The American Legion
System Worth Saving Program
Quality of Care and Patient Satisfaction 

Nashville VAMC Mail Out Questionnaire

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

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

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

Executive Leadership

Quality of Care 

What is your overall medical center budget for FY 2011? FY 2012?

· Approximately $550,000,000 for both fiscal years.

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.  

· Approximately 0.3% of total health system budget to direct QM staffing $1,547,000.
· Various other support through education seminars, clinical staff time at meetings, etc.

How do you define quality as a healthcare facility? 

· The aim of Quality is to ensure that health care is safe, effective, patient-centered, timely, efficient, and equitable and to have a work philosophy that encourages every employee to find new and better ways of doing things.

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

· FY 10 and FY 11 NCPS Gold Cornerstone Award for Patient Safety Program.


How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?

· Though our National accreditation, certifications, licensure, and VHA oversight.


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

a. Chief of Staff

· Leading the medical staff of two hospitals and a dozen Community Outpatient Clinics and Annex locations. Through strategic planning in a changing healthcare world VA TVHS COS both assures continued excellence in our care delivery.

b. Head Nurse

· Responsible for Nursing Service ensuring one exceptional level of services across TVHS.  

c. Quality Manager

· Directs a Quality Management System that optimizes health care processes and outcomes and fosters explicit lines of communication among members responsible for and involved in quality management, such that the participants understand their role, responsibilities, and accountability.  An organized, systematic approach to planning, delivering, measuring, and improving health care is required to effectively link the organizational mission, vision, and core values to the day-to-day operations.  

d. Patient Safety Manager

· Investigate Adverse Event reports and complete RCAs and HFMEAs as per Directive.

e. Utilization Management

· Reviews the clinical data and apply InterQual Criteria to determine if the patient is in the right level of care, for the right reason, and for the right length of time.

f. Risk Manager

· The Risk Manager is responsible for coordinating the Peer Review Committee.  The Peer Review Committee is responsible for improving patient outcomes by improving individual provider performance.  It is a traditional organizational function designed to contribute to improving the quality of care and appropriate utilization of health care resources.

g. Systems Redesign Manager

· TVHS’ Systems Redesign Program requires all improvement teams to be aligned with overall strategic goals of the facility, VISN and National Office. Therefore, team are requested ensure that patient safety and satisfaction are not sacrificed while improving a process.

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

· Many of our VA patients reside hours away from our main campus.  My responsibilities today focus on providing improved access to these patients through building a Telehealth program that allows patients to receive medical care and education near their homes via remote audio/visual technology.


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

· The 20 FTEE of the QM Section.


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

· New employees are provided an orientation to the QM program a t New Employee Orientation.  Some choose to take classes in Performance Improvement later during their career and each department provides process improvement and Quality of Care training.


What resources have the VA Central Office and the VISN provided to help your facility improve quality of care programs and initiatives?
 
· Administrative Oversight and program leadership.


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

· Business Decision Making data system and analytic support.


What innovative qualities of care programs or studies covered by grants are being conducted by this facility?

· Our GRECC is working on numerous quality improvement studies to include rural health, geriatric health and development of tools to enhance clinical operations.
Is your facility working on a “best practice(s)” in quality of care management?
 
· We have developed a system wide corrective action plan tracking device to enable the capture and management of the overwhelming number of oversight visits.

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? 

· Nursing
· Geriatrics Research and education Center
· Quality Scholars Program


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

· All Services are responsible for support of organizational performance measures.

Have there been any Government Accountability Office (GAO), VA Office of the Inspector General (OIG) or media articles about quality of care concerns within the past three years?

· Yes there was OIG CAP visit in 2011.

What were the findings and recommendations found with Government Accountability Office (GAO)?

· NA

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

· General and limited management oversight issues.
· Lack of a clinical lab finding follow-up notification system.
· Lacking performance in some annual training requirements.

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

· Positive article about the quality of our clinical indicators by The Tennessean.

When was your last Joint Commission Inspection?

· 2010


What were the findings and recommendations?

