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John Sepulveda:

Mr. Sepulveda stated he was pleased to be here and thought it was the first NPC meeting he attended it will not be the last.  He is happy that this council has continued through the last administration.  This will put VA ahead of the game when the Partnership EO gets signed.  That order will reestablish these councils.  The fact that this NPC has been operating so well for so long will help begin the work of defining what this partnership means.

He stated that he had experience with partnership under President Clinton at HUD where he successfully worked with AFGE and NFFE to implement changes.  Teams of Management and Union leaders would go out in the field to implement the reorganizations.  

He has been in his job for 4 months and is still learning and wants to listen.  He knows there are issues that council members will want answers to and he wants to give you those answers.  He has colleagues here to assist in giving those answers.  He looks forward to working with all the NPC members.  He commented that Leslie and the LMR staff are working hard to address the concerns that are raised.  He does pass along concerns and follows up to make sure the concerns are being addressed.  Even if they are local issues, are there ways that his office can help bring labor and management together and clear up any misunderstandings about what the contract says and what partnership means.  He thanked the NPC for inviting him to participate.

NPC Discussion:

Concerns were raised about the people designated by VHA.  There was no Nursing Service representative as a primary, both Cathy Rick and Rosell Knight were listed as alternates. Vivieca stated that there will be VHA representatives at each partnership meeting.  Alma expressed that one of the things they wanted consistency.  Vivieca indicated that they will consistent to the extent possible given everyone’s schedule.  

All Employee Survey – Sue Dyrenforth

Sue commented that most of the council members are familiar with the findings for the year, they are great.  Both Labor and Management are critical to administering, analyzing and disseminating the results of the survey.  NCOD could not do it alone.  

The response rate is consistently 66%, up from 31% in 2001.  No other organization, public or private sector, gets this response rate to a voluntary survey.  That is due to the support from Union and Management.  As far as the number of surveys that go out,  a sub-committee of the VHA HR committee has been set up to act as a clearinghouse for all surveys that target more than 20% of the employees.  This sub-committee will create something called the Voice of the VA.  The AES will still be administered yearly but there will only be three other surveys, fall, winter and summer.  In the fall the survey will target positions, for example, when you sign on, it  will ask if you are a nurse and you will be directed to VANOD.  The winter and summer surveys will get a national sample, i.e. the ethics survey.  This will mean we go from thirteen surveys to three per year.  
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Bruce asked if job satisfaction was linked to race.  Sue responded that is not at a national level but there are places where the lower satisfaction is linked to race.  There are other places where lower satisfaction rates are linked to age.  The satisfaction rates have gone up in the 20-29 year old age range.  This is important for succession planning.

The results are available to all employees, not just leadership, via Proclarity.  In VHA when a particular VISN is successful, they share best practices with their peers.  Magnet status is helpful as well.  There are 4 hospitals with magnet status, also a number of awards that represent cultural changes, which help in transforming the VA culture in an effort to improve outputs with the ultimate goal of improving service to veterans.  The goal is transforming the organization to a healthy organization using the best practices.

Susan asked what questions measure cultural change and why those results have not been shared.  Sue responded that the performance measures provide for dissemination of results.  Vivieca pointed out that not all improvements were subject to measures.  The opportunity to hold VISN and managers responsible to implement an action plan.  
When those plans are successful, they share those actions with their peers.  Susan commented that the action plans are talked about but not done.  Bruce indicated that he had to do an action plan for three of his departments and the VISN supports this and develops action plans at that level as well.

Sue briefly described the CREW process and went over the latest CREW results measuring civility (as defined by each workplace) levels at each workplace.  The local facilities fund this and are volunteers.  There are statistically significant improvements in workplace civility from pre-CREW to six months after implementation.

Rosell commented that the Center for Patient Safety has also used CREW because there has been a correlation between dysfunctional groups and negative patient impact.  The group concepts have been extremely successful in OR settings and improving communication.  Errors (near misses) were picked up before they occurred.  We discovered that clinical people get clinical information in school but no communication training.  VHA is hoping to set up teams in October moving CREW to the med-surg floors.  There are a number of services out on those floors and this will improve communication, verbal and written.  This has been designed to strengthen the leadership of the nurse because that nurse is at the intersection, where all the disciplines come together.  This will provide tools to facilitate this for communication.  Each group will choose the tool they want and using it for a year.  It started to be in-patient only but out-patient services have requested to be a part of this.  Six modules have been developed to improve patient safety, communication and so forth.  This is what we call CREW “going viral”.  There is a very high correlation between civility and patient satisfaction.  The EEO savings alone are in the millions.  If there are 5 or more CREW groups in a facility the civility level improves.  

MJ asked if we can get information out to the field on how to retrieve the information from Proclarity, maybe develop a flyer.  Sue responded that her office offers classes on this and will help guide employees through this.  

MJ then commented that 75% of the people who left and participated in the exit survey were already scheduled for retirement.  If we lose people before they have worked for the VA for five years, it costs a lot of money.  Are we capturing the whys when people leave early.  Sue responded that that data is not captured although we have changed the exit survey which is an improvement.  Veronica stated that her preference would be to have an external group do the survey because people are hesitant to burn bridges.  Sue commented that the best time to ask is six months after they have left.  Alberta commented that we don’t have a consistent means of informing people that the exit survey even exists.  Sue indicated that that is correct and it is rather hit or miss in VHA.  Mr. Sepulveda indicated that the external survey was the way to go and that when he left his private sector job they did three follow-up exit interviews to gather data for retention and recruitment.  Veronica commented that we needed to make sure that organizations where only a small number of people left should not be able to drill down to the extent that the people were identifiable.  When this type of survey in 2001, that people left their supervisor not the job and that a significant percentage would have stayed if someone asked them.  

