The American Legion

System Worth Saving Program

Quality of Care and Patient Satisfaction 
Vancouver, WA 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?
For all appropriations, the budget in FY11 was $644M, for FY 12 the projected budget is 669.8M.  This includes OIT, Research, Regional Counsel and all the Med-Care appropriations.

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.  
· Quality and Performance department

· Patient Safety Department

· Utilization Management
Between the above departments the Portland VA Medical Center has 26 employees, a small portion of our total Full Time Employees and, consequentially, a small percentage of our annual budget.  It should be noted, however, that the Portland VA is a facility committed to the pursuit of excellence and perpetual improvement.  Caring for our Veterans is what we love to do.  This leads to every employee’s personal investment in seeing our Veterans receive the highest quality of care.

How do you define quality as a healthcare facility? 

Quality of care is providing appropriate services at the right time and in the right place to maximize health    outcome for patients.
Has the facility received any awards or designations for quality of care?

· Magnet

· Beacon Award

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

· ECF indicators

· Performance Measure/Monitor indicators includes ORYX, EPRP, IPEC, VANOD, NDQI?, VASQIP

· Hospital Wide Committee Monitors

· Division/Service Level measures/monitors

How does your VA Medical Center facility demonstrate and maintain accountability for quality of care?
· Respond timely to ECF plan monitors

· Respond timely to accreditation findings

· Development of improvement teams timely and following action plans to completion

· Ongoing monitoring to maintain accountability

· Respond to VISN suspenses timely and completely

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

a. Chief of Staff
The Chief of Staff by virtue of his training and title is the executive whose primary role is to ensure that the care provided is the highest quality.  

b. Head Nurse

The head nurse is responsible for Critical-Care, Critical Care Medicine, Medical-Surgical Units, Emergency Department, Emergency Medical Services, Nursing Research, Nursing Professional Services, Escort, IV and PICC Teams, Respiratory Therapy, Utilization Management, Medical Center Education, Pharmacy, Food and Nutrition Services, Imaging, Laboratory Services, Audiology, Speech Pathology, Chaplain and Social Work Services
c. Quality Manager
Oversee major accreditation preparation/site visits.  Includes Joint commission, OIG CAP, CARF continuous readiness, Risk Management, Performance Measures/Monitors, Cancer Data Center, Credentialing and Privileging OPPE/FPPE data collection, RCA and HFMEA participation with Patient  Safety Program, Chart Review data collection for VHA and Joint Commission monitors, Performance Improvement Activities (includes annual poster fair, Strategic  Performance, Improvement Forum,  PI support on hospital committees and divisions/services, education on tools, Track and maintain all hospital wide policies (Medical Center Memorandums), and Controlled Substance Program

d. Patient Safety Manager

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.
e. Utilization Management

We use a number of indicators to evaluate the quality of care being provided, including readmission rates, variance data from UM (NUMI) software, time on divert, OMELOS, length of stay, patient satisfaction data, and one-day lengths of stay.
f. Risk Manager

The Risk Managers work under Quality & Performance Service and are facilitators of change by networking within the PVAMC.  Their responsibilities are:
1) Examining multiple risk categories and projects, and reporting how a given risk might have implications for the entire organization.  

2) Collaborating with the Patient Safety Program to assist with focused reviews, root cause analyses, and healthcare mode effect analyses.  

3) Participating in various Medical Center committees that deal with risk, such as Peer Review, Code, and Ethics, is another key component of their role.  

4) Collaborating with interdisciplinary groups when writing hospital-wide policies.
5) Reviewing occurrence screens, including:  Readmits within 10 days, Admits within 3 days of a clinic visit, Returns to surgery, Inpatient deaths, Outpatient deaths, Suicides, Suicide attempts, Patient codes, Morbidity and mortality reports

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

Portland is VA's leading facility for innovation and the use of technology to improve the quality of care. We use technology to ensure quality of care by building decision support tools into our electronic medical record.  Computers allow us to guide our clinicians to make decisions based on the best evidence by displaying it to them at key points in the clinical process.
Which staff members/positions at the facility are responsible for managing and tracking quality of care programs and initiatives?

· Decentralized throughout PVAMC

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

· Nursing Orientation Week trains incoming nurses on the culture, resources available, and high expectations of being a Nurse in a Magnet designated facility.

What innovative qualities of care programs or studies covered by grants are being conducted by this facility?
  Patient Center of Inquiry – From National Patient Safety Office (Med Rec)


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

Portland Center for the Evaluation of Clinical Services’ (PCECS) work on the Cancer Care Platform is a tremendous example of our Facility working to develop “best practices”
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? 

· PCECS (Cancer Platform)

· Nat’l Patient Center of Inquiry (Med Rec)

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

Q&P performance measure/EPRP coordinator facilitates this
How many Full Time Employee (FTE) Registered Nurses, License Practical Nurse is on your staff? Is there sufficient staff to patient ratio?

RN:  640, NP: 61, CNS: 10, LPN: 122
Has there been any turnover with any of these positions? 
FY 12, Qtr. 2 turnover: RN: 2.01%, APN: 1.42%, LPN: .83%


How long have these positions been vacant?
We do not experience extended vacancy rates for nursing positions.
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?
GAO – June 2010:  Prosthetics 

GAO - November 2010:  Long Term Care

GAO - May 2012   Enhanced Use Leases 

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

Long Term Care had no findings to report.
The GAO has not released its findings regarding Enhanced Use Leases as they were here only a few weeks ago.

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


[image: image1.emf]2010 IG CAP  Response.doc


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

N/A 
When was your last Joint Commission Inspection?

October 2010
What were the findings and recommendations?

· Program:  Hospital Accreditation Program
· Program:  Long Term Care Accreditation Program
· Program:  Behavioral Health Program

· Program:  Home Care Program


[image: image2.emf]Joint Commission  Summary 2010.docx


When was your last Commission Accreditation Rehabilitation Facility (CARF) inspection? What were the findings and recommendations?
12/15/2011:

[image: image3.emf]CARF Findings by  Standards.docx


Patient Satisfaction 

What percentage of your budget is dedicated to Patient Satisfaction staffing and programs in FY 2011? FY 2012? Please explain.  

How do you define patient satisfaction as a healthcare facility? 
As an outcome measure of quality, the patients’ perceptions of one or more aspects of healthcare service delivery experienced at the facility.

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

· Patient Advocate Tracking System (PATS) – Director’s Morning Meeting (weekly)

· Survey of Healthcare Experiences of Patients (SHEP) – Patient Satisfaction Committee (quarterly/semi-annually)

· Press Ganey (new)

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

· Patient Advocate Tracking System (PATS) – Director’s Morning Meeting (weekly)

· Survey of Healthcare Experiences of Patients (SHEP) – Patient Satisfaction Committee (quarterly/semi-annually)

· Press Ganey (new)


How are these measurement tools utilized to improve patient satisfaction?
**See Patient Advocate’s Section
Please provide the date and results of the last two Survey of Healthcare Experiences of Patients (SHEP) scores.  

**See Patient Advocate’s Section

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

**See Patient Advocate’s Section

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

Each Service is responsible for implementing a performance improvement project based on the principles of patient centered care or for each project implemented, including specific tactics that promote patient centered care.  
How does VA Central Office, VISN and VA Medical Center facilities demonstrate and maintain accountability for patient satisfaction?

