The American Legion

System Worth Saving Program

Quality of Care and Patient Satisfaction 
Salisbury 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? 
FY11 $335M  
FY12 $341M
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. 
Staffing costs as a percentage of overall medical center budget is as follows: 

FY11 58% ($194M)—FY12 62% ($214M).   

These staffing costs are broken down into major categories: Clinical staff (Infection Control Nurses, Primary Care, Surgery, Medicine, Mental Health, Social Services, Nutrition, etc.)

Administrative staff (Human Resources, Police, Finance, Purchasing, Health Administration, Chaplain, Director, Quality Management, System Redesign, Management Support, etc.)

Engineering/Environmental Management staff (Maintenance, Safety, Housekeeping)

All staff have a role in ensuring quality of care is delivered to our patients.

How do you define quality as a healthcare facility? 

At the most elemental level, quality may be defined as providing the right care at the right time in the right way to the right patient.  Quality health care is safe, effective, patient-centered, timely, efficient, and equitable.  
Has the facility received any awards or designations for quality of care?

Salisbury VAMC has been recognized with VHA’s National Center for Patient Safety (NCPS) Cornerstone Award (Gold level) for Patient Safety for the past two years (FY 2010 and FY 2011).
It has also been designated a Center for Excellence (please check under which service area)
How do you measure and manage quality as a healthcare facility?  

VHA is committed to a Quality Management structure that fosters explicit lines of communication among members responsible for and involved in quality management, such that the participants understand their role, responsibilities, and accountability.  The Quality Management System encompasses a plethora of interrelated activities that fall under the responsibility of organizational leaders.  Key components include quality assurance, performance improvement, patient safety improvement, internal and external reviews, internal and external customer satisfaction, utilization management, and risk management.  Following a systematic process greatly increases the chances for successful systems redesign.  Salisbury VAMC utilizes a framework of VA-TAMMCS which stands for Vision, Analysis, Team, Aim, Map, Measure, Change, Sustain and Spread.  Quality Management activities are reported via a committee structure with all committees ultimately reporting to the Executive Committee of the Governing Body. 

How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?
We use the External Peer Review Program as an objective accounting of performance and quality of care.  Also, the Physician Pay for Performance Program and the Executive Career Field Performance Appraisal system ensure staff are held accountable for the quality of care provided.

What are the following staff’s responsibilities in ensuring quality of care at the facility? 
The Director, Chief of Staff, Executive Nurse and Associate Director, comprise the Quad and the Quad acts as the Board of the Medical Center to ensure quality of care is delivered across all departmental levels of the facility.  Additionally, various committees track compliance with quality control such as the Reusable Medical Equipment Committee,  Utilization Management Committee, Clinical Executive, Board,Environment of Care Committee and the Systems Redesign Committee.
a. Chief of Staff - Responsible for oversight of the quality and safety of all clinical services
b. Head Nurse – Responsible for all patient care services including nursing, sterile processing of equipment
c. Quality Manager - Creates an environment that facilitates the integration of continuous improvement into the design of delivery systems, into day-to-day operations, and into the organizational culture through the use of various performance improvement projects.
d. Patient Safety Manager - Policy development; Educational presentations on all components of the Patient Safety Program; Serve as trainer and consultant and assisting with Root Cause Analysis and Health Care Failure Mode and Effect Analysis; Conduct ongoing risk assessment within the facility; Serve on committees that have influence and impact on Patient Safety within the organization;  Provide input to Medical Center leaders regarding the Patient Safety accomplishments and needs within the organization; and Provide consultation and lend expertise to any department or service within the Medical Center. 
e. Utilization Management - The Utilization Management Coordinator applies strict evidence-based criteria to determine the appropriateness of care, to promote high quality care, to assure effective resource utilization, and to increase efficiency and improve access to care, which will lead to increased patient satisfaction. 
f. Risk Manager - Reports analysis and development of ways to reduce risk to patients and employees of the VAMC, as well as reporting adverse patient events in conjunction with the Patient Safety Manager.
g. Systems Redesign Manager - Responsible for leading the effort to meet or exceed performance expectations related to access; patient flow; and timely, efficient and cost effective processes throughout the facility thus helping the facility achieve its goal to improve access to care for all veterans.
h. Chief Health Medical Information Officer/Clinical Lead for Informatics – Ensures facility staff receive education as it relates to health information management processes.  Generates and interprets a variety of reports impacting quality of care so that that staff may improve processes and address deficiencies in the areas of medical documentation and informatics.
Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?

The Office of Performance & Quality has primary responsibility for managing and tracking quality of care programs and initiatives.  Additionally, facility champions are appointed to each respective quality measure. 

Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)? 
Staff received training conducted by a trainer from the VA Center for Applied Systems Engineering (VA-CASE) on enhancing the ability of participants to lead and accelerate organizational improvement using systematic and objective measurement processes to achieve continuous improvement.  Staff are also responsible for completing a minimum of 40 hours of training each year, much of which directly involves patient safety, customer satisfaction and quality of care.
What resources have the VA Central Office and the VISN provided to help your facility improve quality of care programs and initiatives?  
We have received special funding for transformation initiatives to include primary care, preventative care, telehealth care, patient electronic messaging, caregiver support, women’s health, mental health care, homelessness, hospice, and substance abuse.  VISN 6 will be funding 6-SIGMA training and Salisbury VAMC will send several staff to this training. We have also received funding for equipment to continue or improve the quality of care.

What future VA Central Office or VISN resources and/or support are needed?
We have limited orthopedic services available and have submitted a proposal to develop this clinical service to VISN, which is currently under consideration for funding.  In addition, we need sufficient activation funding (recurring staff and operational costs) to open planned large Healthcare Centers in Winston-Salem and Charlotte (approx 300,000 square feet each).  

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

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

The Rural Health Program is funded by a grant and provides education and outreach to underserved populations in remote regions of our service area with the ultimate goal of enrolling veterans in health care services. The Director, through the department of Research & Education co-funded a $50,000 pilot funding research grant with the Wake Forest Translational Sciences Institute to fund a start-up project between Wake and Salisbury investigators. This was awarded and project is underway. Data from this research will be used to apply for DoD funding.  Additionally, Salisbury was awarded one of the largest grants ever given to a VA hospital in a single year for the rural health physician training program.

Is your facility working on a “best practice(s)” in quality of care management? 

Our Integrated Fee/Non-VA Care program has been recognized as a best practice and delivers excellent coordination of care and customer service to veterans requiring health care outside of the VA system.

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? 
All Quad and Service level Administrative Officers work on quality of care programs and initiatives.  
Which staff position at the facility is responsible for performance measures (access, clinical measures and ASPIRE/Hospital Compare)?  
All staff are responsible for performance measures in their respective areas.

How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?  
RN   359.4

LPN 144.5
Nurse Practitioners 21
Staffing has been sufficient based on Nursing Hours Per Patient Day (NHPPD) versus patient ratio.  Patient care units meet and exceed NHPPD in medical surgical ward, ICU, mental health, and hospice.  Two of five community living center units are using intermittent staff to meet the required NHPPD while actively recruiting staff.

