National Partnership Council Meeting

North Chicago, IL

July 8-9, 2009

The morning began with a presentation by CAPT T. E. McGue, MC, USN, CO NHCGL and Mr. Patrick Sullivan, FACHE, Director NCVAMC.  Mr. Sullivan discussed the factors driving the integration, their vision and mission.  He discussed the three phases of the project, the Sharing Relationship, the Network relationship and the Federal Health Care Center.  Phase 3 is scheduled to be completed in the Fall of 2010.  As part of the governance of the new system there will be an Advisory Board to advise on mission, vision, policy, strategic direction, resources and to monitor performance.  There will be a Stakeholders Advisory Council to offer input to the Advisory Board as well.  This Council will consist of representatives from Veterans Service Organizations, TRICARE Regional Office, Navy Line Representation, Community Representatives, Rosalind Franklin University of Medicine and Science, Other VA/Federal System Directors, Managed Care Support Contractor, Network/VISN Representatives and a Congressional Liaison/Representative. This is for stakeholder’s council is for external customers which are why the unions are not part of it.

The result will be total integration, one single department, some VA civilian’s maybe working for uniformed personnel and uniformed working for civilian personnel.  There are some wrinkles, for example, discipline for uniform members cannot be delegated.  There will be a single budget but appropriate reconciliation behind the scenes.  The DOD people will be coming into the VA personnel system.  

Susan asked if there would be an issue with combining the medical records.  The plan is to combine ALTA and VISTA, ALTA on recruit side i.e. operational readiness, specialty clinics will use VISTA.  The goal is to integrate so if data is entered into VISTA it will pull up both ALTA and VISTA records.

There is a need for legislation in four primary areas, transfer of property, transfer of personnel, establishment of treasury fund and collection authority and health care eligibility.  The goal is to get these passed as part of next year’s Defense Authorization Act.

Mr. Sullivan also discussed the ways in which the information about this merger has been communicated to employees including newsletters, all hands meetings (on the Navy side) and all staff meetings (on the VA side).

The NPC members had a number of questions.  There will be no charge for parking in the new garage.  The VA has been working on a program to provide VA benefits upon discharge with one physical and one decision.  VA would do the physical and provide the information to DOD.  Mr. Sullivan clarified that the NCVAMC was not involved in the pilot VBA program which had one physical and one rating upon discharge.  The reaction of the vets has been very positive.  There are still two facilities but as integration nears, the two are working together more closely.  The one negative is regarding beneficiaries being treated at the VA require a co-pay.  There is some anxiety on the part of the staff.  People appear to be most concerned about what their job/boss/pay will be in 2010.  All the cultural differences are being examined and we are trying to bring the best of both.  

Navy allows more latitude in scope of practice than the VA.  For those that have licenses in states that allow independent practices that will continue. If the state in which the employee is licensed does not allow, it will be under “scope of practice”.  We think this compromise is the best in case they need to be deployed

At any time 10% of the Navy staff is deployed.  For example the exercise, Navy personnel have to stay in shape in case they are deployed.  If people are deployed and it causes a shortage the Navy will contract or use reservists.  Deployments will continue to be a fact of life in the military

The Title 5 DOD employees will be brought over as Title 38 at an improved salary.

All the nurses and hybrids will be boarded, the pay and leave systems are better in the VA.  There have been multiple meetings to explain the differences and that has allayed some of the concerns.
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Tour from 10:15 until lunch, looking at medical, surgical, inpatient ward, radiology.

Daily Plan from Beth King, RN, BSN, MA, CCM of the VA National Center for Patient Safety

Ms. King reviewed the program.  The information given to the patient is drawn from VISTA to allow the patient to know what to expect each day.  It is included with a patient in an opaque folder or envelope with explanatory information for the patient.

The plan was piloted at six sites for two weeks at each site for inpatients only.  Patient and family responses seemed to regard the information favorably and find it helpful.  Additionally, 35% of the nurses reported the Daily Plan corrected an error of omission and 21% reported a potential error of commission.

Over half the nurses polled reported the Daily Plan activities as taking less than 10 minutes a day per patient.

Much of the questions focused on the small sample size and concern that it was not statistically significant.  Another area of concern was the time reported to complete the Daily Plan activities.  Irma pointed out that the time spent going over the information with the patient is different than the time spent every day on patient education and that this is an additional duty which she did not believe was de minimus.  If 25% of the nurses were spending 11-20 minutes with each patient that could be almost an additional hour of work.  Ms. King indicated that the labor issues should be discussed with Doug Katcher.

Two primary issues were discussed.  The first issue is whether or not it is negotiable.  The majority of NPC members believe that the impact is greater than de minimus.  The second issue is whether the program should be endorsed.  Irma indicated that she did not believe that the NPC should endorse in its current form as the sample was not statistically significant and it would have to be standardized and the program fleshed out before she would recommend endorsing it.  After discussion among the NPC members, Irma volunteered to prepare a letter to Ms. King outlining the concerns the NPC has with further implementation, indicating that they don’t disagree in concept but think the program needs to be fleshed out and reminding the presenters that a presentation to the NPC doesn’t take away the need to bargain if appropriate.
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NCA Update, Lindee Lennox, Associate Director, NCA

Lindee began by informing the NPC that Mr. Muro had been appointed Acting Under Secretary so she would be the permanent NPC representative.  Lindee told the Council that NCA had opened Alabama Nat’l cemetery in June and Bakersfield in July and they were still developing Washington Crossing in Philly which they expected to be completed by the end of the year.

NCA has taken the notice of death information from VBA and are working in partnership with them.  As the process continues, more and more notices are coming in and this may require that that we reevaluate the staffing.  We have 12 new FTEE and may need more.  When someone dies we want to capture that in VA systems.  This is critical if they are getting any VA benefits because we want to stop those benefits and let survivors know what they may be entitled to them for example the widow is entitled to check for month of the veteran’s death.  We are trying to make sure this is done timely.  VBA is trying to get benefits paid to those who need.  For us taking this on, it is helpful to them, and we have a system for this data input.  The info comes from us.  We used to give to VBA, now we keep it and input.  The data input is happening in St. Louis; we just stood it up in the same building as our training center.  

We have been planning a national centralized scheduling center, possibly by the end of the year we will be scheduling all burials out of that center.  This helps us and the client as it is always a consistent message.  We have an 800 number and strict time frames.  We are also staffing more people to do this.  No impact at cemetery level, it is freeing up staff at the cemetery to do interact with our customers more at the cemetery.

The Council had some questions, MJ wanted to know if the NCA could identify any best practices regarding the hiring of veterans.  The NCA has the highest percentage of veteran employees in the federal government.  Bill Wetmore asked Lindee to look into safety, accidents, return to work, what kind of injuries are occurring, disappeared and trends in this area Lindee agreed to gather data and discuss at the next meeting.  

MJ asked about the efficiency over the last 6 years and how it ties into rewarding employees in the field.  Lindee stated from my prior position, it is very production oriented and linked to performance and numbers.  Each supervisor has the same performance measures and it links to our strategic plan.  Because it is objective it is easy to identify meet, exceed and so on.  The performance award is linked to that, up to 1% for fully, 1-2.5% then up to 4% for the next tier.

VBA Update, Michael Walcoff, Deputy Under Secretary for Benefits

Mike began by talking about the numbers. There has been a lot of publicity about a 1 million backlog claim, from an article done by American Legion.  The way that they measure claims includes appeals, education claims and so on, but use the timeliness information from the type of claim that takes the longest to complete.  Some claims take only nine days to complete. 