NCA – Lindee Lenox

Last time the council asked about best practices in hiring veterans, as NCA has 70-75% veteran employees as well as safety and workers comp.  

As far as Veteran hiring, Kevin Kelly the HR Director stated that NCA does a lot of and the presenters invite the veterans to come work for NCA.  NCA really brings feeling of patriotism and the feeling of being committed to serving the veterans.  A lot of employees are hired through the various veteran hiring authorities.  NCA also hires temporary employees for summer and seasonal work.  The seasonal workers will often then apply for permanent status.  Our Undersecretary has tasked each MISN with bringing on 5 OEI/OIF veteran on each year.  Another mechanism is the use of the VBA VRE service.  All of the senior leadership in NCA were briefed about those programs to help veterans transition back into the workforce.  Many years ago there was a requirement that certain NCA positions were for veterans only.  This is no longer true but there is a carry-over from that program.  Those employees moved up through the ranks.

Workers Comp and Safety.  NCA has four full time employees working in these areas, three years ago there were none.  Injury rates have gone down.  Safety people follow up on reported injuries to see if it is a systematic issue that can be corrected to prevent future injuries.  The safety office employees look for trends and then try to find ways to make the jobs safer.  They ask what is causing the injury and what can be done to make the job safer.  Equipment has been developed specifically for NCA to limit certain kinds of injuries i.e. lifting.  There is work for people that are injured on a temporary basis and  data entry jobs for injuries that are permanent and prevent the physical labor.  These jobs can be done from anywhere so we have injured workers doing these jobs from the cemetery where they were injured.

Claudia asked if there were statistics on the claims that were controverted.  Lindee responded that she was sure they existed but she did not have them.

MJ’s letter on PSRS

Alice commented that she was under the impression that there was no money in the 2010 budget for this.  Leslie responded that the Patient Safety Reporting System Council requested information.  Chris indicated that she had received a letter indicating that the council and the PSRS had been abolished.  MJ wondered why it had been defunded.  The reporting system is an anonymous reporting system which she believes is an important system.  Chris said that they didn’t have an opportunity to ask questions and they don’t really know why the program is being discontinued.  Walt indicated it might be useful to get a briefing on what the status is.  Rosell indicated that there was an external review of the PSRS.  Dr. Duncan’s office may be able to provide more information.  Vivieca offered to call Dr. Duncan at lunch and see if he can offer any information today or if not this time for the next meeting.  Alice stated that she understood it was a funding issue.  Leslie stated that Bob Redding recently sent a letter in asking for additional information and no response has been issued yet.  MJ said that the anonymous nature is important part of reporting.  Mr. Sepulveda indicated that at the very least an anonymous facility reporting system needs to be in place and it should be standardized and the employee should feel safe in doing the reporting.

Dr. Duncan called in to discuss the PSRS.  Vivieca indicated that the program was being discontinued and asked for an update.  He responded that the PSRS is a program that is patterned after the aviation reporting system.  It is administered by NASA and funded by the VA and began accepting reports in 2002.  Since then we have received 750 reports, (84-196 reports in any one year).  In context, the SPOT (VA’s reporting system) receives 108,000 reports per year and since 2000 have received 560,000 reports.  The PSRS contract is very infrequently used comparatively.  The second concern is there are many other mechanisms for patient and employees to report issues such as SPOT or if they prefer anonymous reports, the OIG hotline, business integrity, research oversight etc.  People are also free to send unsigned letters to a variety of places.  Finally, during a program review, the OIG looked at the PSRS contract in June 2009, and recommended we consider eliminating the program.

Vivieca asked if the PSRS reports were duplicative of the reports in SPOT.  Dr. Duncan responded that there was not one PSRS report that could not be reported through another report.  Brian asked if SPOT reports could be done anonymously.  Dr. Duncan said no.  MJ asked, how do we report anonymously without raising it to the level of medical inspector and the 800 number is not well publicized.  The union is concerned that there be a national level of review, the national center for patient safety that is anonymous.  Dr. Duncan agreed that the ability to report is important and he will ask the national center for patient safety to establish a hotline and publicize how to contact them.  Vivieca indicated that whatever we do it needs to be put out there so employees know where to go, that a mechanism exists.  

Irma mentioned the compliance officer system at her medical center is anonymous and local and asked if all offices have one  The office of business integrity has a hotline but Dr. Duncan doesn’t know if each facility has a hotline.  Dr. Duncan indicated the VA should look into that if it will increase our capture of patient safety concerns and will ask if there is a way that the patient safety officers can establish an anonymous reporting system.

Alice asked about timeliness, can we get this pushed out to the field since PSRS expires November 1st.  Dr. Duncan agreed that all the reporting mechanisms need to be publicized.  Alice re-emphasized the anonymous nature is crucial.

Walt asked about the cost which was 1.2 million last year and around 11 million for the life of the contract.  Vivieca said the IG’s recommendation took the cost and duplicative nature into account in making their recommendations.

