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

FY11: 537 Million, FY12: Approximately $550 Million
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.  
All of our position descriptions (PDs) have a component of Patient Centered Care, which is directly tied to quality.  However, traditionally the Executive Leadership Team, the Performance Improvement Management Service (PIMS), Systems Redesign, Patient Centered Care (PCC) and the Patient Advocates Office have been viewed as the “quality of care” programs.  The projected salaries for this group, as of 4/27/2012, totaled $2,849,709, or .518% of the total projected budget of $550 Million. 
How do you define quality as a healthcare facility? 
The VA San Diego Healthcare System defines quality as doing the right thing, for the right patient, at the right time, all the time to maintain, restore, and/or improve health outcomes of individuals and populations.

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

(1) 2010 Joint Commission Top Performers on Key Quality Measures for pneumonia, AMI, heart failure, and surgical care. VA San Diego Healthcare System was among the top 14% of all Joint Commission accredited hospitals to receive this recognition.

(2) 2011 National Center for Patient Safety Root Cause Analysis Silver Cornerstone Recognition Award.

(3) Received full 3-year accreditation from The Joint Commission for all programs surveyed in 2010 (Hospital, Long Term Care, Behavioral Health and Home Care). The next unannounced survey will take place in 2013.

(4) 2011 Silver Beacon Award for Excellence from the American Association of Critical Care Nurses (AACN) awarded to the Direct Observation Unit for improving patient outcomes and aligning practices with AACN’s six healthy work environment standards.

(5) 2010 Spirit of Planetree Award for Healing Environments – small project: Veterans Healing Garden

(6) 2010 Spirit of Planetree Award for Complimentary & Alternative Therapies: Mantram Repetition Program

(7) 2010 Planetree Grant recipient for development of Mantram Repetition Implementation Manual

(8) 2011 Spirit of Planetree Award for Human Interactions: Primary Care Redesign-Clinical Access Improvement

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

We measure and manage quality throughout the organization in several ways including:

(1) Tracking a variety of clinical and administrative performance measures established by VHA as part of the 2012 Executive Career Field (ECF) Performance Plan which also includes VISN 22 specific measures. These measures are incorporated into service chiefs, supervisors and staff’s individual performance plans and evaluations. 

(2) VA Desert Pacific Healthcare Network (VISN 22) FY 2012-2017 Strategic Plan 

(3) Performance measures are reviewed monthly.  When performance measures (PM) are not met Executive Leadership requests updates on sustainable action plans to meet the underperforming PM.  Quarterly, the Network Director and Network Officers come to the facility for a PM update, which includes a review of the Network Director’s Performance Plan, hot topics and underperforming PMs.
How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?
Each PM has a champion, and each champion is responsible for meeting the measure that is equitable for the Veteran.  We strive to make sure that we are meeting the mission of serving Veterans first; we use the PMs as a tool for keeping ourselves accountable.  When a PM is not met we take great steps to understand why the PM is not met, and what process changes need to be implemented in order to meet the PM.  
What are the following staff’s responsibilities in ensuring quality of care at the facility? 

a. Chief of Staff/Medical Director (COS/MD) - The COS/MD is responsible for the overall clinical quality of care.  The COS/MD supervises all the medical services and the Quality Manager.  The COS/MD provides clinical oversight of inpatient and outpatient services, and chairs the Peer Review Committee.  
b. Head Nurse: The AD/PCS/Nurse Executive responsibilities include personnel management, budgeting, best health care practices, strategic planning, and the clinical oversight responsibility for the provision of timely and continuous high quality and safe care delivered to patients throughout the VA San Diego Healthcare System.  The disciplines under my responsibility include Nursing, Social Work, Nutrition and Food and the Chaplain service.  Clinical competency and adherence to VHA Directives for all programs and services fall within role responsibility in addition to meeting organizational performance measures for quality care.
c. Quality Manager- The Quality Manager has oversight responsibility for performance improvement, risk management, patient safety, External Peer Review Program (EPRP), continuous readiness program, Preventive Ethics and accreditation. The Quality Manager also serves as the Chairperson for the facility’s Performance Improvement Council where quality data is presented and tracked.  The Quality Manager oversees the clinical performance measures charters PI teams and provides ongoing trended data to leadership.
d. Patient Safety Manager- The Patient Safety Manager (PSM) works with staff throughout the facility to develop innovative, evidence-based approaches to establish, enhance, modify, and/or improve patient care with a focus on patient safety. The PSM ensures that the action items and outcome measures from RCAs, Aggregate Reviews and HFMEAs have been successfully implemented, that the recommendations from Patient Safety Alerts, Advisories and Joint Commission Sentinel Event Alerts are implemented, conducts follow-up on Patient Event Reports to ensure that appropriate actions have been taken to address issues identified, and ensures that The Joint Commission’s National Patient Safety Goals are communicated to staff, fully implemented and performance is tracked over time and improvements implemented as necessary.  The PSM facilitates and participates on PI teams to improve safety and quality of care.
e. Utilization Management (UM)- The UM manager oversees a program that is involved in placing Veterans in the most appropriate beds.  Her staff is involved in transferring Veterans into VASDHS from community and VA facilities.  She works closely with VISN 22 facilities, DoD and active duty OEF/OIF and Veterans from across the nation seeking specialty services at VASDHS.
f. Risk Manager The Risk Manager serves as the subject matter expert on the VHA’s Risk Management Program and requirements.  The Risk Manager provides advice and support to the medical center staff, directs the development and maintenance of programs designed to reduce risk at all levels within the healthcare delivery system, and provides educational assistance and policy development/implementation guidance in the area of risk management.  In addition, the Risk Manager participates in the development of innovative, evidence-based approaches to the establishment, enhancement, modification, and/or improvement of care with a focus on risk management
g. Systems Redesign Manager- The Systems Redesign Manager provides overall direction to systems improvement strategies and initiatives throughout the facility, ensuring that all projects are fully integrated with quality improvement and patient centered care to ultimately enhance quality and access to care.
h. Chief Health Medical Information Officer/Clinical Lead for Informatics
· Collection of data on a monthly basis (VA data repository).

