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What is your overall medical center budget for FY 2011? FY 2012?  
FY 2011:  $343,979,242.00

FY 2012:  $363,821,604.00

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. 
Nebraska-Western Iowa HCS (NWIHCS) has worked toward embedding quality of care expectation at all levels in the organization.  Every level of employee is expected to provide the best quality, most efficient care no matter what they are assigned to do.  Beginning with New Employee orientation, employees are encouraged to consider working on improving their work as just as valuable as doing the work.

It is extremely difficult to pull out of the budget what percentage is dedicated to Quality of Care staffing/programs. Quality Management service serves as a consultant service to all departments in all matters of quality.  Additionally, ACOS for Patient Safety and staff function to continuously identify opportunities to improve patient safety and quality.  
How do you define quality as a healthcare facility? Nebraska Western Iowa (NWI) defines healthcare value as the sum of quality/safety, access, and satisfaction(veteran and employee) divided by cost.  We strive to design state-of-the-art, Veteran-centric facilities that exemplify world-class ownership, leadership and health care value.

Has the facility received any awards or designations for quality of care? 
-At the end of FY11, of the nine composite clinical performance measures, NWI ranked 12th out of 139 VA facilities within the Veterans Health Administration.  
-Within all Level 1c facilities (total of 14) in VHA, NWI ranked 3rd
-Within VISN 23, NWI ranked first  
-NWI had six PACTeamlets identified as high-performing teams by VA Central Office.  
NWIHCS is recognized at multiple 
How do you measure and manage quality as a healthcare facility?  
Quality is measured and managed in a variety of ways in NWIHCS.  Evidence based performance measures cascaded from VACO are monitored throughout the organization.  Data is reviewed at the most appropriate level whether that is provider, team, service, or clinic level.  Performance measures are categorized as critical and/or non-critical both in clinical and administrative areas; these measures are included in the performance contract of the appropriate Executive team and Service chief level.  
Quality Board is the organizational council where all quality measures are reviewed.  A variety of tools/mechanisms are utilized to address opportunities as they are identified.  Tools utilized include 1) transparency of quality care through the use of N-Tracks SharePoint, 2) use of executive-sponsored daily morning meetings to outline the progress owners have made to ensure all Veterans are receiving evidence-based care, 3) use of a well-defined process improvement model-VA-TAMMCS, and 4) development of executive team books providing an update on quality measures.