Has there been any turnover with any of these positions?
Yes, from April 2011 through March 2012:
Nurse Practitioners: 3
Registered Nurses:      11
Licensed Practical Nurses: 2 


How long have these positions been vacant? 
The timeframe varies from one month to three months.
Have there been any Government Accountability Office (GAO), VA Office of the Inspector General (OIG) or media articles about quality of care concerns within the past three years?
Yes

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

The following information was taken directly from the OIG website:

The VA Office of Inspector General, Office of Healthcare Inspections conducted an inspection to determine the validity of allegations of surgeon privileging and resident supervision issues at the W. G. (Bill) Hefner VA Medical Center (the facility), Salisbury, North Carolina.
The complainant made the following allegations: Surgeons at the facility were performing operations that they did not have the clinical privileges to perform, which resulted in poor surgical outcomes. Residents were not supervised appropriately. We substantiated the allegation that some surgeons performed certain operative procedures without the appropriate corresponding privileges; however, we did not find evidence that poor surgical outcomes resulted. We substantiated the allegation that residents in Surgical Service were not supervised as required by VHA policy. We found that there was no surgeon on site 2 days per week while residents were seeing patients in the Clinic. Local policy did not define timeframes for the documentation of resident supervision as required by VHA. We also found that resident authored progress notes were not consistently co-signed by a supervising surgeon in the timeframe verbalized as acceptable by clinical leadership. VHA policy requires an “interval note” be entered into the medical record by a physician immediately prior to operative procedures. This note documents that the information in the previous progress notes was still accurate, an appropriate assessment was completed prior to surgery, the patient still required the procedure, and that the patient’s condition had not changed. We found that interval notes were not consistently entered into the medical record by the attending surgeon. We recommended that the Medical Center Director ensure that surgeons have current privileges for the procedures they perform and that Surgical Service residents have supervision onsite in accordance with VHA policy. We also recommended that the facility resident supervision policy define timeframes for the documentation of resident supervision and that pre-operative documentation be completed as required by VHA policy. The Veterans Integrated Service Network and Medical Center Directors concurred with our findings and recommendations and provided acceptable action plans.
What were the findings and recommendations found with the media articles?
On October 9, 2011 local media published an article on the results of an inspection by the Office of Inspector General that found surgeons at the Salisbury VAMC performed operations outside their clinical privileges.  The report also found that “residents were not supervised appropriately.”

When was your last Joint Commission Inspection?  
The last Joint Commission Survey was October 17-21, 2011. 
What were the findings and recommendations?  
The Medical Center was surveyed in 4 manuals. Overall there were 8 total findings. Salisbury received fewer findings than any other medical center in VISN 6. 

In the Hospital manual there were 5 findings. 

· 1 Environment of Care finding related to open junction boxes- corrected onsite during the survey. 

· 1 Environment of Care finding related to documentation of testing of fire drills, sprinkling systems, etc. 

· 1 Life safety finding related to wall penetrations not being filled with a fire rated material. Corrected onsite during the survey.  

· 1 Provision of Care finding related to treatment planning

· 1 National Patient Safety goal finding related to proper identification of patients. 


In the Home Care Manual there was 1 finding.

· Provision of Care finding related to treatment planning


In the Long Term Care Manual there were 2 findings.

· 1 Infection Control finding related to wound care.

· 1 Provision of Care finding related to Treatment planning.  


There were no findings in the Behavioral Health manual. 

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

The last CARF visit was August 1-2, 2011, and included a scheduled survey of three program areas: the Substance Abuse Residential Rehabilitation Treatment Program (SARRTP), Compensated Work Therapy (CWT), and the Health Care for Homeless Veterans (HCHV) program.  There were no major findings and each program received a 3-year CARF accreditation.
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 Clinical Executive Board, Administrative Executive Board, Nursing Executive Leadership Council, the Environment of Care Committee and the Executive Committee of the Governing Body are each comprised of a vast array of medical center leaders and Quad members and meet on a monthly basis. The Community Living Center Resident’s Council is comprised of veterans and staff and focuses on quality of care in the CLC.  
Are veterans’ participating and/or serving on these committees?  Yes
Patient Satisfaction:  Davedda Smith/Dr. Sutter
What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  

The medical center has a full time Customer Service Manager and we are recruiting for a full time Customer Service Specialist. There are currently six patient advocates, and approximately 114 medical center and CBOC staff members serving as Department Level Advocates, addressing veteran concerns at the point of service. The Chief of the Management Support Service Line is also available to assist veterans if their concerns cannot be addressed at a lower level.
How do you define patient satisfaction as a healthcare facility? 
To provide veterans with access to the care they need in a timely manner and to ensure that they have quality outcomes. We will also provide a health care environment where all veterans, their family members, and significant others are treated with courtesy and dignity throughout all aspects of their treatment, care and service. As a result, veterans will express a high degree of satisfaction with the services they receive.
How do you measure and manage patient satisfaction as a healthcare facility?  
Salisbury VAMC leadership monitors patient satisfaction measures through analysis of Press Ganey Survey results, Survey of Healthcare Experiences of Patients (SHEP) data and information from the Patient Advocate Tracking System (PATS).

Press Ganey and the Survey of Healthcare Experiences of Patients (SHEP) are national companies, contracted through VISN 6 and VHA, which sends random surveys to patients monthly to collect data on the overall satisfaction or clinic visit. We manage patient satisfaction by monitoring the scores in the areas noted below:
SHEP

	Inpatient Satisfaction Measures:

	Outpatient Satisfaction Measures:

	Getting Needed Care
	Communication with Nurses

	Getting Care Quickly
	Communication with Doctors

	How Well Doctors/Nurses Communicate
	Communication about Medication

	Overall Rating of Personal Doctor/Nurse
	Responsiveness of Hospital Staff

	Overall Rating of Specialist
	Discharge Information

	Overall Rating of Health Care 
	Pain Management

	Pharmacy Mailed
	Cleanliness of the Hospital

	Pharmacy Pickup
	Noise Level in the Room

	Provider Wait Time
	


Press Ganey Surveys

	Inpatient Satisfaction Measures:

	Outpatient Satisfaction Measures:

	Admission
	Access

	Room
	Moving Through Your Visit

	Meals
	Nurse/Assistant

	Nurses
	Care Provider

	Test and Treatments
	Personal Issues

	Visitors and Family
	Overall Assessment


These survey results are monitored weekly and action plans are developed by specific unit/s to respond to low scoring satisfaction areas; as well as, comments, by patients, requesting a response.  Currently, we are introducing the Press Ganey Improvement Portal that will engage employees in providing feedback to improve their clinics/units to increase patient satisfaction.

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

1. Press Ganey Survey:  It is a national company, contracted through VISN 6, which sends random surveys to patients monthly to collecting data on the overall satisfaction of their clinic visit.  

2. SHEP: It is a national company, contracted through VHA; which sends random surveys to patient’s monthly to collect data on the overall satisfaction of the medical center.

3. Patient Advocate Tracking System (PATS):  Is utilized to store all complaints, issues, and concerns that come into the Patient Advocate or Department Level Advocate offices.  The issues are tracked daily and reported to leadership.

How are these measurement tools utilized to improve patient satisfaction?

1. Press Ganey Survey:  It is a national company, contracted through VISN 6, which sends random surveys to patients monthly to collecting data on the overall satisfaction of their clinic visit.  These survey results are monitored weekly and action plans are developed by specific unit/s to respond to low scoring satisfaction areas; as well as, comments, by patients, requesting a response.  Currently, we are introducing the Press Ganey Improvement Portal that will engage employees in providing feedback to improve their clinics/units to increase patient satisfaction.

2. SHEP: It is a national company, contracted through VHA; which sends random surveys to patient’s monthly to collect data on the overall satisfaction of the medical center. This data is utilized to compare satisfaction levels with all VISN 6 medical centers.

3. Patient Advocate Tracking System (PATS): Is utilized to store all complaints, issues, and concerns that come into the Patient Advocate or Department Level Advocate offices.  The issues are tracked daily and reported to leadership.