· Utilize these data to create and validate provider-specific, as well as facility-specific feedback to Leadership.

· Create automated reports that evaluate patients seen by individual providers in Primary Care.  These reports quantify how many of the patients seen by a provider within the selected interval, i.e., monthly, quarterly, etc., had the requirement apply and, of those patients, how many had the requirement satisfied.

· Similar process is taking place for Inpatient Nursing and Outpatient Nursing areas.

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

The Performance Improvement Management Service, System Redesign, and Patient Centered Care staff is involved in managing and tracking quality of care programs and initiatives.  In addition, clinical Service Chiefs and Program Directors also manage, track and report on quality initiatives that fall under their responsibility.

Please explain the quality of care training employees receive (i.e. type of initial and reoccurring training and number of days)? 
Employees receive just-in-time training when participating on teams or quality initiatives. All employees receive service and unit level orientation and training when they begin employment and their competencies are tested annually. Additionally, staff receives 8 hours of Patient-Centered Care training as part of new employee orientation

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

The facility has applied for and received several process improvement focused grants.  Funding for these grants paid for Lean, Six Sigma and Patient Center Care trainings.
What future VA Central Office or VISN resources and/or support are needed?

This can be discussed during the onsite interview. 
What innovative qualities of care programs or studies covered by grants are being conducted by this facility?
VA San Diego received a grant and is currently conducting an innovative quality of care program and research on the use and efficacy of mantra repetition therapy for managing PTSD. 

Additionally, VA San Diego received a national grant to expand training nationally and continue conducting training locally for marriage/couples relationship training titled “From Warrior to Soul mate”. 


Is your facility working on a “best practice(s)” in quality of care management? 
Our facility, along with VISN22, entered into a contractual arrangement with the Planetree Patient-Centered Care organization in 2008 as consultants in identifying best practices and areas for improvement for providing an outstanding patient healthcare experience. During that time VA San Diego implemented several additional Patient-Centered Care initiatives including:

· Electronic bedside access to medical records

· Implemented a Quiet Hospital Initiative

· Aromatherapy Pilot

· Guided Imagery – Neuro Linguistic Programming

· Cooking Live healthy meal preparation demonstrations

· Menu choices in hospital meal delivery

· Expanded times for access to meals

· Patient-Centered hospital design team(s)

· Veterans Tribute Ceremony for deceased veterans

· Trained 14 Patient-Centered Lean Improvement methodology

· Provide patient room tent cards and feedback on quality of stay and room cleanliness

· Patient-Centered Care elements included in all new position descriptions.

· Health Promotion Disease Prevention initiative 

· Conducting Primary Care Provider training in Motivational Interviewing

· Developing a Spinal Cord Injury “model service line” as demonstration model for implementing Unit specific Patient-Centered Lean continuous improvement methodology 

· Developed an “Open Visitation” policy

· Developed “green spaces” such as a Veterans Healing Garden as a positive distraction for patients in extended stays

· Offer the CARE Channel as information, educational, and relaxing bedside & lounge television programming 

· Implementing a standardized and integrated facility wayfinding strategy

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? 
The Health System Specialists in the Director’s Office and the Clinical Health Improvement Specialist (CHIS) in the Performance Improvement Management Service.  The CHIS serves as a leader and expert advisor/educator to facility executive leadership and facility clinical staff on the clinical performance measures and annual ECF Performance Plan, oversees the assessment, implementation, outcome analysis and improvement efforts related to the clinical performance measures, functions as the coordinator for the External Peer Review Program (EPRP), and facilitates Root Cause Analysis, Aggregate Review and HFMEA teams and supports the Continuous Readiness Program. 

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

The PIMS department and Health Systems Specialist in the Director’s Office, System Redesign Staff and several Administrative Officers track performance measurers. It is the responsibility of all employees to deliver quality care to Veterans, which ultimately affects the success of performance measures. 