Mr. Sepulveda stated that the big concern is that there is a system in place as quickly as possible for the anonymous reports because the alternative would be for employee’s to go public to the papers, Congress, IG or so forth.  There are several mechanisms available for anonymous reporting including anonymous letters to people at all levels of the organization.  Dr. Duncan will get with NCPS to publish these options.  He agreed to contact the center and ask to get it quickly.  Irma asked for a complete list of all the options available for reporting issues.  Vivieca clarified that this is what she was asking for.  Dr. Duncan responded he would get the list and numbers as well as develop a marketing strategy for this reporting.  Vivieca committed to asking all VISN directors if they have anonymous reporting systems.  MJ indicated that she used PSRS for human issues, not equipment.  Different systems can be used to report different kinds of issues.  There needs to be a system that gets results as well.

Next meeting:

Irma asked if St. Louis was an option but the weather in January would probably not be the best but we should keep it on the table.  Walt asked what we were looking at from a time perspective.  Do we want to combine the LMR award and the next meeting?  Lindee asked about the VBA training center in Baltimore which would allow the DC people to be less distracted.  We could try and arrange transportation from Baltimore.  The travel days would be 19 and 22 and the meeting days would be 20 and 21.  Let’s try and meet in DC instead of Baltimore.

VET PRO – Kathryn Enchelmayer

Anyone physically in the building or providing care under a contract has to be privileged and credentialed in accordance with the policy.  If it is a contract CBOC, they must be credentialed as well.  Anyone who can write in a patient medical record must be credentialed and privileged as well.

Alice asked the material that is kept in VETPRO that a proposed disciplinary action was in their VETPRO.  Kate responded that it should not be there and that the employee should ask that it be removed and that Medical centers have been told repeatedly that this is not an OPF and no HR info should be there at all.  Alice then indicated that individual nurses have been asked to submit information that the HR offices have for police reports.  Kate responded that she was not aware of police asking for info but that certain employees had a requirement to present a photo ids to confirm identity.  We have been suggesting that local policies be put in place to avoid this duplication.

MJ also asked about the references in VETPRO, do they just do internal reference checks, how many do they do is it standardized.  Current employees have been done.  If there were three references in the OPF that could be used that was possible.  The credentialing only requires one reference but VA Handbook 5005 requires three.  This handbook is under review requiring one before a person has been hired and two more within a certain amount of time after hire.  How long does the process take.  One problem is when does the process start?  There has been a push to redesign this process and some facilities have begun this process earlier.  Feedback indicates that selections are made and that is when the credentialing process is instigated.  There is a push to reduce firm offer to on-board of thirty days or less.  But this would require the credentialing process to begin earlier.  It could be done in potentially four hours if everything is done by the internet but if there are 50 people that extends the time.  Nursing boards are starting to put more information on-line in a format we can use (issue date and disciplinary history are required to credential).  Other disciplines are not that far along.  

Susan asked, there was an issue at her facility where something was entered into VETPRO and the employee requested the info and was told they had to do a FOIA request to get that info.  Kate responded that yes it was required.  It is the same concept as a patient requesting their medical record.  An employee gets thirty days to submit information but the supervisor can access for two years.  What is the process for getting untrue comments off the record.  The file is open for 45 days for the practitioner.  At any point in time the employee can ask to update and should be allowed to do so.  The supervisor has a need to know and access but cannot add any information.  Credentials are updated and some facilities choose to do an update without involving the employee but that is not encouraged.  It is similar to access to the eOPF, the supervisor has access to that at any time.

Lew Radonovich, M.D. – H1N1
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Walt asked if the vaccine was safe, it hasn’t been tested as well as other yearly vaccines.  Dr Radanovich answered that it has gone through the same developmental process as other vaccines, it is a complicated process.  There is a low chance that there will be problems but there should be a low risk of problems.  People may feel fatigued after the vaccine but the vaccine does not cause the flu.  This is a safe vaccine in comparison to all other vaccines.  There is a well used and administered monitoring program.  We ask the manufacturer what impact there is.  Dr. H added that this vaccine has undergone the same testing as all other vaccines and the mild side effects include sore arm etc.

Rosell stated she has seen a draft plan for prioritizing health care worker vaccination do you have it so out union partners can see.  Dr. H answered there is a document out and once it has been finalized it can be shared with everyone.  Rosell repeated that she was searching for the final version of the internal priority list since we are close to implementation, can you share the final version.  Dr. R indicated the document has not been finalized and he will check and make sure the document gets out once it is final.

Vivieca asked about sick leave, there were a number of situation in which a health care provider was a probable case, didn’t have leave and was put off duty by the facility.  In those situations, what kind of leave can the employee use, LWOP, AA, or what?  Brian responded that if you are unable to work because of illness you lose your leave.  If you can relate it to work you can file a worker’s comp claim, CA-1 or CA-2, and if accepted, you make get that leave back.  Dr. H added that the employee should be sent to employee health to document.  The first day is a non-pay day unless the facility grants AA.  Under current OPM and CDC regs there is no provision for AA.  Vivieca clarified that if the employee has no leave they do not get paid unless they have an approved claim.  Brian added that it is just like a regular illness.  If an employee has no leave it is treated the same as any other illness.  Because there is leave donation and advance sick leave and other options.  Dr. H added that if there is no documented contact with a patient with confirmed H1N1 DOL will not approve the claim.  The first day if a person is sent home, the MC MAY grant AA.  Irma asked if employees who must be gone 7 days, and we require documentation after three days, how are we dealing with this.  Nurses can self-certify  How will we address employees on SL certification.  Rosell replied that any employ can self-certify.  If the employee identifies the symptoms and didn’t go to a doctor, the employee can self-certify.  If they are on SL cert, it is the discretion of the supervisor to request after three days.  If the supervisor has no reason to question ok, but if SL cert they are required to document.  Rosell also added that there is guidance for supervisors about the kind of leave.
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Walt asked if someone had H1N1 do they need the vaccine.  Dr. R replied take the same precautions and get the vaccination.

