The American Legion

System Worth Saving Program

Quality of Care and Patient Satisfaction 

Seattle, WA 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: $472,000,000
FY12: $494,000,000 
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.  
· There is no breakout of the budget for quality of care staffing and programs as we take an organizational approach.

· Quality of Care staffing includes Quality Improvement, Patient Safety, Risk Management, and System Redesign

How do you define quality as a healthcare facility? 

· Healthcare quality is defined as an organized, systematic approach to planning, delivering, measuring and improving health care linking VHAs core values to the day-to-day operations while ensuring safe, effective, patient centered, timely, efficient and equitable care. Quality encompasses many interrelated activities that are the responsibility of senior leadership. These include but are not limited to:

· Quality Assurance, Performance Improvement and measurement, Patient Safety, Internal and External Reviews and Customer Satisfaction, Utilization Management, Risk Management and Systems Redesign.

(Include the Performance Improvement model used at the individual facility, i.e.; Plan,    Do, Check, Act, etc.)

· VA-TAMMCS Framework
Has the facility received any awards or designations for quality of care?
· Patient Safety Gold Cornerstone Award
How do you measure and manage quality as a healthcare facility?  

· Data management and critical analysis are used for each quality and safety component. Use of goals, comparisons of internal and external benchmarks, identification of opportunities for improvement and implementation and evaluation of actions until problems are resolved or improvements are achieved. VHA provides several mechanisms for performance measurement including but not limited to: 

· Access to the national VSSC database (Performance Measurement Dashboards)

· VA TAMMCS (Team,Aim,Map,Measure,Change,Sustain,Spread) improvement model and Systems Redesign (balancing supply and demand for services and adapting to changes that improve care delivery)

· Office of Clinical Consultation and Compliance( ISO 9001 standards for Reusable Medical Equipment and implementing consistent quality systems )

· ASPIRE comparison data  and LinKS(Linking Information Knowledge and Systems) for summarizing clinical outcomes(tools that document quality and safety goals for all VA hospitals and the status of meeting compliance with those goals)

· VASQIP(VA Surgical Quality Improvement Program), IPEC(Inpatient Patient Evaluation Center) and EPRP(External Peer Review Program) data

· SHEP(Survey of Healthcare Experiences of Patients) customer satisfaction data

How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?
· Field Specific Response Required 

(Example: There is a Clinical and Medical Executive Leadership (Clinical Executive Board, Quality Executive Board, Medical Executive Council) function that provides oversight to ensure that quality management components, as defined in VHA Directives 2009-043, are implemented and integrated.)

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

a. Chief of Staff
· Ensuring that components of the Quality Management System are integrated. 

· Monitoring the quality and safety of clinical medical practice within the facility.      

· Contributing to effective quality management through clinical leadership.   

· Participating in facility quality management activities.      

· Ensuring a data driven process for granting and renewing clinical privileges      

· based on appropriate initial and ongoing evaluations of training, competency, and    

· Performance is present at the facility.      

· Chairing the Peer Review Committee.     

· Ensuring timely medical staff participation on Peer Review, Performance      

· Improvement and System Redesign activities. 

b. Assistant Director for Nursing Services
· Ensuring that nursing and ancillary staff are knowledgeable regarding the principals of quality management and its implementation as it is applied in an integrated patient care delivery system:
· Ensuring that components of the quality management plan are integrated. 

· Monitoring the quality and safety of clinical nursing practice within the facility. 

· Contributing to effective quality management through clinical leadership. 

· Participating in facility quality management activities. 

· Serving as a member of the Peer Review Committee.

c. Quality Manager
· Ensuring that components of the quality management system and patient safety improvement program are integrated.

· Ensuring a systematic process is in place for monitoring the facility quality data.      Serving as the quality consultant to the facility leadership, Quality Improvement (QI) or Performance Improvement (PI) teams, and employees.      

· Serving on executive committees and workgroups where quality data and information              is reviewed, analyzed, and acted upon. 

d. Patient Safety Manager

· Ensuring that components of the Quality Management System and Patient Safety       Improvement Program are integrated. 

· Implementing a coordinated patient safety improvement program that is based on   guidance and tools from the National Center for Patient Safety (NCPS) and which meets the needs and priorities identified by the Facility Director.  These include addressing important standards, requirements, and recommendations to improve patient safety. 

· Serving on executive committees and workgroups where quality data and information              is reviewed, analyzed, and acted upon. 

e. Utilization Management

· Assuring that the right care at the right time in the right setting for the right reason occurs in the healthcare delivery system.

f. Risk Manager

· In coordination with other programs such as Patient Safety and Quality, the risk manager systematically identifies, evaluates, reduces and/or eliminates and monitors the occurrence of adverse events arising from operational activities and environmental conditions. 

· Facilitates Protected Peer Review Process

· As a counterpart of Enterprise Risk Processes, the risk manager examines multiple risk categories and projects how a given risk might have implications for the entire organization.

g. Systems Redesign Manager

· The SRD manager seeks to find ways to balance patient care demand with available resources that provide that care.

· Incorporates other organizational programs and leaders in improving the way we deliver our care.

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

· The Chief Information Officer (CIO) directs the Office of Information & Technology (OI&T) to deliver adaptable, secure and cost effective technology services to the Department of Veterans Affairs (VA) and acts as a steward for all VA's IT assets and resources.  The CIO mission is to provide and protect information necessary to enable excellence through client and customer service.