Ratings claims are our core work.  Not to say other is not important but we will put the priority to getting someone on the rolls vs. adding a dependant to someone already on the rolls.  There are currently 407,000 rating claims.  That is a current count.  Work comes in and goes out.  We get 5000 claims a day and at the end of the day those claims will be considered part of our backlog.  We have to give a certain amount of time for completion before it should realistically be counted as a backlog claim.  A claim is considered to be part of the backlog the day after it comes in.  We take 157days but should take about 125 days.  If it is pending over 125 days I think that is a backlog.  We have about _____over 125 days

We average 80,000 claims per month.  Despite that record production out inventory has gone up because our receipts are up 15 %.  2 years ago the increase was 4%, last year it was 6% this year it is15%.  There is no way we could have anticipated this increase.  We believe the dramatic increase because of outreach (like benefits delivery at discharge).  The answer is not to cut back on outreach, we are proud of that.  The economy has an impact as well.  The original pension work has an income limit, if the veteran loses their job, the benefits go up.  

Washington Post wanted to do a story on the Congressional hearing but didn’t talk to Mike about it; they just went from the written record of his testimony.  The spin on the story was two veterans talking about how hard it is to work through the VA system, VSOs saying there is a one million claim backlog, my comments and ending with the VSOs saying the VBA is hiding behind semantics.  The fact is that you cannot plan for a 15% increase and the VBA employees cannot keep up.

Several folks from the North Chicago RO asked why the VBA couldn’t get their side of the story out.  We can do a better job but I am not sure there is a market for that story.  It is not a management issue, it is a VA issue.  These stories are a reflection on the VA employees.  The impact the VBA employees can make is to come in every day and do their job to the best of their ability.

In Little Rock we asked a contractor to look at our system and offer recommendations to improve the claims production process. Some recommendations were based on Lean Six Sigma which we are planning to test in Little Rock.  If successful, we will expand these processes.  There are 5 people that touch a claim, each team, triage, then to predetermination then to rating team then to post determination (input and authorize). Under the recommended model, these employees would all work in one area to avoid moving the claim around

This new method takes all the people together.  The team owns the claim and it doesn’t move around.  This is a repeat of what we called the unit concept.  Not really new but updated.  If it can make us more efficient, along with the new employees we are all for it.

We got money to hire temporary employees.  This was not the ideal solution to our staffing needs.  We spend time training the employees and then they have to be off the rolls in 14 months.  One way to utilize these temporary employees is putting them on the less complex tasks.  They will help us in attacking, not the backlog per se, but other areas.

GI Bill is scheduled to begin in 23 days. August 1 will come and payments will go out.  It will be labor intensive and we have hired a bunch of employees.  Processing the claims manually is not ideal but the IT and other issues left us no real alternative.  When the bill passed we had 11 months to implement.  We asked IT to build a system to support the new programs, but they were not able to do so.   Secretary Peake tried to get private company to complete the work but there was only one bid and that company would not guarantee that it would deliver on time.  VBA decided that there would not be an automated system by August 1st.  Our back-up plan was to process the claims manually and that is what will happen August 1.  It will be very labor intensive despite some of the shortcuts we have developed.  There is some controversy about implementation especially in CA.  The bill requires the VBA to pay highest in-state tuition but residents of California don’t pay instate tuition.  CA has threatened to pass legislation dealing with this issue but we are fighting this because the deadline is so close.  There will probably be a change eventually but not by August 1st.

We are starting to see the fruits of our hiring but it is discouraging for the employees to work that hard and still seeing the work come in and piling up.  The appropriations committee is looking at hiring more people but we are just about out of space.  In Columbia we have people in three different locations; however, if we get authorization to hire more people, we will find the space.

We measure production by employee and number of cases produced but this treats trainee the same as journeyman employee.  This means the numbers go down.  Also, a rating case is only one of the end products, there also appeals, phones (8 million a year), personal interviews, public contact work.  When you look at number of employees and measure only one slice of the work they do the ratio is skewed.

 As far as going paperless, we are moving forward.   There are issues with one of the contractors but paperless is still the answer to a lot of our problems.  We still think this will be accomplished by 2012.  The current platform is not robust enough to handle new info.  Rather than just automating the old way of doing the same thing, we need to update the way we do things as well.

NPC Discussion

LMR Awards.  We talked about presenting the award sometime around Labor Day as a goal.  We need to do a better job on how the applications should be completed.  People are nominating themselves or for things that are in the distance past.  We need to provide some advice on what will be a successful nomination.  However, if it doesn’t meet our qualifications we can just set it aside.  There were some questions about what the current application looked like.  Walt, Bill, Veronica and Rich will go through the application and make suggestions as to what can be changed.  Walt would like to get the awards process done in between meetings, sub-committee needs to make their recommendations by the next conference call so we can discuss.   Each union will send all the dates their NPC representatives are available to do LMR awards in Nov, Dec and Jan.  Leslie will coordinate those dates with the Secretary’s office.

Next Meeting.  Depending on the location, Mike will see if an RO is available.  He suggested Denver even though it is a long drive from the RO to the MC.  The next meeting will be the week of September 28th and will be a three day meeting.  There was a discussion of why the group had agreed to alternate two and three day meetings, and decided if there are not enough agenda items they could cut it short.  The purpose of the three day was to tour all three facilities.  Mike will check into Denver and San Diego as a backup.  Other suggestions were St. Louis to see the Canteen Headquarters and the NCA training facility.

Letter on Patient Safety Reporting System

The group reviewed the letter MJ prepared on the Safety Reporting system.  The changes are incorporated into the attached document.
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Presentation to SMC (Senior Management Council)

· Mr. Gould requested a presentation to the SMC about what partnership does which we have not acted on.  Alma pointed out that we have not received an answer to our request about National Safety training in January.  The comment was not intended to mean we were not going to respond to his request until he answered ours, but merely pointing out that our concerns in this area had not been addressed.   Mike to email request for an update. Alice indicated that UAN was not satisfied with response to inclusion of unions in qualification standards training.  Alma and Walt will work out the presentation of the Strategic Plan to the SMC.  There are gaps in the strategic plan which we planned to fill in once the EO was signed.  The presentation is the broad stroke view but not titled Strategic Plan.  We still need to do this.  We also need to discuss the NPC participation in TTF.

Letter on Partnership
The draft letter should be used as background for when the Secretary drafts a letter it won’t look like this letter.  Just to make clear that our letter won’t look like the final version.  We will present Draft of Partnership letter to Secretary to use as background for his staff to develop their letter once the EO is signed.

VHA Management Participation in NPC

VBA has three members and usually two are here, NCA id always represented and though Roselle is always here sometimes she is the sole VHA representative.  Mike would like to talk with Dr. Cross to prevent elevating this to the Secretary and give VHA leadership an opportunity to address first.  The current people are Bruce Triplett, and Joe Williams.  Perhaps there should be someone from the field level staff.  That should be Vivieca (who has been coming for Joe).  Attending by a conference call does not meet the intent of the NPC.  Mgt has 1 NCA, 1 LMR, 1 GC, 3 VBA and 4 VHA.  It’s not the person assigned but their position in the organization so they can give answers not just take messages back.

Transition Task Force (TTF)

What is the status of the TTF?  Chris sat in the call but no one acknowledged the unions were invited or were on the call at all or attempt to bring the union participants up to speed on the process.  We were invited to participate after a call with Julie Anderson.  Walt will follow-up with Julie and get back to NPC next call or sooner to address the union concerns about their participation.

DFAS

The unions were offered the opportunity to attend the training and then we were told there are not funds to do this.  There were issues in Martinsburg about people not being paid and there was no convenience check or process for offering a convenience check. The union needs to attend the training so they can get a consistent message and know what the training encompasses.  They believe they only need one or two days, not entire training, basically how to fix pay problems.  With DFAS there is a hard and fast deadline and supervisors have not held the appropriate people responsible and this impacts the pay of the employees.  The training for the unions will assist in letting us know what should happen so we can track down errors and get them corrected.  Walt wondered if going to the training fix the issue?  Maybe something a little more focused.  The union partners wanted to know the following:

· How do the employees get paid when there is an administrative error?  

· If the COB Monday deadline is not met and it is not employees fault what is the regulation?

· When a mistake is made how can we get the employee paid?