How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?
	Occupation
	Fiscal Years
	FY 2010
	FY 2011
	FY 2012

	0610 Nurse
	Facility Quit Numerator
	35
	35
	15

	
	Facility Quit Rate
	0.0567568
	0.0559552
	0.0238411

	
	Facility Total Loss Numerator
	58
	57
	26

	
	Facility Total Loss Rate*
	9.41%
	9.11%
	4.13%

	
	Onboard Employee Avg
	616.66667
	625.5
	629.16667

	
	Onboard Employee
	617
	631
	637

	
	Retire Numerator
	20
	16
	7

	
	Retire Rate
	3.24%
	2.56%
	1.11%

	
	Termination Numerator
	2
	4
	3

	
	Termination Rate
	0.32%
	0.64%
	0.48%

	0620 Practical Nurse
	Facility Quit Numerator
	8
	17
	5

	
	Facility Quit Rate
	6.01%
	11.64%
	3.36%

	
	Facility Total Loss Numerator
	13
	20
	6

	
	Facility Total Loss Rate
	9.76%
	13.70%
	4.04%

	
	Onboard Employee Avg
	133.16667
	146
	148.66667

	
	Onboard Employee
	136
	145
	154

	
	Retire Numerator
	3
	1
	 

	
	Retire Rate
	2.25%
	0.68%
	0.00%

	
	Termination Numerator
	1
	1
	1

	
	Termination Rate
	0.75%
	0.68%
	0.67%

	 
	 
	 
	 
	 

	* Turnover rate
	 
	 
	 
	 


Has there been any turnover with any of these positions? 
Yes, the turnover rate in FY10 was 9.4%, FY11 was 9.1% and 4.1% in FY12.
How long have these positions been vacant?
The average vacancy rate for Nursing is 42 days. 
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?
There have been no OIG site visits based on quality of care concerns in the past 3 years. The facility did have its routinely scheduled OIG Combined Assessment Program (CAP) Review in 2011. There have been no known media articles related to quality of care. 
What were the findings and recommendations found with Government Accountability Office (GAO)? None
What were the findings and recommendations found with VA Office of the Inspector General (OIG)? The facility had its routinely scheduled OIG Combined Assessment Program (CAP) Review October 17-21, 2011. The purposes of the CAP review are to evaluate how well VA facilities are accomplishing their mission of providing veterans convenient access to high quality medical services and to provide crime awareness briefings to increase employee understanding of the potential for program fraud and the requirement to refer suspected criminal activity to the OIG. The review covered the following eight (8) activities:

1. Coordination of Care – no recommendations

2. Medication Management – no recommendations

3. Psychosocial Rehabilitation and Recovery Centers – no recommendations

4. Moderate Sedation – 3 recommendations 
5. Quality Management: 1 recommendation 
6. Environment of Care – 3 recommendations 

7. Colorectal Cancer Screening – 3 recommendations

8. Polytrauma – 1 recommendation 

All of the recommendations were addressed in the facility’s response to the OIG which was submitted December 7, 2011.

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

There are no known findings or recommendations found in media articles. 
When was your last Joint Commission Inspection?
October 18-22, 2010 

What were the findings and recommendations?
Four (4) programs were surveyed by The Joint Commission which included the Hospital, Long Term Care, Home Care and Behavioral Health programs. The facility received 12 Requirements for Improvement (RFIs) which were all addressed the Evidence of Standards Compliance and Measures of Success documents submitted to The Joint Commission. All of the RFIs have been addressed and the facility has received 3-year full accreditation for all 4 programs surveyed. Next unannounced survey will take place in 2013.

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

The homeless program was surveyed Oct. 3-5 2011.  They were awarded the full three year accreditation with no recommendations. 

Please list the quality of care committees at the VISN and facility level, their mission statements, who is comprised on these committees, and how often they meet? 
Organizational Excellence Council (VISN), Veteran Employee Service Council, Medical Executive Council, Performance Improvement Council, Patient Centered Care Steering Committee, Clinical Care Council (VISN), One VA Council

Are veterans’ participating and/or serving on these committees? 
Yes
Patient Satisfaction- Ted Napolitano 
What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  

FY2011 - .04% is spent on staffing and programs – the cumulative salaries of the 4 staff members in Patient Advocate Office/Total Budget

FY2012 - .04% is spent on staffing and programs – the cumulative salaries of the 4 staff members in Patient Advocate Office/Total Budget

How do you define patient satisfaction as a healthcare facility? 

Patients who feel they got great care, feel they were treated with dignity and respect, and would recommend the hospital to others, and the “Red Tape” was minimized. 

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

Patient satisfaction is measured through tracking quarterly results of a national survey (SHEP), and quarterly trending of the Top-3 complaint issues which are presented to management at the Veteran Employee Service Council (VESC).

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

· SHEP Survey questions:  HCAHPS scores

· Reports of patient complaint and compliment with monthly, quarterly and annual trending from the Patient Advocate Tracking System (PATS).