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

· Quality Improvement/Quality Consultants for each service line

· All staff in the facility play a part in quality of care

· Service Line Leaders and Administrative Assistants/Business Managers

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

· TMS quality training modules, new employee orientations, Annual facility retreats/knowledge fairs, nationally sponsored quality seminars/conferences, etc. 

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

· Performance Measurement Systems and Monitoring Dashboards

· Office of Quality Safety and Value (Accessible Subject Matter Expert Improvement Strategies)

· Integrity, Mindfulness, Reliability and Value 

· Compliance and Business Integrity

· Evidenced -based clinical practice guidelines

· Utilization and Efficiency Management

· Quality Standards and Programs

· Division of ISO 9001

· Division of Mission Ready Consultation Strategy

· Division of External Accreditation and Programs

· Safety and Risk Awareness

· NCPS

· Risk Management

· Credentialing and Privileging

· Medical –Legal Affairs

· High Reliability Systems and Consultation

· Systems Redesign and Improvement

· Veterans Engineering Resource Centers

· Healthcare Value

· Training Education Core Competency Development

· Strategic Directions for Organizational Measurement

· Strategic Communication

· Transparency

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

· Resources to support coordination of data bases and data management at the national level.
What innovative qualities of care programs or studies covered by grants are being conducted by this facility? 
· None at this time


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

· None at this time
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 listed above.

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

· The office of analytics
How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?
· For PP9FY12 we have FTE 600 RN; 21 NP; 146 LPN; 3 CNS; 80 NA; and 30 HT.

· There is adequate staff to patient ratio at this time.  

Has there been any turnover with any of these positions? 

· Last turnover report for April 2012 shows 2 direct care RN turnover positions


How long have these positions been vacant?
· The hiring of positions meets the performance measure of within 60 days of a firm offer.

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?
· None
What were the findings and recommendations found with Government Accountability Office (GAO)? 
· No GAO quality of care investigations within the past three years
What were the findings and recommendations found with VA Office of the Inspector General (OIG)? 
· No OIG quality of care concerns within the past three years
What were the findings and recommendations found with the media articles? 
· N/A
When was your last Joint Commission Inspection? 
· 19 – 23 July 2010
What were the findings and recommendations?  
· 6 Direct Impact and 21 Indirect Impact findings
When was your last Commission Accreditation Rehabilitation Facility (CARF) inspection? What were the findings and recommendations?  
· We have 7 CARF accredited programs at VA Puget Sound.  All programs have received full 3-year accreditations.  The last program to receive accreditation was our Psycho-social Rehabilitation and Recovery Program, which received a full 3-year accreditation during their initial survey last year.
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? 

· Quality Executive Board

Specific functions of the QEB are to:

· Establish policy and procedures for quality improvement throughout the medical center. 

· Develop medical center-wide quality improvement measures that align with VHA and all external agencies standards.  

· Identify and prioritize improvements based on high-risk, high-volume or problem-prone components of care.

·  Respond to recommendations from the Regulatory Compliance Committee to meet external requirements.

· Coordinate quality improvement training throughout the medical center with the Center for Education and Development (CED).

· Charter quality improvement teams. 

· Provide leadership, assistance, and guidance as required for effective quality improvement hospital wide. 

· Understand the improvement process and monitor for stability and sustained improvement. 

· Initiate intensive review as indicated by an identified need for improvement or adverse trend.  

· Oversee the selection, implementation, and monitoring of Healthcare Failure Mode and Effects Analysis (HFMEA) projects.

· Receive reports on required topics related to performance measures. 

· Membership includes:
· Associate Director for Nursing, Co- Chair

· Chief of Staff, 
Co-Chair

· Director, Quality Improvement, Consultant/Facilitator

· Assistant Director, Quality Improvement


· Accreditation Coordinator, Member 

· Access Coordinator, Member

· Director, Center for Education & Development, Member

· Service Line Leader, Primary & Specialty Medical Care, Member

· Service Line Leader, Surgery & Perioperative Care, Member

· Service Line Leader, Mental Health, Member

· Service Line Leader, Geriatrics & Extended Care, Member 

· Service Line Leader, Spinal Cord Injury, member

Are veterans’ participating and/or serving on these committees?  
No
What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  

· VA Puget Sound has a dedicated position for Customer Satisfaction Manager which is a GS-12 position.  The position supervises the 4 GS-11 patient’s advocates, serves as the patient centered care coordinator, and serves as the co-chair on the Customer Satisfaction Board.  In reality, all staff at VA Puget Sound have customer service responsibilities as a collateral duty.

How do you define patient satisfaction as a healthcare facility? 

· Providing timely and quality care to all Veterans.

How do you measure and manage patient satisfaction as a healthcare facility?  
· SHEP Surveys; Post discharge phone calls to all patients  who are discharged from an inpatient stay; rounding the facility and visiting with Veterans; Veterans participate some committees; Patient Advocate Tracking System; Executive Correspondence; and Congressional Correspondence.

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

· Please see answer to above question.


How are these measurement tools utilized to improve patient satisfaction?
· Information is analyzed and shared with staff to facilitate customer service improvements.

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

· VA Puget Sound’s latest internal report out contained trended data for the last 5 Surveys as depicted below:
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Which areas of the most recent Survey Healthcare Experiences of Patients (SHEP) survey did you improve or decline, compared to the last SHEP survey?