· Minor findings with clutter in hospital hallways.
· Other Life Safety findings.

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

· NA

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: Health Care Quality, Value and Safety Board

· The mission of the HQVB is to provide an organized, systematic approach to planning, measureing, improving, and delivering healthcare that follows a comprehensive QSV framework for excellence as a critical driver to optimize health care processes and outcomes.

· Facility: Quality Executive Board

· The Quality Executive Board is responsible for providing oversight to ensure that quality management components, as defined in this policy are implemented and integrated; Convening teams when appropriate. Identification of opportunities for improvement needs to be evaluated and prioritized based on the feasibility of implementation; Ensuring use of valid quality improvement tools for analysis of data within the facility; Ensuring the data collected for key quality management components is trended. Aggregate data needs to be examined for change, and reviewed at this meeting.

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

· No

Quality Manager:

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

· Provide oversight and direction for the health system’s quality management system to include aspects of safety, efficiency, effectiveness, timeliness of care, equality of care and that all is provided in a patient centered manner.

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

· Through monthly committee minutes, organizational dashboards, and monthly review with senior leadership.

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

· Through a Quality Management System that optimizes health care processes and outcomes and fosters explicit lines of communication among members responsible for and involved in quality management, such that the participants understand their role, responsibilities, and accountability.  An organized, systematic approach to planning, delivering, measuring, and improving health care is required to effectively link the organizational mission, vision, and core values to the day-to-day operations.  

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

· Governing Council
· Nursing Executive Board
· Quality Executive Board
· Medical Executive Board
· Resource Management Board
· And 58 subordinate committees
	
How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?

· VA staffed CBOC’s? 
· Through regular site visits and active participation in quality systems.
· Contracted staffed CBOC’s
· Through regular site visits, contracts, and active participation in quality systems.

How are you monitoring quality assurance with non VA care? 

· Non-VA healthcare is monitored through physician review of clinical reports, patient feedback, and review of claims through Business Office.

Of these, which quality measures are you responsible for? 

· All





Patient Safety Manager:

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

· As per the Patient Safety Improvement Handbook:  AERs, RCAs, HFMEAs, National Patient Safety Goals, staff and patient ongoing education, Patient Safety Alerts and Advisories, database analysis, and improvement of systems and processes to improve patient safety.

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

· None

How do you define patient safety as a healthcare system?   

· The Department of Veterans Affairs Tennessee Valley Healthcare System (VA TVHS) Patient Safety Improvement Program (PSI) has a goal of promoting a “culture of safety” without blame and is a VA TVHS strategy to: 
· Prevent inadvertent harm to patients consequent to their medical care; and
· Improve systems and processes associated with delivery of services.  

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

· Facility Patient Safety Committee which is multidisciplinary.

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

· Too many to list-some examples include Bar Code Administration System for Medications, computerized medical records, automatic alerts to providers, double check systems re allergies and high alert medications, fall prevention program with the use of floor mats, non skid slippers, shower slippers and hip protectors, Cauti bundle and VAP bundle.

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? 

· RCA process



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

· Using written report, verbally, in person, anonymously with a note under the door of patient safety (we stress that when in doubt report it and take reports from anyone in any way they feel comfortable reporting it.

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

· Quality of Care is broader in its approach and deals with the clinical skills and capabilities of staff as well as utilization management, risk management, and monitoring for compliance with usual practices whereas Patient Safety is focused on improving the systems and processes that exist in the organization rather than on the people involved in an event.

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? 

· We see each other daily and consult multiple times during a day as needed in all directions.

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

· Systematic process as per direction and format of National Center for Patient Safety.

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

· Search of national database is available as desired to review how others have handled similar events and periodically share best practices throughout the VISN on patient safety calls.

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

· Three with the Patient Safety Manager and two Patient Safety Specialists.

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

· This facility completed 14 RCAs during FY11-there content is privileged and confidential and we are not allow to share in a questionnaire such as this:


Patient Aligned Care Team (PACT) Coordinator:

What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility? 