How are these measurement tools utilized to improve patient satisfaction?
Significant trends in complaints in a particular area result in both a requirement from VESC to the Services involved for an action plan to correct the processes or behavior which are causing the complaints, and consideration of a Systems Redesign analysis to determine if large scale systems need to be modified to make improvements.

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

	Description
	Sep 2010 - FY 2010
	Sep 2011 - FY 2011

	Inpatient Overall Satisfaction
	66.7%
	65.7%

	Outpatient Overall Satisfaction
	52.9%
	54.3%


Also, see attachment A for the latest SHEP scores. 

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

a. Inpatient- 

· We have improved on 3 of the 13 SHEP measures in FY11

· We have remained within 2% in 8 of the 13 SHEP measures

· We have decreased  >2% in 5 of the 13 SHEP measures

b. Outpatient- 

· We improved on 7 of the 9 SHEP measures in FY11 

· We have remained within 2% in 2 of the 9 SHEP measures

· We have decreased >2% in 0 of the 9 SHEP measures

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

This data is reported to management and the VESC members so that Service Chiefs can take appropriate actions within their areas.  Detail reports from the PATS system for the Top-3 complaint issues are provided to them for review and to develop action plans for corrective measures.  The Services then report back to future VESC meetings with their Action Plans and the results they are achieving.  

By fixing these top issues we are working at the heart of the problems and will affect patient satisfaction scores the quickest once the plans are implemented.

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

The VA Medical Center demonstrates and maintains accountability for patient satisfaction through the process of review of reports and complaint level details given to the Service Chiefs, and the creation and review of Action Plans to correct the behavior identified in the reports.   

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

VACO has helped by distributing a guidebook to developing a Veteran and Family Advisory Council, and supporting the attendance of Patient Advocates at the annual Society for Healthcare Consumer Advocacy (SHCA) conference.

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

· Patient Advocate Manager

· Manage the Patient Advocate Office; report Customer Satisfaction data to committees and management interact with the Patient Centered Care Coordinator, assist patients get their complaints answered. 

· Responsibilities to manage the Patient Advocacy program, develop new programs such as the Service Ambassador program to emphasize the VHA Service Recovery philosophy.

· Patient Advocates (2)

· Manage and process patient or family member complaints to resolve issues as soon as possible.  Identify system problems based on trends and work with departments to improve their processes and eliminate problems.

· Responsibilities to manage a team of Service Advocates to assist them in resolving problems, hold team meetings and conduct training classes for them in order to help frontline staff in their departments improve customer service skills...

· Patient Advocate Assistant

· Welcome patient and family members who walk in for help, triage complaints to establish priority and who will process them.   Track and report on workload weekly.  Develop tools to make the office run more effectively.

· Responsibilities to manage a team of Service Advocates to assist them in resolving problems, hold team meetings and conduct train the trainer classes for them in order to help frontline staff in their departments improve customer service skills.

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

Organizational Excellence Council (VISN), Veteran Employee Service Council, Medical Executive Council, Performance Improvement Council, Patient Centered Care Steering Committee, Clinical Care Council (VISN), One VA Council

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

The Chief of the Performance Improvement Management Service is responsible for providing leadership, coordination, and technical assistance necessary for an effective, comprehensive, integrated Performance Improvement Program.  She is responsible for overseeing performance improvement, risk management, patient safety, peer review, continuous readiness, accreditation coordination, External Peer Review Program (EPRP) and Preventive Ethics. 

How are quality of care indicators and measurements tracked and managed? 
How do you measure and manage quality as a healthcare facility?  
The Performance Improvement Management Service provides detailed data analysis on a quarterly basis that includes trended data and information on relevant changes to the clinical performance measures on an ongoing basis to Executive Leadership, Clinical Service Chiefs and the PI teams they work with. They update the facility clinical reminders annually to reflect current changes in the performance measures providing frontline staff with the tools they need to provide timely, quality care. 

How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?
VHA has developed performance measures which make up the annual Executive Career Field (ECF) Performance Plan.  Data is extracted from the electronic system by contract abstractors as part of the External Peer Review Program. VHA, VISN and facility reports are generated to track performance and focus efforts on improvement.  Performance measures are incorporated into Service Chiefs and supervisor’s annual performance plans and they are evaluated based upon the data results.  Pay for performance has been implemented to recognize staff for meeting and exceeding performance targets. In addition, facility level teams are responsible for specific measure composites (e.g. surgical care, access to mental health, heart failure, prevention, etc). These teams analyze the data, implement improvements, monitor ongoing performance and report to the facility Performance Improvement Council.  

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

VISN 22 has an Organizational Excellence Council with 8 subcommittees consisting of Risk Management Committee, Patient Safety Committee, Utilization Management Committee, Performance Measure Committee, Patient Experience and Cultural Transformation Committee, Education Committee, Workforce Development Committee, and the Accreditation Committee. Each of these committees has a charter with specific charges. VISN 22 also has a Clinical Practice Council.

VA San Diego Healthcare System has a Performance Improvement Council, Veteran and Employee Satisfaction Council and Patient Centered Care Steering Committee.