How does your VA Medical Center facility demonstrate and maintain accountability for quality of care? (Quality)
In addition to all the comments above, accountability is built into all Executive Team members, Service Chiefs, and Section Chiefs via performance contracts.  
What are the following staff’s responsibilities in ensuring quality of care at the facility?  
a. Chief of Staff: Is responsible for oversight of all clinical programs to include: Primary Care/Spec Med; Surgery; Mental Health; Extended Care & Rehab; Radiology; Lab & Pathology; Research.  Is responsible for oversight, via ACOS for Patient Safety, Education, and Quality.  Directly supervises all Service Chiefs in clinical programs, chairs Medicine Executive Committee, and is intimately involved in many improvement groups focused on improving patient safety and quality of care.
b. Head Nurse(Nurse Executive) The Associate Director of Patient Care maintains oversight for all nursing practice matters across NWIHCS. Ensures directly or in collaboration with physician service line leaders, the competences of all nursing staff.  Actively participates in many improvement groups focusing on improving patient safety and quality of care.  Is leading efforts for NWIHCS to become Magnet certified facility which emphasizes shared governance at all levels of nursing thus constantly contributing to improved quality of care.
c. Quality Manager: Provides oversight of continuous readiness efforts involving regulatory/accreditatory surveys; leads/participates in  process improvement efforts, and serves as the Director of Midwest Mountain Veteran Engineering Research Center (MWM VERC) 
d. Patient Safety Manager: NWIHCS has best practice of being one of few facilities that employs an ACOS for Patient Safety (physician) as well as Patient Safety manager.  The patient safety staff work collaboratively with all services/areas in the HCS (clinical and administrative) to identify opportunities for improvement of patient safety and quality of care.  Multiple mechanism are utilized to make improvements; including root cause analyses (RCA-individual and aggregate; patient safety alerts and advisories; health care failure mode and effect analysis (HFMEA) risk assessments; etc.
e. Utilization Management: Works collaboratively with clinical staff to ensure veterans are receiving the appropriate level of care at all levels.  This is an evidence based national review system that ensures patients; VA has chosen the InterQual criteria system.
f. Risk Manager:  Provides oversight of Peer Review Program; tort claim process in collaboration with a quality, regional counsel, and executive team; conducts risk assessments; and coordinates institutional disclosures. 
g. Systems Redesign Manager: Facilitates all Rapid Process Improvement Workgroups (RPIW) that are formed to complete process improvement work around a specific problem; serves as a resource to NWI staff regarding process improvement methodology and works collaboratively with a variety of workgroups to ensure that VA-TAMMCS is utilized.   
h. Clinical Lead for Informatics: Provides oversight for informatics applications for the clinical areas; collaborates with interdisciplinary groups to develop and revise clinical applications to provide better documentation of evidence-based care given; and, coordinates education programs for new users to the electronic medical record.
Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?  
The Quality Improvement/System Engineers (QISE) Department is led by the Associate Chief of Staff (ACOS) for Quality.  He provides oversight of the department that consists of three divisions: Quality Nurses, Informatics, and System Engineers. There are eight quality nurses; six informatics personnel; and two industrial engineers (one with a PhD. in Human Factors Engineering).
Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)?  
All employees receive education on NWI’s Value-Improvement Equation upon hire during new employee education.  NWIHCS provides Lean Training program for all interested employees which includes:  White Belt (online, introductory course); Yellow Belt (3 days; process-improvement concepts and methodology); Green Belt (3 days; RPIW process and facilitator training).  

What resources have the VA Central Office and the VISN provided to help your facility improve quality of care programs and initiatives?  
VA Central Office has provided NWI the opportunity to participate in national collaboratives, most recently regarding the Patient Aligned Care Teams (PACTs), and currently, the Surgical Flow Initiative.  They have also provided the initial three-year and subsequent renewal funding for the MWW VERC.  VA Central Office  provided funding for NWI’s three year Improvement Capability Grant (ICG). VISN Strategic Planning Council funded annually Strategic Initiatives; NWIHCS has taken advantage of this funding source to look at innovative improvement to quality of care; noteworthy initiatives being Pain Management and Telehealth.
What future VA Central Office or VISN resources and/or support are needed?  
Future resources and support VA Central Office can provide include: innovative distance-learning technology to continue collaborative, as well as opportunities to participate in ongoing national projects.
What innovative qualities of care programs or studies covered by grants are being conducted by this facility?    

There are two major grants that have been under way at NWI for the past three years: the MWM VERC and the ICG. The VERC is a resource to multiple VISNs; though having the expertise locally has been a benefit to NWIHCS. The aim of the ICG is to address the organizational and operation barriers to create a continuous improvement capability at NWIHCS by 1) preparing leaders at all levels of the organization to lead in a continuous improvement (transformational) environment, 2) creating a culture of learning and psychological safety where all workers seek to continuously improve systems through system redesign, and 3) enhancing the critical thinking and analytical capabilities of all staff.


 
Is your facility working on a “best practice(s)” in quality of care management?  
Best practice in NWIHCS is the establishment of ACOS for Patient Safety.  This positions works collaboratively with Quality Management to identify multiple opportunities to improve patient safety and quality of care.  Informal and/or formal initiatives are ongoing continuous to improve quality of care.  Examples of some initiatives include:  improving discharge process; reduce/eliminate readmission of congestive heart failure patients; implement real time incident reporting system, etc.

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?   
Expectation to improve quality of care is embedded in many positions throughout the organization.  The value of this approach is to bring improvement efforts to where care is provided on a daily basis.