· Below are the areas of focus for VA Puget Sound:

· The three measures showed a recent downward trend when comparing January and 
· February SHEP scores.

Current SHEP scores:      INPATIENT - Dimensions of Care Question Level Report Fiscal Year 2012

Current SHEP scores:      OUTPATIENT - Dimensions of Care Question Level Report Fiscal Year 2012

	
	FY12 QTR1
	Jan-2012
	Feb-2012
	FY12 YTD

	Inpatient Service Lines
	Dimension of Care
	Survey Question
	Clinic
	Facility Name
	Score
	N
	Score
	N
	Score
	N
	Score
	N

	All Excluding Psychiatry
	Quietness of the Hospital Environment
	Q9 -During this hospital stay, how often was the area around your room quiet at night?
	663-Overall
	SEATTLE VAMC
	79.4
	135
	77.0
	34
	74.1
	49
	78.0
	218

	All Excluding Psychiatry
	Noise Level in Room
	Q47c -How would you rate the following aspects of your room: Noise level
	663-Overall
	SEATTLE VAMC
	69.9
	132
	68.7
	34
	65.3
	48
	68.8
	214


	
	FY12 QTR1
	Jan-2012
	Feb-2012
	FY12 YTD

	Dimension of Care
	Survey Question
	Clinic
	Facility Name
	Score
	N
	Score
	N
	Score
	N
	Score
	N

	 
	Overall Rating of Personal Doctor/Nurse
	Q20 - Using any number from 0 to 10, where 0 is the worst personal doctor/nurse possible and 10 is the best personal doctor/nurse possible, what number would you use to rate your personal VA doctor/nurse?
	663-Overall
	SEATTLE OUTPATIENT CLINIC
	61.7
	438
	63.8
	157
	57.1
	155
	61.3
	750

	
	
	
	
	
	
	
	
	
	
	
	
	


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

· To address the noise level issue for inpatients, we have added care kits that include earplugs to reduce the noise level a patient hears and have also included sleeping masks so that patients can block out light and rest more comfortably.

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

· VA Central Office and VISN set performance targets and goals for specific patient satisfaction measures.  It is up to the VA Medical Facility to implement patient satisfaction action plans to meet the performance measure goals and targets.  Patient Satisfaction is incorporated into the Executive Performance Plan for all VA Medical Facility Directors.

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

· VISN20 established a committee for noise reduction on inpatient units and purchased care kits that included sleeping masks, ear plugs, and signage to facilitate a quieter environment.

How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities? 
· Patient Satisfaction is everyone’s responsibility. In addition to everyone, there is a select group that makes up the Customer Service Board.  They are as follows:  Assistant Director (Chair), Customer Service Manager (Co-Chair), Chaplain Representative, Medical Service Representative, Minority Veterans Coordinator, Nursing Representative – Seattle, Nursing Representative – American Lake, Nutrition and Food Services Representative, Patient Advocate, Rehabilitation Care Services Representative, Pharmacy Representative, Prosthetic & Sensory Aid Representative, Social Work  Representative, Veterans Health Education Representative, Voluntary Service Representative, Women’s Health Representative, and Staff Assistant to the Assistant Director (Recorder).

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

· VISN 20 has a Culture of Change Committee

· Mission Statement:  The mission of the Creating a Culture of Ownership Steering Committee (CCOSC) is to develop a Network-wide goal and associated initiatives to promote a patient-centric culture by focusing on cultural values of the organization. Special emphasis will be on promoting initiatives at the individual employee level which align organizational values to the mission and vision of the VA. 

· Membership:  Bernasconi, Deborah (Walla Walla); Bondeson, Mark (Boise); Broskey, Steven (VHAROS); Carlson, Sharon (VHAROS); Dekelboum, Tracy G  (White City/VISN20/); Fisher, Michael W. (V20); Francisco, Pat  (V20); Frazier, Andrew (White City/VISN20/); German, Gail; Group Review VISN 20; Hooley, Erin B. (V20); Kalvels, Sharon   (White City/VISN20/); Kelly, Daniel A. (V20); Kelter, Scott D; Lestenkof, DeAnn (Dietrich); Mambourg, Floss J. (Portland); Nelson, Diana J. (Walla Walla); Power, Michelle; Ritchie, Daniel (VHAROS); Schuyler, Tammy VBAANCH; Seaver, Heather J. (V20); Shewmake, Tracy K (SPO); Spector, Alexander (SES)(VHAANC); Streight, Megan (V20); Wadhwani, Sunil  G (SPO)

· Facility has Customer Satisfaction Board:

·      Mission Statement: The mission of the CSB is to enable VA Puget Sound to assess issues regarding customer service and perception of quality of care by our customers. The CSB will utilize measurement tools for identifying areas of concern through established performance measures. 

· The primary responsibilities of the CSB are to: Provide advice, counsel, and feedback to the Senior Executive Council (SEC) and VA Puget Sound staff to enhance planning, initiatives, proposal development, and decision-making in relation to customer service experience(s). The CSB makes recommendations to the SEC regarding customer service issues including strategies to: Improve on-going customer service initiatives, ensure high-level customer satisfaction, and improve patient satisfaction scores.