· Responsible for the transformation to the PACT system design for the delivery of Primary and Specialty Care. 
· The clear delineation of staff roles and responsibilities. 
· Infrastructure development of MyHealtheVet, Secure Messaging and Telemedicine.
· Facilitate the education of staff regarding process, function and system design.
· Facilitate Veteran education regarding the functionality of PACT healthcare system delivery including Patient Centered Care. 

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? 

· This is a multi-disciplinary approach that included Primary Care, Nursing and Business Office leadership.  Key leadership include the following:

	
	Primary Care
	Nursing
	Business Office

	
	Richard D. Roth, DDS, FAGD, MBA   
ACOS, Ambulatory Care
	Penny Phelps, RN
Outpatient Nurse Manager

	Glenn McCrary, Acting Chief
Gerald D. Haney, Chief, Data Section
Victor F. Rice, CSU Manager


	Nashville
	Harvey Murff, MD, Acting Chief, Primary Care
Chandler Hardman, MD, Section Chief
Yemane Hadgu, MD  Team Leader, Nashville Annex Clinics

	Lance Smith, RN, Nurse Manager
Sarah Wiseman, Nurse Manager
	

	York
	Dharapuram Venugopal, MD, Section Chief

	Betty Bell, RN, Nurse Manager
	

	CBOCs
	Edwin Schoonover, MD, Chief CBOCs
Gussie Hawkins, MD, CMO, COPC

	Lynn Dunlap, RN, Nurse Manager
	



· Each is responsible for focused areas germane to their discipline relative to the transition to PACT system design described earlier.

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

· Richard D. Roth, DDS, FAGD, MBA   ACOS, Ambulatory Care

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

· Monthly

Which VA Medical Center staff attends the committee meeting? 

· PENTAD (five senior leaders of the organization)
· Primary Care Leadership listed previously
· Chief Medicine Service
· Chief, Human Resource Service
· Chief, Social Work Service
· Chief, Education Service
· Chief, Informatics Officer
· MyHealthe Vet Coordinator
· Telemedicine Coordinator
· Post-Deployment Coordinator
· DSS Coordinator 
· Women’s Veterans Coordinator
· Systems Redesign Coordinator
· PCMM Coordinator
· Patient Centered Care Coordinator
· VISN Deputy Chief Medical Officer
· Union Representative
· Various Rank and File Staff

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

· It is addressed through focused groups.

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

· Remains in progress, PACT has not been fully implemented at this medical center.  

Patient Satisfaction: Director of Patient Care Services  




What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 

· Oversight for Patient Advocate, Co-Chair for Patient Center Care Committee, Coordinate Patient Centered Care Activities for the Facility.

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

	

QUESTIONS
	
ANSWER INCLUDED 
IN SCORE
	
Benchmark
	SURVEY PERIOD:
FYTD 
Thru Dec 2011

	Overall Inpatient Satisfaction
Q:21
	% rating hospital 9 or 10
	64
	58.1

	Shared Decision Making
Composite Q: 35/36
	Yes
	69
	72.6

	Responsiveness of Staff
Composite Q: 4/11
	% Reporting they were usually or always able to get help
	83
	78.8

	 Privacy in Room
Privacy in Room
Q:47b

	% rating privacy in room as good, very good, or excellent
	83
	80.8

	Noise level in Room  
Q: 47c
	% rating noise level in room as good, very good, or excellent
	79
	71.4

	Outpatient Overall Satisfaction 
	% rating healthcare as a 9 or 10
	56
	50.6

	Getting Care Quickly
Composite Q: 2/4
	% reporting they were usually or always able to get an appt as soon as they thought they needed
	80
	74.3



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

· Slightly down in each area, however teams are working on corrective action plans to improve patient satisfaction.

How are patient satisfaction indicators and measurements tracked and managed? 

· They are followed in the Patient Centered Care Committee and in performance measures.  The SHEP and PATS scores are sent to leaders monthly for tracking and corrective action plans if necessary. 

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

· Measures are shared responsibilities of all services. 