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

How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?  
RN—433

APRN—22

LPN—125

Yes, there is sufficient staff-to-patient ratio.  The current nurse to patient ratio is 4-to-5 patients per nurse.
Has there been any turnover with any of these positions?  
Nursing staff turnover is very low.  Approximately 1% of staff leaves the VA for other employment and 1% leaves the VA due to retirement.


How long have these positions been vacant? (ACOS Patient Care)
Open position are filled as soon as they become vacant.  The recruitment and hiring process in always ongoing.

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)?  
We have no awareness of any GAO reports
What were the findings and recommendations found with VA Office of the Inspector General (OIG)?  
In April 2010, the Office of the Inspector General (OIG) completed NWI’s Combined Assessment Program (CAP) review. Findings/recommendations included:  1) RME area identified opportunities to improve SOPs, and monitoring of variety of metrics for compliance to standards; 2) Respirator fit testing program; 3)Training needs identified mental health, MRI UM and EMS; 4)Policy improvement in hand hygiene, inter-facility transfers, and OPPE/FPPE programs. 
 In the fall of 2011 OIG investigated a patient complaint regarding care at NWI and another VISN 23 facility.  The investigation resulted in two recommendations.  
In October 2011, OIG completed a review of three CBOCS—Bellevue, Lincoln and Norfolk.  The recommendations from that review included:  1) Documentation of diabetic screening; 2) Program improvements to FPPE/OPPE; 3)Privileges/Scopes of Practice specific to location.
What were the findings and recommendations found with the media articles? 
Not applicable; no articles noted

When was the facility’s last Joint Commission survey?  
NWI’s last Joint Commission survey was conducted April 2010.  We anticipate the unannounced survey will be anytime from the current time period until May 2013.

What were the findings and recommendations?  
All findings were closed within the required time frame resulting in all four programs (Hospital, Long-Term Care, Home Care, and Behavioral Health) receiving full accreditation for three years.  

When was your last Commission Accreditation Rehabilitation Facility (CARF) inspection? What were the findings and recommendations?  
Currently, NWI is due for its first CARF survey within the month of June 2012.

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?  
The Quality Board (QB) provides guidance and oversight for organizational improvement activities.  The Quality Board meets monthly with membership of the executive leadership team, ACOS for Quality, Continuous Improvement Manager, ACOS for Patient Safety, Patient Safety Manager, service chiefs, Nursing Director, and an administrative chief.  
The Peer Review Committee provides confidential and systematic review of individual provider level contribution to quality within a non-punitive context.  The primary goal is overall improvement in the care provided to Veterans through review of individual provider decisions.  This committee meets monthly and in comprised of internal medicine and surgery providers, physician assistants, and nurses. 
The Patient Safety Committee meets monthly and is comprised of providers, pharmacy, nursing, and patient advocates. 
The Integrated Ethics Council meets monthly and is an interdisciplinary team comprised of nursing, quality, education, chaplains.  They provide oversight for policies, consultations, and preventive ethics.   
Are veterans’ participating and/or serving on these committees?  
Veterans have participated on the Patient Safety Committee.

Patient Satisfaction 

What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  
In terms of staffing, we have a 1.0 FTE Patient Centered Care Coordinator, and 2.5 FTE Patient Advocate Staff. 
How do you define patient satisfaction as a healthcare facility? NWI is dedicated to enhancing the Veteran experience.  We would define patient satisfaction as being present for the Veteran, and placing the Veteran and his or her support system in the center of everything we do.
How do you measure and manage patient satisfaction as a healthcare facility?  We use two survey products to measure and manage patient satisfaction: the Survey of Healthcare Experiences of Patients (SHEP) and Press Ganey.

What types of measurement tools are utilized for tracking patient satisfaction? We use a number of mail-out survey tools to assess and track patient satisfaction data:  the SHEP survey for inpatient and outpatient services, and the Press Ganey survey for inpatient, outpatient and Emergency Department.