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

Inpatient SHEP Scores FY12 – Benchmark is 64.0

	Oct-2011
	Nov-2011
	Dec-2011
	FY12 QTR1

	Score
	N
	Score
	N
	Score
	N
	Score
	N

	41.5
	27
	 48.8
	38
	 67.6
	26
	 52.7
	91


Outpatient SHEP Scores FY12 – Benchmark is 51.4 

	Oct-2011
	Nov-2011
	Dec-2011
	FY12 QTR1

	Score
	N
	Score
	N
	Score
	N
	Score
	N

	 53.9
	166
	 52.3
	188
	 49.3
	193
	 51.9
	547


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

There have been significant improvements in the inpatient scores for the overall rating of health care, i.e., an 18.8% increase from November to December. There has been a slight decrease in the outpatient scores due to issues regarding telephone access and Call Center operations.
What measures have been taken to address improvement in these areas?  

Leadership conducted a deep dive of the phone system to discover opportunities for improvement.  Interventions based on the deep dive information included a substantial increase in the number of staff assigned to the telephone Call Center, in addition to technological enhancements. However, challenges exist with maintaining Call Center staffing at full capacity, which has impacted satisfaction scores. There is significant turnover in Call Center positions and there is a high training demand for new staff in this area. There are also polling requirements that slow the process of quickly replacing departing staff.

We are also monitoring all voice mails on an ongoing basis to ensure calls are being checked and returned promptly.  Results of these audits are reviewed in Morning Report meetings and specific feedback is provided to service/service line chiefs, as well as the medical directors of the CBOCs.
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?  

VHA established an Office of Patient Centered Care to look at Cultural Transformation Initiatives.  An Office of Patient Centered Care has been established to look at Cultural Transformation Initiatives. It is an approach to healthcare that prioritizes the veteran and their values, and partners with them to create a personalized strategy to optimize their health, healing and well-being.  Conference calls are held with the National Veterans Service and Advocacy Program (Veterans Experience Program) Director; which ensures that information concerning patient centered care and customer service needs are shared with VISN leadership and the medical centers.

What resources has the VISN or VA Central Office provided to assist your facility in improving patient satisfaction initiatives? 

1. VISN 6 gave each medical center funding to hire a Customer Service Manager for their facility, in order to manage the analysis and implementation of initiatives to improve patient satisfaction.

2. Press Ganey Survey:  It is a national company, contracted through VISN 6, which sends random surveys to patients monthly to collecting data on the overall satisfaction of their clinic visit.  

3. SHEP: It is a national company, contracted through VHA; which sends random surveys to patient’s monthly to collect data on the overall satisfaction of the medical center.

How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities? 
1. Customer Service Manager
2. Customer Service Specialist (in recruitment)
3. Patient Advocates (6)

4. Chief, Management Support Service Line

5. Customer Satisfaction Committee members

6. Department Level Advocates (114)
7. Other medical center staff, as appropriate

Please list the patient satisfaction committees at the VISN and facility level and their mission statements and who is comprised on these committees? 
VISN Level – 

1. VISN 6 Customer Service Council

a. VISN Veteran Customer Service Program includes a strong communications component, linking the entire organization and conveying information among staff and between patients and staff.

2. VISN 6 Patient Advocacy Council

a. VISN Patient Advocacy Council ensures that their component sites establish a way to capture, track, and trend compliments and complaints, particularly those that are resolved at the front line or service level.

Facility Level – 

1. Customer Satisfaction Committee 

a. To establish responsibility and oversight for a systematic process to determine internal and external customer service needs, monitor customer satisfaction, and recommend and implement specific changes at the Salisbury VA Medical Center and its satellite clinics.

i. Staff membership (Supervisors and leaders)

ii. Veteran member

2. Veteran and Family Centered Care Steering Committee (under development)
a. This committee will spearhead efforts to strengthen the Veteran and family centered culture at the SVAMC and its Community Based Outpatient Clinics (CBOCs),

i. Leadership (Service Chiefs)

3. Veteran and Family Advisory Council (under development)
a. Will provide a forum for including veteran patient and family preferences into clinical care delivery, policy creation, and program development.

i. Volunteers who had experience with the SVAMC

Are veterans’ participating and/or serving on these committees?  Yes
Quality Manager: Jennifer Pritchard
What duties and responsibilities do you have as the quality manager for the facility? 

1. The QM designs and implements a comprehensive performance improvement program based upon the assessed strengths and weaknesses of the organization.

2. Pursues excellence in the medical center’s performance through direct responsibility and/or the application of expertise of the following programmatic areas in the Performance & Quality Program.

a. Accreditation and other external surveys and site visits such as the Joint Commission, CARF,  OIG, OMI, etc.;

b. Performance Improvement;

c. Internal reviews of health care delivery systems, evaluation, and change management;

d. Performance monitoring and benchmarking including VHA, VISN, and VAMC performance measures (inclusive of Clinical Performance Measures or External Peer Review  Measures); 

e. Risk Management (RM); and

f. Utilization Management (UM).

3. The QM creates an environment that facilitates the integration of continuous improvement into the design of delivery systems, into day-to-day operations, and into the organizational culture through the use of various performance improvement projects.

4. The QM also establishes processes to monitor compliance with medical center policies and The Joint Commission standards to identify patterns and/or trends and to ensure that findings from quality management activities and performance improvement initiatives are used to redesign systems to improve the quality of care.

5. Interprets medical center-wide policies and procedures to determine the impact on health care programs and service lines, and facilitates the reduction of variance in the quality of care.

6. Assists the Director, Patient Safety Manager, Quad members and service line chiefs in forecasting requirements to improve effective quality management/performance improvement activities related to patient safety.  

7. Enables organizational change required to achieve quality-oriented goals and patient safety improvement.

8. Enables and maintains quality systems which surveys clinical processes and outcomes and identifies critical incidents and sentinel events that require local and/or network intervention.

9. Successfully uses team processes and continuous quality improvement tools and concepts to assist in analyzing complex issues that may adversely affect health care delivery systems and patient outcomes

10. Initiates medical center activities and projects to improve process and/or outcomes by providing leadership and guidance to top management which includes, but are not limited to the Clinical Executive Board and the Executive Committee of the Governing Body.

11. Evaluates the quality of care delivery through collaboration and communication with medical center leaders.

12. Serves as the quality consultant to the facility leadership, Quality Improvement teams, and employees.

How are quality of care indicators and measurements tracked and managed? 
Salisbury uses a system of gathering and critically analyzing data relevant to quality and safety, assuring data is valid and reliable, comparing the data analysis results with established goals or internal/external benchmarks, identifying specific opportunities for improvement, and implementing and evaluating actions until problems are resolved or improvements are achieved.
How do you measure and manage quality as a healthcare facility?  

Quality Management activities are reported via a committee structure with all committees ultimately reporting to the Executive Committee of the Governing Body. Quality Management/ Performance Improvement activities are communicated to leadership via committee minutes and reports during the ECGB meeting.  Adverse trends, significant outliers, and strong practices of the key components are presented during the monthly meetings and are recorded in the minutes. In addition the Director and other Quad members, along with the Quality Manager, promote quality of care delivery through collaboration and communication with other medical center leaders.

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

VHA reinforces that Data Management and Analyses are critical factors in each of the Quality Management System components. It includes, but is not limited to: gathering and critically analyzing data relevant to quality and safety, ensuring data is valid and reliable, comparing the data analysis results with established goals or internal or external benchmarks, identifying specific opportunities for improvement, and implementing and evaluating actions until problems are resolved or improvements are achieved.