· There are very specific questions that we need answered.  Can we submit a list of questions to DFAS and request the answer?

· Need to know the steps the local office needs to go through to get the check issued but also need to know other things.

Nursing Services Update, Rosell Knight, Clinical Executive
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The last time 36/40 was mentioned there were issues that prevented stations from implementing.  Nursing Svc and Worklife benefits sent letter to GC to answer some of the issues.  Response was that we will need legislative action for individuals to work a tour on a Sat that crosses over into a new pay period on Sunday.  Also, there are DFAS issues with the 3 twelve hour tours. Until the DFAS conversion is complete, that issue will not be resolved.  Do NOT do work around because it creates more problems and issues.  These are the parameters, the flexibility is limited.  Person can only work 3 12s per week and cannot work the Sat into Sunday over a pay period.  MJ was concerned that the working over is ok in patient handoff but not ok with AWS legislation and it seems like an excuse.  Rosell responded that handoff requires MOU for comp time taken/comp time earned for a tour that starts the next day and required for Joint Commission.  The employees are given comp time for the 30 minute handoff but a scheduled tour of duty is different.  

Staffing Methodology Project, Phase 1 has been completed (5 VISNs).  The task force is in the process of writing up the findings.  Purpose was to address the functionality and training of the tools.  Also developing draft directive on the staffing methodology.  It will be sent to the unions.  Live meetings are the training method, if we stay on schedule we will roll out

There has been some confusion about the awards Hybrid T-38 can receive when they have been certified.  The regulations state that RNs and RNA under 7452 and 5017 Part 5 Paragraph 8B can receive a cash award (up to $2000) upon initial certification but not on recertification.  However, employees cannot receive this award if the certification is a requirement of their job.  RN and RNA can be given a special cash award in addition to the $2000.  LPNs are not entitled to a special contribution award for certification but may be eligible for special contribution in recognition of act, service or achievement that benefits the VA but not just for the certification. They may also be eligible for a special advancement for achievement

The let’s get certified campaign ended June 30, this year there is no money for the awards but we are recommending for next year.  Increase in number of certified staff is a step in the magnet process, the development award was effective in increasing nurses and direct care nurses.  One of the things we did was talk to the boards and a lot of the boards gave discounts, there are new coupons from the various boards, a number of stations set up prep courses for their staff.  Under the achievement award, they will get a plaque and a wall of honor recognizing by name the certified nurses.

Goal level are as follows, 25% certified and 25 direct care is Gold, 25% direct care is Silver and 25% overall is Bronze level.  Cathy Rick will travel and award the plaques.

Legislation required to correct the 36/40, office of Worklife Benefits are involved in g
getting the legislation through, will take at least a year.

· MaryAnn Cardinelli of NCVAMC was introduced and discussed what is going on in N. Chicago.  She works closely with INA.  They used to meet monthly but there were not enough issues so now they meet every other month.  She stated that communication is key and without the proper fact, the wrong information goes out.  The employees know what to expect with the merger.  If legislation doesn’t go thru they will still be working side by side with the Navy nurses.  DOD nurses will become T-38.  Ms. Cardinelli has good working relationship with Navy Nurse Exec Capt. Michael so we have strategic planning for our organization.  Nurses from DOD are part of our committees and working with Strategic plan to develop our nurses.  All directors have to write SOPs for the merger and we are planning to get a committee of senior navy and VA nurses to write the SOPs.  VA wants to meet with DOD nurses to go through the board process so they can get their paperwork and understand the process.  There will be 30 or so nurses coming from DOD.  Some may not come since they are near retirement.  Many Navy nurses are coming over.  NCVAMC has worked to get the best nurses and raised the DOD nurse salaries between 9-13%. 

LMR Awards

·  Who would like to give an update?

· Do we have anything about the Secretary’s office for meeting in September?

· We talked about sometime around Labor Day, which is aspiration
· We need to do a better job on how the applications should be completed
· People are nominating themselves or for things that are in the distance past

· We need to provide some advice on what will be a successful nomination

· This is not uncommon for a national award

· If it doesn’t meet our qualifications we can just set it aside

· Does the current application have a place for union and management to sign off?  That may be helpful because it is supposed to a joint application, who would do it?  Director or just any union and management official

· The Director should sign and the head of the union.  But sometimes the Director delegates it but at least the Director is aware.

· Before next meeting let’s look at the current application process and see if we can provide some additional guidance

· Also need to make sure that the award is for the current fiscal year

· Walt, Bill, Veronica and Rich will go through and clarify the application for the next meeting.

· I would like to get the awards process done in between meetings, sub-committee needs to make their recommendations by the next conference call so we can discuss, 

· Send available dates to do LMR awards in Nov, Dec and Jan, and regular meeting in September

September meeting:

· Depending on where it is I can see if an RO is available.  We have a nice office in Denver but a long drive to the MC.
· Week of September 28th?  Three day meeting?  It is supposed to be a three day but what if we don’t have enough on the schedule?  

· We should have a new DAS for LMR by then.

· The group decided that there would be a two day meeting and then a three day

· But if you don’t have the work for three days how do you justify?  That was the agreement.

· If there are not enough agenda items we will cut it short, 

· Mr. Sepulveda wanted to attend the next and there were two items that didn’t make it on this agenda

· The purpose of  the three day was to tour all three facilities

· Location?  Denver or San Diego (back-up)

· St Louis to see the Canteen headquarters and the Cemetery training facility

Financial and Logistics Integrated Technology Enterprise
· Gave overview last year in Buffalo but we are up and running now 

· UAN wants a briefing

· Thanks and invite them back

Presentation to SMC (Senior Management Council)
· Mr. Gould requested a presentation to the SMC about what partnership does

· We have not received an answer to our request about National Safety training in January.  Not intended to hold hostage to responding to our concerns
· Also, not satisfied with response to inclusion of unions in qualification standards training

· Mr. Sepulveda is the point person for LMR issues
· We would like a response to our request for another look at the National Safety Conference

· Mike to email request for an update.

· Alma and Walt will work out the presentation of the Strategic Plan to the SMC.

· There are gaps in the strategic plan which we planned to fill in once the EO was signed.  The presentation is the broad stroke view but not titled Strategic Plan

· What did Mr. Gould ask for?

· Presentation to SME on NPC

· NPC participation in TTF

· Letter for background of Partnership

Letter on Partnership
· The draft letter should be used as background for when the Secretary drafts a letter it won’t look like this letter

· Just to make clear that our letter won’t look like the final version

· Present Draft of Partnership letter to Secretary to use as background for them to develop their letter once the EO is signed
VHA Management Participation in NPC

· VBA has three members and usually two are here, NCA id always represented and though Roselle is always here sometimes she is the sole VHA representative

· Mike would like to talk with Dr. Cross to prevent elevating this to the Secretary; I think we need to give VHA leadership an opportunity to address first.

· Bruce Triplett, Joe Williams, should be someone from the field level staff.  That should be Vivieca (who has been coming for Joe)

· Attending by a conference call does not meet the intent of the NPC.
· Mgt has 1 NCA, 1 LMR, 1 GC, 3 VBA and 4 VHA.  

· It’s not the person it is the level of the person so they can give answers not just take messages back

 Transition Task Force (TTF)

· What is the status of the TTF

· The call did not acknowledge the unions were invited or were on the call at all or attempt to bring us up to speed on the process.

· Came out of the call with Julie Anderson who invited us to participate in the weekly call.

· What happened on the call?  Do they want us to be there are we a value to them?  Do they want us there?  How often are the calls?

· Walt will follow-up with Julie and get back to NPC next call or sooner

DFAS

· We were offered the opportunity to attend the training and then we were told there are not funds

· There were issues in Martinsburg about people not being paid and there was no convenience check.

· Union needs to attend the training so we can get a consistent message and know what the training encompasses
· NPC write a letter of support to allow unions to attend the training to understand how to fix problems.

· Only need one or two days, not entire training, basically fix pay problems.