How are these measurement tools utilized to improve patient satisfaction?  
Patient satisfaction scores collected with each survey tool are compiled and shared with executive leadership, managers, supervisors, and staff.  Opportunities for improvement are identified and assigned to work groups to develop improvement projects.  
Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.   
See attached document
Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?  
Inpatient:  We improved in the areas of communication with nurses, communication with doctors, communication about medication, responsiveness of staff, discharge information, pain management, quietness of the hospital, willingness to recommend the hospital, overall rating and shared decision making.

Inpatient:  We declined in areas related to environment and privacy.

Outpatient:  We improved in the areas of rating of the specialist, and pharmacy mail out.

Outpatient:  We declined in the areas of care, communication and pharmacy services.

What measures have been taken to address improvement in these areas 
Inpatient:  Patient perception is reality when it comes to patient satisfaction and the Veteran experience.  The Associate Director has met with all EMS staff to emphasize the importance of their role to patient experience.  A calling card has been developed with contact information to leave in the patient room notifying the Veteran and their family that the room has been cleaned.

Coaching/scripting has been done with nursing staff to knock on the door prior to entering a patient room and to communicate what is being done and why.  As an example, nursing staff may say “I’m pulling the curtain for your privacy”.

Outpatient:  Patient Center Care committees at all sites have been established to address the outpatient experience.  Improvements underway include a project in Omaha that will address physical appearance of clinic.  Lincoln has worked with Patient Advisory Council to improve returning calls to veterans. Grand Island has initiated a program allowing veterans to recognize employees doing a good job.

Veteran Advisory Councils have been established at all sites to solicit input from veterans.
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?  
VA Central Office has established the Office of Patient Centered Care and Cultural Transformation.  NWI submitted a facility plan for patient-centered care and reports progress to the VISN and the Office of Patient Centered Care on a quarterly basis.  

The VISN has set performance measure targets for its VA facilities.  For FY12, we are monitoring the SHEP dimension of care “Shared Decision Making” on the inpatient survey tool and SHEP dimension of care “Communication with doctor/nurse” on the outpatient survey tool.

We report patient satisfaction scores to executive leadership, managers, supervisors and staff on a monthly basis.  
What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives?  
The VA Office of Patient Centered Care and Cultural Transformation has developed Field Implementation Teams to assist NWI in developing a patient-centered culture. 
The VISN has a very active Patient Centered Care team and each facility has an active patient centered care project currently driven by this group.
The VA Survey of Healthcare Experiences (SHEP) Survey Tool is utilized to track patient satisfaction on an ongoing basis.

How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities?  
Operations Manager / Administrative Officer for Patient Care—Oversight of initiatives and the budget associated with patient centered care activities

Patient Centered Care Coordinator—Responsible for:  Implementing a patient-centered care philosophy, monitoring patient satisfaction data, and facilitating improvement projects related to patient satisfaction scores.  This position also provides oversight of patient-centered care initiatives and activities of patient-centered care service teams that result in sustainable programs. The role also supervises the patient advocates.

Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees?  
Patient Satisfaction Oversight Committee: Mission Statement for all committees and subcommittees-To Honor America’s Veterans by providing exceptional health care that improves their health and well being, and to improve the satisfaction of Veterans, their families, and employees of VA Nebraska Western Iowa Health Care System. 
Membership is comprised of the Executive Champion, Patient Care Operations Manager, Patient Centered Care Coordinator and the chairperson / co-chair of each of the following service teams:



*Planetree




*Communications




*Data and Measurement




*Training and Education




*Discharge




*Physician




*Service Recovery




*Veteran Advisory

Patient Centered Care/Planetree Committee: Oversees six subcommittees and provides guidance and accountability to move in a direction of patient/family-focused care and implements strategies toward the NWI cultural transformation in providing high quality customer service to all internal and external customers.    
The six Patient Centered Care / Plane-Tree Sub-Committees include:
Healing Environment/Design

Feels Like Home
Nutrition/Nurturing Aspects of Food
Information/Education
                  
Complimentary Therapies


Veteran Advisory Committee
Are veterans’ participating and/or serving on these committees? Yes.  There is Veteran membership and participation on the Oversight Committee, Feels like Home, Information/ Education and Veteran Advisory Committees.  We are actively working on identifying veteran representation for the other three committees
Quality Manager

What duties and responsibilities do you have as the quality manager for the facility?  
Please see the response the Quality of Care section.
How are quality of care indicators and measurements tracked and managed? 

