refreshed weekly on Tuesdays
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Durham, NC - Fiscal Year Trend for Patient Advocate Number of Issues

[ Data Definitions
FY2012 through Mar [ VSSCHelp Desk™

Data is refreshed weekly on Tuesdays
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Department of Veterans Affairs 


     VAMC MEMORANDUM 558-07-1.60


VA Medical Center




 


         April 27, 2007

Durham, North Carolina  27705


PATIENT COMPLAINTS/CONSUMER AFFAIRS

1.  PURPOSE:  To describe how to receive, act on, respond to, and track complaints, concerns, and compliments reported verbally or in writing by patients, family members, Congressional offices, or other stakeholders.  This policy is established in accordance with MP-1, Part II, Chapter 37.


2.  POLICY:  This Medical Center will be responsive and sensitive to the needs of our customers and will resolve all complaints, concerns, and compliments (hereafter, “contacts”) in a positive and timely manner without compromising future access to care.  Contacts will be documented and shared with appropriate staff.  Data collected about contact trends and patterns will be used to identify areas where improvements can be made in patient care and in overall functions of the Medical Center.


3.  ACTION:

     a.  Visual displays or written information will be posted permanently throughout the Medical Center informing patients, family members, visitors and employees of the Patient Relations Program, and patient’s rights and responsibilities.


     b.  At the time of admission to the Medical Center, the patient will receive written and verbal information on how to submit a complaint via the admission packet and the nursing admission process.  

     c.  The Service Recovery process will be used for all contacts expressed personally by veteran patients, their families, visitors or other individuals, in accordance with MCM 4.41.

     d.  The Patient Representative will assist the Director, Service Chiefs, Service Line Chiefs and Community Based Outpatient Clinics (CBOC) in the management of patient contacts.  When an issue cannot be resolved by the first person who becomes aware of it, the issue will be referred up to the next level as appropriate, with a goal of resolving the issue as quickly and directly as possible.  The following general sequence of referrals may be used:


     (1)  A member of the patient's treatment team


      (2)  Service Partner for the area


     (3)  Supervisor staff


     (4) Nurse Manager or designee


     (5) Associate Chief, Nursing Service


     (6)  Administrative Officer or designee


     (7) Service/Service Line Chief or designee


     (8)  Patient Representative


     (9)  Chief of Staff


     (10)  Associate Director or designee


     (11)  Director

     e.  The Patient Representative will be notified promptly when a problem remains unsolved or if the complainant requests to see the Patient Representative or a higher official.  The Patient Representative will review the circumstances surrounding the issue.  This may involve personal interviews, chart reviews, treatment team meetings, telephone contact, or group meetings with the parties involved.  The Patient Representative will have access to all related records and be in direct communication with all employees at all levels.


Problems that cannot be resolved by the Patient Representative or that require action by the Chief of Staff, Associate Director, or Director will be referred along with documentation of the complaint and recommendations of the involved Service/Service Line Chief(s).  The concern will be thoroughly reviewed, corrective action taken if indicated, and the complainant will be informed of the resolution.


     f.  If the contact involves a quality of care issues reportable on VA Form 10-2633, Special Incident Involving a Beneficiary, it will be immediately reported in accordance with Medical Center Memorandum 5.24, Patient Incident Review Program.  


     g.  All contacts will be documented in the Patient Advocate Tracking Package in VISTA.  This is a computer based tracking system for identifying patterns of problems for preventative action or risk management.  The Patient Representative will submit summary reports at least quarterly to the Patient Satisfaction Committee.  This documentation or portions of this information is classified as Quality Assurance Data and, as such, is subject to Federal regulations governing the release of such information.


     h  Congressional Inquiries:  Written inquiries from Congressional representatives will be dated and time stamped upon receipt and reviewed by the Director and Associate Director.  The inquiries will then be referred to the Public Affairs Officer/Congressional Liaison for coordination of action.  Procedures for replying to executive’s inquiries are provided in Medical Center Memorandum (MCM) 1.70, Executive, Congressional and Controlled Correspondence.  Phone contacts from Congressional offices will be managed by the Public Affairs Officer/Congressional Liaison or the Patient Representative and documented via the Patient Advocate Tracking Package.


4.  REFERENCES:  MP-1, Part 1, Chapter 37




Joint Commission on Accreditation of Healthcare Organization 


    Standards





MCM 4.41, Service Recovery Program


5.  RESPONSIBILITY:  The Team Leader, Process and Systems Improvement (008) is responsible for the contents of this Medical Center Memorandum. 


6.  RESCISSIONS:  Medical Center Memorandum 558-98-1.60, dated January 30, 1998.  Medical Center Memorandum 558-98-1.5, dated June 9, 2003.


7.  RECERTIFICATION:  This Medical Center Memorandum will be re-certified on or before April 2012.









/s/

RALPH T. GIGLIOTTI, FACHE

Director, Durham VA Medical Center

Distribution:  VHADUR Everyone