· With DFAS there is a hard and fast deadline and supervisors have not held the appropriate people responsible and this impacts the pay of the employees.  The training for the unions will assist in letting us know what should happen so we can track down errors and get them corrected.

· Will going to the training fix the issue?  Maybe something a little more focused.

· How do the employees get paid when there is an administrative error?  If the COB Monday deadline is not met and it is not employees fault what is the regulation

· When a mistake is made how can we get the employee paid

· There are very specific questions that we need answered.  Can we submit a list of questions to DFAS and request the answer.

· Why not ask DFAS to come give training to NPC

· Need to know the steps the local office needs to go through to get the check issued but also need to know other things
Nursing Services Update

· 36/40 last time mentioned there were issues that prevented stations from implementing.  Nursing Svc and Worklife benefits sent letter to GC to answer some of the issues.  Response was that we will need legislative action for individuals to work a tour on a Sat that crosses over into a new pay period on Sunday

· Also, 3 twelve hour tours with DFAS.  Until the DFAS conversion is complete, that issue will not be resolved.  Do NOT do work around because it creates more problems and issues

· These are the parameters, the flexibility is limited.  Person can only work 3 12s per week and cannot work the Sat into Sunday over a pay period.  

· Seems precarious that when it is ok in patient handoff but not ok with AWS legislation.  It seems like an excuse to MJ.

· Maybe NPC should ask if the handoff over a pay period is legal.  Is 
· Handoff requires MOU for comp time taken/comp time earned for a tour that starts the next day.  Required for Joint Commission.  They are given Comp time for the 30 minute handoff.  Scheduled tour of duty is different.  Comp time is not required

· Staffing Methodology Project, Phase 1 has been completed (5 VISNs).  The task force is in the process of writing up the findings.  Purpose was to address the functionality and training of the tools.  Also developing draft directive on the staffing methodology.  It will be sent to the unions.  Live meetings are the training method, if we stay on schedule we will roll out

· There has been some confusion about the awards Hybrid T-38 can receive when they have been certified.  The regs say RNs and RNA under 7452 and 5017 Part 5 Paragraph 8B oks a cash award (up to 2000) upon initial certification but not on recertification.  Cannot receive if the certification is a requirement of your job.  RN and RNA Can be given a special cash award in addition to 2000.  LPNs are not entitled to a special contribution award for certification.  Can be eligible for special contribution in recognition of act, service or achievement that benefits the VA but nit just for the certification. Or special advancement for achievement.

· The stations were trying to give LPNs a cash award but can’t get unless they are at the top step but can get special advancement for achievement.

· The let’s get certified campaign ended June 30, this year there is no money for the awards but we are recommending for next year.  Increase in number of certified staff is a step in the magnet process, the development award was effectiveness in increasing nurses and direct care nurses.  One of the things we did was talk to the boards and a lot of the boards gave discounts, there are new coupons from the various boards, a number of stations that set up prep courses for their staff.  Under the achievement award, they will get a plaque and a wall of honor recognizing by name the certified nurses

· Goal level is 25% certified and 25 direct care Gold, 25% direct care is Silver and 25% overall is Bronze level.  Cathy Rick will travel and award the plaques.

· Legislation required to correct the 36/40, office of Worklife Benefits are involved in getting the legislation through, will take at least a year.

· MaryAnn Cardinelli:  Wanted to introduce the staff I work with, Thelma Fuentes, Wayne Boss.  You wanted me to discuss what is going on in N. Chicago
· I work closely with INA.  Used to meet monthly but no issues so meet every other month.  I believe in clear communication.  Without the proper facts wrong info goers out.  They know what to expect with the merger.  If legislation doesn’t go thru we will be side by side

· DOD nurses will become T-38.  I have good working relationship with Navy Nurse Exec Capt. Michael so we have strategic planning for our organization.  Meeting regularly to plan for now and the future.  

· Nurses from DOD are part of our committees and working with Strategic plan to develop our nurses.  All directors have to write SOPs for the merger and we are planning to get a committee of senior navy and VA nurses to write the SOPs.  I go through all info 

· Will INA have union representation on the committee?  Will they designate a union member to bring issues back to the union?  INA will need someone to bring issues back to the union.  We want the union top participate

· We have hired 70 nurses since I have been here; there was no nurse recruiter here when I arrived.  I only hired the best; we raised the bar in this organization.  Some nurses from outside, retired military and other Vas.  We had many nurse management jobs open which we have filled.  We hired a nurse recruiter.  VA wants to meet with DOD nurses to go through the board process so they can get their paperwork and understand the process.
· There will be 30 or so nurses coming from DoD.  Some may not come since they are near retirement.  Many Navy nurses are coming over.  We will be training them as well.  Worked to get the best nurses and raised our salaries, 9-13%. 
· By 2012 we will have 6 cottages for our nursing home.

CPAC

· Background, business model, implementation strategy, regional alignment, milestones
· Slides

[image: image5.emf]NPC CPAC


· GS 5 biller issue.   Really going to get them to move with no home buy-out.  Trying to get the sites where there will be a pool of applicants.  If they relocate we will pay to move household goods but no more home buy-out.

· Takes about 6 weeks to train not the most complex but can do the work

· OPM GS 5 is not final; we have been telling them about the consolidation.  Trying to lessen impact on the staff.  Until the consistency is resolved cannot offer at higher than a 5

· Can’t be virtual because it is contrary to the business model we developed from best practices in the private industry.  We will find them a job where they are based now.  If it is coding there is no impact but if it is billing it cannot be virtual.  

· It seems cost prohibitive to move the coders and billers.  At GS-6 level, there is upward mobility available at the CPAC.  

· Why can’t the work be virtual?  The major players that have consolidated stick to this business model to keep it standard.
Susan:  About a month before the transition we got a question to see if anyone was interested in the buy out and HR then said it was not available.

Supervisors and Managers in CPAC are all virtual just the employees.

7422 Issue:

There was legislation introduced to modify 7422 and AFGE requested a meeting to determine scope and application of this.  We are trying to determine a process to deal with 7422.  Before anything is finalized, whatever comes out of this group will be provided to all unions for comment and input before any policy or clarification comes out.

Primer is back on the website in the partnership page.  Seems like we should discuss.  Seems this contemplated all 7422 requests would come through NPC.

The primer is there but it is not being used at this time.  That was the problem with the primer that all issues would have to come through NPC.  It was impractical.  When the primer was in effect I don’t recall the NPC ever considering a 7422 issue. So the primer was there but never used.

What we would like to see if a clarification of what should and should not be included.

SO far it is just a plan to talk.
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Presentation Outline


Our Path to Integration 


Accomplishments to date 


Actions to achieve 2010 integration


Summary and Questions







CAPTAIN JAMES A. LOVELL 


FEDERAL HEALTH CARE CENTER 2010







FHCC UNDER CONSTRUCTION


June 03, 2009







Factors Driving Integration


• BRAC 1995
– Navy consolidated recruit training into one location


• Presidential Priority
– Executive Order 13214 President’s Task Force to Improve 


Health Care Delivery for our Nation’s Veterans in 2001 
mandated an increase in VA/DoD collaborative efforts.


• Capital Asset Realignment for Enhanced Services 
(CARES) study 2001/SRA study 2001


• Center for Naval Analysis recommendations 2002


• Direction and leadership from the Health Executive 
Council and Joint Executive Council 


• Congressional interest - ongoing







FHCC Vision & Mission


Vision - Creating the future of federal healthcare 
through excellence in world-class patient care, 
customer service, education and research. 


Mission - We are the premier Federal Health 
Care Center, proud to provide comprehensive, 
compassionate, patient-centered care to our 
veterans and DOD beneficiaries while 
supporting the highest level of operational 
readiness. 







National Task Groups







Federal Health Care 


Center
FY2007


Navy construction project 


began 2 JUL 2007:


• Surface parking (staff)  


completed December 2007


FY2008


• Begin parking structure


supporting facilities 


(electricity, water, sewer, etc.)