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

Accountability for quality is built into all employees expectations.   Expectations are to access data and work on continual improvement.  Please also see the responses under the Quality of Care section.
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?  
The VA Central Office has reorganized and developed the Quality, Safety, Value (QSV) division.  Within this division, there are four major pillars: Integrity (Compliance), Mindfulness (Risk Management, Patient Safety, Credentialing/Privileging), Reliability (VERC, System Redesign, ISO 9000, Utilization Management), and Value (Transparency, Public Reporting). Each VISN has a Quality Management Officer that serves as a liaison between Central Office and the facility.  Both groups maintain accountability through the use of action items. Please also see responses under Quality of Care section to describe how VA demonstrates and maintains accountability for care.
What are the quality of care committees at the VISN and/or facility level and who are they? 

All committees focus on quality.  Examples include the Quality Board, Patient Safety, Access, and Patient Satisfaction.  
How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?  
Each CBOC PACT works on process improvements that are specific to their clinic.  Their work may include access, care coordination and management, redesign, and patient satisfaction. Their progress is reported on a regular basis to their leadership as well as the executive leadership team.

How are you monitoring quality assurance with non VA care?    
Community Nursing Homes are audited monthly for quality of care.  Plans are in development to implement the National non-VA Care Patient Survey in NWI.
Of these, which quality measures are you responsible for?  
VA nursing and social work staff monitor non-VA contract nursing homes via a template developed by Central Office that includes a number of clinical measures.

Patient Safety Manager 

What duties and responsibilities do you have as the Patient Safety Officer for the facility? See previous response under Staff Responsibilities at beginning of survey
What other facility staff reports to you on patient safety programs and care initiatives? Any staff member may report a patient safety issue for follow up. They may also report environmental or other hazards that are referred to the appropriate service for follow up: e.g., an elevator not closing correctly would be reported to Engineering for repair. 

How do you define patient safety as a healthcare system?  As a health care system, Patient Safety is defined in the VHA National Patient Safety Improvement Handbook (VHA HANDBOOK 1050.01), which we follow.
Please describe your patient safety programs and initiatives.  The programs and initiatives are listed in the Patient Safety Improvement Program Policy (DIR-024) and in the VHA National Patient Safety Improvement Handbook (VHA HANDBOOK 1050.01).
What patient safety committees do you have at the VISN and/or VA Medical Facility?  Please explain. NWI has a formal Patient Safety Oversight Committee.  Patient Safety staff participate on a number of committees including:   Nurse Pharmacy, Falls Committee, Patient Safety Committee, Quality Board, Code/RRT Review, Infection Prevention Committee, NWI Simulation, Inpatient and Outpatient M&M, and P&T Committee.  

What VA Central Office, VISN and VA Medical Center facility’s programs are in place to prevent patient safety hazards?  The programs identified in the VHA National Patient Safety Improvement Handbook (VHA HANDBOOK 1050.01) are in place to prevent patient safety hazards. 

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?  Same as the question above, we follow the requirements in VHA National Patient Safety Improvement Handbook (VHA HANDBOOK 1050.01). 

How are high risk patient safety issues, reported to the medical center’s leadership?  There is daily reporting of incidents to executive management team at morning report.
Please describe the differences at your facility between quality of care and patient safety? Quality of care and patient safety are interrelated. Having safety policies in place and continuing to improve processes in patient care, staff education all impact the quality of care a patient is provided. 
How do you work with the facility’s Quality Manager, Utilization Management, Risk Manager, Systems Redesign Manager and the Chief Health Information Officer on quality of care and patient safety programs and initiatives?  The Patient Safety Manager works directly with all those persons listed on issues identified for review, possible process-improvement teams, record documentation, disclosure and peer review referral.