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

· Patient Centered Care Committee is a facility wide committee with interdisciplinary input from multiple services who report their patient satisfaction programs, initiatives and outcomes

Patient Advocate/Patient Centered Care Coordinator:

How do you define patient satisfaction as a healthcare facility? 

· Providing assistance to Veterans and their family based on their experiences and perceptions of their health care experience in a thorough and timely manner—providing the right answer.  



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

· To inform the patient, and the veteran public, to the maximum extent practical, of the program and services of this healthcare system, the individual veteran’s rights and responsibilities, and the procedures he or she may use to better access the system; 

· To help the patient, to the greatest extent possible, with resolution of problems or concerns he or she may have about healthcare system operations.

· Additionally, to ensure a process is in place for distribution of information to leaders, committees, staff, services, in regard to the patient advocate program.

How are patient satisfaction indicators and measurements tracked and managed? 
	
· Patient Advocate use the Patient Advocate Tracking System PATS are reviewed monthly and distributed to leaders and services for review, action and discussion.

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

· Patient Satisfaction measures are the shared responsibility of all services and staff. 

When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s?   

· SHEP is an ongoing monthly national survey.  Results are below for TVHS, National VISN comparison:

	

QUESTIONS
	
ANSWER INCLUDED 
IN SCORE
	
Benchmark
	SURVEY PERIOD:
FYTD 
Thru Dec 2011
	
VISN
	
VHA

	Overall Inpatient Satisfaction
Q:21
	% rating hospital 9 or 10
	64
	58.1
	65.7
	63.7

	Shared Decision Making
Composite Q: 35/36
	Yes
	69
	72.6
	72.4
	72.0

	Responsiveness of Staff
Composite Q: 4/11
	% Reporting they were usually or always able to get help
	83
	78.8
	83.8
	84.2

	 Privacy in Room
Privacy in Room
Q:47b

	% rating privacy in room as good, very good, or excellent
	83
	80.8
	84.2
	84.7

	Noise level in Room  
Q: 47c
	% rating noise level in room as good, very good, or excellent
	79
	71.4
	80.1
	80.0

	Outpatient Overall Satisfaction 
	% rating healthcare as a 9 or 10
	56
	50.6
	54.7
	55.0

	Getting Care Quickly
Composite Q: 2/4
	% reporting they were usually or always able to get an appt as soon as they thought they needed
	80
	74.3
	77.9
	77.6




What were your previous patient satisfaction scores?

	

QUESTIONS
	
ANSWER INCLUDED 
IN SCORE
	
Benchmark
	SURVEY PERIOD:
FYTD 
Thru June 2010
	
VISN
	
VHA

	Overall Inpatient Satisfaction

	% rating hospital 9 or 10
	64
	61.7
	62.3
	63.9

	Shared Decision Making
	Yes
	69
	66.0
	68.9
	70.5

	Responsiveness of Staff
	% Reporting they were usually or always able to get help
	83
	84.9

	85.4
	84.9

	 Privacy in Room
	% rating privacy in room as good, very good, or excellent
	83
	84.1
	82.9
	83.7

	Noise level in Room  
	% rating noise level in room as good, very good, or excellent
	79
	77.7
	78.6
	79.5





	Outpatient Overall Satisfaction 
	% rating healthcare as a 9 or 10
	56
	51.6
	55.5
	54.9

	Getting Care Quickly
	% reporting they were usually or always able to get an appt as soon as they thought they needed
	80
	79.6
	81.3
	80.0





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? 
	
· None at VA TVHS. 

Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  

· VA TVHS is working on several area in Patient Centered Care to include:
· Community Living Center Actions:
· Birthday Meals
· Buddy the Dog
· Employee Sponsor Saturday Breakfasts on the Ward

How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities? 
	
· VA TVHS has five patient advocates specifically designated to assist with patient issues and concern.  There is one lead patient advocate and two patient advocates at Nashville, one patient advocate at the Murfreesboro Campus and one patient advocate at the Chattanooga Outpatient Clinic.  