The VISN Director ensures that the components of the Quality Management System are integrated, meets the requirements for external accreditation within the VISN, communicates quality management priorities and maintains a mode for communication with VA Central Office Program Offices to ensure alignment and coordination with national priorities, promotes a culture conducive to patient safety and continuous quality improvement, ensures adequate resources for planning and implementing the VISN Quality Management System and establishes a standing leadership committee identified to review quality data and ensure that key quality components are discussed.

The VISN QMO coordinates a quality improvement program at the VISN level that meets the needs and priorities identified by the VISN Director, such as addressing important standards, requirements, and recommendations promulgated by The Joint Commission (TJC) and other organizations working to improve the quality of care provided to veterans, ensures that components of the Quality Management System are integrated, ensures that a system for monitoring the quality data process is in place at the VISN level, serving as the quality consultant to the VISN leadership, as well as to VHA facilities, serving on the executive committees and in workgroups where quality data is reviewed, analyzed, and acted upon and communicating, on a regular basis with facility Quality Managers to share information, discuss concerns, and share best practices.

The Medical Center Director provides oversight to ensure that quality management components are implemented and integrated, communicates quality management priorities, promotes a culture conducive to patient safety and continuous quality improvement, ensures adequate resources for planning and implementing a facility Quality Management System, convening teams when appropriate, and reviewing the outcomes of the Quality Management System at the facility level.

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

The Executive Committee of the Governing Body assumes overall responsibility for oversight of the Salisbury Quality Management System. In addition, the Clinical Executive Board (CEB) also provides oversight of the quality and appropriateness of medical care by monitoring such care and utilization of resources.  The CEB is comprised of Associate Chief of Staff’s/Chief each clinic service, Associate medical Center Director, and several resource members. 

The VISN leads the Quality & Safety Council. The committee is compromised of Quality Managers from all medical centers in the VISN, the VISN Quality Management Officer, Accreditation Specialist, Utilization Management Officer, and Director from one of the medical centers.  

The VISN also leads the VISN Continuous Survey Readiness Committee. This group is comprised of various professionals across the VISN who are experienced in the survey process. Teams visit each medical center yearly for the purpose of assisting and consulting with survey activities.  
How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?


a. VA staffed CBOC’s? All CBOCs associated with the Salisbury VAMC are staffed by VA personnel. CBOC personnel participate in the quality management committees via Video teleconferencing. Their quality data is rolled into reports presented at the main site. Quality management staff make routine visits to the CBOCs to complete survey readiness rounds, onsite training, and other quality management tasks. 

b. contracted staffed CBOC’s? N/A
How are you monitoring quality assurance with non VA care? 
Each contracted medical service has a Quality Assurance surveillance plan. Contracted medical services are reviewed by the Clinical Executive Board. The Quality Assurance data is presented to the board and the board makes a decision to continue with services based on results of the quality data.  The Contracting Officer Technical Representative (COTR) has the responsibility to monitor quality measures included in the contract and ensure deficiencies are addressed.
Of these, which quality measures are you responsible for? 

The Office of Performance & Quality is responsible for working with the West Virginia Medical Institute (WVMI) liaison in gathering information for the External Peer Review process (for clinical performance measures). Any items not meeting target scores are referred to the clinical service chief for development of corrective action plans. The QM tracks this data and ensures the data is reported to appropriate committees to facilitate success in the measures. In addition, Joint Commission ORYX data is tracked and reported to appropriate committees.   

Patient Safety Manager:  Francene Greene
What duties and responsibilities do you have as the Patient Safety Officer for the facility?
Policy development; Educational presentations on all components of the Patient Safety Program; 

Serve as trainer and consultant and assisting with Root Cause Analysis and Health Care Failure Mode and Effect Analysis; Conduct ongoing risk assessment within the facility; Serve on committees that have influence and impact on Patient Safety within the organization; Provide input to Medical Center leaders regarding the Patient Safety accomplishments and needs within the organization; and Provide consultation and lend expertise to any department or service within the Medical Center. 
What other facility staff reports to you on patient safety programs and care initiatives? 

Reports are received from the BCMA Coordinator and the Falls Reduction Chair. The PSM also attends Morning Report to review patient incidents with the Quad.
How do you define patient safety as a healthcare system? 

· Patient Safety is ensuring freedom from accidental or inadvertent injury during healthcare processes.  The Patient Safety Improvement program usesa proactive, non-punitive, evidence based approach to identify vulnerabilities within our system and then develop actions to diminish or eradicate the impact of these vulnerabilities on our patients.   

Please describe your patient safety programs and initiatives. 
· We are in the process of starting Nursing Crew Resource Management (NCRM) at this facility. 
The program aims to enhance teamwork, communication and the quality of clinical decision making at the point of care to reduce the risk of harm and enhance the level of safety for our veterans.  
What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.  

We use an integrated approach at this facility with the patient safety manager having mandatory representation on several committees (including Environment of Care, Committee on Medical Center Infections, Fall Reduction, Suicide Behavior, and several others).  Additionally, there are several committees the Patient Safety Manager has a consultative role (Safe Patient Handling, Peer Review, Reusable Medical Equipment, Construction, Operative and Invasive, etc.).    

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

The prevention of patient safety hazards is addressed quarterly through proactive approaches of Healthcare Failure Mode and Effect Analysis (HFMEA) and the Patient Safety Assessment Tool (PSAT).  These prospective approaches allow the medical center to address vulnerabilities prior to an adverse event and to develop actions accordingly.
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? 

Key medical center personnel are assigned to manage aspects of our alerts and advisories.  The Patient Incident Report (PIR) system is utilized by all staff to report patient incidents.  Staff may access the PIR system via their computer desktop and enter information anonymously to encourage the flow of pertinent information impacting patient care.  Incidents that are reported are communicated to NCPS who reviews and, if the issue is something that could place Veterans at risk throughout the VA system, will issue a Patient Safety Alert or Advisory to all VA facilities.  The PSM is responsible for managing the advisories and alerts by serving as the point of contact, maintaining documentation of completed actions and reporting the actions on the VHA Alerts and Recalls website.  Recalls are assigned to other key personnel within the medical center.  Recalls, alerts, and advisories are all reported on a timely basis to medical center leadership.  In addition, if the vulnerability is related to unsafe equipment believed to be a manufacturing issue, VHA reports these through the FDA’s MedWatch Program.  A Safe Patient Handling program office exists at VACO and  this facility has a Safe Patient Handling coordinator to ensure that the proper patient handling equipment is in place and patients are moved in a safe manner which prevents injury to Veterans and staff.
How are high risk patient safety issues, reported to the medical center’s leadership?

High risk safety issues are communicated directly to the QUAD during the daily morning review of incident reports and/or via high alert email.  Emergent issues are communicated directly, in person to the Director.  The Director and other leaders strive to develop and maintain a culture of safety across the health care system so that each employee understands that patient safety is a building block in ensuring the provision of quality care that transcends throughout the organization. 
Please describe the differences at your facility between quality of care and patient safety? 

The Quality Program at this facility works very much in tandem with Patient Safety.  Quality puts a strong focus on adherence to quality criteria set by The Joint Commission.  Patient Safety focuses on the National Patient Safety Goals and safety guidelines as outlined by the National Center of Patient 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? 

Patient Safety Program is tightly aligned with Quality and Risk Manager, communicating re: patient, quality, and risk issues on a daily basis, several times per day.  UM falls under Quality and as issues arise in that area it is discussed with the PSM via Quality.  The PSM consults with Systems Redesign and Chief Health Information Officer on an as needed basis.   