• Renovate  45,000 square foot 


existing NCVAMC spaces


• Begin 201,000 square foot 


ambulatory care center


Fall 2010


• Construction project 


completed


• FHCC opens 


Network Relationship
January 2005


$13M NCVAMC Project


• Construction of 4 new 


Operating Rooms


• Renovated 4 existing 


Operating Rooms 


• Expansion of existing 


Emergency Department


June 2006


• Transfer of inpatient 


med/surg/pediatric 
– Professional services by 


Navy Physicians for 


Surgery and Pediatrics


• Transfer of operating room


• Transfer of ICU


• Transfer of ER service


• Reimbursement 


methodology:
– Facility charges at TRICARE 


Network negotiated rate.


Sharing Relationship
October 2003


• Inpatient Mental Health 


transferred


• Reimbursement 


methodology:
– As TRICARE   Network 


Provider Status


• Local VA/DoD Working 


group chartered


• Multi-disciplinary  


December 2004


• DoD Blood Donor Processing                   


Center transferred


• Reimbursement methodology:
–Navy leases VA laboratory 


space 


–VA purchases blood 


products


• Avoids $3M construction cost 


to Taxpayer







Joint Executive Council (JEC) 


Health Executive Council (HEC)


Joint Facilities Steering Group


(JFSG)


Advisory BoardVHA


FHCC Governance


BUMED


NME
VISN 12


Patient Care Facility SupportPatient Services Dental Services


= Management authority through Resource Sharing Agreement (RSA)


=  Operational Line of Authority


= Communication and RSA Compliance


= Military Reporting Relationship & Accountability


FHCC


SES VA Director





Navy 06 Deputy 


Stakeholders 


Advisory 


Council


Resources Branch Clinics


Revised on 9/03/08 to reflect Branch Clinics







Proposed Advisory Board (5/26/09)


Membership
 Naval Education & Training Command


 Deputy Under Secretary for Health for Ops & Mgmt (VHA) 


 Navy Medicine East (NME) 


 Principal Deputy Under Secretary for Health (VHA) 


 Navy Bureau of Medicine & Surgery


 Federal Health Care Center Director – Ex Officio


 Roles & Responsibilities
 Provides input on Director and Deputy Director evaluation


 Advises on Mission, Vision and Policy


 Advises on Strategic Direction


 Advises on Adequate Resources


 Monitor Performance







Stakeholders Advisory Council


Membership


 Veterans Service Organizations 


 TRICARE Regional Office


 Navy Line Representation


 Community Representatives 


 Rosalind Franklin University of Medicine and Science


 Other VA/Federal System Directors


 Managed Care Support Contractor


 Network/VISN Representatives


 Congressional Liaison/Representative







1 October 2010 


FHCC activated 


Jan 2010


FHCC 


Implementation 


Plan


April ’08


FHCC 


CONOPS 


Oct 08


All 


Outstanding 


EDMs 


Completed 


Jan 2010


FHCC Business 


Plan


Completed 


Locally


FHCC Great Lakes/North Chicago 


Milestones Timeline


Jan 08


All Critical


EDMs


Ready for 


HEC/JEC


May ’09


FHCC


Advisory 


Board


(Assembled)


Nov ’09


Executive 


Sharing 


Agreement


Signed


Jan 2010 


Clinic level 


SOPs 


(detailed 


level)


Jun ’09 


Major


Business 


Processes


Developed
Oct 08


Other Policy 


Solutions added 


into CONOPS


Mar 08


All Policy  


EDMs 


Completed


Jul 08


All Critical


EDMs


Signed Mar 09


All 


Outstanding 


EDMs Signed 


Mar 09


Other Policy 


Solutions added 


into CONOPS
12/11/08







Approved Executive Decision 


Memorandums 


• Governance


• Acquisition & Contracting


• Credentialing


• Other Health Insurance (OHI)


• Financial Management System (FMS)







Outstanding EDM’s


• Pharmacy Formulary


• Pharmacy Prime Vendor 


• Financial Reconciliation


• Budgeting  


• Allied Health Professional Privileging







Legislation in NDAA 2009


15


NDAA 2009 Section 706 – GUIDELINES FOR COMBINED 


MEDICAL FACILITIES OF THE DEPARTMENT OF DEFENSE 


AND THE DEPARTMENT OF VETERANS AFFAIRS. 


SECRETARIES SHALL EXECUTE A SIGNED AGREEMENT.


1.Governance


2.Patient Priority Categories 


3.Budgeting


4.Staffing & Training


5.Construction


6.Physical Plant Management


7.Contingency Planning 


8.Quality Assurance


9. Information Technology







Legislative Package Submission


• SEC. 1702. TRANSFER OF PROPERTY


– TRANSFER AUTHORIZED 


– DESIGNATION OF JOINT USE FACILITY 


– REVERSION IN EVENT OF LACK OF FACILITIES 


INTEGRATION


• SEC. 1703. TRANSFER OF CIVILIAN 


PERSONNEL OF THE DOD


– AUTHORIZATION FOR TRANSFER OF FUNCTIONS


– TERMS OF AGREEMENT 


• Executive Sharing Agreement


• Elements


• Reversion  







Legislative Package Submission


• SEC. 1704. ESTABLISHMENT OF TREASURY 


FUND AND COLLECTION AUTHORITY


– JOINTLY FUND THE CAPTAIN JAMES A. LOVELL 


FEDERAL HEALTH CARE CENTER AT NORTH 


CHICAGO 


• Independent review of the funding methodology  


• SEC. 1705. HEALTH CARE ELIGIBILITY FOR 


SERVICES AT THE CAPTAIN JAMES A. 


LOVELL FEDERAL HEALTH CARE CENTER


– A facility of the uniformed services and VA


– To the extent provided in the executive sharing 


agreement 







Cultural Transformation 
• Joint Strategic Planning


– Annual Conferences


– Leadership Management Council


– National and Local Functional Task Groups 


• Joint Training Plan


– Develop VA/DoD leaders for the challenge of 2010.


– Identify VA/DoD leadership competencies.


– Develop a comprehensive individualized needs based training 
program.


• National Center for Organizational Development (NCOD) and the Naval 
Postgraduate School 


– Pre & post Phase II assessment 


– Employee/ patient focus groups


– Blending cultures /  Off-site retreat


– Collaborative Capacity Survey of Staffs


• Communications Plan


– Website


– Newsletter


– All Employees meetings







VHA National Center for 


Organization Development (NCOD)


• Blending Culture 


• Define the Culture


• Provide Skills & Tools


• Do Assessment


• Establish Focus Groups


• Intervention / Team building







NHCGL NCVAMC


Need to Collaborate 4.4
1.0


5.10.9


Strategic Collaboration 4.71.1 5.11.0


Resource Investments 4.31.4 4.61.3


Structural Flexibility 4.61.1 5.01.1


Incentives/Reward Systems 3.91.3 4.51.3


Metrics for Collaboration 4.21.3 4.81.1


Information Sharing 4.51.1 4.91.1


Collaborative Learning System 4.21.3 4.71.2


Social Capital 3.81.4 4.5/1.3


Individual Collaborative Capacity 4.31.0 4.81.0


Inter-Agency Team Support 4.41.2 4.61.3


**Lack of Barriers to Collaboration 3.51.2 3.81.2


Collaborative Capacity Collaboration 


Factor Means: Individual Samples


**The Barriers to Collaboration scale is the only scale in which a higher value represents a lower collaborative capacity.  It has been reversed 


so that it can be compared to the other scales.







