The American Legion

System Worth Saving Program

Quality of Care and Patient Satisfaction 

Mail Out Questionnaire
Long Beach 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, Veterans Integrated Service Networks (VISNs) and VA Medical Center facility level. 

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

What is your overall medical center budget for FY 2011? FY 2012?
FY11 Operating Budget - $442M
FY12 Operating Budget - $439M

What percentage of your budget is dedicated to Quality of Care staffing and programs in FY 2011? FY 2012? Please describe these staffing costs and types of programs.  

Presently, FY 2012 30 Full Time Employees (FTEEs)
Quality Management

Risk Management

Performance Measures

Patient Centered Care

Infection Control

Controlled Substance Program

Veterans Affairs Surgical Quality Improvement Program
Utilization Management

FY11:     $3,594,780

FY12:     $1,957,820 (thru PP12-07)

How do you define quality as a healthcare facility? 
Quality is creating an enterprise-wide culture that mitigates and proactively prevents organizational risk of all types while making every patient experience safe, risk free and evidence informed.

Has the facility received any awards or designations for quality of care?
The Joint Commission Accredited—Hospital, Behavioral Health, Long Term Care, Home Care Programs

CARF—SCI, Behavioral Health –HUD/VASH, Psychosocial Rehab and Recovery

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

Network Directors Performance Plan
External Peer Review Program
Clinical Performance Measures (ORYX, IPEC)
Councils/Committees

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

a. Chief of Staff-responsible for the quality of medical care

b. Head Nurse-responsible for unit base quality.
c. Quality Manager-responsible for overseeing quality and performance improvement programs for the facility.
d. Patient Safety Manager-responsible for assuring compliance with the National Patient Safety Goals and improving quality processes.
e. Utilization Management-responsible for right level of care for inpatients.
f. Risk Manager-responsible for Protected Peer Review and Tort Claims.
g. Systems Redesign Manager-designs and reorganizes facility culture using the principles of system redesign to improve flow and access. 

h. Chief Health Medical Information Officer/Clinical Lead for Informatics—responsible for quality of clinical information.
Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?
All staff are involved in quality activities.  Health Care Groups (HCG) and Service/Section Chiefs are responsible for managing and tracking quality care programs and initiatives within their HCG or Service/Section.  As Chiefs, they are members of Councils, Committees and teams that track data to improve the quality of care, programs and initiatives.
Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)? 

Initial Training:

New Employee Orientation (2 days) 
New Supervisor Training (7 days)

Planetree (2) 
Patient Centered Care (2) 
Lean (5)

Black Belt Training (40) 

Reoccurring training

The Joint Commission Training (1)
Joint Commission Resources seminars, conferences, (varied).

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

The Joint Commission Mock Surveys

Joint Commission Consultation

VHA Quality mail groups
VISN 22 Leads 
VISN 22 Councils and Committees

Assessments and Surveys
What innovative qualities of care programs or studies covered by grants are being conducted by this facility? 
Lean Training

Rapid Improvement Events

Flow Collaboratives

Rural Health Initiatives

Telehealth Programs

Clinical Video Programs
Million Veterans Program
 
Is your facility working on a “best practice(s)” in quality of care management? 
A Tracer Program used by the VISN 22 Veterans Affairs San Diego Healthcare System with excellent success.
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? 

Special Initiatives Coordinator—oversees special initiatives.

Which staff position at the facility is responsible for performance measures (access, clinical measures and ASPIRE/Hospital Compare)? 
Chief, Primary Care
Chief, Long Term Care, 
Chief, Inpatient and Healthcare Group
Chief, Office of Data Collection and Analysis
How many Full Time Employee (FTE) Registered Nurses, Licensed Practical Nurse is on your staff? Is there sufficient staff to patient ratio? 
484 Registered Nurses 
126 Licensed Practical Nurses
Nursing uses the VHA staffing Methodology to ensure sufficient patient ratios.
Has there been any turnover with any of these positions?
The turnover rate is .82%

How long have these positions been vacant?  
Nursing positions vary in the length of time they are vacant.
Have there been any Government Accountability Office (GAO), VA Office of the Inspector General (OIG) or media articles about quality of care concerns within the past three years?