· Membership:  Chair, Deputy Nurse Executive; Co-Chair, Customer Service Manager; Chair of   Veteran Health Education Committee; Chair of VA Voluntary Services Committee; Chair of Women’s Health Committee; Chair of Patient Centered Care Committee; Chair of OEF/OIF/OND Steering Committee; Chair of Minority Veterans Advisory Committee; and Patient Advocate

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

· Veterans do not currently participate on the above two committees at this time.
Quality Manager
What duties and responsibilities do you have as the quality manager for the facility? 

(See above under staff responsibilities, include any facility specific response)

How are quality of care indicators and measurements tracked and managed? 
· Service lines and departments responsible for quality of car indicators manage and present their status and metrics at the Clinical Executive Board.

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

· Data management and critical analysis are used for each quality and safety component. Use of goals, comparisons of internal and external benchmarks, identification of opportunities for improvement and implementation and evaluation of actions until problems are resolved or improvements are achieved. VHA provides several mechanisms for performance measurement including but not limited to: 

· Access to the national VSSC database (Performance Measurement Dashboards)
· VA TAMMCS improvement model (Systems Redesign)
· OCCC ISO 9001 standards for RME (to be exported to other improvement areas within VHA)
· ASPIRE comparison data and LinKS for summarizing clinical outcomes
· VASQIP, IPEC and EPRP data
· SHEP customer satisfaction data
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for quality of care?

· Leadership at all levels of the organization have established monitors and reporting mechanisms that demonstrate facility/organizational status of the quality of care. These tools may include Executive Quality Councils, Medical Executive Committees, Quality and Safety Committees, Financial QA, etc. VISNs perform quality overview conferences with individual and collective network facilities. VHA performs scheduled conferences and informational conference calls with VISN’s and facilities related to Performance Measures, clinical and operational functions, and other issues related to quality of care initiatives/compliance.

What are the quality of care committees at the VISN and/or facility level and who are they?  
Quality Executive Board, reviews non-clinical related quality improvement data and reports and charters performance improvement teams
Clinical Executive Board, reviews performance improvement, clinical indicators and charters clinical performance improvement teams
How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?

· VA and Contract staffed CBOCs are required to monitor VHA performance measures for clinical and operational functions. Examples of monitors include timely preventive health screenings as well as determining that hand offs are performed to optimize continuity of care throughout the continuum. Network and VACO monitor business goals and objectives as well as clinical indicators including patient satisfaction, preventive care and clinical guidelines.
How are you monitoring quality assurance with non VA care? 
· The Office of Compliance and Business Integrity (CBI) oversees purchased care business integrity and reports to Executive Leadership. An annual CBI Risk Assessment, audit and plan is required. Organizations have a CBI Committee/Advisory Board; the committee consists of section leads and meets quarterly (minimum). The Committee vets and prioritizes risks. Committee activities and recommendations move forward to Leadership. Many facilities have fee-basis oversight and monitors specific to the care they have agreements with (i.e. Women’s health fees to ensure access and timeliness). 

Of these, which quality measures are you responsible for? 

Quality improvement consults to the service lines in both clinical and non-clinical performance measures.

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

The roles and responsibilities of the facility Patient Safety Manager are defined in local Medical Center Policy and are as follows:
· Overseeing the identification, reporting, investigation, analysis, and follow-up of adverse events.

· Facilitating the root cause analysis process including recommending teams, monitoring time frames and follow-up, and ensuring the credibility of the RCA process by adhering to criteria outlined in the VHA National Patient Safety Improvement Handbook 1050.01.

· Initiating and/or recommending systems and process improvements to enhance patient safety.

· Referring significant systems problems to the appropriate member of the PENTAD and/or Director of Quality Improvement for consideration of formal process improvement teams.

· Referring significant individual cases to Service/Care Lines for protected peer review and/or patient disclosure via the Risk Manager or Quality Improvement Program when warranted.

· Facilitating ongoing program development focusing on enhancing reporting processes, increasing knowledge related to Patient Safety, developing a culture of safety, recognition of special contributions to Patient Safety, and incorporating current knowledge based practices into the facility approach to Patient Safety.

· Facilitating Proactive Risk Assessment as required by The Joint Commission and National Center for Patient Safety.

· Supporting Quality Improvement, Risk Management Program, and Accreditation Readiness functions.

· Maintaining the integrity of the Patient Safety Program through adherence to confidentiality and protection of documents as outlined by 38 USC 5705 and the VHA National Patient Safety Improvement Handbook 1050.01.

· Following up on any product safety issues that involve the clinical practices or medical follow up and coordinating facility response to actions issued in Patient Safety Alerts and Advisories in conjunction with Biomedical Engineering, Risk Management, and Quality Improvement as outlined in EC-05.

· Establish facility Patient Safety Committee and adhere to the tasks and objects outlined in the Charter of said Committee.

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

There are many ways in which Patient Safety team members receive updates on ongoing patient safety and care initiatives, including (but not limited to):

· Attendance/membership in critical councils, boards and committees including Clinical Executive Board, Senior Executive Council and the Emergency Care Committee;
· Membership on task forces and action teams;
· Attendance at regular staff meetings 
· Facilitation of Patient Safety Dialogues (see below)
· Establishing collaborative relationships with clinical and non clinical staff 
· Encouraging and promoting the recognition of staff who contribute to Patient Safety
How do you define patient safety as a healthcare system? 

· The VHA's patient safety program, managed by the VA National Center for Patient Safety (NCPS), has a straight-forward goal: To reduce or eliminate harm to patients as a result of their care. To further this goal, NCPS has implemented a three-step approach to improving patient safety at this and facilities nationwide: 

· Understanding the health care continuum as a system and exploring system vulnerabilities that can result in patient harm. 