How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)? The same way quality is monitored for the facility.

a. VA staffed CBOC’s? The same way quality is monitored for the facility.
b. contracted staffed CBOC’s-  The contracted CBOCs are held to the same performance measures as the facility. In addition, the COTRs are responsible for monitoring and reporting on quality based on the contract requirements.
How are you monitoring quality assurance with non VA care? 
Quality Assurance is implemented through performance measures that ensures mandatory standards (Regulations) are being met.  Fee Basis Administrative Eligibility criteria are applied to Non VA Care Coordination which enforces reimbursement of emergency care and services provided in the community.  A weekly performance report system is in place to audit productivity in compliance with standards of daily operations that improves processes and decreases deficiencies as claims, consults/referrals are reviewed for approvals enabling Veterans to obtain healthcare.

Of these, which quality measures are you responsible for? 

I am not responsible for Non-VA, or fee care. 

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

The Patient Safety Manager (PSM) is responsible for developing and managing the facility’s Patient Safety Program in accordance with national and regulatory requirements. This includes overseeing the Patient Event Reporting (PER) system, coordinating root cause analyses, aggregate reviews and HFMEA’s, providing an annual Patient Safety Report to leadership, overseeing implementation of the Joint Commission National Patient Safety Goals and monitoring compliance, and coordinating and documenting the facility’s completion of required/recommended actions related to Patient Safety Alerts/Advisories and The Joint Commission Sentinel Event Alerts.

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

There are no facility staff that report directly to the Patient Safety Manager.  Staff at all levels in the organization interact with the Patient Safety Manager on a daily basis regarding patient safety issues, initiatives, etc.

How do you define patient safety as a healthcare system? 

Patient Safety is a systems approach to understanding and mitigating vulnerabilities to reduce and prevent inadvertent harm to patients as a result of their care. 

Please describe your patient safety programs and initiatives. 

The goal of the VHA’s Patient Safety Program is to reduce and prevent inadvertent harm to patients as a result of their care. All VHA patient safety programs and initiatives are focused on achieving this goal. 

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

VISN 22 has a Patient Safety Subcommittee of the Organizational Excellence Council.  In addition, there are several facility-level committees that deal with patient safety issues such as:

· Environment of Care Committee

· Performance Improvement Council

· Medication Safety Committee

· Integrated Ethics Council

· Procedure and Anesthesia Care Council

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

The VA San Diego Healthcare System has an electronic Patient Event Reporting system that includes close calls and actual patient events. All events are reviewed and classified to determine if further action is needed, such as Root Cause Analysis (RCA) and Aggregate Reviews. In addition, the facility performs a Healthcare Failure Mode Effect Analysis (HFMEA) which is a proactive risk analysis that identifies potential failures in a system so that processes can be implemented to mitigate the failures from occurring.
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? 
In addition to RCAs and Aggregate Reviews, the VA issues patient safety alerts and advisories which require each facility to implement requirements that will eliminate or reduce the hazards associated with the alert/advisory.

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

Leadership is informed of high risk patient safety issues by direct contact via phone or face-to-face and through the facility’s computerized Patient Event Reporting System. 

Please describe the differences at your facility between quality of care and patient safety? 
There is no difference. Quality care and patient safety go hand and hand. The aim is to provide both safe and high quality care to patients. 

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 interfaces with these individuals/programs on an ongoing basis to ensure that patient safety is incorporated into processes that impact patient care.

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

A standardized process for RCAs was developed by the VHA National Center of Patient Safety that all VA facilities are required to utilize. A team is chartered and tasked with reviewing the event and identifying the root cause and/or contributing factors related to the event. Various tools are used throughout the process.  Action items and outcome measures are developed. A final report is prepared by the team and presented to Executive Leadership. The RCA team has forty-five days to complete the Root Cause Analysis.  Once approved and signed by the Director, the report is transmitted to the NCPS.  The action items and outcome measures are tracked to completion
How do you use other facilities RCA’s to improve quality of care and patient satisfaction? 
VISN 22 shares RCA results so that each facility can learn from the event(s) and implement actions to prevent similar events from occurring. There is also the ability to search the NCPS SPOT database for similar events.

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

Patient Safety is part of every employee’s responsibility. Staff throughout the healthcare system work on patient safety initiatives, RCAs, Aggregate Reviews, Healthcare Failure Mode Effect Analysis, VHA Patient Safety Alerts and Advisories, National Patient Safety Goals implementation, etc.

Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?
The National Center for Patient Safety requires every VA facility to conduct 4 RCAs, 3 Aggregate Reviews (medication errors, falls and missing patients) and 1 wild card review per year. RCAs are protected reviews under the VHA confidentiality regulations.

Patient Aligned Care Team (PACT) Coordinator Tim Dresselhaus 
What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility? I oversee interdisciplinary primary care operations for VHA clinics (including contract) and implementation of PACT aims; I directly supervise the physicians who work in Primary Care.  I also participate as a VISN leader (co-chairing the PC committee) and as a member of the VHA Field Advisory Committee for Primary Care.
How many staff members work specifically on Patient Aligned Care Team (PACT) programs and initiatives and what are their position titles, job duties and responsibilities? 