VA Central Office

Office of the Deputy Under Secretary for Health for Operations and Management/Director, National Veteran Service and Advocacy Program (NVSAP)

VISN20

Office of Quality, Safety and Improvement/Veteran Advocacy Coordinator

Portland VA Medical Center

Patient Advocate Office/Patient Centered Care Coordinator

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

Patient Satisfaction Grant Program – General Post Funds are awarded to departments and services for the purpose of enhancing the satisfaction of PVAMC patients and their family and support persons. Projects must tie outcomes to VHA’s Twelve Core Principles of Patient Centered Care.
How many VAMC staff work specifically on patient satisfaction initiatives, and please list their position titles, job duties and responsibilities? 
Patient Satisfaction Committee (24)

Assistant Director, Patient Centered Care
Patient-Centered Medical Home

Patient Centered Care Coordinator

Pharmacy

Veteran (x2)




Nutrition & Food Services

Veteran Spouse




Patient Services

Primary Care (x2)




Patient Advocate

Inpatient & Emergency Medicine (x4)

Facilities Management

Hospital & Specialty Medicine


Housekeeping




Operative Care




Quality & Performance Service

Mental Health & Neurosciences (x2)

Fiscal Service


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

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

*See Above
Quality Manager
What duties and responsibilities do you have as the quality manager for the facility? 

· Oversee major accreditation preparation/site visits.  Includes Joint commission, OIG CAP, CARF continuous readiness.

· Risk Management

· Performance Measures/Monitors

· Cancer Data Center

· Credentialing and Privileging OPPE/FPPE data collection

· RCA and HFMEA participation with Patient  Safety Program

· Chart Review data collection for VHA and Joint Commission monitors

· Performance Improvement Activities (includes annual poster fair, Strategic  Performance Improvement Forum,  PI support on hospital committees and divisions/services, education on tools

· Track and maintain all hospital wide policies (Medical Center Memorandums)

· Controlled Substance Program
How are quality of care indicators and measurements tracked and managed? 
· Ongoing scorecard that is located on Q&P web page

· Monthly review with Director and facility leaders

· Performance Improvement groups to meet measures/indicators

· Hospital Wide Committees report to Hospital Councils and Executive Leadership Board/Executive Quality Board.

· Division/Service Level Quality meetings report to SBU

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

· ECF indicators

· Performance Measure/Monitor indicators includes ORYX, EPRP, IPEC, VANOD, NDQI?, VASQIP

· Hospital Wide Committee Monitors

· Division/Service Level measures/monitors

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

· Respond timely to ECF plan monitors

· Respond timely to accreditation findings

· Development of improvement teams timely and following action plans to completion

· Ongoing monitoring to maintain accountability

· Respond to VISN suspenses timely and completely

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

· All hospital wide committees at PVAMC identified in Governance Structure (MCM 00-53, MCM 00-26, MCM 11-43, MCM 118-02, MCM 00-31, MCM 00-33, MCM 00-36)  

How are you monitoring Quality Assurance within Community Based Outpatient Clinics (CBOCs)?

VA staffed CBOC’s?
a. Joint Commission

b. Outpatient Hedis like performance measures

c. ECF performance monitors/measures

d. Primary Care Operations Leadership meetings

e. Primary Care Quality meetings
Contracted staffed CBOC’s



-Not Applicable to Portland VAMC
How are you monitoring quality assurance with non VA care? 
· Contract COTRS monitor quality plans in contract

· Contract NH care has a Community Nursing Home Over site committee that reports to MSC.

Of these, which quality measures are you responsible for? 

· Non VA care: Q&P not responsible for measures.

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

The Patient Safety Officer is responsible for implementing a patient safety program with the minimum requirements as outlined in the Patient Safety Handbook. Outlined duties include leading or facilitating all RCAs, conducting a Health Care Failure Mode Effect Analysis (HFMEA) for each of the 4 programs we are served under JC standards and facilitating safety activities and safety culture throughout the medical center. I am also responsible for Patient Safety Alerts issued by the National Center of Patient Safety; these run the gamut from medication concerns to defective equipment. Most of my projects require putting together teams that do analysis of near misses/adverse events and making recommendations of process improvement to the Executive Staff.  I am the eyes and ears of the Director for safety issues and the person that staff can turn to for safety concerns.

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

I have a full time patient safety specialist and a nurse that works two days a week. The nurse concentrates on Patient safety education for staff.

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.

Here are some highlights of 2011 initiatives/projects from our annual reports

· HBPC developed electronic fall note that will print automatically in the patient safety office. This has improved identification of fall risk within the HBPC population. 

· Mental Health did a risk/benefit analysis of off-ward privileges for different mental health populations. After a national query and ample research an evidenced based off ward privilege protocol was developed. 

· CLC, through the actions of a RCA, was fortunate to receive Clinical Crew Resource Management (CCRM) training offered by NCPS. The training involves a one year project that CLC designed to improve staff to staff hand off communication.

· Patient Safety redesigned our one hour New Employee Orientation presentation, and presents this interactive education to all new employees.

· Daily reporting to the Executive team of significant events reported through the system has validated for staff the importance of reporting.

· We have revamped our medical event reporting system to better serve the needs of clinical staff. 

· RCA leader training was provided to Quality Management consultants. As they have identified lead on ten RCAs this year as a departmental goal this training should prove invaluable.
Gold Cornerstone Award recognition from the National Center for Patient Safety (NCPS)
What patient safety committees do you have at the VISN and/or VA Medical Facility? Please explain.  

· VISN20 Patient Safety Committee 

· PVAMC Patient safety Committee 

· Safety and Risk Committee

· Suicide Prevention Committee

· Falls Work group

· Reusable Medical Equipment Workgroup

· Construction Safety sub committee

· MRI Safety

· Medication Error Workgroup

· Executive Leadership Board

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

Examples 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.

· 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. 
· Clinical Crew Resource Management. Aimed at front-line nurses in the VA, this program is based on techniques developed in aviation that mitigate error through the effective use of all available resources in operational decision making: information, equipment, and people. Nursing units received training as part of the initial pilot, which included a six-hour learning session and two-hour clinical simulations, using high-fidelity patient simulators. 

· 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.
· 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.

· 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. 

· 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. 

· 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, telehealth, 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, 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? 

· Patient Incident Reporting System: Facility has an incident reporting system that allows any employee in the facility to be able to report, near misses, adverse events, or any safety concerns. This reporting system allows patient safety to respond appropriately and timely to patient safety hazards.  

· Root Cause Analysis are conducted based on SAC scoring and patient safety and leadership decision to review, identify root causes, action plans, and outcome measures. 

· Patient Safety Executive Rounds: This is an opportunity for senior leaders to visit staff in clinical departments to speak with staff about patient safety concerns. This creates an opportunity to increase awareness of safety issues by staff and leaders; make safety high priority, provide staff education, analyze and take action on information supplied by staff, give staff feedback. 

· Protected Peer Review: this is also a quality improvement methodology to review the care of a patient by a peer to identify any training or systems issues that could have contributed to the patient safety issue. 

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

When I am notified of a high risk patient safety issue, depending on the sensitivity of it, I will report it in morning report or discuss it with the Director or one of the other senior staff via phone, email or in person.

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? 

I work closely with quality management department on many safety and quality projects. The risk manager and I meet weekly and speak on the phone a few times a week to review issues and delegate duties. Chief Health Information officer is very responsive when I receive notice of IT problems.

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? 

NCPS shares findings, upon request, 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 it’s implementing regulations.  

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

VISN level sharing occurs with RCA’s lessons learned on a regular basis. Facility level RCA lessons learned are shared with senior leadership as well as appropriate staff members. Patient Safety provides staff education based on RCA lessons learned.
How many staff members work specifically on patient safety initiatives and their position titles, job duties and responsibilities? 

As noted above, we are a department of 2.5.  My specialist assists me with most projects. 

The 0.5 RN focuses on education and participates in one RCA a year.  

However I consider it every employee’s responsibility to be part of the “patient safety team”. I rely very heavily on the cooperation of all staff in doing investigations and making positive changes.

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.) 5705 and it’s implementing regulations. I can tell you various RCA’s have been conducted in our facility and have improved processes in many areas such as medications and falls.  