· Reporting of adverse events and close calls. This is the primary mechanism through which the NCPS learns about system vulnerabilities. Since 2000, more than 900,000 adverse events and close calls have been reported to NCPS from VA medical facilities. These reports provide valuable opportunities to evaluate the identified root causes and contributing factors, as well associated actions and outcome measures to mitigate future events from reoccurring within a facility.

· Emphasizing prevention rather than punishment is the preferred method to mitigate system vulnerabilities and reduce adverse events. 

· The three-step approach promotes the implementation of knowledge-based actions that can be formulated, tested, and implemented at the local and national levels to effectively mitigate system vulnerabilities that can lead to patient harm.

Please describe your patient safety programs and initiatives. 

· Patient safety programs are directed by VHA Patient Safety Handbook and it is also tailored to the organizational needs.  The program is staffed with a Patient Safety Manager and two Patient Safety Specialists.  All are registered nurses (RNs).  VA Puget Sound’s program is described in detail in local medical center policy PI-01 “Patient Safety Program”.  The program has received Gold Cornerstone Award recognition from the National Center for Patient Safety (NCPS).

Recent Patient Safety Initiatives include:

· Completion of prospective risk analysis for all accredited programs.   Topics of review include:

· Medical Emergency Response procedures

· Reducing Influenza Risk in Home Based Primary Care Patients

· Magnetic Resonance Imaging (MRI) Safety

· Mental Health Environment of Care Review for Psychiatric Emergency Services

· Development of the Puget Sound Patient Safety Warning process to notify employees of critical patient safety issues

· Development of a case-based Patient Safety module for New Employee Orientation 

· Increased involvement of non clinical staff in patient safety activities

· Increased involvement of healthcare trainees in patient safety activities

· Development of a introductory curriculum for Patient Safety Committee members

· Integration of Patient Safety data into the Facility Dashboard

What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.
· There is a VISN Patient Safety Committee, which is co-chaired by the VA Puget Sound’s Chief of Staff William H. Campbell, MD, FACHE.  This committee reports to the VISN Quality Board

· VA Puget Sound has a strong, interdisciplinary Patient Safety Committee co-chaired by the Patient Safety Manager and the Chief of Staff.  The Patient Safety Committee membership is required to complete competencies to remain members in good standing.  This ensures that the committee can make accurate and informed assessments of the Patient Safety Program and activities.

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

Examples of programs include:

· Mental Health Environment of Care Checklist. The checklist was developed for VA medical facilities to review inpatient mental health units for environmental hazards, decreasing the chance a patient could commit suicide or inflict self-harm. 

· Patient Safety Alerts and Advisories. Each alert or advisory concerns a specific issue relating to equipment, medications and procedures that might cause harm to patients. Patient Safety Alerts communicate urgent notices that require immediate and specific action(s) by specific parties by a specified deadline. Advisories communicate recommendations, are more general in nature, and implementation may be subject to local judgment.  VA Puget Sound has a consistent record of 100% on-time completion of required action items. 

· Local Patient Safety Warnings.  Based on the national Patient Safety Alert and Advisory program, the Puget Sound Patient Safety Warnings are designed to provide employees with critical, succinct information about significant patient safety issues in an easy to read format. 
· Patient Safety Assessment Tool. This Web-based assessment tool allows patient safety managers to complete a detailed assessment of the status of their facility’s program. The questions relate directly to the Joint Commission's requirements.  VA Puget Sound has expanded the use of the PSAT to proactively identify risks related to activation of new clinical areas (e.g. Long Term Care at the American Lake Division). 
· Product Recall Office. VA's Product Recall Office is tasked to manage recalls of all medical devices and products initiated by manufacturers or the FDA that are applicable to the VA. Following its December 2008 establishment at the VA National Center for Patient Safety, recalls compliance – removing recalled products from the supply chain – has risen to and is holding at 98 percent. The Recall Office receives more than 12,500 recall notices from a variety of sources annually.  At VA Puget Sound, the Logistics Department coordinates product recalls.
· Medical Team Training. This program was developed to improve patient care outcomes through more effective communication and teamwork among providers. The focus of the first phase of the program, completed June 2009, was to improve patient outcomes through more effective communication and teamwork among providers in critical care areas, such as the operating room and intensive care unit. The second phase of the program is underway and focuses other clinical areas, such as cardiac catheterization labs, endoscopy units, and primary care clinics.  In June 2011, VA Puget Sound provided Medical Team Training for the following groups: Sterile Processing & Operating Room Staff, Environmental Management Services & Operating Room Staff, Inpatient Rehabilitation Medicine, and Psychiatric Emergency Services.  The use of MTT concepts in non-OR, no-procedural areas is relatively unique.  The teams continue to work on their projects, which include huddles and standardized handoffs.
· Ensuring Correct Surgery. Incorrect surgical procedures or incorrect diagnostic and therapeutic invasive procedures are relatively uncommon adverse medical events, but often devastating when they occur. To prevent or avoid such adverse medical events, the VA National Center for Patient Safety developed a straightforward, five-step process to identify the correct patient, mark the correct surgical site, and ensure the correct procedure is performed. Instituted in 2002 for surgical procedures inside the operating room, the Ensuring Correct Surgery Directive was modified in 2004 to also address invasive procedures outside the operating room.