No
What were the findings and recommendations found with VA Office of the Inspector General (OIG)? 
See the OIG website

When was your last Joint Commission Inspection? 
February 10, 2010
What were the findings and recommendations? 
Full Accreditation for the following programs:

Hospital

Behavioral Health

Long Term Care

Home Care

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

Rehabilitation—April 10, 2011

Spinal Cord Injury/Disability—August 19-20, 2010

Behavioral Health –November 17-18, 2011

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

VISN 22—Organizational Excellence Council

Mission:  To identify quality, safety, and patient experience successes and opportunities that have global relevance for the Network and to support Network activities which contribute to excellent patient care outcomes and delighted patient perceptions of his/her health care.  The Organizational Excellence Council aligns with the VHA Quality, Safety, and Value model of quality governance, organized around four dimensions:  Integrity, Mindfulness, Reliability, and Fulfillment. (See Attachment) and adopts the VHA motto “Quality for an “n” of 1---Insight to an “n” of 1K. 

Membership:

VISN 22 Network Director – Chair

VISN 22 QMO – Co-Chair

VSS HSS to QMO – Council Manager

VISN 22 Deputy Network Director

VISN 22 System Redesign Director 

VISN 22 Chief Medical Officer

VISN 22 Data Manager

VISN 22 Designated Learning Officer (DLO)

VISN 22 Patient Safety Officer (PSO)

VISN 22 Patient Centered Care Coordinator

VISN 22 UM/Patient Flow/Asst QMO

VISN 22 Mental Health Lead

Facility Associate Director

Facility Chief of Staff

Facility Environment of Care

Facility Nurse Executive 

Facility Patient Safety Manager

Facility Quality Manager – all 5

Facility Risk Manager

Meet: Committee will meet face to face at least monthly or by V-Tel
Accreditation Committee (will be Continual Readiness)

Mission:  To provide an integrated approach to continuous readiness for accreditation and inspections for VISN 22 organizations.

Membership:

Facility Quality Manager – Chair

Facility Quality Manager – Co Chair

Facility Quality Managers –all 5

Facility Nurse Executive 

Facility Accreditation Specialist

Meet:  current charters says they report to OEC quarterly but all committees will be required to meet at least 10 times a year. 

Education Community of Practice

Mission:  To promote a learning organization by improving the education and learning processes, programs, policies, standards, activities and opportunities for staff, patients, their families and all other stakeholders.
Membership: 

VISN 22 Designated Learning Officer – Chair

Facility Designated Learning Officers – all 5

Facility LEAD Coordinators – all 5

Non-Voting Members:

Facility Patient Educator 

Facility LMS Domain/Learning Manager

Facility Nursing Educators

Meet:  Committee will meet at least monthly by VANTS or V-tel.

Patient Safety Committee
Mission:  Oversee all patient safety activities within VISN 22 and proactively address potential risks with the aim of improving patient safety and quality of care to Veterans.

Membership: 

Patient Safety Managers from each facility in VISN 22

VISN   Patient Safety Officer 

VISN Data Analyst

VISN CMO

Facility Nurse Executive

VISN 22 Mental Health Services Lead

Meet:  The Committee will meet monthly or at the call of the co-chair.

Performance Measures Committee

Mission:  The Network Performance Measures Committee membership includes key representatives who will assist in developing and implementing VISN initiatives to support our Quality Mission. The VISN Performance Committee is charged with setting VISN performance improvement priorities and identifies strategies to improve business practices and health care delivery. This group will incorporate the current activities as well as request analysis and strong practice strategies from current VISN groups to refine and further develop implementations strategies.

Membership:  

VISN 22 Data Manager – Co-Chair

Long Beach Chief of Data Collections and Analysis – Co-Chair

VISN 22 DSS Coordinator

Las Vegas Quality Management Staff

Long Beach Health System Specialist Trainee

VISN 22 Data Warehouse Administrator

VISN 22 Patient Business Officer

San Diego VERA Coordinator

VISN 22 Compliance Officer
Greater Los Angeles HSS to Administration

Loma Linda Lead Clinical Applications Coordinator

GLA Chief of Knowledge Management

HSM Trainee

Loma Linda Data Manager

VISN 22 SharePoint Manager

Long Beach Computer Programmer

Meet:  The Committee will meet monthly or at the call of the co-chair

Risk Management Committee
Mission: Provide program oversight and guidance for VISN 22 Risk Managers (RM) in collaboration with Quality Management (QM), Patient Safety (PS), and System Redesign (SRD) to integrate approaches toward promotion of transactional quality and the spread of Enterprise Risk Management (ERM). The Sub-Committee will seek to foster an environment of mindfulness focusing on proactive strategies to identify and mitigate risk.