Patient Aligned Care Team (PACT) Coordinator

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

PVAMC‘s rollout of the PACT Transformation is being led by Primary Care Division (PCD) leadership and its executive team.
How many staff members work specifically on Patient Aligned Care Team (PACT) programs and initiatives and what are their position titles, job duties and responsibilities?  
All PCD staff participates in the transformation (approximately 275 FTE).

· The staff that provides direct clinical care includes physicians, nurse practitioners, registered nurses, clinical associates, clerical associates, Social Workers and administrative assistants. 

· The PCD Administrative department staff includes an Administrative Director, Clinical Director and Director of Nursing. Also administrative assistants, program analysts and administrative officers.

· The Health Promotion Disease Prevention staff is comprised of RN’s, LPN, dieticians, and a psychologist.

·  The Home Telehealth staff is all RN’s.
Who is in charge of the Patient Aligned Care Team (PACT) Steering Committee at this VA Medical Center? 
The PACT Oversight Board. Their composition is the executive leadership team and their executive assistants. 
How often does the Patient Aligned Care Team (PACT) committee meet?
Once a month
Which VA Medical Center staff attends the committee meeting? 
Various PCD staff and other key stakeholders attend the meetings. 
Are representatives from the veterans’ community involved in your Patient Aligned Care Team (PACT) planning process? 
Yes. Multiple veterans have been included in the PACT National Collaborative as well as with the research Demo Lab.

Explain how Patient Aligned Care Team (PACT) was implemented at the facility?  
PCD leadership and other PVAMC stakeholders attended the National VA Summit in Las Vegas in April 2010 where this transformation was launched. They selected a core “PACT Traveling Team” from the Hillsboro CBOC to participate in the subsequent six national PACT Collaboratives where the Core Team learned the foundational concepts (i.e. building blocks) of PACT and the skills they needed to implement PACT (Medical Home) in their home setting in primary care. They also traveled to our other 10 sites of care educating staff, PCD leadership and our Oversight Board on what they had learned.
PCD leaders engaged and empowered their management team to implement PACT in their local clinics. These building blocks they used are:

· A shared vision and goals

· Data driven improvement

· Team-based care

· Communication 

· Regular team huddles & meetings

· Population management

· Panel management

· Self-management support (Health coaching)

· Complex care management

· Chronic disease management 

· Continuity of care

· Coordination of care

· Prompt access to care

· Off hours

· Phone visits

· E-visits

· Group visits

· Visits with nurses and other team members

· Engaged and trained leadership
Patient Satisfaction
Director of Patient Care Services  
What duties and responsibilities do you have as the Director of Patient Care Services for the facility? 

I am responsible for the professional practice of 950 nursing staff at the medical center’s two campuses and eight Community Based Outpatient Clinics.  As Deputy Director, Patient Care Services, I am the executive responsible for Critical-Care, Critical Care Medicine, Medical-Surgical Units, Emergency Department, Emergency Medical Services, Nursing Research, Nursing Professional Services, Escort, IV and PICC Teams, Respiratory Therapy, Utilization Management, Medical Center Education, Pharmacy, Food and Nutrition Services, Imaging, Laboratory Services, Audiology, Speech Pathology, Chaplain and Social Work Services, representing a total of 1100 employees and a budget of $152M.
What were the results of the last Survey of Healthcare Experience of Patient (SHEP) survey? 
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Did the facility improve or decline in any areas since the last Survey of Healthcare Experience of Patient (SHEP) survey? 

See above charts
How are patient satisfaction indicators and measurements tracked and managed? 

· Patient Advocate Tracking System (PATS) – Director’s Morning Meeting (weekly)
· Survey of Healthcare Experiences of Patients (SHEP) – Patient Satisfaction Committee (quarterly/semi-annually)

· Press Ganey – New

Patient Advocate/Patient Centered Care Coordinator
How do you define patient satisfaction as a healthcare facility? 
As an outcome measure of quality, the patients’ perceptions of one or more aspects of healthcare service delivery experienced at the facility.

What duties and responsibilities do you have as the Patient Advocate for the facility?  
· Resolving complaints that cannot be resolved at the point of service level and /or across disciplines.

· Presenting patient issues at various facility meetings and committees.

· Interpreting patient rights and responsibilities.

· Managing the use of the Patient Advocate Tracking System (PATS).

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

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

How are patient satisfaction indicators and measurements tracked and managed? 
· Patient Advocate Tracking System (PATS) – Director’s Morning Meeting (weekly)
· Survey of Healthcare Experiences of Patients (SHEP) – Patient Satisfaction Committee (quarterly/semi-annually)

· Press Ganey – New

Of these, which patient satisfaction measures are you responsible for? 
Patient Advocate Tracking System (PATS)

When was your last patient satisfaction survey? What were the results? How do your results compare with other VAMC’s? 
Survey of Healthcare Experiences of Patients (SHEP) – FY11, Q3&4 (Inpatient)/FY12, Q1 (Outpatient)

What were your previous patient satisfaction scores?
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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? 
Not to our knowledge.

Is your facility working on a “best practices” in patient satisfaction? If so, please explain.  
Each Service is responsible for implementing a performance improvement project based on the principles of patient centered care or for each project implemented, including specific tactics that promote patient centered care. 

How many facility staff members work specifically on patient satisfaction initiatives and please list their position titles, job duties and responsibilities? 
Patient Satisfaction Committee (24)

Assistant Director, Patient Centered Care
Patient-Centered Medical Home

Patient Centered Care Coordinator

Pharmacy

Veteran (x2)




Nutrition & Food Services

Veteran Spouse




Patient Services

Primary Care (x2)




Patient Advocate

Inpatient & Emergency Medicine (x4)

Facilities Management

Hospital & Specialty Medicine


Housekeeping




Operative Care




Quality & Performance Service

Mental Health & Neurosciences (x2)

Fiscal Service


Please explain the initial and ongoing training these patient advocates receives (i.e. type of training and number of days/hours)? 
Society for Healthcare Consumer Advocacy Conference

Please describe programs and initiatives that relate to patient satisfaction?
Patient Satisfaction Grant Program – General Post Funds are awarded to departments and services for the purpose of enhancing the satisfaction of PVAMC patients and their family and support persons. Projects must tie outcomes to VHA’s Twelve Core Principles of Patient Centered Care.

What is the procedure when you receive a patient concern and/or complaint?
Service Recovery (PVAMC MCM No. 00-34)

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

Office of the Deputy Under Secretary for Health for Operations and Management/Director, National Veteran Service and Advocacy Program (NVSAP)

VISN20

Office of Quality, Safety and Improvement/Veteran Advocacy Coordinator

Portland VA Medical Center

Patient Advocate Office/Patient Centered Care Coordinator

What training do Facility Patient Advocates receive? 
Society for Healthcare Consumer Advocacy Conference

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?
Patient Advocate Tracking System (PATS)

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? 
VHA Handbook 1003.4 – VHA Patient Advocacy Program

Do you have any primary care clinics that take longer than the 30 day wait, if so, which ones?
Current measure for which facility is held accountable is 90 percent of patients are seen within seven days – 81.3% (Mar12).