· Root Cause Analysis. This is a multi-disciplinary team approach is used to study adverse medical events and close calls (sometimes called “near misses”). The goal of each root cause analysis is to find out what happened, why it happened, and what must be done to prevent it from happening again. Training programs, cognitive aids, and companion software have been developed by the VA National Center for Patient Safety to support facility root cause analysis teams.  VA Puget Sound has a long standing history of completing all RCAs within the required 45 days.   We have chosen to use the RCA tool for events that do not require RCAs in order to identify and correct potential systems issues.  As a result, VA Puget Sound is a “high volume” facility with 12 individual RCAs completed in FY 2011.

· Healthcare Failure Mode Effect Analysis. Similar to the root cause analysis method, Healthcare Failure Mode Effect Analysis is based on a five-step process used by interdisciplinary teams to proactively evaluate a health care process. Specifically designed for use by health care professionals, the process offers users analytical tools such as flow diagramming, decision trees, and prioritized scoring systems. The tools enable the user to proactively identify vulnerabilities and deal with them effectively.  VA Puget Sound has successfully completed HFMEAs for all accredited programs.  We are proud of our work in using the PSAT (see above) as a Prospective Risk Analysis Tool by integrating it with HFMEA-type scoring.  We completed this in phases prior to (and immediately after) the activation of our new Community Living Center, resulting in significant proactive patient safety actions.

· Patient Safety Culture Survey. The surveys are performed nationally every three to five years to measure changes in the patient safety culture. The VA National Center for Patient Safety can provide facilities with an individualized data analysis that allows them to drill down into the various occupation groups. Occupation groups that contribute most significantly to the perception of patient safety at their facility can then be identified. Facility results for each occupation group can also be compared to the network and national results for that group.

· VISN level program offices provide oversight to clinical, environmental and administrative areas at the facilities to ensure patient safety processes are in place. This also includes PACT implementation, tele-health, patient centered care, CCHT, rural health, construction planning, biomed-engineering, logistics. 

· VISN Reports and Information page: provides information on facility measurements and metrics; performance plan, IPEC, NUMI, morning report etc. Data is reviewed by VISN and facility leadership. 

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? 

· Please see above.  Our programs for response to events are the same programs we use to respond to and improve the quality of care when a hazard is identified.

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

· Patient Safety begins each morning report by reviewing any incident reports received since the previous report.  Senior Leadership is present at this report.   This allows Senior Leadership to maintain an awareness of day to day Patient Safety issues.  Any significant event (or near miss) is reported to Senior Leadership by phone or face-to-face communication as soon as possible.   Outside of Patient Safety, other key personnel in the facility also report high risk issues, including the Administrator on Duty and the Nurse on Duty.

· Root Cause Analyses, Risk Assessments and other reviews are presented to Senior Leadership for concurrence in a structured format.  

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

· Quality of care and patient safety go hand in hand. Patient safety is the cornerstone of high-quality health care.  Many patient safety practices, BCMA, CPRS, CRM (crew resource management), SBAR, Time Out, Hand Hygiene, IV-Pumps, CL catheter bundles, Surgical bundles, other automated and systems with human factors built in are considered strategies to avoid patient safety errors and improve Quality health care. 

· Quality of care and patient safety has some differences in systems of review and follow up to ensure quality and safe care.  Quality of care review includes looking to see if our care meets standards and regulations, whether staff are competent, and whether we are providing appropriate access to care. Patient Safety reviews whether care was delivered safely, whether the system supports staffs ability to provide safe care; whether the organization has appropriate policy and training to inform staff about the system and safety measures; whether we have a system to timely identify potential risk and actual risk. 

· The goal of VHA’s patient safety program is to reduce or eliminate harm to patients as a result of their care. This has a direct relation to quality of care: the degree to which health services increase the likelihood of desired health outcomes and are consistent with current professional knowledge.

How do you work with the facility’s Quality Manager, Utilization Management, Risk Manager, Systems Redesign Manager and the Chief Health Information Officer on quality of care and patient safety programs and initiatives? 

· We collaborate on initiatives whenever possible.  We have recently established a group that meets weekly called “Team Synergy” that includes Quality (which represents Risk Management and Utilization Management), Patient Safety, Performance Analytics, Compliance and Systems Redesign.  This small group has sought to identify areas for collaboration and assist one another with prioritization of issues.  On a day to day basis, we work together closely, as many issues require an action from one or more program.  With diverse backgrounds, we are able to offer guidance to one another and develop sound and sustainable action plans that ensure integration of quality, safety and compliance principles.

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

· Conducting an RCA is a critical aspect in the process of improving patient safety. The goal of the RCA process is to find out what happened, why it happened, and to determine what can be done to prevent it from happening again. 

· Multidisciplinary teams are formed to investigate adverse events and close calls. Close calls are events that could have resulted in a patient’s accident or injury, but didn’t — either by chance or timely intervention. 

· RCAs are used to focus on improving and redesigning systems and processes — rather than focus on individual performance, which is seldom the sole reason for an adverse event or close call. A previously unheeded or unnoticed chain of events most often leads to a recurring safety problem, regardless of the personnel involved.

· RCA teams improve patient safety by formulating solutions, testing, implementing, and measuring outcomes. NCPS enters all RCA data into the Patient Safety Information System — an internal, confidential, non-punitive reporting system. 