Bill asked about adopting the ultra violet light and will it be implemented in the VA?  Dr. H answered that many believe UV light is valuable and we would love to do this but trying to do as a research project but no plans to do so now, it may take years, 5 years after the end of the trial we may be able to implement nationally.  

Rosell asked about the N-95 respirator, are we required to use?  Dr. H responded that CDC was rewriting guidance.  Rosell asked, if we have patients with the flu and nurses are told to wear the N-95 and if the research project is approved, will you be asking for employees to volunteer to wear different PPE to determine effectiveness?  Dr. H said the effectiveness is one of several important questions.  Rosell stated that the N-95 is more effective so if employees wear other PPE and get the flu and have no sick leave are we going to deal with them differently?  Dr. H replied that they would take that into account and required labor input.  The difference between the science and the politics is important.  This will not happen overnight but raised here because NPC is always our first step as we think about what to do.

MJ asked about OSHA requirement, under Article 28, AFGE employees have a choice of respirators, and with the 2 hour comfort time for wearing the N-95, when we are in pandemic mode and you have reusable respirators why do we not use them now?  There is no other industry where employees are required to wear respirators 8 hours a day.  The reusable are difficult to clean.  Many health care people don’t like the N-95 and one of our projects is to create a new respirator.  If we are going to create this new respirator, should we be running a pilot with this?  Dr. H replied that we don’t have them yet; they have been ordered but are not in use.  Are the reusable ones more comfortable?  

Dr. H asked how we work with NPC when we get to the point of roll-out that we do a conference call and let the union people decide how they want to proceed at that point.  He agreed to participate in the next conference call.  Walt also indicated that we may need to have a separate meeting with technical people to participate in and would require a different call.  Walt asked how long Dr. H thought he would need to present.  Dr. H responded that it would be an hour to present and then time for discussion.  

Susan asked about the new respirator, OSHA allows the employee to choose which respirator they want to use.  Are you going to mandate the use of the new one?  Dr. H replied that they try to get one with a good fit and people do not generally refuse to wear a N-95 that fits.  This may be an issue in the future.  OSHA is at the table for all of these discussion, we want to follow good practices in conjunction with NIOSH and OSHA.

MJ agreed to draft a letter expressing the support of the council for employees being encouraged to voluntarily get both flu shots.

Vivieca Wright-Simpson – VHA Update

Alma asked if Labor was a part of the reports.  Vivieca responded that the Deputy in particular was concerned about the labor climate, how many FTEE and their salaries and other information.

MJ is there a nation-wide policy regarding blocking ERs.  It is a concern with so many hostile patients.  I have not seen it.  Also the 24 hour evaluation plan, there is a security/safety  concern with transportation, if the patient comes in from a locked facility, it may take several hours to move a patient out of the ER.  There should be standard orders to get the patient out of the ER.  Is there some sort of risk/hazardous assessment standard form especially since we have so many open areas?  We don’t know what is going on; will there always be cameras etc.  Lindee replied that there is a Safety and Security Workgroup and we have developed a vulnerability assessment that is being tested now.  The key is to do this assessment across all facilities.  The goal is to have this done within a year.  There is also no uniformity as far as posting regarding no weapons policy.  They should be up in all facilities by November.   All vehicle entrances and doors will have these signs.  All administrations are represented and the Assistant Sec for Law Enforcement is on the committee.   

Bill asked if it was true that if the police are told someone has a weapon that the police cannot search that person and take the weapon.  Walt replied that it a stop and frisk situation.  Elaine stated that the nurses had to do this, law enforcement had to do it.  Rosell replied that if they are in the ER the nurse has to do it.  Walt added that if you are talking about a probable cause situation versus a screening.  Mike was concerned that a nurse was required to do a search.  Rosell said that when a patient is to be admitted the nurse does that search.  However, if a person comes into a facility and a weapon is visible or there is a reasonable basis then call the police.  Some places have wands, some have the patient strip into a gown and there are two way mirrors.  Vivieca will take back to management is policy of stationing police at ERs during off tours and clarification on search policy.  Rosell added that the police do not have to be in the actual ER but stationed in or near the entry area.  The police will come to assist but unless the person is aggressive the medical staff has to be there.  It is a medical center not a police center.  

Rosell Knight – Nursing Services Update

Bill asked if in Snowman there would be a drop down box to standardize the terms?  A group of people, medical and IT have gotten together to map all the terminology and match terms from one system to another so that there is standardization.  There will not be terminology in CCC that doesn’t have matching terminology in CPRS.  The staff doesn’t see any of this.  The program is like a universal translator.

Irma asked when the flow sheet is coming on line?  All the IT projects are on pause because the CIO has determined that the projects are advancing at the rate they should.  