Utilization Management/Risk Manager/Systems Redesign Manager
Utilization Management Coordinator

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

My role is to manage the Utilization Management program, to ensure that staff are hired, trained and perform their roles as reviewers and case managers according to national, VISN, and facility directives and expectations. My role involves coordinating the UM Committee meetings, including preparing the reports, graphs, agendas and minutes. I assure that staff attend the ongoing training and conference calls regarding the operations of the UM program at the National and VISN levels. I assure that UM Case Managers have participated successfully in the Inter-Rater Reliability tests that are required at both National and VISN levels. UM Case Managers get involved in various aspects of discharge planning for patients, such as assisting with a transfer out to another VA closer to their family, or helping to plan a complex transfer in to Portland so they can live or die closer to their family. One UM staff member participates on the Ethics Committee, where she has brought some of our very difficult long-stay patient situations. I also participate on the Complex Discharges Team (CDT), which reports up to the UM Committee as well. In the latter role, the team tries to find the best solution for the Vets. I proposed a new option for homeless Vets to the CDT that the Portland VA has now used successfully 4 times, with a 5th Vet who last week discharged to the program. The CDT plans to evaluate the outcomes of this new program after the 6th Vet participates in that program.

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

I received training from the VISN UM Coordinator soon after taking this role. Since then, there have been many and frequent VISN conferences with training and/or National or VISN phone or live computer training. Each time there has been changes in the criteria sets or in the NUMI software, training has been available and attended. Each reviewer has attended lots of ongoing training.

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

We use a number of indicators to evaluate the quality of care being provided, including readmission rates, variance data from UM (NUMI) software, time on divert, OMELOS, length of stay, patient satisfaction data, and one-day lengths of stay.  Using variance data, we are decreasing the number of variance days in Neurology by increasing the neuro checks performed. In the process of this work, we discovered that the neuro checks themselves were not well-defined, and also needed to take into account sleep times for some patients. These adjustments were made for patient satisfactions, as well as improving overall care. Another example was to decrease the number of patients admitted for bowel preps. None of these will meet criteria. Instead, the clinic coordinators identify whether the Vet will be able to manage the bowel prep at home or not. If not, the patient is admitted instead of automatically admitted.

One thing that we do NOT do (which is commonly done in the private sector) is to manipulate the care in such a way as to get patients to meet the criteria, e.g. adjust IV rates so that the patient meets, make medication adjustments for Psych patients for the sole purpose of meeting criteria, etc.  

Risk Manager

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

The Risk Managers work under Quality & Performance Service and are facilitators of change by networking within the PVAMC.  Their responsibilities are:
Examining multiple risk categories and projects, and reporting how a given risk might have implications for the entire organization.  

Collaborating with the Patient Safety Program to assist with focused reviews, root cause analyses, and healthcare mode effect analyses.  

Participating in various Medical Center committees that deal with risk, such as Peer Review, Code, and Ethics, is another key component of their role.  

Collaborating with interdisciplinary groups when writing hospital-wide policies.

Reviewing occurrence screens such as Readmits within 10 days

Admits within 3 days of a clinic visit, Returns to surgery, Inpatient deaths, Outpatient deaths, Suicides, Suicide attempts, Patient codes, and Morbidity and mortality reports

What training did you receive initially and what ongoing training do you receive for this position? 
Serve as one of the twelve members of the National Risk Management Education and Workforce Development Workgroup they provide recommendations for the development, management, and implementation of activities related to Workforce Development for Risk Management.  Additionally, I attended the Patient Safety Conference, VHA National Infectious Disease Program, and the VISN Quality and Safety Review.
How are measurement tools used to improve quality of care and patient satisfaction?

Risk Management reviews and analyzes morbidity/mortality (M&M) data, Death Reviews, Occurrence data, Protected Peer Reviews, and tort claim events to identify underlying trends.  
Systems Redesign Manager

What job duties and responsibilities do you have to ensure quality of care and patient satisfaction? 
Position not filled
What training did you receive initially and what ongoing training do you receive for this position? 

N/A

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

N/A

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

I am the chief informaticist at the Portland VA which means I am the senior clinician in charge of the clinical use of Information Technology to meet VA mission.  I have a special focus on VA's personal health record known as My HealtheVet.  Portland is VA's leading facility for innovation and the use of technology to improve the quality of care. We use technology to ensure quality of care by building decision support tools into our electronic medical record.  Computers allow us to guide our clinicians  to make decisions based on the best evidence by displaying it to them at key points in the clinical process.  This includes order menus that display best practice guidelines and access to web-based research tools that give our providers access to the latest information on quality and safety.  

The Portland VA has designed first of their kind inventions to improve the quality of care for certain high risk processes including medication reconciliation, management of diabetics, anti-coagulation and the prevention of blood clots.  These tools  have proven so successful that they are being adopted by other VA Medical Centers. We have developed disease specific registries that provide population level data to providers and specific report cards to our patients. We are building more disease registries for conditions like Multiple Sclerosis and Alzheimer's Disease. 

In addition to using technology that  is aimed at helping our providers improve the quality of care, Portland VA is also directing technology at our veterans to improve their satisfaction, make them more informed and more empowered to improve their own health outcomes.  Portland VAMC is the VA leader in the number of veterans using My HealtheVet.  Nationally the % of veterans who are using MHV's Secure Messaging feature is only 5%.  At the Portland VA, the % of veterans using Secure Messaging is 20%.  The Portland VA designed a tool that helps us work with patients to make sure that the doctor knows exactly which medications the patient is taking.  This medication reconciliation tools was the first of its kind in the world to display to veterans pictures of the pills that VA records showed they were taking so veterans could tell us if they were taking them as prescribed or not.   This health care invention is now being incorporated into veteran point of service kiosks that will be deployed nationwide.

Another major effort aimed at improving veteran satisfaction comes from Telehealth clinics that we are implementing to reduce the long distances veterans have to travel in order to see their doctor.  This means we can use cameras to enable a veteran to interact with a doctor who might be hundreds of miles away.  Telehealth clinics are not just limited to a veteran at one VA facility seeing a doctor at another VA facility.  We also deploy cameras into our Veteran’s homes so they can interact with VA providers without even leaving their living room.  

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

We research medical literature and other expert sources to identify the tangible measures of quality care.  We then set up data streams that tell us how well we are doing in achieving the quality outcomes. A good example of this is a chronic disease like diabetes.  With Diabetes, there are a set of quality outcomes such as a blood test called Hemoglobin A1C that is an indicator of good control of blood sugar.  Other quality outcomes for diabetes would be control of cholesterol and periodic screening for kidney or eye damage.  Once the quality outcomes have been identified, we design processes that our staff follow in their work with the veteran to try to achieve the quality goal.  For chronic diseases, the data streams might be the most recent blood test or the presence of important screenings.  For vaccinations, the data stream would indicate how many of our veterans have had the recommended vaccination. We identify measurable outcomes for all of our clinical and administrative processes and we use this data to drive performance improvement.  
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?  

We use these data streams in a variety of ways.  We look at them retrospectively to assess past performance.  We display them concurrently so that a doctor or nurse would be reminded that a veteran just now checking in for an appointment is due for an  important screening or in need of a medication adjustment.  We also use the data streams to look into the future and anticipate when veterans will be in our clinics or hospitals who are in need of an intervention such as a blood test, screening, or modification of the treatment plan.  We are using My HealtheVet and Secure Messaging to make these data streams visible to our veterans so they are just as informed as any other member of the health care team.   

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

We capture quality outcome data in the course of all of our clinical and administrative processes.  We compare ourselves to other VA facilities and to the private sector.  We continuously redesign processes in order to improve our ability to achieve quality outcomes.  For things like patient satisfaction, we conduct regular surveys of inpatients and outpatients.  We compare our scores to other VA facilities and the private sector.  We then design performance improvement initiatives aimed at addressing patient satisfaction issues that were identified in the surveys.  We repeat this cycle regularly to stay on top of current issues and to see if our previous performance improvement initiatives were successful. 
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Directors’ Response to the Office of Inspector General 

Combined Assessment Program Report

OIG Survey Date of:  May 10-14, 2010

Comments and Implementation Plan


QUALITY MANAGEMENT

Recommendation 1.  We recommended that peer review findings are reported to the MSC quarterly, and that peer reviews are either completed within 120 days or extensions are requested timely and granted.