Please explain the process taken to conduct a Root Cause Analysis (RCAs)?  The RCA process is explained in the Patient Safety Improvement Program Policy (DIR-024) and in the VHA National Patient Safety Improvement Handbook (VHA HANDBOOK 1050.01. We follow these requirements.
How do you use other facilities RCA’s to improve quality of care and patient satisfaction?  General lessons learned are periodically sent out by the National Center for Patient Safety (NCPS) and VISN Patient Safety Officer for VISN RCA’s that can be used for ideas or as a reference when completing local RCA’s. Literature searches may also be done as part of RCA’s. NCPS can do a query of RCA topics if requested for general information on actions other facilities have taken related to that topic.  Any of this information might be used when completing an RCA with the goal of improving the quality of care, and ultimately, a patient’s satisfaction with his or her care.

How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities?  All employees are expected to participate in patient safety in their daily duties, in their interactions and care of the patient, as committee members, as process-improvement team members, RCA team members, in reporting actual or close call patient incidents, in policy and standard-operating procedures development, etc. In all facets of their daily work, all employees are engaged in watching for actual or potential patient safety and employee/visitor safety issues and follow up or bring those to the attention of the appropriate persons to follow up and correct that safety issue.  

Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?  The VA Directive disallows providing detail on RCA’s, however reports on the number of RCA’s is tracked by the VISN.
Patient Aligned Care Team (PACT) Coordinator 

What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility? NWI has a PACT Steering committee.  The chairs of this committee are responsible for being a liaison for the VISN 23 PACT Steering Committee to provide a clear channel of communication between NWI and the VISN.  The NWI PACT coordinator also supports PACTs in their efforts to provide coordinated, quality care to the Veterans and to meet PACT and performance measure metrics. 

How many staff members work specifically on Patient Aligned Care Team (PACT) programs and initiatives and what are their position titles, job duties and responsibilities?   All primary care employees are working within a PACT.  In addition nutrition, social work, and behavioral health, data analysts, administrators, quality nurses, Health Promotion Disease Prevention, and My HealtheVet coordinators all work within a PACT.  
Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center?  The Nurse Executive is executive team sponsor, and the Nursing Director and Associate Chief of Medicine at the Lincoln CBOC are the co-chairs.
How often does the Patient Aligned Care Team (PACT) committee meet?   
The PACT Committee meets monthly.
Which VA Medical Center staff attends the committee meeting?  
Nurse Executive
Nursing Director Lincoln

Associate Chief of Medicine (ACOM)-Lincoln

Chief of Medicine

ACOM-Omaha

Nurse Director Ambulatory Care Medicine-Omaha

Chief, Learning Resources

Health Promotion Disease Prevention Coordinator

MyHealtheVet Coordinator

Chief, Social Work

Administrative Officer for Ambulatory Care

Data Analyst

Quality, Safety, and Industrial Engineer staff
Chief, Pharmacy

Associate Chief Pharmacy

Program Analyst

ACOM Grand Island

Nurse Manager Grand Island

Nursing Director Grand Island

Are representatives from the veterans’ community involved in your Patient Aligned Care Team (PACT) planning process?  Yes.  Veterans participate on PACT teams.  PACT is discussed at Veterans' forums across the system.   PACT Steering members also discuss the initiative at Veterans' organizations in the community (American Legion, VFW, etc).

Explain how Patient Aligned Care Team (PACT) was implemented at the facility?    NWI is diverse; implementation reflected that diversity.  We had the great benefit of having one of the very first PACT teams in the country in Grand Island in 2009 (a pilot team).  From that success, teams were introduced in Lincoln, Omaha and at the CBOCs with extensive training in team work, patient centeredness, data utilization, quality improvement, access, care coordination and practice redesign.  Teams continue to work on all of the above. Additionally, teams across NWI participated in VISN 23 and the Midwest regional PACT collaboratives

Patient Satisfaction

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

See response under staff responsibilities on first page
What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey?  