Safety Conference Funding Request:

The letter from the council requesting the funding be restored for the annual safety conference.  Walt asked what the latest communication was regarding the conference.  He wondered what the basis was for canceling the conference.  Alma indicated that the Secretary did not respond to the request to restore the funding and Mr. Sepulveda committed to asking the Secretary the status.  MJ indicated that the letter doesn’t highlight the return on investment sufficiently.  For example the unions were able to offer support for the smallpox vaccination because they had been briefed at the conference.  Alma stated she believes that the Secretary made up his mind to cancel the conference based on the size and he has not considered the contents.  Alice replied that she believed the unions were unanimous in their support.  Alma said she believes that it was disrespectful to give no response.  Irma said that she believes that we need to send something in writing to give him an opportunity to respond.  Lindee added that the letter would have to include the justification and all the other info.  Glen suggested that the letter go to Mr. Sepulveda.  Alma responded that the Secretary came to the NPC and committed to looking into it and would get back to the council.  Glen stated that there was a call requesting all conferences over a certain size be reviewed and six or eight weeks ago a list came out listing all the approved conferences for 2010.  Alma believes that there should be consideration of what was cancelled, if this is the only safety conference for everyone, that should be taken into account.  Chris added the letter should also indicate that the Secretary has not responded and respectfully requesting the response from him.  MJ believes that some rationale for the cancellation should be articulated.  VA management people told Ron Reynolds that the Secretary said the conference could not be held because it was over 100 people.  Rosell said that some of the larger conferences in the Nursing Services had been cancelled and they had been encouraged to pursue alternative methods of communicating the information.  Walt said he was reluctant to sign the letter because he believed it was antagonistic and he would prefer to approach the parties.  Irma stated that the council has been discussing this since April and she thinks the delay will continue.  Alma believes the group should send a letter because he should hear from the group that he committed to respond to.  MJ believes the letter can offer more justification if that is what he needs to make a decision.  Walt will contact the COS and SEC next week and get back to the group next week.  Chris suggested if the answer is no that we then send a letter outlining the benefits.

Transformation Task Force:

Where are we at with TTF?  Julie Anderson has not gotten back to the NPC yet.  Chris believes that the TTF was going to come back with more information to assist the unions in determining how involved they need to be.  Walt will contact Julie for an update.

Child Care Subsidy Program – Katie McCullough-Bradshaw
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The letter will come out under Mr. Sepulveda’s signature.  This letter will include a supplemental fact sheet with procedures to reapply and also to get the retroactive payments.  HR is to disseminate this info locally.  This will be issued as soon as the letter is signed, hopefully today, definitely by tomorrow (goal).

Susan asked people that were participating will get a special letter about retroactive payments?  Yes.  The list of people that were identified as participating in July will receive this letter.  These will be sent to the address on file but when we sent the notice about suspension of the program many came back undeliverable.  Once the initial notice went out, we sent local HR a notice informing them that some employees had not updated their address.  The addresses came from the PAID system

Walt asked how the employees can get the letter if their address is correct.  Katie responded that she really didn’t have an answer except to pay attention to the notices from HR.  The employee from the facility can get the information from their local HR office.  The local HR office will be providing information to disseminate and the information is also available on the OHRM website.  There are about 1800 employees participating throughout the country.  There will be a deadline of October 20th to request the retroactive payment.  We will try to work in a grace period.  Most employees should have the receipts ready to submit.  

Susan asked if there will be a form.  Katie developed a special form for the retroactive payment.  The office must adhere to federal guidelines for this retroactive payment.  Employees can use this to apply for the program as well.  Susan asked how long the payment would take.  Katie responded that the office would process the request and it would be forwarded to Austin which recognizes the importance of the payment

Bill asked if the forms are on the web?  They will be available on the VA Child Care Subsidy website which has a link to the forms.  

Susan asked if the local HR would highlight the deadline.  Katie responded that in the info her office sent out it is clear.  Glen added that the info would go out on the VHA Friday morning national call and be in the minutes with a link to the forms.  Katie added that they will talk about it on the OHRM call as well and she would emphasize the deadline.  Brian   asked for the statement.  Katie will send to Anitra to disseminate.

Walt will prepare a memo requesting that OHRM extend the deadline and make the payments retroactive through October 2009.

LMR Awards – Bruce Triplett

There were 7 nominations but three of them were self nominations of individuals.  We considered 4, Northport, VISN 2, Puget Sound and the Lebanon MC.  After tabulating the scores Lebanon was the application we have recommended to the Secretary as the winner.  I have the nominations if anyone would care to review them.  The winning nomination listed a whole sequence of things that labor and management had done in partnership.  There were focus groups surrounding blood banks, merit promotions to make lower graded employees competitive, keeping the pool and gymnasium open by getting the local YMCA to take it over.  

VISN 2 talked about the things that they had done across all 5 MC such as Safe Patient Handling, VISN-wide education.  Puget Sound focused exclusively on a care givers conference.  Northport talked about an employee newsletter adding a partnership corner, light duty.  They were also able to hold the partnership council together even though there have been numerous management changes at the facility.  Bruce suggested we announce the winner on the Friday call and an honorable mention for the rest.  Claudia stated it has to be approved by the Secretary.  Walt added that we should recommend that the winner and two runner-ups come to the actual ceremony.

VBA Update – Mike Walcoff

Notes pending review.
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VA All Employee Survey Work Groups

		VHA National Center for Organization Development (NCOD)

		HSR&D Center for Organization, Leadership & Management Research (COLMR)

		Occupational Safety, Health and Prevention Strategic Healthcare Group

		VHA Human Resources Management (HRM) Group

		VHA National High Performance Development Model Program Office (HPDM) 

		Workforce Management and Consulting Office (WMC)

		VHA Support Service Center (VSSC)

		Employee Education System (EES)
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2009 VA All Employee Survey

		Conducted from 4/20/09 to 5/11/09

		Raw data received on 5/18/09
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The VA All Employee Survey Work Group feels that there is a connection between the energy being put into planning for action steps based on the All Employee Survey results and the consistently high response rate (substantially higher than most organizational surveys).  Employees are most likely to respond to the survey when they see concrete actions being taken in response to their previous participation.
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Demographics of AES Respondents
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The use of the web version of the survey has continued to increase since 2004.  Nationally, the use of IVR (telephone) and paper has continued to decrease.