Concur

Target date for completion:  November 30, 2010

Planned Action:    Peer Review Committee Reports have been placed on the Medical Staff Council (MSC) agenda as a re-occurring agenda item to be reported in February, May, August, and November each year.  First and second quarter FY10 reports were presented at MSC May 19, 2010.   Currently we are monitoring all peer review cases to ensure timely extension requests.  Since May 1, 2010, 10 out of 10 (100%) extensions have been requested and granted prior to the 120 day timeframe.  We have created a database that is scheduled to roll out in July 2010.  It will help save time with tracking, creating reports, and will prevent lost documentation.  This will allow staff, service chiefs, and risk managers to review all information in real time.  The system will alert the Risk Manager at each point of completion by other staff and give daily reports of items coming due. This allows more time to request extensions.  It also will create reports by service and/or provider showing the amount of time for each step of the process required to complete each review.  Risk Management will complete 100% review of all extensions requested and granted each month to ensure 100% compliance with the VHA Directive requirement of the 120 day timeframe until November 30, 2010.

Recommendation 2.  We recommended that all designated clinical staff maintain current BLS training and that the local policy is revised to include the actions to be taken when BLS training or certification is not current.

Concur


Target date for completion:    September 30, 2010

Planned Action:  A BLS workgroup will be formed with members from the Medical Professional Service (MPS), Quality & Performance (Q&P), and the Clinical Service areas. This workgroup will develop a standard operating procedure (SOP) which will outline responsibilities of MPS in notifying Service Chiefs & clinical staff of upcoming BLS expiration and the responsibilities of the clinical service areas to ensure staff have BLS recertification.   In addition, local policy will be revised to include what actions will be taken when BLS certifications expire.  The Medical Staff Council will approve the actions to be taken and the policy will be changed to reflect this action by August 31st.  With SOP completion and hospital policy update, expect all BLS certifications to be current by September 30, 2010.

ENVIRONMENT OF CARE

Recommendation 3.  We recommended that hand hygiene practices be consistently monitored in all patient care areas and that data be analyzed for PI.

Concur

Target date for completion:  September 1, 2010

Planned Action:  A multidisciplinary workgroup, including a physician and one executive, will meet in July to create a hand hygiene monitor.  This group will review past monitoring plans and consider best practices when preparing the new plan.  The monitoring plan will be presented to the Executive Leadership Board (ELB) in August for approval and leadership support in making sure participation in the monitoring process is optimal and timely.  The new monitor will be in effect September 1st.  Hospital wide hand hygiene data will be reported to the Executive Quality Board (EQB) monthly starting October, 2010.  Monthly data will be reviewed until the new process is fully implemented and then quarterly data will be added to the Infection Control Committee quarterly reports which will be reviewed by Medical Staff Council (MSC) and EQB on an ongoing basis.

Recommendation 4.  We recommended that all eyewash stations be tested weekly.

Concur


Target date for completion:   September 30, 2010

Planned Action:  As part of our new eyewash directive, VHA Directive 2009-026, eyewash assessments are being completed for the entire medical center. In addition to the eyewash assessments, a spreadsheet will be created to identify locations of all eyewashes in the facility. As rounds are conducted; i.e. quarterly high hazards, weekly executive rounds, monthly operational rounds and semi-annual lab inspections, eyewashes will be continuously assessed to ensure weekly inspections are being completed. Staff are also training during rounds if eyewashes are found not to be in compliance. Data of deficient areas will be collected and added to the Safety and Risk Management Committee quarterly reports which are presented to the Executive Leadership Board (ELB), starting 1st quarter FY11.  In addition, a reminder will be sent out via e-post to remind staff the importance and requirements for completing weekly eyewash inspections.

MRI SAFETY

Recommendation 5.  We recommended that MRI technologists review screening questionnaires, document follow-up on positive responses on the questionnaires, and ensure that non-MRI personnel with periodic access to the MRI area complete safety screening questionnaires.

Concur


Target date for completion:    6/14/10

Planned Action:  All patients and non-MRI personnel entering the MRI suite complete and sign screening questionnaires. MRI technologists review screening questionnaires and initial positive responses. MRI technologists document follow-up on these positive responses, sign, and date questionnaires. Weekly, a sample of questionnaires is being reviewed by the Chief Technologist.  Results of the review are tracked in a spreadsheet.

Recommendation 6.  We recommended that personnel who have access to the MRI area receive the appropriate level of MRI safety training, as required.

Concur


Target date for completion:    12/31/10

Planned Action:  Imaging Service is working with Education Service to develop online (intranet) training modules at two different levels with exams to demonstrate understanding following the modules. The modules will target MRI personnel and non-MRI personnel separately. The non-MRI personnel include Housekeeping employees that service Imaging, Police Service, Code Team, Biomedical Engineering, and all Imaging Service employees. These modules will be complete by December 31, 2010.  


All of these employees have completed third party modules on CD or online, but have not completed an exam. While the internal modules are being developed, an exam will be given to everyone who previously completed the module to confirm understanding of the presented material. The target date for completion of this interim exam is August 20, 2010.

Recommendation 7.  We recommended that a multidisciplinary team conduct a comprehensive risk assessment of the MRI area.

Concur


Target date for completion:       10/15/10

Planned Action:  A comprehensive risk assessment tool is being developed with the following participants: Chief, Imaging Service; Chief Technologist, Imaging Service; MRI Technologist; Chief, Biomedical Engineering; Facility Safety Manager or Safety Specialist; Patient Safety Officer; Housekeeping Supervisor; 
Primary Care or Internal Medicine Physician; Quality and Performance Representative; Radiation Safety Officer; and  a MRI Physicist.  The comprehensive risk assessment of the MRI area will be completed by October, 2010.

PHYCISIAN CREDENTIALING & PRIVILEGING

Recommendation 8.  We recommended that managers consistently document the timeframe for the physicians’ FPPEs and ensure results are reported to the MSC.

Concur


Target date for completion:    July 31, 2010

Planned Action:  A 90 day timeframe will be added to all initial Focused Professional Practice Evaluations (FPPE) and monitored by Quality & Performance (Q&P) to ensure all initial FPPEs have a 90 day timeframe. The initial FPPE’s review will be added to Medical Staff Council’s (MSC’s) agenda.  Medical Professional Services (MPS) will send a list of all newly Credentialed LIP’s to Q&P's FPPE/OPPE staff to track in conjunction with the appropriate services Administration Officer (AO)/designee. This will include the initiation and completion of the initial FPPE’s which will be forwarded to MPS, who will present a FPPE report on all initial FPPE’s to MSC.

MEDICATION MANAGEMENT

Recommendation 9.  We recommended that clinicians take and document appropriate actions when CRD patients’ hemoglobin levels exceed 12g/dL.

Concur


Target date for completion:   June 30, 2010

Planned Action:  

Processes for adjusting dosing of ESAs in CRD patients to maintain hemoglobin levels between 10 to 12 g/dl were reviewed.  On a monthly basis hgb levels and labs relevant to anemia management are checked (such as iron stores and nutritional status).   When levels are higher than 12, the overall clinical scenario is reviewed, including trends in hgb and patient status. (This is done in the general context of overall anemia management).   ESA levels are adjusted with the ultimate attempt to gain a hgb level of 11-12, although with recent data, this target may be closer to 10-12 g/dl. (Occasionally, a hgb level > 12g/dl will not result in a change in ESA – for example when a hgb is already trending downward after prior ESA changes.)  Monthly care conferences are held, at which time anemia management is included in the discussion.  Rationale for changes or no changes is documented in the chart notes on a monthly basis. 


Epoetin & Darbepoetin Use Guidelines were updated, reviewed, and approved by the Pharmacy & Therapeutics Committee on June 17th.  