· Findings can be shared nationally if there is a clear benefit for multiple facilities; however, RCA reports are considered confidential quality improvement documents and are protected from release by Title 38 United States Code (U.S.C.) 5705 and its implementing regulations.  

· To ensure that the findings are focused on systems improvement, before dissemination, all personal and facility names, facility locations, and any other potentially identifying information are removed. 

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

· On occasion, information from other facilities’ RCAs are shared in a de-identified manner, or privately among a small group (e.g. the VISN 20 Patient Safety Managers).  There are occasionally lessons learned from other RCAs, but in general we learn more by querying others throughout the VISN, the nation, or the local community about their best practices.  

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

· There are three full time employees in the Patient Safety Program.  The Patient Safety Manager (whose duties and responsibilities are outlined above), and two Patient Safety Specialists.  The Patient Safety Specialist provides direct support to the development, maintenance, and operation of the patient safety program at the facility level under the direction of the VA PSHCS Director, Patient Safety.  The nurse is responsible for training and implementation of patient safety activities within VA PSHCS and its associated facilities and operations as defined by the National Center for Patient Safety (NCPS) and local policy.  He/she translates policies, theories, and strategies into action within the complex interrelationships that exist related to patient safety.  He/she utilizes the nursing process and/or quality improvement processes and current standards of care as a foundation for quality improvement activities.  He/she independently directs medical and nursing personnel in care line and unit-based patient safety activities. He/she is a point of contact for patient safety policies and activities and is a key person to help build and implement patient safety systems and promote the culture of safety for VA PSHCS patients in all healthcare settings. This includes working with, training and directing activities with all levels of staff within the facility, including top-level management, patient safety teams (e.g., Root Cause Analysis (RCA), and Healthcare Failure Mode Effects Analysis (HFMEA) risk managers and quality consultants.
Can you provide the date and summary of any Root Cause Analyses (RCA) completed in the last year?
· No.  RCAs are confidential quality improvement documents and are protected from release by Title 38 United States Code (U.S.C.) Section 5705 and it’s implementing regulations.  As noted above, VA Puget Sound has chosen to use the RCA tool for events that do not require RCAs in order to identify and correct potential systems issues.  As a result, VA Puget Sound is a “high volume” facility with 12 individual RCAs completed in FY 2011.

Patient Aligned Care Team (PACT) Coordinator

What duties and responsibilities do you have as the Patient Aligned Care Team (PACT) Coordinator for the facility?   
· I oversee the implementation of PACT principles at all 9 Puget Sound Clinic sites. 

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?  
· Essentially all primary care staff are part of the PACT program (providers, RNs, Health Technicians, LPNs, Administrative staff, pharmacists, dieticians, and social workers).  We also have 2 Health Promotion Disease Prevention Coordinators and 2 Health Behavior Coordinators.  We are also implementing a Homeless PACT team. 

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

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

Which VA Medical Center staff attends the committee meeting?  
· Myself, Health Promotion Disease Prevention Coordinators (2), Health Behavior Coordinators (2), Director of Nursing, Nurse Manager for American Lake and Seattle divisions, Business Manager, Lead Clinical pharmacist, Lead social worker. 

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

Explain how Patient Aligned Care Team (PACT) was implemented at the facility?  
· Too complicated for E-mail.  Will provide summary of implementation process during the meeting.  

Patient Satisfaction
Director of Patient Care Services  
VA Puget Sound does not have a Director of Patient Care Services at this time
What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 

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

a. Inpatient

b. Outpatient 

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

How are patient satisfaction indicators and measurements tracked and managed? 

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

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

Patient Advocate/Patient Centered Care Coordinator

How do you define patient satisfaction as a healthcare facility? 

· Providing timely and quality care to all Veterans.  

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

· Provide concern resolution, address compliments with Service Lines, provide customer satisfaction training, and make inpatient visits to new patients and provide concern resolution to inpatients.  

How are patient satisfaction indicators and measurements tracked and managed? 

· Patient Advocate Tracking System.  The facility also reviews SHEP scores for patient satisfaction.

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

When was your last patient satisfaction survey?
· Continuous.
     What were the results?  
· I will have a copy of the PATS report and the most recent SHEP scores.
     How do your results compare with other VAMC’s?  
· Depending on the metric, some scores are higher, some are lower.  

What were your previous patient satisfaction scores?  
· See provided reports that compare previous quarters.

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? 
· Please see most recent edition of Puget Sound News.
Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  

· VA Puget Sound is actively participating in Core Action Values Training; VA Child Care Pilot; and Tele-Health Expansion Initiatives.

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

· Patient Satisfaction is everyone’s responsibility. In addition to everyone, there is a select group that make up the Customer Service Board.  They are as follows:  Assistant Director (Chair), Customer Service Manager (Co-Chair), Chaplain Representative, Medical Service Representative, Minority Veterans Coordinator, Nursing Representative – Seattle, Nursing Representative – American Lake, Nutrition and Food Services Representative, Patient Advocate, Rehabilitation Care Services Representative, Pharmacy Representative, Prosthetic & Sensory Aid Representative, Social Work  Representative, Veterans Health Education Representative, Voluntary Service Representative, Women’s Health Representative, and Staff Assistant to the Assistant Director (Recorder).

Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)? 
· One hour national conference call, yearly conference, mentoring, networking and staff meetings.  

Please describe programs and initiatives that relate to patient satisfaction? 
· New Patient Orientation, New Employee Orientation, Patient Access, Joe Tye, Patient Centered Care.