Membership:  

VISN 22 Quality Management Officer

VISN 22 Quality Health Systems Specialist

VISN 22 Greater Los Angeles VAMC Risk Manager

VISN 22 Las Vegas VAMC Risk Manager

VISN 22 Long Beach VAMC Risk Manager

VISN 22 Loma Linda Risk Manager

VISN 22 San Diego Risk Manager

Meet:  The Committee will meet monthly (2nd Tuesday) at the discretion of the chairperson

Utilization Management Committee

Mission: Ensuring the right care, for the right patient, at the right time, for the right reason.

Membership:  

VISN 22 Quality Management Officer

VISN 22 Quality Health Systems Specialist

VISN 22 Greater Los Angeles VAMC Utilization Manager

VISN 22 Las Vegas VAMC Utilization Manager

VISN 22 Long Beach VAMC Utilization Manager

VISN 22 Loma Linda Utilization Manager

Loma Linda Deputy Nurse Executive

Meet:  The Committee will meet monthly (2nd Tuesday) at the discretion of the chairperson

The below groups will report quarterly for information updates but are not direct Quality committees: Environmental Safety and Patient Centered Care

Facility Long Beach
Executive Leadership Board
Mission: The Executive Leadership Board (ELB) serves as Veterans Affairs Long Beach Healthcare System’s (VALBHS) primary body for governance activities and policy recommendations.  ELB provides overall direction, assures the provision of consistent, seamless care delivery, and serves as a focal point for the coordination of VALBHS’s clinical and administrative programs.

Membership
Director (Chair)

Chief of Staff (Vice Chair) (Co-Chair, Medical Executive Council)
Associate Director (Co-Chair Management and Operations Executive Council, Resources Council, Integrated Ethics Committee, Safety and Health Leadership Committee

Chief, Quality Management

Chief, Pharmacy and Clinical Support Services

Chief Primary Care and Specialty Clinics
Chief, Spinal Cord Injury and Disorders (Co-Chair, Clinical Practice Council)
 Chief, Medicine and Inpatient (Co-Chair, Resource Council, Medical Executive Council) 

Chief, Patient Care Services, Medicine and Inpatient HCG and Spinal Cord Injury and Disorders 
Assistant Director, Systems Redesign

Chief, Mental Health

Chief, Patient Care Services, Mental Health (Co-Chair, Clinical Practice Council)

Chief, GRMEC Healthcare Group (HCG)

Chief, Patient Care Services, GRMEC HCG (Co-Chair, Management and Operations Executive Council)

Chief, Surgery and Interventional Procedures HCG

Chief, Social Work Service

Chief, Financial Management Service (Co-Chair, Compliance Committee)

Chief, Engineering Service
Chief, Environmental Management Service

Chief, Logistics Service

Chief, Voluntary Service
Chief, Human Resources

Chief, Police Service

Union Representative

Associate Chief of Staff for Research

Chief, Health Information Management Service

Meet:  The Board meets monthly (2nd Wednesday) and at the discretion of the chairperson

Organizational Excellence Board
Mission:  the Organizational Excellence Board (OEB) identifies Quality, Safety, and patient experience successes and opportunities relevant to the facility activities that contribute to excellent patient care outcomes and positive patient health care perceptions.  The OEB aligns with the VHA Quality, Safety, and Value model of quality governance, organized around four dimensions: Integrity, Mindfulness, Reliability and Fulfillment.
Membership:
Assistant Director for Systems Redesign (Co-Chair)

Chief, Quality Management (Co-Chair)

Chief, Social Work (Co-Chair)