SUICIDE PREVENTION SAFETY PLANS

Recommendation 10.  We recommended that clinicians develop safety plans for all patients at high risk for suicide

Concur


Target date for completion:   May 30, 2010

Planned Action:  Clinicians will be educated about the importance of developing safety plans with high risk veterans.  In addition, the suicide prevention team has begun doing a weekly check of the flagged "high risk for suicide" patients in May 2010.  They check each patient's chart for a new or revised safety plan.  If one is not completed, they assure that a safety plan is done.  Additionally, the suicide prevention team will start sending quarterly reports about the Suicide prevention program activities, which will include the number for flagged patients without safety plans.  This report will go to the Patient Safety Committee quarterly and will be sent on to the Executive Leadership Board (ELB) for review.  

CONTINUUM OF CARE


Recommendation 11.  We recommended that program managers ensure that patient transfers are consistently reported, monitored, and evaluated in the UM committee.

Concur

Target date of completion:  June 1, 2010

Planned Action:  At the time of the CAP Survey, the decision was made to add review transfers to the Utilization Management (UM) Committee. The UM Charter was amended to add this type of review.  At the 5/26/10 UM Committee Meeting, the charter change was approved, the OIG transfer data findings were discussed for advance directive documentation, as well as the VISN timeliness to transfer data for 2nd Quarter. The transfer reviews will be a standing agenda item on the UM Committee agenda and will be reported on quarterly and annual reports.  This transfer monitor data will be presented at the Executive Quality Board Meeting quarterly.
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QUALITY IMPROVEMENT PLAN

		Company ID Number:  30290

Portland VAMC/Vancouver Division & Rehab and Long Term Care, Comprehensive Rehab Unit

1601 East Fourth Plain Boulevard 

Vancouver, WA 98661



		Survey Number:  62058

Accreditation Decision:  Three-Year Accreditation

Accreditation Expiration Date:  1/31/2015

Survey Date(s):  12/15/2011 through 12/16/2011







		Standard Number for Recommendation



		1.A.4.d.



		1.F.7.a-b.(3)



		1.H.8.d.(2)



		1.H.8.d.(5)



		1.H.8.d.(6)



		1.H.8.d.(7)



		1.H.8.d.(8)



		1.H.8.d.(9)



		1.H.8.d. (12)



		1.H.8.d.(13)



		1.H.9.a-b.(8)



		1.I.4.a.(1)



		1.K.5.a-b.(3)



		1.L.3.c.(1)



		1.A.1.a.(1)



		1.A.1.c.



		2.B.1.c.



		2.B.2



		2.B.4.a-b



		2.B.8.b.



		2.B.29.c.



		2.B.34.a.



		2.B.45.c.



		3.A.2.a.

3.A.2.d.(1)-(2)



		3.A.5.g.

3.A.5.j-l.(1)

3.A.5.l.(3)



		3.A.15.b.(1)-(5) (c)  



		3.A.21.a-d



		3.A.22.
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‘ The Joint Commission 
Portland VA Medical Center 
3710 Southwest US Veterans Hospital Road 
Portland, OR 97239 
Organization Identification Number: 4569 
Program(s) Surveyor(s) and Survey Date(s) 
Hospital Accreditation Kenneth D.Arney, LCSW, MBA, MSW - (10/06 - 
Long Term Care Accreditation 10/06/2010) 
Behavioral Health Care Accreditation (10/04 - 10/05/2010) 
Home Care Accreditation Nancy R.Baker, MBA, MSN - (10/04 - 10/07/2010) 
Hattie L.Courtney, RN - (10/04 - 10/05/2010) 
John E.Eiland, MSN, RN - (10/04 - 10/08/2010) 
Allen L.Humble, FACHE - (10/04 - 10/06/2010) 
(10/07 - 10/08/2010) 
Vincent L.Melton - (10/07 - 10/08/2010) 
Paul R.Ziaya, MD - (10/04 - 10/08/2010) 
Executive Summary 
As a result of the survey conducted on the above date(s), the following survey findings have been identified. Your official report will be posted to your organization’s confidential extranet site. It will contain specific follow- up instructions regarding your survey findings. 
If you have any questions, please do not hesitate td contact your Account Executive. 
Thank you for collaborating with The Joint Commission to improve the safety and quality of care provided to patients. 
Organization Identification Number: 4569 

The Joint Commission 
Summary of Findings 
DIRECT Impact Standards: 
Program: Hospital Accreditation Program 
Standards: EC.02.01.01 EP8,EP9 
EC.02.02.01 EP7 
MM.03.01 .01 EP6,EP7 
NPSG.01.01.01 EP2 
NPSG.03.04.O1 EPI ,EP2 
PC.02.02.03 EPII 
PC.03.01.03 EP8 
Program: Long Term Care Accreditation Program 
Standards: NPSG.03.05.01 EP7 
Program: Home Care Accreditation Program 
Standards: NPSG.15.02.01 EP3 
RC.02.01.01 EP2 
INDIRECT Impact Standards: 
Program: Hospital Accreditation Program 
Standards: EM.02.02.07 EP6 
IC.02.02.01 EP4 
LD.04.01.07 EPI 
LS.02.01.70 EP2 
MS.08.01.01 EPI 
PC.01.02.03 EP5 
RC.02.01.05 EP3 
UP.01 .03.01 EP2 
Program: Long Term Care Accreditation Program 
Standards: EM.03.01.01 EP3 
HR.01.04.01 EP8 
HR.01.06.01 EP6 
HR.02.01.03 EP18 
PC.01.0201 EP13 
P1.02.01.01 EP4 
Organization Identification Number: 4569 

The Joint Commission 
Organization Identification Number: 4569 

The Joint Commission 
Findings 

Chapter: Emergency Management 
Program: Hospital Accreditation 
Standard: EM.02.02.07 
Standard Text: As part of its Emergency Operations Plan, the hospital prepares for how it will manage staff during an emergency. 
Primary Priority Focus Area: Organizational Structure 
Element(s) of Performance: 
6. The Emergency Operations Plan describes how the hospital will manage the family 
support needs of staff (for example, child care, elder care, pet care, communication). “ ‘ 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 6 

Chapter: Environment of Care 
Program: Hospital Accreditation 
Standard: EC.02.01 .01 
Standard Text: The hospital manages safety and security risks. 
Primary Priority Focus Area: Communication 
Element(s) of Performance: 
8. The hospital controls access to and from areas it identifies as security sensitive. 
Scoring Category : 
Score : Insufficient Compliance 
9. The hospital has written procedures to follow in the event of a security incident, 
including an infant or pediatric abduction. 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s):

 EP 8 
EP 9 

Chapter: Environment of Care 
Program: Hospital Accreditation 
Standard: EC.02.02.01 
Standard Text: The hospital manages risks related to hazardous materials and waste. 
Primary Priority Focus Area: Physical Environment 
Element(s) of Performance: 
7. The hospital minimizes risks associated with selecting and using hazardous energy 
sources. / 
Note: Hazardous energy is produced by both ionizing equipment (for example, 
radiation and x-ray equipment) and nonionizing equipment (for example, lasers and 
MRls). 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 7 

Chapter: Infection Prevention and Control 
Program: Hospital Accreditation 
Standard: lC.02.02.01 
Standard Text: The hospital reduces the risk of infections associated with medical equipment, devices, and supplies. 