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

Once it has been established that an event merits an RCA, a RCA team is convened.  This team is multidisciplinary and may include individuals with extensive professional knowledge in a given area or knowledge regarding the logistics of a particular unit or service.  Members are usually selected by their service chief or at request of the Patient Safety Manager.  Participation is mandatory.  The initial meeting provides RCA “Just in Time” training, team expectations, and a review of the incident.  Other meetings include a mapping of the incident, interviews, record reviews, journal reviews, and finally development of actions and outcome measures.  The actions and outcome measures are presented to leadership for discussion, recommendations and final approval.  Each RCA takes about 4 – 6, 90 minute meetings.  

How do you use other facilities RCA’s to improve quality of care and patient satisfaction? 
Lessons learned as a result of RCA’s are shared during monthly VISN Patient Safety Manager teleconferences..  These teleconferences are used for sharing successes and challenges of not just RCAs, but other initiatives and activities that impact patient safety.  VA’s National Center for Patient Safety also shares lessons from VHA RCA’s through the publication of “RCA Topic Summaries” which are shared during National NCPS Patient Safety Manager monthly calls and dissemination to VA facilities.
How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities? 

The Patient Safety Program has one person that specifically works on patient safety initiatives, and that is the Patient Safety Manager of our medical center.
Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?  This information is protected under 38 U.S.C 5705 and cannot be disclosed in this document.  
Patient Aligned Care Team (PACT) Coordinator:  Drs. Dalsania & Wolner, Jim Martin
What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility?

Dr Dalsania, ACOS of Primary Care, runs the PACT meetings, coordinates the facility data for input to the national coach’s reports, and provides feedback to the local PACT Teams on measures of success.  

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? 

We have a Health Promotion and Disease Prevention (HPDP) Program Manager who is a full time Registered Nurse and a Health Behavior Coordinator, a fulltime Psychologist. Both were hired and function primarily as PACT leads.  

We have a grant for a Transformation Initiative Learning Center (TILC) Center of Excellence, which is a multidisciplinary team of eleven faculty members who provide training sessions to several VISNs.  They share and educate on PACT principles, successes and best practices. This function is collateral duty for all faculty members.

We also have a PACT workgroup comprised of forty members who participate in a variety of PACT programs and conference calls to help with the implementation and improvement of PACT practices across the medical center.

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

Dr Dalsania is the facility leader and the CBOC Medical Directors share the role of PACT champions.  Dr. Dalsania is a national leader in PACT and is involved in key workgroups at the all levels.

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

At inception, the PACT core team (10 members) met on a biweekly basis. The expanded forty member workgroup meets once a month, and the TILC faculty meets regularly to review the training processes and plan for upcoming events.

Which VA Medical Center staff attends the committee meeting? 

This multidisciplinary group includes frontline staff and leadership from Primary Care, Health Administration Services (HAS), Social Work Service, Mental Health, Pharmacy, AFGE and Facility Steering Committee.

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

A prominent member of the local Veterans Service Office was involved in the initial planning.  Several members of the PACT workgroup are Veterans.

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

A ten member team crossing many disciplines attended six national learning sessions and organized several local training sessions for the entire clinical and administrative staff.  In addition, the TILC faculty provided five initial training sessions for all primary care and adjunct staff and three follow-up trainings to discuss and plan implementation. All Primary Care Service Line Providers, Nursing, Social Work, Pharmacy and administrative staff attended both a 2 day and later a three day training on PACT concepts and practices.  Members of specialty services and facility leaders were also encouraged to attend.  All Nursing staff and Providers have been trained in Teach for Success and Secure Messaging, and approximately 50% of the nursing staff has completed training in Motivational Interviewing.  An overview of PACT principles and vision has been presented to the Quad and members of medical staff in several different venues. The Salisbury PACT has been recognized as a high performing PACT model within VHA and has met all five of the PACT compass metrics.
Director of Patient Care Services  
What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 
Responsible for all patient care services including nursing and staff responsible for sterile processing of equipment
What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? 

a. Inpatient

Inpatient SHEP Scores FY12 – Benchmark is 64.0

	Oct-2011
	Nov-2011
	Dec-2011
	FY12 QTR1

	Score
	N
	Score
	N
	Score
	N
	Score
	N

	41.5
	27
	 48.8
	38
	 67.6
	26
	 52.7
	91


b. Outpatient 

Outpatient SHEP Scores FY12 – Benchmark is 51.4 

	Oct-2011
	Nov-2011
	Dec-2011
	FY12 QTR1

	Score
	N
	Score
	N
	Score
	N
	Score
	N

	 53.9
	166
	 52.3
	188
	 49.3
	193
	 51.9
	547


Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey? 
There have been significant improvements in the inpatient scores for the overall rating of health care, i.e., an 18.8% increase from November to December. There has been a slight decrease in the outpatient scores due to issues regarding telephone access and Call Center operations.
How are patient satisfaction indicators and measurements tracked and managed? 

Salisbury VAMC leadership monitors patient satisfaction measures through analysis of Press Ganey Survey results, Survey of Healthcare Experiences of Patients (SHEP) data and information from the Patient Advocate Tracking System (PATS).

Press Ganey and the Survey of Healthcare Experiences of Patients (SHEP) are national companies, contracted through VISN 6 and VHA, which sends random surveys to patients monthly to collect data on the overall satisfaction or clinic visit. We manage patient satisfaction by monitoring the scores in the areas noted below:

SHEP

	Inpatient Satisfaction Measures:

	Outpatient Satisfaction Measures:

	Getting Needed Care
	Communication with Nurses

	Getting Care Quickly
	Communication with Doctors

	How Well Doctors/Nurses Communicate
	Communication about Medication

	Overall Rating of Personal Doctor/Nurse
	Responsiveness of Hospital Staff

	Overall Rating of Specialist
	Discharge Information

	Overall Rating of Health Care 
	Pain Management

	Pharmacy Mailed
	Cleanliness of the Hospital

	Pharmacy Pickup
	Noise Level in the Room

	Provider Wait Time
	


Press Ganey Surveys

	Inpatient Satisfaction Measures:

	Outpatient Satisfaction Measures:

	Admission
	Access

	Room
	Moving Through Your Visit

	Meals
	Nurse/Assistant

	Nurses
	Care Provider

	Test and Treatments
	Personal Issues

	Visitors and Family
	Overall Assessment


These survey results are monitored weekly and action plans are developed by specific unit/s to respond to low scoring satisfaction areas; as well as, comments, by patients, requesting a response.  Currently, we are introducing the Press Ganey Improvement Portal that will engage employees in providing feedback to improve their clinics/units to increase patient satisfaction.
Of these, which patient satisfaction measures are you responsible for? 
In collaboration with other services: SHEP/Press Ganey inpatient and outpatient scores and nurse communication.
What other facility staff reports to you on patient satisfaction programs and initiatives? 
All Associate Chief Nurses and Supervisors within Patient Care Services.

Patient Advocate/Patient Centered Care Coordinator:  Davedda Smith/Eladio Cintron/Dr. Sutter

How do you define patient satisfaction as a healthcare facility? 
To provide veterans with access to the care they need in a timely manner and to ensure that they have quality outcomes. We will also provide a health care environment where all veterans, their family members, and significant others are treated with courtesy and dignity throughout all aspects of their treatment, care and service. As a result, veterans will express a high degree of satisfaction with the services they receive.
What duties and responsibilities do you have as the Patient Advocate for the facility?