Director

Associate Director

Associate Director, Patient Care Services/Nurse Executive

Chief of Staff

Chief, Primary Care and Specialty Care

Chief of Medicine and Inpatient HCG

Chief, Patient Care Services, Mental Health HCG

Chief, Human Resources

Patient Safety Manager

Special Initiatives Coordinator

Chief, DSS

Compliance Officer

Chief, Dental Service

Meet:  The Board meets monthly (2nd Wednesday) and at the discretion of the chairperson

Are Veterans’ participating and/or serving on these committees?
 No. However, we do use feedback provided by Veterans and/or their families.
Patient Satisfaction 

1. What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain. 
FY 2011 $154,731 
FY 2012 $359,478
Patient Centered Care (2 FTEE) and the Patient Advocates (2 FTEE) report to Quality Management.  The budget is part of the overall Quality Management budget.
2.  How do you define patient satisfaction as a healthcare facility? 
Patient Satisfaction is defined as the ultimate indicator of “Quality Care.”  We define the patient satisfaction as the value or the patient experience the Veteran places on his/her care.
3. How do you measure and manage patient satisfaction as a healthcare facility?  

The Survey of Healthcare Experiences of Patients (SHEP) is conducted in compliance with the requirements of Executive Order 12862 and VHA Directive 2006-041 (http://vaww.oqp.med.va.gov/oqp_services/veterans_satisfaction/pol_regs.asp). This Executive Order required agencies to publish customer service standards, survey their respective customers and use customer feedback information to manage the agency. Veteran patient satisfaction surveying is designed to promote health care quality assessment and improvement strategies that address patients' needs and concerns as defined by patients.  

The Office of Quality &Performance (OQP) is the analytical, methodological, and reporting staff for Surveys of the Health Experiences of Patients (SHEP). SHEP Survey Reports are published electronically (http://vaww.oqp.med.va.gov). These reports give VISN, facility, bed section and CBOC level data (where applicable) and comparisons, including statistical variance from the National mean (adjusted for patient characteristics at the reporting unit)
a. Inpatient aggregated results are reported semi-annually for:

1. Communication with Nurses
2. Communication with Doctors

3. Communication about Medication
4. Nursing Services
5. Discharge Information
6. Pain Control
7. Cleanliness of the Hospital Environment
8. Quietness of the Hospital Environment
9. Overall Rating of Hospital
10. Willingness to Recommend Hospital
11. Shared Decision Making
12. Privacy in Room
13. Noise Level in Room

b. Outpatient aggregated results are reported quarterly for:

1. Getting Needed Care
2. Getting Care Quickly
3. Doctors/Nurses Communication
4. Overall Rating Doctor/Nurse

5. Overall Rating Specialist
6. Overall Rating Healthcare

7. Pharmacy Mailed
8. Pharmacy Pickup

9. Provider Wait Time

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

a. Patient Advocate Tracking System-Patient issues are documented, followed, categorized and reported to the Organizational Excellence Board.

b. Focus group reports

1. OEF/OIF/OND-Conducted by Gallup

2. Facility (Patients and Staff)-Conducted by Planetree

5. How are these measurement tools utilized to improve patient satisfaction? 

a. These tools allow tracking and trending of the data to identify opportunities for improvement.

b. Focus groups allow the facility to get feedback from the Veterans and their families to identify problem areas and opportunities for improvement.
6. Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.  
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7. Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?

a. Inpatient

1. Communication with Nurses-(
2. Communication with Doctors- (
3. Communication about Medication- (
4. Nursing Services- (
5. Discharge Information- (
6. Pain Control- (
7. Cleanliness of the Hospital Environment- (
8. Quietness of the Hospital Environment- (
9. Overall Rating of Hospital-(
10. Willingness to Recommend - (
11. Shared Decision Making- (
12. Privacy - (
13. Noise - (
b. Outpatient

1. Getting Needed Care - (
2. Getting Care Quickly - (
3. Doctors/Nurses Communication - ( 

4. Overall Rating Doctor/Nurse - (
5. Overall Rating Specialist - (
6. Overall Rating Healthcare - (
7. Pharmacy Mailed - (
8. Pharmacy Pickup - (
9. Provider Wait Time - (
8. What measures have been taken to address improvement in these areas?  
Teams are formed to develop action plans to improve all areas.  The Teams then report their progress to the appropriate Council/Committee.  Leadership can remove barriers, provide support and give direction.
9. How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?  
VACO and VISN 22 Patient Centered Care Committees, as part of the Organizational Excellence Council, tracks and trends patient satisfaction to identify opportunities for improvement.
10. What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives? 