As the Survey has gained credibility as the “voice of the people” the number of people utilizing paper surveys has dropped dramatically.  The reasons for providing paper surveys up to now was to ensure access for all employees and to also make sure people felt comfortable with the security of their confidentiality. We are currently researching ways to make sure that access and security needs are met with only electronic responses, which could dramatically reduce turnaround time in the future.
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As you can see, the division of the workforce by gender has remained  stable over the last four administrations.



An unknown response means the respondent skipped the gender question.  This category continues to remain small.  This is sometimes interpreted to represent caution among respondents about having their responses identified.
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The percentage of respondents in the 20-29  and 60 and up categories continues to increase while the percentage of respondents in the 40-49 and 50-59 cohort continues to decrease.
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The percentage of AES respondents describing themselves as Spanish, Hispanic or Latino has remained stable over the last 4 administrations of the AES.     
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Those declaring themselves as American Indians, Asian, Pacific Islanders, or Multi-Racial has remained largely stable. A response of multi-racial is any respondent who selected more than one race. An unknown response means the respondent skipped the race question. This is sometimes interpreted to represent caution among respondents about having their responses identified.











*



2009 AES National Overview Report

2009 AES National Overview Report

*

In 2009, the percentage of respondents who reported a supervisory level of “none” (no supervisory responsibility) decreased in comparison to 2008.  Also, the percentage of respondents who reported a supervisory level of “team leader” increased by over 4% in comparison to 2008.  All other supervisory levels remained stable.
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AES respondents showed significant decreases between 2006 and 2009 for those with 11-20 years of service and those with more than 20 years’ service. There was a corresponding trend towards an increase of respondents with three years of service or less.
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There were very small decreases in the percentage of Physician and Nurse respondents , while the percentage of Administrative respondents increased. The percentage of Other Clinical and Wage Grade respondents remained stable. 
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This is a demographic item added in 2008 for web version only. In 2009 Academic and Affiliate were added and it was available for all three modes. This demographic question asks employees where they spend at least 20% of their workweek.  Respondents could select up to 5 options. The multiple areas bar represents the percentage of respondents who selected more than one setting. 
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This is a demographic item added in 2008 for web version only. In 2009 it was available for all modes. This question allowed the respondent to select only one type of service.
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This is a question that was asked for the first time on the 2009 AES.  The question was available in all 3 survey administration modes. 



The training question asks, “Before becoming a VA employee, did you take part in a training or educational program based partly or entirely in VA (such as paid or unpaid internships, residencies, fellowships, or clinical, or administrative rotations)?” 
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2009 VA All Employee Survey

		Three components of the AES 

		Job Satisfaction Index (JSI)

		Employees’ individual satisfaction with key job features

		Organizational Assessment Inventory (OAI)

		Employee perceptions of conditions in their immediate work group

		Culture

		Employee perceptions of the general atmosphere at their facility overall
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2009 VA All Employee Survey

Job Satisfaction Index





National Results and Findings
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Job Satisfaction Index (JSI)

		Measures employee perceptions of individual satisfaction

		Job satisfaction is determined by the discrepancy between how much satisfaction a person has vs. how much one wishes to have.

		Discrepancy notion supported by much research

		But, there are measurement problems with assessing mathematical differences of discrepancies

		So, best alternative is to combine two questions into one:  “How much should you have compared to what you have now?”

		Used a single item for each facet of job satisfaction

		Used a five point scale ranging from 1 (not at all satisfied) to 5 (very satisfied)				
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Why Care About the JSI Results?

		We have found higher JSI scores to be associated with:

		Better employee outcomes

		Lower sick leave rates

		Fewer EEO complaints

		Greater civility among coworkers

		Better performance outcomes

		Higher outpatient satisfaction

		Higher inpatient satisfaction

		Higher Joint Commission scores
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This slide shows overall JSI factor scores for the last 4 survey administrations.  All JSI scores have increased from 2007.  The most significant increases occurred in “Pay”, “Working Conditions”,  and “Praise”.
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This slide displays JSI scores by age cohort.  The most striking trend is the high level of satisfaction among employees age 60 and up in relation to their younger co-workers. 
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Here is another way to isolate the data. In this slide, we are examining satisfaction levels across supervisory levels. Generally speaking, this slide shows that those with more supervisory responsibility are more satisfied across many of the JSI factors.
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Here is a view of the national distribution of overall satisfaction scores at the VISN level.  The color coding indicates the level of overall satisfaction : the darker the shade of yellow, the higher the satisfaction score.  The four color-coded groups were defined by dividing the range of VISN averages into four equally-space groups.
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		In 2009…

		Quality of Work and Type of Work had the highest scores

		Promotion Opportunity and Satisfaction vs. 2 Years Ago had the lowest scores





		In 2009 as compared to 2007 … 

		Pay Satisfaction, had the largest increase (+6%), followed by Promotion Opportunities (+5%), Praise (4%), and Senior Management (+4%)

		No JSI scores decreased from 2007 to 2009.



2009 VA All Employee Survey 

Job Satisfaction Index (JSI) 

National Conclusions
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2009 VA All Employee Survey

Organizational Assessment Inventory





National Results and Findings
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Organizational Assessment Instrument (OAI)

		Measures employee perceptions of work group conditions 

		Core OAI since 2004:

		27 items strongly correlated with important outcomes (employee health, patient care quality)

		Combined into 17 factors (from earlier surveys)

		A summary factor, Civility, averages items from 4 of these factors: Cooperation, Coworker Support, Conflict Resolution, and Diversity Acceptance.