The Lead Patient Advocate (Supervisory Patient Relations Specialist) is responsible for ensuring that all Patient Advocates are trained to address our veterans concerns in a timely and processional manner. The Lead Advocate supervises their performance and counsels them as appropriate. They also make sure that the data entered in PATS is accurate and appropriate. He keeps the Chief of the Management Support Service Line informed as his immediate supervisor and brings issues to his attention that need to be addressed by Top Management. The Lead Advocate also provides monthly reports to the Customer Satisfaction Committee and quarterly reports to service/service line chiefs. The Lead Advocate is also a member of the Ethics Committee, the Disruptive Behavior Committee, the Customer Satisfaction Committee, and the Recovery Implementation Team. Another part of his responsibilities is the Inquiry Routing & Information System (IRIS), where he is required to check the system and reply to the inquires within seven days.
How are patient satisfaction indicators and measurements tracked and managed? 
Salisbury VAMC leadership monitors patient satisfaction measures through analysis of Press Ganey Survey results, Survey of Healthcare Experiences of Patients (SHEP) data and information from the Patient Advocate Tracking System (PATS).

Press Ganey and the Survey of Healthcare Experiences of Patients (SHEP) are national companies, contracted through VISN 6 and VHA, which sends random surveys to patients monthly to collect data on the overall satisfaction or clinic visit. We manage patient satisfaction by monitoring the scores in the areas noted below:

SHEP

	Inpatient Satisfaction Measures:

	Outpatient Satisfaction Measures:

	Getting Needed Care
	Communication with Nurses

	Getting Care Quickly
	Communication with Doctors

	How Well Doctors/Nurses Communicate
	Communication about Medication

	Overall Rating of Personal Doctor/Nurse
	Responsiveness of Hospital Staff

	Overall Rating of Specialist
	Discharge Information

	Overall Rating of Health Care 
	Pain Management

	Pharmacy Mailed
	Cleanliness of the Hospital

	Pharmacy Pickup
	Noise Level in the Room

	Provider Wait Time
	


Press Ganey Surveys

	Inpatient Satisfaction Measures:

	Outpatient Satisfaction Measures:

	Admission
	Access

	Room
	Moving Through Your Visit

	Meals
	Nurse/Assistant

	Nurses
	Care Provider

	Test and Treatments
	Personal Issues

	Visitors and Family
	Overall Assessment


These survey results are monitored weekly and action plans are developed by specific unit/s to respond to low scoring satisfaction areas; as well as, comments, by patients, requesting a response.  Currently, we are introducing the Press Ganey Improvement Portal that will engage employees in providing feedback to improve their clinics/units to increase patient satisfaction.
Of these, which patient satisfaction measures are you responsible for? 

· Press Ganey Survey:  It is a national company, contracted through VISN 6, which sends random surveys to patients monthly to collecting data on the overall satisfaction of their clinic visit.  

· SHEP: It is a national company, contracted through VHA; which sends random surveys to patient’s monthly to collect data on the overall satisfaction of the medical center.

When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? 
SHEP results were finalized for 12/11/2012; data received on March 26th.  

Press Ganey Survey results was provided for 3/31/2012; received on April 5th.

Salisbury VA Medical Center ranks in the top 5 for patient satisfaction.
Results are shown in the chart below in the next item.
What were your previous patient satisfaction scores?

	Actual Scores for Salisbury:
	Feb
	Mar
	Diff.

	SHEP Inpatient: Cleanliness of Hospital Environment
	86.9
	96.7
	9.8

	SHEP Inpatient:
	41.5
	67.6
	26.1

	SHEP Outpatient:
	53.9
	49.3
	0.8

	SHEP Doctor/Nurse Communication:
	88.2
	88.9
	0.7

	Press Ganey Civility: Courtesy of Registration Staff
	87.6
	87.3
	0.3

	Press Ganey Outpatient
	86.1
	86.4
	0.3

	Press Ganey Inpatient
	85.8
	83.6
	2.2


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, there have not been.

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

Signage in patient rooms requesting feedback on cleanliness of environment and also signage on inpatient units and CLC requesting respect for noise level have been identified as best practices.
How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities? 

1. Customer Service Manager
2. Customer Service Specialist (in recruitment)
3. Patient Advocates (6)

4. Chief, Management Support Service Line

5. Customer Satisfaction Committee members

6. Department Level Advocates (114)
7. Other medical center staff, as appropriate

Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)? 
Newly appointed Patient Advocates receive at least two weeks of supervised on the job training with the Lead Patient Advocate. They also receive training for two weeks with a seasoned/experienced Patient Advocate, which provides them an opportunity for direct observation learning. They also are given time/education in computer training from the VSSC (National Veterans Service and Advocacy Program Portal).

With regard to ongoing training, the Lead Patient Advocate conducts monthly meetings to discuss issues and initiatives, and provide updated information related to job duties, as well as processes and procedures. There is also hands-on training (i.e. role playing and discussion of difficult cases). We also have VISN and National Conference calls that keep us up to date regarding availability of training and information about new initiatives.

Please describe programs and initiatives that relate to patient satisfaction?
VHA understands that employee satisfaction is directly related to patient satisfaction; therefore, they have given us the opportunity to partner with the National Center Office of Diversity to implement the Civility, Respect, and Engagement in the Workplace (CREW) Program.  Studies have shown that the employees set the tone of an environment and Salisbury leadership has invested in making this program a success to better serve our veterans.

The VHA Office of Patient Centered Care and Cultural Transformation (OPCC-CT) has approved a grant for the Compensated Work Therapy – Therapeutic Recreation (CWT-TR) Housing Initiative to refurbish on-site buildings to house 8 homeless veterans and provided residence for 2 case managers at the Salisbury VA Medical Center. The Compensated Work Therapy – Therapeutic Recreation will afford veterans safe and stable surroundings, which will enhance their ability to focus on each aspect of their health.  The program will promote health and well-being for veterans and assist them in transitioning into the workforce and improving their overall satisfaction.

Face-to-face meetings are being conducted - introducing Press Ganey Improvement Portal and reviewing Primary Care Clinic’s patient satisfaction measures with leadership and staff; to include Community Based Outpatient Clinics (CBOCs). The Customer Satisfaction Committee is currently being revised to implement a subcomponent of its function to track action plans for each dimension identified to improve patient satisfaction.  

What is the procedure when you receive a patient concern and/or complaint?
Patient complaints/concerns are recorded and documented in the Patient Advocate Tracking System (PATS). If the patient advocate cannot provide an immediate resolution, contact is made with the supervisor for the area in where the concern or complaint is filed to facilitate a resolution. The veteran is notified of the resolution by the responsible supervisor or patient advocate, as appropriate. If further contacts, and /or time, are needed to resolve a veteran’s concern, then the patient advocate will contact the patient by telephone to provide them with the needed information.

Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 

At the Salisbury VA we have a Lead Patient Advocate (Supervisory Patient Relations Specialist) who directly supervises the patient advocates. The Chief of the Management Support Service Line supervises the Lead Patient Advocate and has overall responsibility for overseeing the Patient Advocacy Program. In VISN 6, there is a Patient Advocate Coordinator that oversees training for all Patient Advocates within the VISN. There is also a National Patient Advocate Director that coordinates initiatives at a national level.

What training do Facility Patient Advocates receive? 
Newly appointed Patient Advocates receive at least two weeks of supervised on the job training with the Lead Patient Advocate. They also receive training for two weeks with a seasoned/experienced Patient Advocate, which provides them an opportunity for direct observation learning. They also are given time/education in computer training from the VSSC (National Veterans Service and Advocacy Program Portal).

With regard to ongoing training, the Lead Patient Advocate conducts monthly meetings to discuss issues and initiatives, and provide updated information related to job duties, as well as processes and procedures. There is also hands-on training (i.e. role playing and discussion of difficult cases). We also have VISN and National Conference calls that keep us up to date regarding availability of training and information about new initiatives.