NCVAMC/NHCGL Newsletters







NCVAMC/NHCGL Newsletters







NCVAMC/NHCGL Newsletters











NCVAMC/NHCGL Newsletters







Staff Participation   


• Joint Strategic Planning meetings


• Joint CO/MedCenDir meetings


• MedCenDir Staff Meetings


• NHCGL Commanding Officer meetings


• Labor Mgmt meetings with MedCenDir


• All Employee meetings (NCVAMC)


• All Hands meetings (NHCGL)


• NHCGL & NCVAMC Brown Bag Lunch 


meetings







Phase I


• DoD Blood Processing Center - a one-time cost avoidance


- Net Cost Savings of $3,130,000


• Combining the Behavioral Health Units of NHGL and NCVAMC


- Net Cost Savings of FY03 to FY07 $5,400,262


Phase II


• Combining the Inpatient Medicine, Emergency Room, ICU/CCU, 
and Surgery Departments


- Net Reduction of 51.04 FTEE


- Net Cost Savings $5,800,000 in FY05 to FY07


Phase III


• Construction - One time cost savings of $67M


• Recurring annual operating cost savings of $19M


• Projected recurring cost savings of $3.3M 


Business Case Analysis 


Cost Savings for Phases I, II & III


27







Captain James A. Lovell


Federal Health Care Center


•Commissioning October 2010


•Projected catchment:  135,000 beneficiaries (veterans, active duty,  


dependents, and recruits in northeastern Illinois and southeastern 


Wisconsin).


•400 hospital beds (150 Acute Care)


•900,000 projected annual outpatient medical 


•187,000 dental visits.  


•Approximately 2800 FTEE 


•Currently 1300 NCVAMC employees 


•600 civilian and 900 uniformed employees at NHCGL


•Staffing model under review 


•FY 08 budget for the NHCGL and NCVAMC is $371,000,000  which 


includes military personnel. 







Captain James A. Lovell 


Federal Health Care Center


• Oct 2008
– Construction Complete 


• West Entrance at Green Bay Road
• Patient Parking Garage 
• Staff Parking Lot


• August 2009 
– Renovations to NCVAMC complete


• August 2010
– Clinic Addition Construction 


Complete 
• October 2010 


– Activation of the Captain James A. 
Lovell Federal Health Care Center


• December 2010
– anticipated operational date







MASSING STUDY FROM NORTH







ENTRY DRIVE LOOKING EAST







ATRIUM FROM LOWER LEVEL







Summary


• Progress accomplished to date can be attributed to extensive 
cooperation at all levels between VA and DoD. 
– Expanded personal relationships between senior leaders


– Utilize excess capacity to increase care to our beneficiaries.


– Reduces redundancies which translates into savings to the VA & DoD 
Healthcare Systems.


– Increases seamless service delivery to veterans, active duty, their 
dependants and retirees.


– FHCC as a site for expanding VA/DoD electronic health record solutions


– Provides opportunities to expand teaching and research missions  


– Proactive communication and broad participation by staff in the planning 
process. 


• We have been given this opportunity to influence the future of federal 
health care.
– The goal is to establish processes which can be exported.


– Win-Win-Win VA-DoD-Taxpayers


– Reduced facility construction and maintenance expenses 


– Not your Father’s VA / MTF – Culture integration


– Much accomplished – much more to be done


– Continuity of Medical Record / Enhances Seamless Transition 







VA-DoD “Joint Ventures”


There are numerous medical sharing and 


joint venture sites            where VA and DoD are already partnering…


North Chicago VAMC+ 
Great Lakes Naval 
Health Clinic =  FHCC


“…The North Chicago FHCC should be viewed as the premier model for joint partnerships.  They (JEC) 


have selected 4 locations for integration advancement…”


*Las Vegas-So Nevada 
VAMC/ Nellis AFB / 
UNLV Med


*Honolulu VAMC/ 
Tripler AMC / Hickam 
AFB/ Pearl Harbor 
Naval/Univ of HI Med


*Denver VAMC/ 
Fitzsimmons AMC/ 
USAFA/U of CO Med/    
Ft Carson AMC


*Biloxi VAMC/ Keesler 
AFB/  Pensacola NAS







Captain James A. Lovell


Federal Health Care Center


2010
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VA NATIONAL CENTER FOR PATIENT SAFETY

BETH J. KING, RN, BSN, MA, CCM

AMANDA M. FORE, RN, MS

The Daily Plan®
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Background

		History

		Why didn’t the patient speak up?

		Patients that ask questions if something seems unusual help us protect them from unintended harm.





We often tell patients to speak up, but patients may not be able to speak up if they do not know what to expect. 

*







*



The Daily Plan®

		The Daily Plan® is a patient specific plan used to inform patients of what to expect each day in the hospital

		The document is generally one to two pages long and includes items such as diet, medications, procedures, and clinic appointments 

		Pilot: Health Summary established by the CAC

		The document is reviewed by the patient, nurse, and/or other health care provider daily

		If patients know what to expect, they are more likely to identify and question an unexpected or unplanned event

		A safety and quality initiative





Discuss clerical duties

*
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The Daily Plan®

Data extracted from the electronic 

      medical record

Efficiency and accuracy

A written document stating 

       items reviewed with the patient

The Daily Plan ® can help patients

       and nurses
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Goals & Objectives

		To enhance patient safety during hospitalization

		Provide patients with a single document which offers a summary of what to expect each day in the hospital

		Encourage patients to speak up and be involved in their care

		Utilize information already in the computerized patient record system (CPRS)  

		Help meet The Joint Commission’s patient safety goal 13: “Encourage patients’ active involvement in their own care as a patient safety strategy”







*
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Benefits

		Encourages the patient to ask questions and be involved in his/her care

		Helps reduce patient harm caused by medical errors of omission and commission

		Strengthens communication between the patient and care providers

		Provides an opportunity for patient education

		Improves the patient safety culture 

		Facilitates and augments discharge planning and continuity of care







*



The Patient Receives:

The Daily Plan®  

Labeled opaque folder or envelope with closure to store The Daily Plan® 

The Daily Plan® Patient Booklet, including

Dear Veteran letter of explanation

“It’s All About You!”  A Patient Safety for Patients Brochure or a Facility provided brochure

Daily Journal (blank pages for patient’s use)





*
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Patient Privacy & Confidentiality

Opaque Folder with Closure

Store in Bedside Drawer or Nightstand

Staff can provide the plan to the patient or family member who is involved in the patient’s care for treatment and educational purposes

Patient can share with whoever they choose

Patient may retain; destroy if patient does not want to retain it 
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Phase I Pilot Testing

		Fall 2007-Winter 2008

		6 sites

		VA Ann Arbor Health Care System

		Fayetteville VA Medical Center

		VA Roseburg Healthcare System

		Denver VA Medical Center

		Chillicothe VA Medical Center

		Shreveport VA Medical Center
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Patient Results





*



Patient Comments

“Apply this to every patient from day one.”



“The theory of this is excellent…”



“It was just nice to have it on hand.”



“It appears extremely thorough. I’m amazed at the amount of drugs needed for my father.”



“Bigger Print”



“Make it easier to understand”
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Nurse Results

By utilizing The Daily Plan with patients today, please indicate how many times you corrected things that were missing from the orders; these would be defined as apparent errors of omission. 

Mean = 0.67		SD =1.20



35% report at least one incident
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Nurse Results

By utilizing the Daily Plan with patients today, please indicate how many times you and/or the patient noticed and corrected something which prevented a possible medical error (error of commission).

Mean = 0.30    SD = 0.74



21% reported at least one incident

		







*



Nurse Results
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Nurse Comments

“Patient was allergic to Cipro but it was not in The Daily Plan.”



“I feel like I gave the patients some info about their hospital stay and something that they could refer to about their labs, meds, and upcoming appointments.”



“The patient found 2 different orders for glucose...the MD was notified.”



“The Daily Plan was very helpful in communication with my patients.  It reminded me of appointments they had scheduled as we reviewed it.  The patient's family also found it to be helpful.”



“Difficult for patients to understand.”



“Bigger Font”
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How much time does it take?

The majority of reports (82%) suggest that nurses agree or strongly agree that reviewing The Daily Plan with the patient is an appropriate use of their time.





*



How much time does it take?