Physicians and nurse practitioners – 48.51 FTEE (duties:  direct primary care of patients); nurses 95.2 FTEE (intake/exit of patients, care coordination, phone care, huddles); clerical 33 FTEE (scheduling, administrative tasks); pharmacist 3.7 FTEE (counseling, medication management, disease-specific titrations); social work 4 FTEE (financial resources, disability, counseling); nutrition 4 FTEE (nutritional counseling).

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

Dr. Dresselhaus (designated Primary Care Leadership Team).

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

Monthly.  Other subgroup meetings are held, including site-specific meetings, on regular basis.

Which VA Medical Center staff attends the committee meeting? 

PCLT is attended by physician, nurse, clerical and allied health leaders, as well as telehealth representatives.

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

We regularly elicit perspectives and feedback from our veteran patients.  The Planetree Coordinator has also been integral to initial PACT implementation efforts. 

We asked Gallup to do Focus Groups for 50 new Veterans who receive primary care from the SD VA. We received a 30 page report regarding their satisfaction with the entire process of enrollment to primary care experience. We have developed a new Quick Guide for new Veterans based on these Veterans preferences and evaluation. We are also in the process of upgrading our internet site related to Veteran’s suggestions for information that they have requested. 

Mary Kodiath, NP, has developed a walk-in Diabetes Wellness Clinic based on Veterans’ requests. A survey was done of Veterans with diabetes that came to the La Jolla diabetes clinic. They were asked about what type of help they needed to manage their diabetes more effectively. They said that they would come to a clinic that helped them to eat better and learn how they should exercise. A 60 min. drop-in group clinic is now held every Wednesday to assist Veterans with diabetes to set goals related to eating healthier and improving exercise/activity. This clinic is run by an RN or CNS in diabetes clinic, along with a dietician. 

Mary Kodiath also developed a Wellness Clinic in Oceanside for Veterans interested in learning how to eat healthier and exercise more effectively. Carol Walsh, a dietician, also does this with her. This is a drop-in 60 min group clinic.  Veterans can come 1x or as many times as they’d like. 
Explain how Patient Aligned Care Team (PACT) was implemented at the facility?  

Initially a Director-sponsored Systems Redesign group was tasked with implementation, focusing on standing up teamlets and developing staffing ratios, and also focusing attention on key changes related to access, team communication (e.g., huddles) and task / role definitions.  The work of this group is now succeeded by PCLT.
Patient Satisfaction 
Director of Patient Care Services Dr. Solem 
What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 

Roles and Responsibilities for AD/PCS/Nurse Executive include personnel management, budgeting, best health care practices, strategic planning, and the clinical oversight responsibility for the provision of timely and continuous high quality and safe care delivered to patients throughout the VA San Diego Healthcare System.  The disciplines under my responsibility include Nursing, Social Work, Nutrition and Food and the Chaplain service.  Clinical competency and adherence to VHA Directives for all programs and services fall within role responsibility in addition to meeting organizational performance measures for quality care.

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

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

c. Inpatient- 

· We have improved on 3 of the 13 SHEP measures in FY11

· We have remained within 2% in 8 of the 13 SHEP measures
· We have decreased  >2% in 5 of the 13 SHEP measures
d. Outpatient- 
· We improved on 7 of the 9 SHEP measures in FY11 
· We have remained within 2% in 2 of the 9 SHEP measures

· We have decreased >2% in 0 of the 9 SHEP measures

How are patient satisfaction indicators and measurements tracked and managed? 
Patient satisfaction indicators are tracked by a number of committees and are reviewed by Executive Leadership regularly.  Specifically, patient satisfaction information is reviewed during the monthly Veteran Employee Service Council (VESC) and the monthly One VA and UVC (United Veterans Council) meetings.  If a measure is not meeting the mark or the Executive Leadership Team identifies an opportunity for improvement the Lead/Champion is tasked with providing an action plan, which is monitored until the measure is met. 
Of these, which patient satisfaction measures are you responsible for? 

All of the inpatient and outpatient measures that have anything to do the aforementioned services.  
What other facility staff reports to you on patient satisfaction programs and initiatives? 

The first questions talks about the staff that report to me, I can discuss this in greater detail during the visit.   
Patient Advocate/Patient Centered Care Coordinator Ted Napalitano 
How do you define patient satisfaction as a healthcare facility? 
Patients who feel they got great care and the “Red Tape” was minimized. 

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

a. The Patient Advocate(s) will:

(1)  Expeditiously resolve problems by assisting Veterans, family members, and others 

(2) Assist to overcome institutional obstacles while working within the existing laws and regulations of the Department of Veterans Affairs (DVA) and VHA (Veterans Health Administration). 

(3) Work across Service-Boundaries to identify solutions to patient complaints

b. All employees will display compassion and understanding towards any complaint, concern, or dissatisfaction expressed by patients, family members, or visitors.  Every effort must be made to resolve the complaint at the first point of contact and in a very positive and timely manner. 