		In 2007 two new factors added, for total of 31 items

		Engagement (2 items)	

		Psychological Safety (2 items)
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Why Care about the OAI Results?

		In previous research by the AES team, higher OAI scores were correlated with:

		Better employee outcomes

		Lower sick leave rates

		Fewer lost time claims

		Fewer EEO claims 

		Better patient care outcomes

		Higher patient satisfaction

		Inpatient and outpatient

		Higher quality of chronic disease care

		Higher quality of preventive care
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Every OAI factor has increased since 2006.
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Note the generally U-shaped curve for OAI scores by age group (deciles), with the exception of Job Control and Demands.  It is considered desirable for the sense of Job Control to increase while Job Demands decreases.



Employees in the 20-29 age cohort and the 60 and up cohort typically provide the highest scores to OAI.
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The higher the level of supervisory responsibility, the higher the satisfaction with work group characteristics.
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Remember, Civility is an average of 8 different items drawn from 4 of the OAI factors: Cooperation, Coworker Support, Conflict Resolution, Diversity Acceptance. Civility at the VHA workplace is actionable: that is, it responds to an intervention. For example, research demonstrates that the CREW interventions increase civility in the participating groups. Empirical evidence supports that substantial CREW participation within a facility improves civility climate at the facility as a whole, to statistically significant levels. 
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Here is a view of the national distribution of civility scores at the VISN level.  The color coding indicates the level of civility: the darker the shade of yellow, the higher the civility score.  The four color-coded groups were defined by dividing the range of VISN averages into four equally-space groups.



The differences in scores represented by the color coding in this map graph are purely descriptive and may or may not be related to differences in outcomes (performance).
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2009 VA All Employee Survey 

Organizational Assessment Inventory  

National Conclusions 

		In 2009…  

		Resources, Work/Family Balance, Diversity Acceptance, and Safety Climate were the highest rated domains, while Job Control, Psychological Safety, and Conflict Resolution were rated the lowest.

		There were substantial and consistent differences in rating by age group and by level of supervisory responsibility.

		In 2009 as compared to 2007 … 

		There was a small but consistent movement towards more positive OAI ratings from 2007 to 2009 – no scores decreased over this time period.

		Rewards, Engagement, and Retention demonstrated the largest increases (+4%).
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2009 VA All Employee Survey

Organizational Culture



National Results & Findings
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2009 VA All Employee Survey 

Measuring Organizational Culture: 

Five Elements

		Group

		Motto: Our people are our most important asset.

		Entrepreneurial 

		Motto: Let’s find a way to do it better!

		Hierarchical / Bureaucratic 

		Motto: Follow standard operating procedures.

		Enabling (new in 2009)

		Motto: Create policies & procedures that facilitate getting work done effectively

		Rational

		Motto: We get the job done
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The conceptual model of culture that we used was based on the published work of Zammuto and Krakower and has been widely used in organization research within healthcare.  According to this model, the culture of any given organization can be thought of as a mixture of four different elements:



		Group/teamwork orientation 

		Entrepreneurial orientation

		Bureaucratic/hierarchical orientation

		Rational or production orientation





To complement this framework, beginning in 2009 we added four questions designed to measure a fifth element that we have labeled the enabling orientation, based on the terminology used by Paul Adler and Bryan Borys in their 1996 article, “Two types of bureaucracy: Enabling and coercive” [Administrative Science Quarterly, 41(1), 61-89].  The characteristics of an enabling culture orientation are described in greater detail on the next slide.



The hypothetical motto listed for each culture element is our attempt to capture the essential spirit of each of these orientations.



Like the personality of an individual, the culture of an organization is a mix of elements, not an all-or-nothing situation in which one element is present to the exclusion of all others.
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2009 VA All Employee Survey 

Enabling Culture

		An enabling culture is one in which policies & procedures:

		Clarify employee roles & responsibilities

		Save time & effort because they represent best ways of doing things

		Are revised as necessary to adapt to changing circumstances

		Enabling culture added to AES to capture positive aspects of rules & structure

		Enabling culture questions were pilot tested during 2008 AES administration

		Reliability and validity established using data from over 6,000 respondents
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     The enabling element of culture was added to the AES in 2009 as a counter-balance to the hierarchical/bureaucratic element, which focuses on the constraints and limitations associated with organizational policies and procedures.  The new enabling culture questions assess the positive aspects of organizational rules and structure, which over the years some managers and other users of the AES data felt was lacking.

  

     Questions representing the enabling culture were developed based on prior research.  A pilot study was conducted during the 2008 AES administration; a randomly selected subset of employees were given a version of the AES that included five new questions.  A total of 6,401 employees responded to these additional items; 85 facilities had at least 30 respondents. 



     The reliability and validity of the proposed new enabling culture scale were established and confirmed in several ways. The new enabling culture scale also demonstrated considerable variation across medical centers and a low correlation with the hierarchical / bureaucratic scale, suggesting that those two scales measured different constructs.  



     Higher levels of Enabling Culture were found to be associated with lower patient missed opportunity rates and higher rates of patients seen within 30 days in various clinics, higher immunization rates, more major depression follow-up, inpatient tobacco counseling, and LDL measurement for diabetic and AMI patients.  The new Enabling Culture scale did not correlate significantly with SHEP patient overall quality ratings.  
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2009 VA All Employee Survey 

Why Care About the Culture Results?