The VA Long Beach Healthcare System Patient Centered Care Coordinators (PCCC) work with the other PCCCs in VISN 22 to share ideas and learn from each other. 

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

All VAMC staff work on improving the patient experience and value. 

Patient Centered Care (2 FTEE)—Coordinate all program activities

 
Patient Advocates (2 FTEE)—resolve patient complaints and concerns

 
Program Support (2 FTEE)—maintain data for the programs
12. Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees?

Facility Level

Patient Centered Care

Mission:  The Patient Centered Care Committee is responsible for bettering the health and well being of our Veterans by creating of healing environments for our patients and healthy work environments for our staff to improve health outcomes for patients. This committee oversees the design and implementation of Patient Centered Care initiatives at the VA Long Beach Healthcare System. The committee will coordinate efforts with the Network Patient Centered Care Coordinator to assure consistent and ongoing implementation of this Nationwide initiative. 

Membership:

Patient Centered Care Coordinator (Co-Chair) 

Physician Champion (Co-Chair) 

Associate Director Patient Care Services. 

OEF/OIF/OND Representative 

Women’s Health Representative 

Union Representative-

Organizational Health Subcommittee Chair /Co-Chair 

Patient Experience Subcommittee Chair/Co-Chair 

Culture of Delivery Subcommittee Chair/Co-Chair 

Innovation/Implementation Subcommittee Chair /Co-Chair 

Systems Redesign Representative 

Social Work and Care Management Representative 

Veteran Representative

13. Are Veterans’ participating and/or serving on these committees? 
Yes, Veterans are on:

a.  Patient Aligned Care Team Development

b. Designing New Spaces (Mental Health and Community Living Center)

c. Patient Centered Care Steering Committee

d. New Patient Orientation

Quality Manager

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

The Chief Quality Management is responsible for planning, designing, integrating, implementing, modifying, and evaluating the Quality Management Program.  
This Program reviews services to measure and improve the quality of patient care and the appropriateness, effectiveness and timeliness of services provided.  
The Chief manages all components of the Quality Management Office.  They work effectively with all levels of staff to include collaborative efforts with other health professionals.  This nurse provides leadership in improving patient care, maintaining standards of care, and directing and teaching personnel in a variety of settings.  Develops and facilitates the implementation of programs in the Healthcare System which impact patient care at the site level and at the VISN level.  

How are quality of care indicators and measurements tracked and managed? 
Data

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

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

Network Directors Performance Plan

Executive Career Field

External and Internal Surveys and Audits

How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)? 
Chiefs of Primary Care, 
CBOC Supervisor, 
CBOC Manager, 
Quality Consultant, 
COTR, 
CBOC staffs are all responsible for monitoring and assuring quality of care in the CBOC’s whether they are VA staffed or contracted staff.
How are you monitoring quality assurance with non VA care?  
Utilization Review Nurses review Fee Basis Care, Millennium Bills for quality of care.  Some Fee Basis cases are peer reviewed to identify differences in the quality of care.
Of these, which quality measures are you responsible for? 
Utilization Management

Risk Management 
Millennium Bills 
Patient Safety Manager

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

The Patient Safety Manager has management responsibility for patient safety activities.  This includes but is not limited to:

a. Coordination of all activities related to adverse events, including, but not limited to:  data collection, review, follow-up on recommendations, tracking of implementation of corrective action and reporting of aggregate data and individual-specific information.

b. Overseeing the investigation, reporting and analysis of patient safety and adverse event data.

c. Facilitating the root cause analysis process including event identification, recommending teams, education for RCA team members, monitoring time frames and oversight of the RCA process.

d. Initiating and/or recommending systems and process improvements to improve patient safety under the direction of the Medical Center Director.

e. Referring significant systems problems to the Assistant Director, Systems Redesign, for consideration of formal Systems Redesign Teams.

f. Referring significant individual cases to Risk Prevention for review and/or family notifications and interventions by appropriate clinicians or management when warranted.

g. Ensuring compliance with VA and other regulatory mandates, and integration of goals and activities with overall LB mission and goals.

h. Maintaining the official files of all adverse event-related reviews and investigations.

i. Maintaining the Patient Incident Report (PIR) database, tracking, and trending, analyzing and timely reporting of appropriate reviews to the National Center for Patient Safety, VISN QMO, and JC as appropriate.

j. Educating Healthcare System staff in the various aspect of the Patient Safety Improvement Program.