Well over half (69%) of the reports suggest that nurses are spending less than 10 minutes reviewing The Daily Plan with each patient.  Furthermore, 52% actually reported spending 5 minutes or less.

Many nurses who spent more time reviewing The Daily Plan chose to (e.g. Unit not as busy today and had more time to spend with patients; Patients had lots of questions, but I think this information is very beneficial and an effective use of time). The Daily Plan is an optimal tool to facilitate communication and patient education.





*







*





More time may be required for newly admitted patients; however nearly 70% (N=138) of patients required less than 10 minutes to review The Daily Plan.
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Phase II Pilot Testing

		Chillicothe VAMC-Med/Surg (OH)				

		Fayetteville VAMC-Med/Surg (NC)				

		VA Pittsburgh HCS-Med/Surg (PA)	 		

		VA Pittsburgh HCS-Liver Transplant (PA)

		Bath VAMC-Medical (NY)

		WJB Dorn VAMC-Med/Surg (Columbia, SC)

		Louis Stokes VAMC-SCI (Cleveland, OH)	

		Dayton VAMC-Rehab (OH)

		Jesse Brown VAMC-Med/Telemetry (Chicago, IL)

		VA Northern California HCS-Med/Surg (Mather) 

		VA Northern California HCS-Transitional Care (Mather) 

		Mountain Home VAMC-Med/Telemetry (TN)







*



Tips for Success

		Leadership support

		Designated contact person

		Staff involvement

		Role model support for patient involvement

		Include direct and indirect stakeholders 
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The Next Steps

		Improvements 

		VHA Greenfield Incubation 

		Functional User Interface

		Improved Usability

		Expand 







*



Additional Information

		Visit the NCPS website:

		http://vaww.ncps.med.va.gov/Initiatives/TDP/  





		TiPS (July/August)



		NCPS Points of Contact

		Beth.King@va.gov

		Amanda.Fore@va.gov









*
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The Daily Plan® 

		Beth J. King, R.N., B.S.N., M.A., C.C.M..



Program Manager

National Center for Patient Safety

24 Frank Lloyd Wright Drive, Lobby M

P.O. Box 486

Ann Arbor, MI 48106

Main Line: 734-930-5890

Direct Line: 734-930-5871

Beth.King@va.gov



		Amanda Fore, R.N., M.S.



Nurse Coordinator

National Center for Patient Safety

24 Frank Lloyd Wright Drive, Suite M 2100

Ann Arbor, MI 48106-0486

Direct Line: 734-930-5794

Amanda.Fore@va.gov 



For additional material please contact Amanda.Fore@va.gov or Beth.King@va.gov
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Questions & Comments





o
THE

DAI I.Y PLAN

KNOW-'ASK PARTICIPATE
















THE A This Health Summary is not a comprehensive list of all hospital activity.

Please keep your personal information out of sight by storing this folder

Y ®
D AI L P LAN ina private place, such as a night stand drawer or bedside cabinet.

KNOW-ASK+PARTICIPATE

Printed: 10/10/08 11:36

CONFIDENTIAL Patient's Daily Plan
ZZPATIENT,ONE 1234 DOB: 01/01/0000 MED UNIT Al11-1

— --- NOK - Next of Kin -- —

Primary NOJ OK,ONE Relation: DAUGHTER
111 ANYWHERE AVE Phone: 111-11-1111
ANYWHERE, MICHIGAN

--------------- DI - Current Diet Profile (max 1 occurrence) -------—-------
DIETS: 10/10/2008 - Present NO DIET (Tray)
NUTRITIONAL STATUS: 10/10/2008 09:07  Moderately Compromised
SUPPLEMENTAL FEEDINGS: 10/10/2008 - 10/14/2008

DIETETIC ENCOUNTERS: 10/10/2008 NUTRITIONAL ASSESSMENT

—-- BADR - Brief Adv React/All
Allergy/Reaction: AMBIEN, ZOLPIDEM

---- RXUD - Inpatient Meds
Drug Dose Status Start  Stop
WISE'S SHAKE LOTION--OZ 1 A 10/10/2008 10/23/2008

RXIV - IV Meds or Infusions

Dose Status Start  Stop
PIPERACILLIN/TAZOBACTAM 225GM A 10/10/2008 10/23/2008
In: DEXTROSE 5% INJ 50 ML INFUSE OVER 30 MIN. Q6H

RXNYV - Outside Medications
No Non-VA Meds Extracted

BLO - Brief Lab Orders (max 1 day) ----------—---------

Collection DT~ Test Name Specimen Urgency Status

10/10/2008 10:22 C. DIFF FECES ROUTINE PROCESSING
10/10/2008 08:17 BasicPn BLOOD STAT COMPLETED
10/10/2008 08:17 MAGNESIUM BLOOD STAT COMPLETED

—-- CVF - Fut Clinic Visits ---—-------------meeeeeee
10/11/2008 13:30 CT SCAN INPATIENT APPOINTMENT

EXAMPLE

--- IS - Imaging Status (max 2 days)
Req DT  Status Procedure Scheduled DT~ Provider
10/10/2008 ¢ ABDOMEN 1 VIEW PROVIDER.ONE

- ORC - Current Orders (max 1 day)
Item Ordered Status Start Date Stop Date
C DIFFICILE TOXIN (AA) STOOL FECES  actv 10/11/2008 10:22

- RXU2 - UNIT DOSE PHARMACY INST ---ecenemmememmmecee
Drug Dose Status Start Stop
WISE'S SHAKE LOTION--OZ 1~ A 10/10/2008 10/23/2008

*END *








The Daily Plan increased my understanding
of what was going to happen to me during
that day of my hospital stay.

After getting The Daily Plan, | was more
comfortable because | know what was going
to happen that day in the hospital.

Have The Daily Plan made it easier for me to
ask my nurses and doctors ques

expected it to be, | brought up the question
because | had The Daily Plan

After reviewing The Daily Plan, my family
asked about something that was different
than they had expected it to be.

Overall, | believe The Daily Plan provided me
‘with information that helped improve my
care.

My family and | used the Journal during my
hospital stay.

0% 10% 20% 30% 40% 50% 60% 70% 80%





The Daily Plan Patient
Evaluations: Percent of Patient
and/or Family Evaluation
responses that agreed or

strongly agreed with the
statement




By utilizing The Daily Plan with
patients today, please indicate how
many times you corrected things that
were missing from the orders.

By utilizing The Daily Plan with
patients today, please indicate how
many times you and/or the patient
noticed and corrected something
which prevented a possible medical
error.

The Daily Plan created an opportunity
for me to provide education to patients
and/or family today, please select the
number.

The frequency that patients and/or
families used to their daily journal as a
route of communicatioin with me today
was:

0%

10% 20% 30% 40% 50% 60% 70%





The Daily Plan Nursing Staff
Evaluations: Percentage of
nursing staff that reported
this behavior or event on at
least one occasion over the
two-week pilot:
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Nurse response to, "Reviewing The Daily Plan with the patient was 


an appropriate use of my time"
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National Partnership Council


Office of Nursing Service Update


July 9, 2009


Topics:

1. Alternative Work Schedule 36/40 – Office of Nursing Service and OHRM Office of Worklife & Benefits received recent guidance from General Counsel that legislative action will be required for individuals to work a tour of duty on Saturday that crosses over into a new pay period on Sundays.  Employees will only be able to work (3) 12 tours of duty per week until the DFAS conversion is complete.  ONS and OHRM will continue to work to resolve implementation issues.