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 national Patient Advocacy Program mandates that all complaints/concerns be addressed within 7 days. This requirement is reinforced by the VISN 6 Patient Advocate Coordinators. Although, the standard is “within 7 days”, we attempt to resolve complaints on the day of the complaint. If this is not feasible, every effort is made to resolve the concern well before the 7 day standard. In terms of professionalism and courtesy, the Lead Patient Advocate makes frequent rounds and regularly conducts observations of the patient advocates’ interactions with veterans. Opportunities for improvement are identified and recommendations are made when necessary.
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, as noted above, the standard is 7 days. However, as noted above, we work to resolve the concerns within 24 hours.
If so, which office and positions ensure this standard/policy is being met? 
The Management Support Service Line: the Supervisory Patient Relations Specialist and the Chief of Management Support.

Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?
Yes. The current performance measure for wait times is based on veteran “desired date” with the goal of scheduling veteran appointments within 14 days of their desired date.  

Data Source: April 1, 2012 VSSC Data  
As a Facility our Primary Care Clinics are under the national target (<1% waiting over 14 days of desired date) at 0.53% (365/68,300 Parent Station Uniques). 
Data breakdown at the site level for clinic appointments over 30 days of desired date:

Salisbury, NC


0.02% (9/38,835)

Winston-Salem, NC

0.18% (46/25,436)



Charlotte, NC


0.17% (36/21,358

Hickory, NC


0.00% (0/6,991)

To ensure veterans needing an urgent appointment can be seen timely, each Primary Care Clinic has morning and afternoon urgent appointment slots for veterans who need to be seen same day.  

Factors contributing to the limited access: provider vacancies; provider military leave, and assignment of PC Providers conducting C&P exams.

We are currently recruiting for five PC Providers (three for Winston-Salem, one for Charlotte and one for Salisbury).

Utilization Management/Risk Manager/Systems Redesign Manager

Utilization Management Coordinator: Jennifer Pritchard, OQP, Chief
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 

The Utilization Management Program is an integral component of the Quality Management System that ensures quality and operational efficiency across the care continuum.  The Utilization Management Coordinator applies strict evidence-based criteria to determine the appropriateness of care, to promote high quality care, to assure effective resource utilization, and to increase efficiency and improve access to care, which will lead to increased patient satisfaction.  The philosophy of Utilization Management is to ensure that patients receive the right care, at the right time, in the right setting, for the right reasons, which requires ongoing collaboration and strategic planning with other licensed healthcare professionals.  The Utilization Management Coordinator performs and documents utilization reviews consistent with national guidance, communicates and refers the noncompliant cases that do not meet the exclusionary criteria to the Physician Utilization Management Advisors, and collaborates with key stakeholders across the different services and/or departments to impact/enhance patient flow.  In addition, the Utilization Management Coordinator participates in bed huddles and interdisciplinary team meetings, provides timely feedback to the providers, service chiefs, and leadership relating to the noncompliant cases, and analyzes/tracks Utilization Management data, which is reported to the Utilization Management Committee and to leadership.  The overall goal of the Utilization Management Program is to improve operational efficiencies, such as identifying delays in services, decreasing length of stay, enhancing access, while sustaining clinical quality, which will lead to better health outcomes and increased patient satisfaction.    

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

The Utilization Management Coordinator receives initial training on InterQual Criteria utilizing the McKesson product, and is required to successfully pass the Interrater Reliability Test.  The Utilization Management Coordinator continues to receive yearly training on InterQual Criteria, and successful pass rates on the Interrater Reliability Test are required yearly.  

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

The Utilization Management Coordinator collects and analyzes data relating to the percentage of reviews completed, the percentage of reviews meeting criteria, the percentage of reviews not meeting criteria, reasons for days not meeting criteria, the recommended level of care when criteria was not met, length of stay, and an analysis of physician approvals and/or denials are also tracked.  The Utilization Management Coordinator communicates the Utilization Management data to the Utilization Management Committee and to leadership.  The substantive data generated through the Utilization Management reviews are integrated into performance improvement/systems redesign initiatives with the overall intent to improve operational efficiencies and provide high quality care, which will increase patient satisfaction.                                                                                              
Risk Manager:  Renee Washington
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 

The Risk Manager is located in the Office of Performance and Quality Management of the Salisbury VA Medical Center.  In this role, the incumbent reports analysis and development of ways to reduce risk to patients and employees of the VAMC, as well as reporting adverse patient events in conjunction with the Patient Safety Manager.  The incumbent functions as an adviser to the management team in the management of difficult situations requiring Boards of Investigation and is the primary liaison with the Regional Counsel in matters related to tort claim investigations.  The Risk Manager conducts orientation for general or special interest groups within the medical center setting regarding principles of risk management.

The Risk Manager coordinates peer and administrative reviews subsequent to notification of tort claims alleging medical malpractice and maintains a database of all such claims for the purpose of identifying trends and potential areas of improvement. She prepares quarterly reports for the EOC Committee, Clinical Executive Board (CEB), and Executive Committee of the Governing Body (ECGB) regarding these claims.  The Risk Manager serves as liaison with the Regional and General Counsel’s staff in matters relating to tort claims.

The Risk Manager coordinates external peer reviews from other VA Medical Centers for the protected peer review program.  She serves as local resource for inquiries regarding depositions, release of information to attorneys, court-related incidents and other activities with legal implications.  

The Risk Manager has oversight of the Peer Review program, reviews potential adverse events, and requests peer reviews as appropriate.  She follows appropriate peer review process for recommendations/action plans, provides data to the appropriate clinical supervisors, ensures the tracking and trending of data, and the preparation of periodic reports to the CEB as well as VISN.  She is a non-voting member of the Peer Review Committee.

The Risk Manager coordinates the small tort claim process, has delegated authority to settle tort claims of $2500 or less, maintains data base of all small tort claims, and prepares reports for management as needed.

The Risk Manager coordinates the 1151 disability claim review process, reporting data as indicated and responding to inquiries from Regional Office, Regional Counsel and Medical Inspector staff.

The Risk Manager makes recommendations to Medical Center and Service/Service Line Managers based on analysis of Risk Management data, and coordinates Performance Improvement activities related to the above components of the Risk Management program throughout the facility.

The Risk Manager acts as an advisor to the Professional Standards Board and TJC medical staff standards, and actively participates in Root Cause Analysis (RCA) teams as team leader, advisor, or member, as appropriate.  She is also a member of the Medical Center Laser Safety Committee, Preventive Ethics Committee, Disruptive Behavior Committee, Environment of Care Committee, Accident Review Board, Code Blue Committee and Critical Care Committee.

The Risk Manager coordinates with the Chief of Staff and other appropriate clinical staff the disclosure of adverse events to patients and/or their families or next-of-kin.

The Risk Manager implements strategies for improvements in patient safety, reduction of risk and liability for the facility and in decreasing patient and employee injuries by working with the medical center EOC Committee.

The Risk Manager also performs other duties as assigned in support of the overall Quality Management program when necessary to meet or exceed regulatory and accreditation guidelines and actively participates in the preparation of external accreditation reviews/surveys.  She assists with visits from outside regulatory and licensing agencies to include Office of Inspector General (OIG), Office of Medical Inspector (OMI) and The Joint Commission (TJC).

The Risk Manager serves as a consultant in the interpretation of standards and leads groups in determining compliance with current standards.

 The Risk Manager serves as a backup to the Patient Safety Manager in their absence.

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

I was mentored by the Risk Managers at the Salem and Fayetteville VAMCs when I first started as Risk Manager.  I continue to network with VISN 6 Risk Managers and participate in monthly Risk Management conference calls, annual face-to-face VISN 6 Risk Management conferences, and annual training nationally.