Primary Priority Focus Area: Infection Control 
Element(s) of Performance: 
4. The hospital implements infection prevention and control activities when doing the 
following: Storing medical equipment, devices, and supplies. 
Scoring Category :c 
Score: Insufficient Compliance 
Observation(s): 
EP 4 

Chapter: Leadership 
Program: Hospital Accreditation 
Standard: LD.04.01 .07 
Standard Text: The hospital has policies and procedures that guide and support patient care, treatment, and services. 
Primary Priority Focus Area: Organizational Structure 
Element(s) of Performance: 
1. Leaders review and approve policies and procedures that guide and support patient 
care, treatment, and services. (See also NR.02.03.01, EP 1; Rl.01 .07.01, EP 1) / “ 
Scoring Category : 
Score: Insufficient Compliance 
Observation(s): 
EP 1 


Chapter: Life Safety 
Program: Hospital Accreditation 

Standard: LS.02.01 .70 
Standard Text: The hospital provides and maintains operating features that conform to fire and smoke prevention requirements. 
Primary Priority Focus Area: Physical Environment 
Element(s) of Performance: 
2. Soiled linen and trash receptacles larger than 32 gallons (including recycling 
containers) are located in a room protected as a hazardous area. (For full text and any ‘ 
exceptions, refer to NFPA 101-2000: 18/19.7.5.5) 
Scoring Category :c 
Score : Partial Compliance 
Observation(s): 
EP 2 


Chapter: Medical Staff 
Program: Hospital Accreditation 
Standard: MS.08.01 .01 
Standard Text: The organized medical staff defines the circumstances requiring monitoring and evaluation of a practitioner’s professional performance. 
Primary Priority Focus Area: Credentialed Practitioners 
Element(s) of Performance: 
1. A period of focused professional practice evaluation is implemented for all initially 4’, 
requested privileges. .‘ 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 1 


Chapter: Medication Management 
Program: Hospital Accreditation 
Standard: MM.03.01 .01 
Standard Text: The hospital safely stores medications. 
Primary Priority Focus Area: Medication Management 
Element(s) of Performance: 
6. The hospital prevents unauthorized individuals from obtaining medications in 
accordance with its policy and law and regulation. 
Scoring Category : 
Score : Insufficient Compliance 
7. All stored medications and the components used in their preparation are labeled 
with the contents, expiration date, and any applicable warnings. 
Scoring Category :c 
Score : Insufficient Compliance 
Observation(s): 
EP 6 
EP 7 


Chapter: National Patient Safety Goals 
Program: Hospital Accreditation 
Standard: NPSG.01 .01.01 
Standard Text: Use at least two patient identifiers when providing care, treatment, and services. 
Primary Priority Focus Area: Patient Safety 
Element(s) of Performance: 
2. Label containers used for blood and other specimens in the presence of the patient. 
(See also NPSG.01.03.O1, EP 1) 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 2 


Chapter: National Patient Safety Goals 
Program: Hospital Accreditation 
Standard: NPSG.03.04.01 
Standard Text: Label all medications, medication containers, and other solutions on and off the sterile field in perioperative and other procedural settings. 
Note: Medication containers include syringes, medicine cups, and basins. 
Primary Priority Focus Area: Patient Safety 
Element(s) of Performance: 
1. In perioperative and other procedural settings both on and off the sterile field, label 
medications and solutions that are not immediately administered. This applies even if 
there is only one medication being used. 
Note: An immediately administered medication is one that an authorized staff member 
prepares or obtains, takes directly to a patient, and administers to that patient without 
any break in the process. Refer to NPSG.03.04.01, EP 5, for information on timing of 
labeling. 
Scoring Category : 
Score : Insufficient Compliance 
2. In perioperative and other procedural settings both on and off the sterile field, 
labeling occurs when any medication or solution is transferred from the original 
packaging to another container. 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP I 


Chapter: National Patient Safety Goals 
Program: Hospital Accreditation 
Standard: UP.0I .03.01 
Standard Text: A time-out is performed before the procedure. 
Primary Priority Focus Area: Patient Safety 
Element(s) of Performance: 
2. The time-out has the following characteristics: 
- It is standardized, as defined by the hospital. 
- It is initiated by a designated member of the team. 
- It involves the immediate members of the procedure team, including the individual 
performing the procedure, the anesthesia providers, the circulating nurse, the 
operating room technician, and other active participants who will be participating in the 
procedure from the beginning. 
Scoring Category : 
Score: Insufficient Compliance 
Observation(s): 
EP 2 


Chapter: Provision of Care, Treatment, and Services 

Program: Hospital Accreditation 
Standard: PC.01 .02.03 
Standard Text: The hospital assesses and reassesses the patient and his or her condition according to defined time frames. 
Primary Priority Focus Area: Assessment and Care/Services 
Element(s) of Performance: 
5. For a medical history and physical examination that was completed within 30 days /\ 
prior to registration or inpatient admission, an update documenting any changes in the 1’ 
patient’s condition is completed within 24 hours after registration or inpatient 
admission, but prior to surgery or a procedure requiring anesthesia services. (See also 
MS.03.01 .01, EP 8; RC.02.01 .03, EP 3) 
Scoring Category :c 
Score : Insufficient Compliance 
Observation(s): 
EP 5 


Chapter: Provision of Care, Treatment, and Services 
Program: Hospital Accreditation 
Standard: PC.02.02.03 
Standard Text: The hospital makes food and nutrition products available to its patients. 
Primary Priority Focus Area: Patient Safety 

Element(s) of Performance: 
11. The hospital stores food and nutrition products, including those brought in by 
patients or their families, using proper sanitation, temperature, light, moisture, / ‘ 
ventilation, and security. 
Scoring Category :c 
Score : Insufficient Compliance 
Observation(s): 
EP 11 


Chapter: Provision of Care, Treatment, and Services 
Program: Hospital Accreditation 
Standard: PC.03.01 .03 
Standard Text: The hospital provides the patient with care before initiating operative or other high- risk procedures, including those that require the administration of moderate or 
deep sedation or anesthesia. 
Primary Priority Focus Area: Assessment and Care/Services 
Element(s) of Performance: 
8. The hospital reevaluates the patient immediately before administering moderate or 
deep sedation or anesthesia. (See also RC.02.01 .01, EP 2) j 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 8 

Chapter: Record of Care, Treatment, and Services

Program: Hospital Accreditation 
Standard: RC.02.01 .05 
Standard Text: For hospitals that do not use accreditation for deemed status purposes: The medical record contains documentation of the use of restraint and/or seclusion. 
Primary Priority Focus Area: Information Management 
Element(s) of Performance: 
3. For hospitals that do not use accreditation for deemed status purposes: The hospital /\ 
documents the use of restraint and/or seclusion for behavioral health purposes in the ‘ 
medical record, including the following: 
- Each episode of restraint and/or seclusion 
- The circumstances that led to the use of restraint and/or seclusion 
- Consideration or failure of nonphysical interventions 
- The rationale for the type of physical intervention used 
- Written orders for the use of restraint and/or seclusion (See also PC.03.03.13, EP5 1- 
3) 
- Each verbal order received from a licensed independent practitioner (See also 
PC.03.03.17, EP 1) 
- Each in-person evaluation and reevaluation of the patient 
- Each 15-minute assessment of the patient’s status (See also PC.03.03.07, EP 5) 
- Continuous monitoring of the patient (See also PC.03.03.25, EP5 1 and 2) 
- Any preexisting medical conditions or any physical disabilities that would place the 
patient at greater risk during restraint and/or seclusion 
- Any history of sexual or physical abuse that would place the patient at greater 
psychological risk during restraint and/or seclusion 
- That the patient and/or the patient’s family was informed of the hospital’s policy on 
the use of behavioral restraint and/or seclusion 
- That the patient’s family was notified of the use of restraint and/or seclusion 
- Behavior criteria for discontinuing restraint and/or seclusion 
- That the patient was informed of the behavior criteria he or she needed to meet in 
order for restraint and/or seclusion to be discontinued 
- Assistance provided to the patient to help him or her meet the behavior criteria for 
discontinuing the use of restraint and/or seclusion 
- Debriefing the patient with staff following an episode of restraint and/or seclusion 
(See also PC.03.03.29, EP 1) 
- Any injuries the patient sustained and the treatment for these injuries 
- The patient’s death, should this occur while the patient is under the care of the 
hospital 
Scoring Category :c 
Score: Partial Compliance 
Observation(s): 
EP 3 