What other facility staff reports to you on patient safety programs and care initiatives? 
All staff share responsibility for awareness of patient safety issues, policies and procedures.  Specifically, Infection Control, Wound Care Nurses, Fall Prevention Committee members, Laboratory Service, Pharmacy Service, etc. share ownership of some National Patient Safety Goals.

How do you define patient safety as a healthcare system? 
We are building a “culture of safety” within the Healthcare System.  A proactive, non-punitive, Patient Safety Program is an integral part of the infrastructure of this endeavor.  Our program includes identification, reporting and root cause analysis of adverse events, sentinel events and close calls; communication with patients regarding adverse events; staff education regarding patient safety and The Joint Commission National Patient Safety Goals) and review and analysis of data on patient falls, medication errors and missing patients.  We comply with the VHA National Patient Safety Improvement Handbook.

Please describe your patient safety programs and initiatives. 
RCAs and Aggregate Reviews – sharing trends, best practices, lessons learned 

HFMEA’s - changes made in practice, and rationale 

Sentinel Event Alert Log(s), follow up, and facility status 

Patient Safety Goals implementation, monitoring, and compliance

Review of and compliance with directives and policies

Evaluation of success of the Patient Safety Program and culture of safety 

Identification of educational training needs and implementation of action plans

What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.  
Our facility has a Patient Safety Committee chaired by the Patient Safety Manager and the Chief of Medicine.  Agenda items include:

· RCA and Aggregate Review findings, trends, best practices, lessons learned 

· HFMEA topics undertaken, changes made in practice, and degree of success   

· Sentinel Event Alert Log(s), follow up, and maintenance 

· Patient Safety Goals compliance 

· Review and implementation of directives and policies

· Evaluation and success of facility Patient Safety Program and culture of safety

· Education and training needs assessments and action plan compliance

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

· RCA and Aggregate Review findings, trends, best practices, lessons learned 

· HFMEA topics undertaken, changes made in practice, and degree of success   

· Sentinel Event Alert Log(s), follow up, and maintenance 

· Patient Safety Goals compliance 

· Review and implementation of directives and policies

· Evaluation and success of facility Patient Safety Program and culture of safety

· Education and training needs assessments and action plan compliance
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? 
· Electronic Patient Incident Reporting mechanism in VistA.

· Root cause analysis:  a comprehensive and systematic, multidisciplinary process for investigating the causes and/or contributing factors of adverse events.

· Clinical and/or Institutional Disclosure:  Disclosure of unanticipated outcomes, both positive and negative, to patients and their families when appropriate.

How are high risk patient safety issues, reported to the medical center’s leadership?
By the Patient Safety Manager or involved middle management and/or front line staff

Please describe the differences at your facility between quality of care and patient safety? 
Quality doesn’t exist without safety.

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?  
In a collaborative, interdisciplinary manner through Committees, Councils and work teams.

Please explain the process taken to conduct a Root Cause Analysis (RCAs)? 
As per VHA Patient Safety Improvement Handbook 1050.01

How do you use other facilities RCA’s to improve quality of care and patient satisfaction? 
Monthly Network meetings and teleconferences to share interfacility findings, trends, best practices, and lessons learned 

How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities? 
Infection Control and Wound Care Nurses, Fall Prevention Chairperson, Laboratory Service staff, Pharmacy Service staff and others share ownership of some National Patient Safety Goals.

Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?
The dates and summaries of past RCA’s will be available.  Specifics will be discussed on site with the team
Patient Aligned Care Team (PACT) Coordinator

What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility?  
Assure that PACT is implemented by providing opportunities for training, monitoring PACT performance measures, and working closely with VISN staff to continuously improve.