· Duties and responsibilities:

· To inform the patient, and the veteran public, to the maximum extent practical, of the program and services of this healthcare system, the individual veteran’s rights and responsibilities, and the procedures he or she may use to better access the system; 

· To help the patient, to the greatest extent possible, with resolution of problems or concerns he or she may have about healthcare system operations;

· Additionally, to ensure a process is in place for distribution of information to leaders, committees, staff, services, in regard to the patient advocate program.

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

· Each patient advocate receives training on the medical center memorandums, and VA memorandums, PATS system and individual training with another patient advocate for one week upon hiring to provide initial orientation.  They are then mentored by the lead patient advocate and the patient advocate team.  Patient Advocate training sessions are held to address new and changing issues and learning opportunities.  Each patient advocate is sent to national training based on available opportunities.  





Please describe programs and initiatives that relate to patient satisfaction?

· The patient advocate program provides training at New Employee Orientation, Director Staff Meetings, and Service Staff Meetings.  Additionally, Patient Satisfaction issues are shared monthly to all leaders and SHEP is part of all service staff monthly meetings. 

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

· Patient Advocates listen to concerns, document in PATS, and forward to the appropriate service(s) for service recovery and follow-up and document resolution in PATS to close issue. 
· Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? The Director oversees the Patient Advocate program. 

What training do Facility Patient Advocates receive? 

· Each patient advocate receives training on the medical center memorandums, and VA memorandums, PATS system and  individual training with another patient advocate for one week upon hiring to provide initial orientation.  They are then mentored by the lead patient advocate and the patient advocate team.  Patient Advocate training sessions are held to address new and changing issues and learning opportunities.  Each patient advocate is sent to national training based on available opportunities.  

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?

· Open resolution are followed to closures by Patient Advocates and any problem issues are taken up the chain for assistance resolution.

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

· Yes.  The standard is 7 days.  

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

· Patient Advocate/Director Office using the Patient Advocate tracking system to follow open complaints to resolution. 


Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?  
 
· Primary care access is available within 30 days at all sites. 

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? 

· My main responsibility is to ensure quality of care and patient satisfaction and safety. The goal of Utilization Management is to have the correct Veteran, in the correct level of care, for the correct length of time and for the correct reason.  As the UM Coordinator, I develop the UM program and manage the direction of the program.  I supervise the UM Specialists to ensure they are performing their duties effectively and efficiently.  I train all staff whom use InterQual criteria, including UM, Fee coordinators, Transfer coordinators, Patient Flow Coordinator, NOD’s, nurse managers, and Physician UM Advisors (PUMAs).  I keep up with changes within the VHA regarding UM and adjust the UM program accordingly.  I advocate to the Pentad for resources to develop a robust UM program, which has been an ongoing effort since assuming this position.  I am responsible for reporting to the Director and the VISN the status of the UM program.  I utilize the data gathered from the UM reviews to identify systematic problems which need improving.  I then work with System Redesign to make those changes and monitor the effectiveness of the changes.  I network with other UM Coordinators to learn their best practices and put them in place at our facility.  

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

· I am a masters prepared RN in Health Systems Management.  I have worked in UM for eleven years.  I am a certified InterQual instructor and maintain my certification with annual training and testing.  

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

· As mentioned in #1, I use the UM data which is gathered by the UM Specialists to identify system wide problems as well as problems with the UM program.  By having the proper resources for a robust UM program, we can ensure quality care by monitoring the timeliness of studies, procedures and consults, we can shorten the length of stay thereby increasing patient safety, and enhancing patient satisfaction.  Our work is 100% Veteran Centered.  We strive to collaborate with the Social Workers toward post discharge needs and placement when necessary.  Everyone wants to return home after they leave the hospital, but sometimes this is not possible.  By working with the patient early in the hospital course, when placement is necessary, it gives the patient and the family time to adequately adjust to the potential need for placement in a skilled nursing facility, physical rehabilitation, or nursing home.  By the time the patient is ready to discharge, they are less resistant to the idea of a lower level of care before they return home.  Additionally, an effective and efficient UM Program monitors facility resources.  Not only the length of stay, but also over utilization or under utilization of tests and services.  By managing the flow of our Veterans throughout the hospital course, we will need to utilize Fee less frequently.  This can be a large cost savings for the organization.