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

Measurements tools are tracking and trending of data and analysis of date to determine areas of concern for further follow-up.  The Risk Manager makes recommendations to Medical Center and Service/Service Line Managers based on analysis of Risk Management data.  The Risk Manager analyzes data, recognizes trends, uses statistical analysis and recommends solutions to identified problems.  The Risk Manager must possess the principles and techniques of risk management in a medical center setting; clinical terminology and patient care processes; database management and spreadsheet software to design and implement control/tracking systems for monitoring and trending data and providing timely submission of reports; database management systems for implementing data entry, data retrieval and report generation.  

Peer review data, tort claim data, adverse event data, results from surveys, etc., are all types of information that is trended and analyzed.  

Systems Redesign Manager:  Bonnie Cauble
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
Responsible for leading the effort to meet or exceed performance expectations related to access; patient flow; and timely, efficient and cost effective processes throughout the facility thus helping the facility achieve its goal to improve access to care for all veterans.

Integration of SR into facility quality, strategic planning and performance improvement activities by providing specialized SR support and guidance in the analysis of current processes and advising/developing recommendation priorities for new policies, procedures, programs, etc.

Advisor on how redesign tools derived from ACA, VA-TAMMCS, flow mapping, etc. can assist in accomplishing mission and programmatic objectives.  

Providing opportunities for staff at all levels to develop knowledge and expertise in SR and capability level to leading systems redesign improvement work. 

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

Initial face to face training (2005) was conducted by the VISN 6 ACA Coordinator at Salisbury for four days.  SR related training is continuously offered by VISN 6 (conference calls, V-Tel, and face to face meetings).  Additionally, VISN 6 sponsors a VISN Collaborative each year for various specialties (i.e. MH, Cardio & Eye; Audio & Podiatry; Primary Care, Radiology, and currently C&P).  

VHA offers community of practice calls and live meetings that include but are not limited to: inpatient flow; primary care (PACT); Quality, Safety and Value (quality management, systems redesign, and patient safety); National Initiative to Reduce Missed Opportunities (NIRMO); and telephone care. 

Formal Training for SR Coordinator/Manager (partial list):

· VHA Specialty Care Coaches Workshop, 2012

· Coach for Birmingham VAMC Team

· VISN 6 Leading Organizational Improvement (LOI), 2011

· VHA Rapid Process Improvement Workshop (RPIW), 2011

· VHA Improvement Advisor Academy (IAA), graduate 2011 (Class 1)

· Mentor for Class 2 and 3

· VHA Improvement Forum, 2009, 2011

· VISN 6 Developing and Enhancing Mediation Skills, 2009

· VHA Access Collaborative Partnership, 2009

· VHA How to Run a Collaborative, 2009

· VISN 6 Project Management Training 

· VHA SR Coaches College, 2008

· VISN 6 Finance, the VA Way, 2008

· VISN 6 CORE Mentor/Coach Training, Fellow VHA-CM 2008

· VISN 6 Enhancing Written Communication/Content, Format/Process, 2007

· VHA Virtual SR National Coaches College, 2007

· VISN 6 Leadership Development Institute (LDI), graduate 2006
How are measurement tools used to improve quality of care and patient satisfaction?

Salisbury VAMC sponsored Systems Redesign/Lean training (Improving Our Work Is Our Work – IOWIOW) in September 2011 which was attended by 55 staff key to improvement work.  Training was planned and coordinated by SR Manager and conducted by a Veterans Engineer Resource Center trainer.

VISN 6 sponsored “Leading Organizational Improvement” SR/Lean training in January 2012 for Systems Redesign, Quality, Patient Safety Managers and Facility Leadership that has been followed with regular LOI Team Meetings and overall plan for developing facility capability to lead improvement work by using Lean tools.  We are in the process of developing a similar training for middle managers. 

SR Manager trained seven facilitators to lead Strategic Goal Teams at the 2012 Strategic Planning Forum in Affinity Brainstorming, bucketing (categorizing ideas) and prioritization determination.  These facilitators attended the VHA 2011 Improvement Forum to gather best practices for their assigned goal.

Salisbury sponsors VHA Framework for Improvement (Vision Analysis Team Aim Map Measure Change Sustain Spread – VA TAMMCS) training for staff on an ongoing basis.  NOTE: VA-TAMMCS is VHA’s “un-branded” practical framework intended to simplify the work - a common approach to improvement, language, training and sharing.  

Veteran and stakeholder feedback is solicited for process improvement (i.e. Missed Opportunity Voice of the Veteran Calls, veteran focus groups, congressional staffer briefs, VISN 6 Ambulatory Care Optimization Project, etc.). 

Systems Redesign principles and strategies are used to improve systems or processes that are already in place or when creating a new process.   

Teams map the current process and develop future (ideal) state using improvement tools such as: process flow diagrams/flow mapping/fishbone diagram/spaghetti diagrams.   Measurements speed improvement and are used to made change based on data analysis.  Methods of measurement include: existing data sources, timeliness (supply/demand), reliability (baseline), sampling (saves time and resources for quick tests of change - PDSAs), manual data collection (to avoid waiting on VSSC or other canned data), and focus groups. Measurement tools include run charts, check sheets, process observation worksheets, and Voice of Customer or Veteran data.  Testing changes (PDSA cycles) on a small scale is a part of every team’s work. 

Once the improvement process is in place and the intended outcome realized, sustain and spread principles are implemented that ensure widespread diffusion of the new process. To accomplish this, standard operating procedures are developed, method for sharing daily feedback to assess the effect of the process changes and continuous monitoring method (frequency of data collection and reporting venue) are determined.  Improvement work is shared and recognized at Improvement Fairs, through weekly bulletin messages, storyboards, Quad Briefs, etc.

Our vision is to instill a culture of continuous process improvement, which promotes the core values of feedback, engagement by employees, calculated experimentation, and standardization.  

Chief Medical Information Officer:  Jeanette Jackson  
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
I ensure facility staff receive education as it relates to health information management processes.  These processes, in which I provide daily oversight include:  Release of Information, Transcription, Coding, File Room, Scanning, and Medical Record Documentation.  In addition to these processes I frequently collaborate with the Privacy/FOIA Officer in streamlining processes as well as educating facility staff on privacy guidelines and regulations.

How are the quality of care and patient satisfaction indicators and measurements tracked and managed? 
Monthly and Quarterly monitors/audits are conducted to review staff compliance with various regulatory indicators.  Many of the reports are submitted to the Medical Records Committee for review.  Some are submitted to the Compliance Committee.  When reported results indicate the Service is not meeting the compliance rating, Action Plans are required to report processes to be utilized in meeting the standards.

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?  


These indicators are measured through various reports such as:

· Coding Compliance Business Integrity Monitors

· Medical Record Chart Reviews

· Unapproved Abbreviations Reports

· Delinquent Chart Reports

· Health Administrative Service HIMS Dashboard Reports

· Turnaround Time Reports for Release of Information

· Scanning Status Reports

· Outpatient Metrics Reports

These reports are reflected in the quality of care provided due to the accuracy and integrity of the documentation in addition to the timeliness of the process.  When reports are completed the results are provided to the Administrative Officers for review and submission to the Service/Section Chiefs and other appropriate staff.  Individualized and group education is provided as deemed appropriate.  

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

These measurement tools provide feedback to staff regarding the appropriateness of their part in these processes and in some cases their overall compliance with regulatory guidance.  Staff are expected to take this information and make the appropriate corrective actions.  When staff have questions regarding any of these report and/or processes, Health Information Management staff are available to assist.  The frequency of the reported data allows for analysis of improvement efforts.  These efforts will be reflected in the quality of care provided which will result in an improvement in overall patient satisfaction.  
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