How are patient satisfaction indicators and measurements tracked and managed? 
Besides the SHEP scores, the hospital also gets patient satisfaction reports from the Patient Advocate Tracking System.  Patients and family who contact the Patient Advocate by walk-in, phone, voice-mail, e-mail, letter, and Internet (IRIS), have their concerns recorded in our tracking system where we code the type of complaint according to VA standards for Customer Service.  Details are available for review at the patient level, and down to the employee involved level when those names are known.

PATS reports are generated by the Advocates monthly as needed, and quarterly for reporting to the Veteran Employee Satisfaction Council.  We track the Top-3 Issue Categories, and the Top-2 Issue details within each category. 

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

I am responsible for reporting on patient satisfaction on all Customer Service categories of standard and non-standard issues:

	COMPLAINTS


	SERVICE STANDARDS


	Access/Timeliness


	Decisions/Preferences


	Staff Courtesy


	Coordination of Care


	Emotional Needs


	Physical Comfort


	One Provider


	Transitions


	Patient Education


	Family Involvement



	
	COMPLAINTS

NON-SERVICE STANDARDS

Eligibility Issues

Regulation Issues

Risk Management Complaints

Medical Records Issues

Environmental Issues




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

New SHEP Scores come out every month.  These are tracked. The results are in attachment A.
What were your previous patient satisfaction scores?

See attachment A.
Have there been any Government Accountability Office (GAO), VA Office of the Inspector General (OIG) or media articles about patient satisfaction positive findings and /or concerns? 

No
Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  

We are reorganizing our Service Ambassador program to take better advantage of the knowledge and problem solving experience of these Service level advocates (employees who volunteered) and truly implement VHA Service Recovery goals at the point-of-service.
How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities? 

4 Staff members work specifically on patient satisfaction initiatives:

· Patient Advocate Manager

· Patient Advocate (Lead)

· Patient Advocate

· Patient Advocate Assistant

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

Initial training: 16 hours

· Job Orientation

· Overview of Advocate Program, Directives, Office processes

· Training on the daily tracking log (a local Access Database tool) which provides immediate access to current and past complaint data, and interfaces to the PATS national system

· Training on customer service approaches, especially the Wendy Leebov training DVD on The Language of Caring, module 1, “Heart-Head-Heart” Communication

· Training on the PATS tracking system

· OJT by observing cases handled by other Advocates.

Please describe programs and initiatives that relate to patient satisfaction?
The Service Ambassador/Advocate program focuses on training these staff members to become involved at the department level to intercept and resolve patient issues and complaints which rise up in their departments.  These Ambassadors are also taught to record these issues and corrective actions into PATS.

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

A. When a concern or complaint is presented to the Patient Advocate Office we strive to follow the following guidelines:

· Patient fills out intake form with brief description

· Patient visits/voice mail, etc., is recorded in the daily tracking log

· Patient Advocate Assistant reviews the complaint to triage it for the following action

· Answer it on the spot – low level complaint

· Contact and transfer it to the department responsible

· Forward it to the Advocate for resolution (complex issues)

· The patient is informed of the next step in the process

· The complex issues or those where the department refuses to become involved are transferred to the Patient Advocate (currently assigned by alphabetic division) who:

· Meets with the patient within a few minutes of the request, or

· Returns the Voicemail message within 24 hours, or

· Calls back from a transcribed phone message within 48 hours.

· Advocates discuss resolution issues with providers, nurses, administrative staff, department or Service Chief, as needed.  The purpose is to find a resolution satisfactory to the patient.

· The Advocate contacts and updates the patient to close the case within 7 days.

· The Advocate finalizes the documentation in PATS and closes the record.

B. Patient Advocates are overseen by:

· VA Central Office

· The Department of the Veterans Experience, under the Office of Patient Centered Care and Cultural Transformation

· VISN22

· VISN Patient Advocate Coordinator

· VA Medical Center

· The Assistant Director, in The Office of the Director

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

· VA Central Office

· The Department of the Veterans Experience, under the Office of Patient Centered Care and Cultural Transformation

· VISN22

· VISN Patient Advocate Coordinator

· VA Medical Center

· The Assistant Director, in The Office of the Director

What training do Facility Patient Advocates receive? 
Initial training: 16 hours

· Job Orientation

· Overview of Advocate Program, Directives, Office processes

· Training on the daily tracking log (a local Access Database tool) which provides immediate access to current and past complaint data, and interfaces to the PATS national system

· Training on customer service approaches, especially the Wendy Leebov training DVD on The Language of Caring, module 1, “Heart-Head-Heart” Communication

· Training on the PATS tracking system

· OJT by observing cases handled by other Advocates.

Ongoing training

· Training on the IRIS system over MS Live Meeting courses and monthly updates.

· Patient Advocate National Conference Call programs

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?

No
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. Follow up to close in 7 days, document in PATS within 30 days.

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

The Patient Advocate Manager reviews the PATS reports with the Advocate staff and reports it weekly to the Assistant Director.