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? 
Many staff that provides primary care is involved in PACT programs.  Staff responsibilities are to the Veteran and this model of healthcare is one method to enhance our Veteran Centered Care.

Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center?  
Chiefs of Primary Care and Specialty Clinics Health Care Group

How often does the Patient Aligned Care Team (PACT) committee meet?  
Initially the teams met weekly, then monthly.  Now we have champions that meet regularly.
Which VA Medical Center staff attends the committee meeting? 
Representatives from pilot teams and now faculty of the PACT Center of Excellence meet.

Are representatives from the veterans’ community involved in your Patient Aligned Care Team (PACT) planning process? 
We had a Veteran representative and solicit input from Veterans.

Explain how Patient Aligned Care Team (PACT) was implemented at the facility?  
We identified 2 pilot teams-one at the Medical Center and one at a CBOC.  A plan was developed and we continue to expand until all Primary Care had PACT teamlets.

Patient Satisfaction
Director of Patient Care Services  
What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 
As the Associate Director, Patient Care Services/Nurse Executive has overall responsibility for all clinical and operational aspects of planning, coordinating, implementing and evaluating the delivery of patient care in the following Services: Nursing, Social Work, Sterile Processing, Pharmacy, Nutrition and Food, Chaplain, Veterans and Family Assistance, Women’s Health, Special Initiatives, Telehealth, and the Caregiver Program.  
What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? 

a. Inpatient 
b. Outpatient 
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Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey? 
             Outpatient

1. Doctors/Nurses Communication - ( 

2. Overall Rating Doctor/Nurse - (
3. Overall Rating Specialist - (
4. Overall Rating Healthcare - (
5. Pharmacy Pickup - (
Of these, which patient satisfaction measures are you responsible for? 
All patient satisfaction measures are monitored by the VA Long Beach Healthcare System Office of Patient Centered Care.  The Associate Director for Patient Care Services/Nurse Executive is responsible for any all measure with regard to nursing care.
What other facility staff reports to you on patient satisfaction programs and initiatives? 
None.
Patient Advocate/Patient Centered Care Coordinator
1. What duties and responsibilities do you have as the Patient Advocate for the facility?
Monitoring of all patient satisfaction measures is the responsibility of the VA Long each Healthcare System Office of Patient Centered Care.

2. When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? 
Surveys are sent to patients every month.  Our results are compared with the results reported nationally.   
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3. What were your previous patient satisfaction scores?  
See above reports
4. 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

5. Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  
We are currently working on improving our communication with our Veterans by including them on committee work and in development of educational/informational media.

6. How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties, and responsibilities? 
All staff applies patient centered care principles while performing their duties.  The Office of Patient Centered Care monitors and facilitates patient satisfaction improvements.

7. Please explain the initial and ongoing training these patient advocates receive (i.e. type of training and number of days/hours)? 
All new patient advocates receive 3 weeks of orientation with a seasoned advocate.  Advocates attend the annual SHCA Annual Conference (7 days).
8. Please describe programs and initiatives that relate to patient satisfaction?
a. Quietness at Night

b. Communication about Medications

c. Getting Care Quickly

d. Patient Flow Collaborative

e. New Patient Orientation

f. Patient Centered Care Training

9. What is the procedure when you receive a patient concern and/or complaint?
a. Patients with concerns or complaints are referred to the Patient Advocate Office.

b. Patient advocates reach out to patients and staff to resolve issues.

c. Issues are documented and tracked in the PATS (Patient Advocate Tracking System)

10. Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 
Oversight for the Patient Advocates is managed by Quality Management through Patient Centered Care at VA Long Beach Healthcare System.

11. What training do Facility Patient Advocates receive? 
a. All new patient advocates receive 3 weeks of orientation with a seasoned advocate.

b. Advocates attend the annual SHCA Annual Conference.

12. 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?
Each concern needs to be responded to as quickly as possible. Appropriate time is given to research the issue.  With progress and follow up as needed until resolution is achieved.
13. 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? 
a. Congressional Complaints- 5 days

b. Others-10 days

14. If so, which office and positions ensure this standard/policy is being met? 

Quality Management

15. Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?
No- All primary care clinics are able to see patients within 14 days.