2. ONS Nursing Certification Award Program


“Let’s Get Certified Campaign”


May 6, 2008 – May 31, 2009


Certification Development Award


Criteria for Certification Development Award: Criteria for the award are:


Effectiveness of strategies used to increase certification as measured by:


Increase in the number of nurses certified between May 6, 2008 and May 31, 2009 (final reported data can include the results of any examination taken prior to May 31, 2009)


Increase in the number of direct care nurses certified between May 6, 2008 and May 31, 2009(final reported data can include the results of any examination taken prior to May 31, 2009)


Innovation in strategies used to increase certification


Receiving the Certification Development Award: Once notified of selection the facility will agree to:


Present a poster or panel presentation for the Annual National Nursing


Leadership Conference in April 2010


Upon agreement, the facility will receive the award which will include:


Award ceremony at the facility hosted by the VHA Chief Nursing Officer,


Cathy Rick and attended by nurses with certification within the facility


Awarding of plaque acknowledging award


Unveiling of a “Wall of Honor” recognizing certified nurses


Publication in ONS Annual Report and on the ONS website


Certification Achievement Award


Criteria for Certification Achievement Award: Criteria for the award are:


Gold level – 25% or more of nurses certified plus 25% or more


of direct care nurses certified


Silver level – 25% or more of direct care nurses certified


Bronze level - 25% or more of nurses certified


Receiving the Award: The facility will receive the award which will include:


Awarding of plaque acknowledging award


Publication in ONS Annual Report and on the ONS website


RNs and CRNAs – 38 USC 7452 and Handbook 5017, Part V, Paragraph 8b require facility directors to pay a cash award of up to $2000 to RNs and CRNAs who become certified while on VA rolls in a specialty related to the accomplishment of VA’s health care mission.  Recertification or renewal of previously held certification cannot be recognized with a cash award.  The medical center is authorized to give an RN or CRNA a cash award for obtaining specialty certification and may also consider granting a special advancement for achievement (SAA).  If a RN, CRNA, physician assistant or hybrid employee listed in VA Handbook 5017, Part V, Paragraph 4e meets the eligibility criteria for an SAA for specialty certification but is ineligible because he/she is at the top step of his/her grade, then he/she may receive a cash award in lieu of the SAA.  This cash award should be coded as an Individual Cash Award.

Prohibited: Cash  Awards for Specialty Certification for Physician Assistants and Hybrids Listed in VA Handbook 5017, Part V, Paragraph 4e.  The granting of a special contribution award for receipt of specialty certification does not meet technical requirements.  Special contribution awards may be granted to an employee in recognition of a contribution, act, service or achievement that benefits VA/Federal Government.

3.
Staffing Methodology Pilot Project – The Staffing Methodology Pilot has been completed and the findings from the five VISNs are being edited.   The findings address the functionality of the tools and the effectiveness of the training.  The draft directive on staffing methodology is being prepared now.  Live Meetings are being planned starting first of September to train users on the program and the national rollout will start at the end of September in phrases.

4.
Mary Ann Cardinali, Associate Director for Patient Care/Nursing Services, North Chicago VA Medical Center - Nursing Update.


Submitted by Rosell Knight, RN, MS


Clinical Nurse Executive


Office of Nursing Service


_1309027577.doc
One of the National Partnership Council Strategic Objectives is to; “Promote a Safe and Healthy Environment.” To this end, the National Partnership Council writes this letter to the leadership of the Veterans Health Administration to:


1.)  Voice our support for the Patient Safety Reporting System (PSRS) in VHA.  It appears this reporting system is especially valuable in its perceived capability to monitor possible VA system-wide safety issues that are reported anonymously by different facilities over possible similar patient -safety issues. 


 2.) State our belief that there is a need to improve both the visibility and availability of PSRS patient safety report forms and access to the website.  In the recent past, these forms were conveniently placed in multiple locations within VHA facilities.   The hard-copy forms are no longer available to most of our employees and are available only on-line.

3.) Encourage the National Center of Patient Safety (NCPS) to communicate via their intranet web-site the specific differences between the two different types of patient safety system reporting messages, identify the differences and how they are utilized.

4.) Encourage the PSRS and NCPS to include information on their websites on how the actual reporting of safety information makes a difference in how we provide health-care as a whole organization.  Identify what an employee reporting a possible safety hazard should expect, from VA, both locally and nationally. 

The National Partnership Council believes that PSRS reports have the capability to provide VHA with a rich source of information from our valued staff.  This is especially important in an environment where there is a possibility of error. These reports provide snapshots of problems that may be experienced at multiple locations. Therefore, the National Partnership Council encourages VHA to re-emphasize the Patient Safety Reporting System and the availability of the PSRS form to all VHA employees.


We thank you for the opportunity to voice our support.



_1308656860.pdf


Presentation to National Partnership Council


Susan A. Reed
CPAC Program Manager


July 9, 2009
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Consolidated Patient Account Centers 
Background


The Consolidated Patient Account Centers (CPAC) project is an industry-
modeled initiative aimed at optimizing VHA revenue operations by leveraging 
economies of scale and industry best practices. 


This business model was developed based upon a VHA-led assessment of 
top private sector performers, which identified the following common traits:


• Centralized control and regional consolidation
• Utilization of best practices and business tools
• Intensive training and development
• Extensive use of metrics to measure and validate performance


Despite significant improvements over the last several years, optimizing 
VHA’s full revenue potential remains a challenge. The CPAC business model 
resolves these challenges by:


• Standardizing & Integrating front end and back end processes
• Ensuring accountability for results at all levels
• Expanded denials management and payer compliance capabilities
• Improved decision support tools
• Stringent internal controls
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Consolidated Patient Account Centers
Business Model


Revenue Functions 
Provided at 
Facility by 
VAMC staff 


Provided at 
Facility by 
CPAC staff 


Provided at 
CPAC by CPAC 


Staff  


Eligibility Determination     


Scheduling     


Intake/Insurance Identification     


Check Out     


Coding     


Utilization Review   


Specialty Billing Coordination           


Revenue Customer Service     


Insurance Verification     


Billing     


Accounts Management (AR)     


Cash Management     
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Consolidated Patient Account Centers
National Expansion 


Based upon the success of the CPAC pilot, VHA developed the 
CPAC National Strategy in June 2008 which was approved by the 
National Leadership Board.


The VA Under Secretary for Health, Dr. Michael Kussman, formally 
approved the CPAC National Strategy in September 2008. 


On October 10, 2008, the President signed the Veterans’ Mental 
Health and Other Improvements Act mandating implementation of 
Consolidated Patient Account Centers in VA as follows:


• Not later than five years after the date of the enactment of this section, the Secretary of 
Veterans Affairs shall establish not more than seven consolidated patient accounting centers for 
conducting industry-modeled regionalized billing and collection activities of the department.


• The centers shall carry out the following functions: 
• Reengineer and integrate all business processes of the revenue cycle  


• Standardize and coordinate all activities of the Department related to the revenue cycle for all health care 
services furnished to veterans for non-service-connected medical conditions. 


• Apply commercial industry standards for measures of access, timeliness, and performance metrics with 
respect to revenue enhancement  


• Apply other requirements with respect to such revenue cycle improvement as the Secretary may specify.  







CPAC Regional Alignment
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Consolidated Patient Account Centers 
Accelerated Implementation Schedule


CPAC VISN(s) Transition Location


Mid Atlantic 5,6,7 2009 Asheville, NC


Mid South 9,16,17 2010 Murfreesboro, TN


North Central 10,11,12 2010 Madison, WI


North East 1,2,3,4 2011 Lebanon, PA


Central Plains 15,19,23 2011 In Process


Florida 8 2011 Orlando, FL


West 18, 20,21,22 2011 Las Vegas, NV


In March 2009, the Secretary of Veterans Affairs requested that the VHA Chief Business Office (CBO) examine 
alternatives for accelerating deployment of the CPAC model.  After reviewing the alternatives provided on March 
31, 2009, the Secretary informed VHA of his decision to complete deployment of CPACs by Fiscal Year 2011 or 
two years earlier than initially planned.







Consolidated Patient Account Centers 
Implementation Milestones
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National Implementation Benefits –
Increase in Third Party Collections


This chart depicts the 
annual percentage increase 
in third party collections 
driven by the CPAC National 
implementation over the 
normal rate of growth 
expected during this time 
period. 


This equates to a potential 
benefit of $1.7B over the 
next 10 years.







Open Forum/Questions
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