Chapter: Emergency Management 
Program: Long Term Care Accreditation 
Standard: EM.03.01 .01 
Standard Text: The organization evaluates the effectiveness of its emergency management planning activities. 
Primary Priority Focus Area: Quality Improvement Expertise/Activities 
Element(s) of Performance: 
3. The organization conducts an annual review of its inventory. The findings of this 
review are documented. 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 3 

Chapter: Human Resources 
Program: Long Term Care Accreditation 
Standard: HR.01 .04.0 1 
Standard Text: The organization provides orientation to staff. 
Primary Priority Focus Area: Orientation & Training 
Element(s) of Performance: 
8. Based on their responsibilities, staff are oriented about psychotropic medications, 
including the following: 
- The need for a medication in relation to the resident’s documented diagnosis and 
condition 
- The potential for drug-drug and drug-food interactions 
- Effects and adverse reactions to psychotropic medications 
- The use of a medication for an appropriate duration 
- Optimal dosages 
- Frequent monitoring of the medication’s effectiveness 
- Nonmedication interventions and alternatives developed through interdisciplinary 
team assessment 
- Reduction and discontinuation of a medication 
Scoring Category :c 
Score : Partial Compliance 
Observation(s): 
EP8 

Chapter: Human Resources 
Program: Long Term Care Accreditation 
Standard: HR.01 .06.01 
Standard Text: Staff are competent to perform their responsibilities. 
Primary Priority Focus Area: Orientation & Training 
Element(s) of Performance: 
6. Staff competence is assessed and documented once every three years, or more 
frequently as required by organization policy or in accordance with law and regulation. ‘ 
Scoring Category :c 
Score : Insufficient Compliance 
Observation(s): 
EP 6 

Chapter: Human Resources 
Program: Long Term Care Accreditation 
Standard: HR.02.01 .03 
Standard Text: The organization grants initial, renewed, or revised clinical privileges to individuals who are permitted by law and the organization to practice independently. 
Primary Priority Focus Area: Credentialed Practitioners 
The Joint Commission 
Findings 
Element(s) of Performance: 
18. Before granting initial, renewed, or revised clinical privileges to a licensed 
independent practitioner, the medical director evaluates whether the requested clinical 
privileges are consistent with the site-specific care, treatment, and services provided 
by the organization. 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): EP 18 


Chapter: National Patient Safety Goals 
Program: Long Term Care Accreditation 
Standard: NPSG.03.05.01 
Standard Text: Reduce the likelihood of resident harm associated with the use of anticoagulant therapy. 
Note: This requirement applies only to organizations that provide anticoagulant therapy and/or long-term anticoagulation prophylaxis (for example, atrial fibrillation) where the clinical expectation is that the resident’s laboratory values for coagulation will remain outside normal values. This requirement does not apply to routine situations in which short-term prophylactic anticoagulation is used for venous thrombo-embolism prevention (for example, related to procedures or hospitalization) and the clinical expectation is that the resident’s laboratory values for coagulation will remain within, or close to, normal values. 
Primary Priority Focus Area: Patient Safety 
Element(s) of Performance: 
7. Provide education regarding anticoagulant therapy to prescribers, staff, residents, 
and families. Resident/family education includes the following: / “ 
- The importance of follow-up monitoring 
- Compliance 
- Drug-food interactions 
- The potential for adverse drug reactions and interactions 
Scoring Category :c 
Score: Partial Compliance 
Observation(s): 
EP 7 


Chapter: Performance Improvement 
Program: Long Term Care Accreditation 
Standard: P1.02.01.01 
Standard Text: The organization compiles and analyzes data. 
Primary Priority Focus Area: Quality Improvement Expertise/Activities 
Element(s) of Performance: 
4. The organization analyzes and compares internal data over time to identify levels of 
performance, patterns, trends, and variations. / “. 
Scoring Category : 
Score : Insufficient Compliance 
Observation(s): 
EP 4 


Chapter: Provision of Care, Treatment, and Services 
Program: Long Term Care Accreditation 
Standard: PC.01 .02.01 
Standard Text: The organization assesses and reassesses its residents. 
Primary Priority Focus Area: Assessment and Care/Services 
The Joint Commission 
Findings 
Element(s) of Performance: 
13. The organization defines, in writing, the information to be gathered during the initial 
assessment(s), including the following: 
- The resident’s current diagnosis, pertinent history, medication history (including 
allergies and sensitivities), current medication, and current treatments 
- The resident’s physical and neuropsychiatric status 
- The resident’s communication status 
- The resident’s functional status 
- The resident’s rehabilitation status, potential, and needs 
- The resident’s nutritional and hydration status 
- The resident’s oral health status, including the condition of the oral cavity, teeth, and 
tooth-supporting structures; the presence or absence of natural teeth or dentures; and 
the ability to function with or without natural teeth or dentures 
- The resident’s pain status, including recent pain history, origin, location, severity, 
alleviating, and exacerbating factors; current treatment for pain; and response to 
treatment 
- The resident’s psychosocial and spiritual needs 
- The resident’s cultural and ethnic factors that can influence care, treatment, and 
services 
- The resident’s personal preferences regarding schedules, activities, and grooming 
- For the dying resident, the social, spiritual, and cultural variables that influence both 
the residents and family’s perceptions and experience of the process of dying 
Scoring Category :A 
Score : Insufficient Compliance 
Observation(s): 
EP 13 

Chapter: National Patient Safety Goals 
Program: Home Care Accreditation 
Standard: NPSG.15.02.01 
Standard Text: Identify risks associated with home oxygen therapy such as home fires. 
Primary Priority Focus Area: Assessment and Care/Services 
Element(s) of Performance: 
3. Assess the patient’s level of comprehension of and compliance with identified risks 
and suggested interventions. 
Scoring Category :C 
Score: Partial Compliance 
Observation(s): 
EP3 


Chapter: Record of Care, Treatment, and Services 
Program: Home Care Accreditation 
Standard: RC.02.01.01 
Standard Text: The patient record contains information that reflects the patient’s care, treatment, or services. 
Primary Priority Focus Area: Medication Management 

Element(s) of Performance: 
2. The patient record contains the following clinical information: 
- Any medications administered, including dose 
- Any activity restrictions 
- Any changes in the patient’s condition 
- Any summaries of the patient’s care, treatment, or services furnished to the patient’s 
physician or licensed independent practitioner(s) 
- The patient’s medical history 
- Any allergies or sensitivities 
- Any adverse drug reactions 
- The patient’s functional status 
- Any diet information or any dietary restrictions 
- Diagnostic and therapeutic tests, procedures, and treatments, and their results 
- Any specific notes on care, treatment, or services 
- The patient’s response to care, treatment, or services 
- Any assessments relevant to care, treatment, or services 
- Physician orders 
- Any information required by organization policy, in accordance with law and 
regulation 
- The current medication list, including dose, frequency, and route of administration for 
prescription and nonprescription medications, herbal products, and home remedies 
that relate to the patient’s care, treatment, or services 
- The plan of care 
- For DMEPOS suppliers serving Medicare beneficiaries: The DMEPOS prescription, 
any certificates of medical necessity (CMN), and pertinent documentation from the 
beneficiary’s prescribing physician. 
(See also PC.O1.02.O1, EP 1; PC.O1.03.01, EPs 1 and 23) 
Scoring Category :c 
Score : Partial Compliance 
Observation(s): 
EP 2 