What is the procedure when you receive a patient concern and/or complaint?  
· Listen, address, resolve.  Enter data in Patient Advocate Tracking System.  

Which office and position in VA Central Office, VISN and VA Medical Center facility oversees Patient Advocates? 
· National Veteran’s Service and Advocacy Program
What training do Facility Patient Advocates receive?  
· Rotation through Service Lines, observation and mentoring.  

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?
·   Performance competencies
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? 
· Seven days, VHA Handbook 1003.4.

If so, which office and positions ensure this standard/policy is being met?  
· Assistant Director’s Office

Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?  
· VA Puget Sound has transitioned to a 14 day access goal for Primary Care.  The most recent report shows that VA Puget Sound is meeting its goal for access to primary care; as of 05/21/2012, there were 2,480 primary appointments scheduled, with 2,157 of those being scheduled within 0-14 days.
· Utilization Management/Risk Manager/Systems Redesign Manager

· Utilization Management Coordinator

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?  
· InterQual criteria training for UM staff to complete admission and continued stay reviews
· Educate Physician Utilization Management Advisors on role of advisor using the NUMAC Power Point for PUMA’s

· Educate health care staff of the role/function of UM

· Provide reports identifying trends that impact the length of stay and overall ability of the facility to balance demand with capacity by identifying appropriate level of care and services, providing information to assist with decision making related to patient care management and discharge coordination processes, identifying delays in services
What training did you receive initially and what ongoing training do you receive for this position? 
· Self taught on the UM process, national directive, local policies, the UM VISN 20 director provided IQCI Interqual criteria training, participated in monthly VISN and National UM conference calls
· All UM nurse reviewers are required to complete yearly InterQual criteria training and successfully pass an Inter rater reliability test provided by McKesson

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

· UM performance measures 
· 90% of admission reviews entered into NUMI

·  75% of continued stay reviews entered into NUMI

· FY12Q4 goal 75-80% of continued stay days MEET interqual criteria. This goal is changing and may ultimately be reflected in a XX percent improvement in continued stay days meeting criteria – VISN 20 is working on finalizing UM reviews are integrated into quality improvement initiatives and support Systems Redesign.

Risk Manager

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

· Coordinate the Protected Peer Review Program, compile quarterly reports, assist Regional Counsel with tort claims, support the Office of Medical Legal Affairs in the review of paid tort claims, complete occurrence screening 
What training did you receive initially and what ongoing training do you receive for this position?
· Attended the VA Risk Management Training in 2010, on the job training.
How are measurement tools used to improve quality of care and patient satisfaction?

· Access databases are used to track the Protected Peer Review process, mortality reviews, Medical Advisory Opinions, and tort claims.  Reports are generated to measure the effectiveness of our internal processes.
Systems Redesign Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction?  
· In addition to working with all service lines with any improvement ideas they may have, SR works heavily with access measures, timely care and thus, patient/staff satisfaction.  The SR staff meet and work with clinical and operational service lines to improve processes and assist with innovative ideas for new products when a need is identified.
What training did you receive initially and what ongoing training do you receive for this position?  
· No specific SR Manager training; I have been in the VA for 8+ years, starting as staff attending physician to Chief Medical Officer to Chief of ED and then Deputy Chief of Staff at a 1A complex tertiary VA medical facility.  A large part of my job was in oversight responsibility of all clinical operations and as such was involved in Inpatient Flow Collaborative, chair of SR committee at the facility level, co-chair of the SR Committee at the VISN level, as well as directing many facility-level improvement processes that resulted in improved patient/staff satisfaction, improved throughput, and cost-savings.
How are measurement tools used to improve quality of care and patient satisfaction?  
· We begin by first of all understanding current processes that result in our quality of care and patient satisfaction.  Once we understand those processes through flow mapping, time studies, and using queuing theory if applicable, we are better able to find the constraints and improve upon the timeliness, avoid waste in the eyes of the customer, and provide the patient with quality care the first time each time.  The VA provides a plethora of data tools from which to extract data for baseline measurements and then gated studies along the way to process improvement.  
Chief Medical Information Officer  
What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 

· I oversee the processes to create and implement new mechanisms for ordering and documenting patient care as well as for collecting and reporting data used to ensure patients receive required care and screening.  Documentation and order templates help clinicians deliver appropriate care and provide for faster, easier mechanisms for clinical decision support, such as order checks, medication interactions, allergies, etc.  Patient satisfaction is monitored through the national patient satisfaction survey process as well as local focus groups and interactions with veterans at several levels of the organization.

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

· There are many quality of care indicators monitored locally, at the VISN level, and nationally.  These are regularly reported at both facility performance reviews and in program specific and other forums.  Successes, barriers, and best practices are discussed and shared both between service lines and with other VHA facilities.

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?  

· National and regional monitors for quality of care indices have been established and are used to indicate program and provider performance toward specified goals.  Areas or individuals failing to meet criteria are identified and corrective measures taken and improvement monitored as appropriate.  Clinical reminders and decision support software are used real time to help clinicians make better decisions regarding treatment regimens and to identify patient specific needs for diagnostic, treatment and screening purposes.

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

· Results of past and current performance in specific measures are watched and trended in order to allow the facility, programs and individual providers to identify areas for improvement overall as well as to identify specific patients or groups of patients who may require intervention or benefit from program changes or new initiatives in health care delivery practices or modes.