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

Clinics at all primary care locations have at least 1 occurrence of an appointment taking longer than 30 days in the month of May 2012.

Utilization Management/Risk Manager/Systems Redesign Manager

Utilization Management Coordinator Kit Kerwick
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
I oversee the program that includes Utilization Review, Transfer Center, Nurse Case Managers, Escort Service and Lodger Program.  We coordinate the placement of Veterans into appropriate bed settings and the flow of VISN 22 surgical referrals through VASDHS.  We participate in a large data gathering system (NUMI) that is designed to provide information on the types of acute beds needed by a Veteran.  My office is often a referral hub for coordinating Non VA Care for Veterans with special needs i.e. Radiation/Oncology patients, Organ Transplant referrals and Mental Health placements.  My staff and I are in contact with Veterans on a daily basis and our feedback is exceptional.  We believe in the “best care” mission of VASDHS and our anecdotal feedback supports this. 

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

I have a Masters Degree in Nursing Administration from University of California San Francisco and 32 years of VA practice.  I have obtained certificates in UR from the McKesson Corporation.  My professional staff all have baccalaureate degrees or higher.  As part of the national VA UM Program we receive ongoing training on at least a monthly basis with more comprehensive training annually. 

How are measurement tools used to improve quality of care and patient satisfaction?
UM uses a national data system National Utilization Management Integration (NUMI).  From the data gathered on a daily basis we run reports on placements, treatments, diagnosis, lengths of stay and a variety of other issues.  From this we provide weekly feedback to the Executive Leadership Team and physicians on the needs of the Veterans seeking care at VASDHS.  We do periodic reports to the Performance Improvement Committee and Medical Executive Committee.  The data is also used in the systems and process redesign initiatives.  Changes made using our data are followed and monitored through access and satisfaction scores.
Risk Manager Chris Carlin 
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
The major responsibilities of the Risk Manager include disclosure related to adverse events, Protected Peer Review and Administrative Tort Claim coordination. In addition, the Risk manager provides education and consultation to the clinical staff on a variety of risk management issues and initiates/participates in performance improvement activities to improve patient outcomes.

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

The facility Risk Manager is a Registered Nurse and attorney who has worked in the field of Risk Management for over 20 years in both private and government sectors. Formal training in the private sector, on the job experience, and VHA Directives, instructional notices and conference calls provide the ongoing training needed to perform the daily risk management responsibilities.   

How are measurement tools used to improve quality of care and patient satisfaction?
Tracking tools are used to monitor timeliness, quality of reviews, etc.

Systems Redesign Manager Eusebio Rodriguez 
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
· Direct systems redesign efforts and fully integrate programs with quality improvement

· Collaborate with facility staff to collect and prepare data for monitoring and reporting of quality measures

· Develop recommendations for improvement of work methods, procedural changes, and acceptance of new technology

· Participate in meetings and conferences to secure and provide information related to quality of care

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

· Initially:  Lean Six Sigma

· Ongoing:  Lean, Advanced Clinical Access, and Patient Flow

How are measurement tools used to improve quality of care and patient satisfaction?
Measurement tools are used daily, weekly, and monthly to create reports, evaluate and disseminate information, and implement procedures to improve effectiveness and efficiency of services.  Additionally, the tools provide higher management reports to stay abreast of the quality of care provided by the facility.

Chief Medical Information Officer –Graham Nixon
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
· Collection of data on a monthly basis (VA data repository).

· Utilize these data to create and validate provider-specific, as well as facility-specific feedback to Leadership.

· Create automated reports that evaluate patients seen by individual providers in Primary Care.  These reports quantify how many of the patients seen by a provider within the selected interval, i.e., monthly, quarterly, etc., had the requirement apply and, of those patients, how many had the requirement satisfied.

· Similar process is taking place for Inpatient Nursing and Outpatient Nursing areas.

How are the quality of care and patient satisfaction indicators and measurements tracked and managed? 
· Monthly Performance Measure Reports (Individual Provider “Report Cards”) are sent to the Primary Care Teams POCs.

· Monitoring of staff compliance with satisfying clinical reminders and performance measures.

· Facility “Report Card”.

· Identify “best practices” and follow through.

· Recognize “star performers” at the Facility/CBOCs.

· Identify Teams that “stand out” in performance.

· Identify processes that result in top outcomes.

How do you measure the results of quality of care and patient satisfaction indicators?  (i.e. PACT)  How are these results utilized to improve performance in real time?  

· Clinical Reminders matching performance measures guidelines were implemented for this purpose.  

· These are tools for tracking Facility and Provider compliance.

· Can look at overall performance for stop codes or provider panel, or can drill down to a team of patients or clinic.

· It ensures quality patient care through timely interventions.

· Can create reports, charts, and graphs.

· Patient lists can be created for patient mailings, case managers, etc.

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

· Clinical Reminders are measurement tools used to prepare Facility-wide performance reports which are disseminated to Supervisors, Management, Executive Leadership, as well as the Network Director.  

· Tracking performance ensures prompt quality patient care and Performance Measures compliance.