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? 
· Supervisor of UM staff nurses/reviewers

· Co-Chair UM Oversight Committee

· Lead weekly UM staff meetings

· UM nurses attend and participate in daily interdisciplinary medicine and behavior health rounds/bed huddle

· Member VISN 22 UM committee

What training did you receive initially and what ongoing training do you receive for this position? 
· Supervisor Training-initial and ongoing

· Mc Kesson Inter Qual training

· NUMI software training 

· PUMA training

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

· NUMI software-automates UM assessments and outcomes-utilized for data analysis and reporting quarterly locally and at network level. 

· Improved quality of care results from right care, the right patient, the right time and for the right reason. NUMI uses evidenced based criteria to perform screening.

Risk Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
· Coordinate the protected peer review process and committee. 
· Identify opportunities for improvement through analysis of trended data and   communicate with responsible officials about findings. 
· Reports analysis of aggregated/trended data to Medical Executive Committee

· Orienting and serving as a resource to the Protected Peer Review Coordinator

What training did you receive initially and what ongoing training do you receive for this position? 
· Orientation provided by the previous Risk Manager

· Collaborate with the VISN 22 and VACO Risk Management programs 
· Collaborate with Regional Counsel 
· Completed on-line training 
· Review current literature about best practices for implementation at Long Beach
How are measurement tools used to improve quality of care and patient satisfaction? 
· Analysis of Protected Peer Review data to identify trends
· timelines 
· Identify education & training needs for staff
· Review of Disclosure opportunities 
· Recommendations forwarded to appropriate provider and/or committee for actions
Systems Redesign Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
We are required to review outcomes and patient satisfaction through different measures. Once we identify a problem in an area that is not performing.  We develop systems that will improve the quality of care.  These improvements include reducing delays, decrease errors, and improve communication surrounding patient care.

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

Our VA’s method to process improvement is through the VATAMMCS system.  It utilizes all the traditional methods of process improvement avenues from Continuous Quality Improvement and Total Quality Management philosophies.  Recently the healthcare trend for process improvement has been going toward Lean Six Sigma.  Our VA has been training staff members from clinical to clerical on the Lean process through Simpler Consulting.  All members of Leadership are expected to be Lean trained.  These tools are deployed in multiple VA System Redesign events such as the Flow Academies, ACA Collaborative, and Annual Improvement Forum Conference.  

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

Measurement tools are critical to any type of quality improvement project.  Measurement tools allow us to establish a baseline.  It also helps us direct our possible solution to the root cause.  We measure performance against standards, and then monitor the improvement through the process that was implemented.  We utilize control charts to determine trends or shifts. 

We utilize Lean measurement tools such as value stream mapping to analyze how information and/or service move through a process.  This will allow us to identify opportunities to remove delays, errors, and waste. By using a Cause and Effect diagram, we can identify the root cause to the problem. Pareto Charts will allow us to count and categorize frequency of occurrences so it allows us to target the major issues to our problem. 

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

The Chief, Medical Information Officer (CMIO) imports and develops tools for clinical decision support (viz., Clinical Reminders and dialogs) including those that relate to the External Peer Review standards and The Joint Commission Core Measures. Also the CMIO, creates and supports the tools to pull monthly report (“Provider Profile”) on those quality measures to deliver feedback to individual providers and supervisors monthly on those Quality Measures.

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

Several ways including monthly datapull of quality of care provided for all outpatients seen during the month and used to create provider profiles and other reports for monitoring and improving quality of the care.

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?  

Opportunities for improving quality are identified for actions and follow-up.  For example, our facility needed to improve Mental Health screening and assessments of positive screens for alcohol, depression and PTSD.  Tedious templates were created to run monthly reports for that produce lists of patients seen today and still needing screening (or evaluation by provider of positive screen).  Nurses reviewed cases and sent encrypted email to responsible providers.  Even when care provided to that patient was not within 24-hour deadline, this feedback dramtically improved clinical performance because it was combined with communications from Chief of Staff and Clinical Supervisors.

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

Clinical reminders support quality at point-of-care.  Usually copies of those same reminders are modified to produce reports to measure and monitor that quality.
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