Risk Manager:

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

· The Risk Manager is responsible for coordinating the Peer Review Committee.  The Peer Review Committee is responsible for improving patient outcomes by improving individual provider performance.  It is a traditional organizational function designed to contribute to improving the quality of care and appropriate utilization of health care resources.  The Peer Review Committee fosters a responsive environment where issues are identified, acted upon proactively, and in ways that continually contribute to the best possible outcomes and strong organizational performance.  Peer review encompasses multiple disciplines and requires active involvement from physicians, nurses, and other allied health care professionals who are required to exercise autonomous clinical judgment.

· The Risk Manager provides guidance to the medical center staff regarding disclosure of adverse patient outcomes.  Disclosure is coordinated with VA Regional Counsel to ensure appropriate communications with the patient and his family (as appropriate) regarding what occurred and education regarding applying for compensation for VA disability claims and filing tort claims.

· The Risk Manager is responsible for leadership and overall guidance for the tort claim process within the medical center and provides assistance to the VA Office of Regional Counsel and the US Attorney’s Office as requested.  I am also responsible for coordinating pre- and post-payment tort claim notifications, as appropriate.

· I review healthcare operations and risk strategies to assist in planning projects and studies to improve patient care and provide a safe environment for patients and staff.  I work collaboratively with board/committees, task forces, workgroups, service and key personnel as appropriate to ensure that the medical center’s mission, vision, goals and policy are consistent with the standard of medical practice and support of patient and employee safety.

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

· I successfully completed training and successfully passed state boards for RN licensure.  I later completed independent study, and successfully achieved certification as a Certified Professional in Healthcare Quality (CPHQ).  I later completed training in Risk Management sponsored by the VA.  In addition, I have received training coordinated by the VA National Center of Patient Safety to do root-cause analyses (RCA’s), and healthcare failure mode and effect analyses (HFMEA’s).

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

· We utilize the automated occurrence screening program which reviews all admissions and discharges for readmissions within 10 days of discharge, deaths within 30 days of an operative procedure, returns to surgery during the same admission, admissions within three days of an ambulatory care visit, and all deaths.

Systems Redesign Manager:

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

· In TVHS Systems Redesign Program (SRP) we require all improvement teams to be aligned with overall strategic goals of the facility, VISN and National Office. Therefore, team are requested ensure that patient safety and satisfaction are not sacrificed while improving a process. The SRP is also responsible of facilitating training and education; we provide training to teach process improvement principle and tools to all staff. 

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

· I have a masters degree in Health Services Administration, a two year program focus in Health Care and I graduated from the VA Improvement Advisory Academy on Feb 2011, a one year course with the intent to “train the trainer” on process improvement principles and tools. 

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

· Improvement teams are charter to increase efficiencies, decrease cost and maximize resources while maintaining patient safety and satisfaction. All team are required to have a measurement tool to ensure they are improving the selected process, this measurement is also use to monitor sustainability of the improved process. Team progress is monitor by an Executive Sponsor and a reporting Committee structure. 

Chief Medical Information Officer  

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

· My position is new to the facility as I am to the VA.  Many of our VA patients reside hours away from our main campus.  My responsibilities today focus on providing improved access to these patients through building a Telehealth program that allows patients to receive medical care and education near their homes via remote audio/visual technology.  Other responsibilities include maintaining and improving the electronic medical record (CPRS), clinical reminders, order sets, documentation templates, etc.  

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

· Quality of care is measured by Quality Management by monthly reporting of over 84 clinical metrics, and tracking for informal internal review of over 90 out-patient and 90 in-patient metrics. Patient satisfaction is measured by using the SHEP patient survey of 20 questions.

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? 
 
· Clinical reminders are ‘pushed’ to clinicians in order to promote quality performance and help ensure that patients are receiving appropriate assessments and quality care.

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

· Tracking of quality performance is used to improve or maintain quality performance and patient satisfaction.  Opportunities for performance improvement projects, education, additional resources are identified.