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

Please see page 7 and the attached document
How are patient satisfaction indicators and measurements tracked and managed?  
Please see the response above

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

We are responsible for all patient satisfaction measures.

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

Patient Care Operations Manager

Patient Centered Care Coordinator

Patient Advocate/Patient Centered Care Coordinator

How do you define patient satisfaction as a healthcare facility?  

Please see response on page 6   

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

The Patient Advocate is responsible for the effective administration of the Patient Advocacy Program at each division of this health care system.  The role is to assist veterans, families and advocates with questions about patient care and to provide a mechanism for expeditious resolution of any concerns. 
Responsibilities include some of the following: 
-Resolving complaints that cannot be resolved at the point of service level and/or across disciplines.  
-Presenting patient issues at various facility meetings and committees.  
-Interpreting patient rights and responsibilities.

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

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

-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. 

-Supporting the service-level patient advocates.

-Fulfilling the requirements, pertaining to the Patient Advocacy Program as outlined in VHA Handbook 1108.2
How are patient satisfaction indicators and measurements tracked and managed?  
Through the Patient Satisfaction Oversight Committee.  Also, please see responses under Patient Satisfaction section
Of these, which patient satisfaction measures are you responsible for?  

We are responsible for all patient satisfaction measures addressed on the SHEP survey

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

We are currently in the upper quartile for nine of the twelve dimensions of care on the SHEP survey when compared with other VAMC’s. See attached document for results. 
What were your previous patient satisfaction scores?  

Please see attached document
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?  
In the fall of 2011, OIG investigated a patient concern regarding his dissatisfaction with care he received at NWI and Central Iowa related to pain control and the non-formulary medication process.  Actions were put into place to resolve these concerns.
Is your facility working on a “best practices” in patient satisfaction? If so, please explain.   

Yes. We have designed systems to allow comparisons to peer facility patient satisfaction scores.  We are implementing the VA model of Patient Centered Care utilizing the Planetree principles.   We use Press Ganey patient satisfaction measures in conjunction with SHEP to provide real-time patient satisfaction scores to drive improvement. 
How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities?  

All employees are expected to participate in patient satisfaction initiatives.  Please also see responses under patient satisfaction
Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)?  Training includes on-the-job, annual conferences, monthly conference calls from VISN and VACO, annual required training courses that include: Patient Rights, Patient Abuse, Compliance Review, Reporting Incidents, Safety Goals, and Privacy and HIPPA Training

Please describe programs and initiatives that relate to patient satisfaction?  

Redesign of the primary care clinic waiting areas to include more comfortable conversation areas for Veterans and family members that will include a nutrition center, access to technology and a patient education resource center.  Some other examples include:
Implementation of the VA principles of patient Centered Care utilizing the Planetree model of patient centered care.

Expansion of the NWI pain management program through the Complementary and Alternative Medicine service team.

Introducing aromatherapy on the inpatient wards and in the pre-operative and post-operative areas.

Development of a new Veteran handbook and orientation program

Creating a patient-centered menu and delivering meals at times the Veteran would like to be served.

What is the procedure when you receive a patient concern and/or complaint? 
The Patient Advocate listens to patient complaints, facilitates resolutions, and analyzes and trends the data. The Patient Advocate is also responsible for improving Veteran satisfaction by taking a pro-active role by increasing staff awareness of patient perceptions.
Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 

The VA Office of Patient Centered Care and Cultural Transformation

What training do Facility Patient Advocates receive? 

See response above
Are any measurements or evaluations conducted by VA Central Office or the VISN on the Facility Patient Advocates to ensure their professionalism, courteousness and prompt response/follow up action is taken when a patient complaint outcomes is initially filed? 

The following are required competencies for facility patient advocate that are evaluated: 

1. MANAGING PATIENT SATISFACTION 
a. Assessment. 
b. Problem-Solving Skills. 
c. Interview Skills. 
d. Crisis Intervention. 
2. COMMUNICATION 
a. Active Listening Skills. 
b. Questioning Skills. 
c. Feedback Skills. 
d. Writing Skills. 
e. Observation Skills. 
f. Presentation Skills. 
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?  
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. 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 Office of the Patient Advocate ensures these standards are met.

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

Daily access is always provided for any walk in patient.  Most primary care patients in NWI never have to wait over 30 days to see their primary care provider. However, some waits over 30 days occur and have been seen at times in all of our clinics.

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 staff works in an interdisciplinary manner to review acute care days and determine if care provided is at the right level for the patient or if the Veteran be better served at an alternate setting.  They work closely with physicians to develop plans of care and identify the best plan of care for the patient. 
What training did you receive initially and what ongoing training do you receive for this position?  

The VISN has developed and supporting training for utilization management.  We also have processes to test for inter-rater reliability that tests staff knowledge and consistency of the review process.
How are measurement tools used to improve quality of care and patient satisfaction?   Data is collected from utilization management to determine trends, help develop solutions to patient-flow problems and identify areas of need for patient care and flow.
Risk Manager

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

Please see prior responses under Quality of Care section. 

What training did you receive initially and what ongoing training do you receive for this position?  
Initial training included attending the American Society for Healthcare Risk Management (ASHRM) annual conference and collaborating with another VISN 23 Risk Managers and Peer Review Coordinators.  In addition to this, ongoing training has been obtained through Regional Counsel and VA Central Office Risk Management personnel.  
How are measurement tools used to improve quality of care and patient satisfaction?  

Peer review aggregate data regarding the 11 aspects of care is reported quarterly to the committee, executive committee, the VISN and VA Central Office. Key process indicators have been developed for both the peer review process and the Medical Malpractice Tort Claim process.

Systems Redesign Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?  
Please see prior responses under Quality of Care section. 
In addition to those responsibilities, the quality nurses have access to the VISN System Redesign conference calls, the System Redesign Intranet site and SharePoint site.  They participate in a variety of committees including the Access committee and the Patient Satisfaction committee.  

What training did you receive initially and what ongoing training do you receive for this position?  
The QISE personnel have attended either Yellow Belt or Green Belt training.  The RPIW Coordinator and another quality nurse are Green Belt certified.  Several other quality staff are in the process of obtaining either their Yellow or Green belt certification.  Several of the quality staff has taken several of the health care analytics courses.  One quality nurse completed the VHA Flow Academy.

How are measurement tools used to improve quality of care and patient satisfaction?  
Please see prior responses. 
Through the use of VA-TAMMCS, there are a variety of tools that are utilized to analyze the area, map the process, measure the process and changes and develop a control plan.  These tools include: process flow maps, swim lanes to outline various department responsibilities, use of graphs such as line, Pareto, and dashboards.

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

To support the clinical and administrative services design informative data sets to improve care and service to veterans.  

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

The Patient Satisfaction Oversight Committee and Sub-Committees track patient satisfaction data through SHEP Survey results and Press Ganey results.  The Executive Team meets with the Patient Satisfaction Coordinator monthly to review patient satisfaction data.  In addition data is tracked and managed through the Compass Database for outpatient clinic performance.
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?    
Quality of care and satisfaction indicators are reviewed on a regular basis through a variety of committees in NWI.  The information is disseminated to staff who participate in quality improvement initiatives.  Examples include:  Compass Measures set by VISN and monitor continuity of care and same day access.  PACT teams use this information as well as performance measure data during monthly huddles to address improvement opportunities.

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

Outpatient Clinics and inpatient wards review patient satisfaction data on a regular basis and identify opportunities for improvement.  Each unit and/or clinic manager will implement a small test of change and monitor progress utilizing Press Ganey and SHEP patient satisfaction scores.
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