		Culture differences are important

		Culture related to employee satisfaction & patient satisfaction 

		Example: One point difference in combined group & entrepreneurial culture associated with 4.3% lower turnover among physicians

		Knowledge of culture may be used to customize intervention strategies to be more effective





2009 AES National Overview Report

2009 All Employee Survey Results

*

          Why should we care about organizational culture anyway?  We think there are two reasons.  One you might describe as related to the direct impact of culture, and the other might be described as indirect.

          Direct impact refers to the relationship of organizational culture to other important factors such as employee satisfaction and patient satisfaction.  For example, a statistically significant positive relationship was found between group culture and patient satisfaction among inpatients: the higher the dose of group/teamwork culture, the higher the patient satisfaction. 

         Another example of direct impact is the relationship between culture and turnover.  A 1 point difference/increase in G/E culture was associated with over a 4% lower turnover rate among physicians.

          Culture is also indirectly important as a factor that should be taken into account when planning improvement or change activities.  To understand this point, it is helpful to think of culture as the “personality” of an organization.  
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In this graph we report the national VHA culture profile over time.  Consistently, the bureaucratic and rational components are rated the strongest, followed by group and entrepreneurial.



There have been small but steady increases in the levels of group and entrepreneurial culture in VHA over time. However, the gains are indeed small, and it is difficult to know if they have yet crossed a “tipping point” and achieved practical or managerial significance.  Nonetheless, we believe that such increases can generally be regarded as a positive development in light of research that suggests that higher levels of these components of culture are associated with more effective work processes (e.g., quality improvement) and positive outcomes (Shortell, O’Brien, Carman et al., 1995; Cameron & Quinn, 1999; Gifford, Zammuto & Goodman, 2002; Meterko, Mohr & Young, 2004).
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Most VISNs have shown small but steady increases since the 2006 AES administration.
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Here is another view of the national distribution of group culture scores at the VISN level.  The color coding indicates the strength of the group culture component: the darker the shade of yellow, the higher the group culture score.  The four color-coded groups were defined by dividing the range of VISN averages into four equally-space groups.



The differences in scores represented by the color coding in this map graph are purely descriptive and may or may not be related to differences in outcomes (performance). 



We believe that the increases in group and entrepreneurial culture are a positive development in light of research that suggests that higher levels of these components of culture are associated with more effective work processes (e.g., quality improvement) and positive outcomes (Shortell, O’Brien, Carman et al., 1995; Cameron & Quinn, 1999; Gifford, Zammuto & Goodman, 2002; Meterko, Mohr & Young, 2004).
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2009 VA All Employee Survey Organizational Culture  Conclusions: National 

		In 2009…  

		Bureaucratic and Rational elements are the strongest components of culture in VHA - this has been a consistent pattern since 2004

		Enabling culture was higher than the Group and Entrepreneurial culture elements, but lower than the Rational and Bureaucratic culture elements

		This is first year enabling culture scale was included in the full AES, it was piloted on a fraction of respondents in 2008

		In 2009 as compared to 2007 … 

		Scores on all four elements increased, although by small amounts

		2008 to 2009 comparison is not reliable for Enabling culture given the substantially smaller number of respondents to this scale in 2008

		The increases in Group & Entrepreneurial represent continuations of gradual but steady long-term trends

		Research would suggest that these are favorable trends

		Not yet clear whether the size of the changes observed are sufficient to be meaningful in a practical sense
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When comparing the overall satisfaction across complexity groups over time, one is struck by how similar these groups are in spite of the largely shared belief that small, simple facilities are greatly different from larger, more complex sites.  At least for employee satisfaction, this is not true.



The lowest numbers (1a,1b,1c) are the most complex facilities, the highest number (3) are the least complex ones. Taxonomy of organizational complexity levels for VHA facilities is based on patient volume served, levels of patient risk, clinical complexity of services (e.g. type of Intensive Care Units), and amount of research and teaching done at the facility.
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2009 VA All Employee Survey 

Next Steps

		VISN level feedback sessions

		AES Data Cube ProClarity training available for in-depth review of work group results

		Local dissemination of results, development of goals, further development  of action plans, and follow-up utilizing performance measures

		For AES Action Planning in Workforce Succession Plans, go to Succession Planning Website:



	http://lrnestweb8.dva.va.gov/succession/Templates/Master.aspx?pid=986 

		 AES Portal: http://aes.vssc.med.va.gov/default.aspx 
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Questions?

Contact:

VHA National Center for 

Organization Development

513-247-4680



Email:

VHANCOD@va.gov
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National Results   2006   2007   2008   2009   Respondents   149,628   164,905   164, 502   169 , 242   Employee Count   213,280   216,283   226 , 022   253 , 108   Response Rate   70.2%   76.2%   72.8%   66.9 %    
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Satisfaction by Complexity Group


Web Phone Paper


2006 85.56% 8.41% 6.02%


2007 87.74% 8.62% 3.65%


2008 92.35% 5.08% 2.57%


2009 93.42% 4.85% 1.72%


Male Female Unknown


2006 37.13% 58.97% 3.90%


2007 36.78% 59.09% 4.13%


2008 36.18% 60.18% 3.65%


2009 36.69% 59.31% 4.01%


<20 20-29 30-39 40-49 50-59 60-Up Unknown


2006 0.29% 5.09% 14.84% 29.04% 37.90% 8.86% 3.99%


2007 0.29% 5.52% 15.28% 28.19% 36.88% 9.73% 4.11%


2008 0.25% 6.41% 15.76% 27.40% 35.82% 10.52% 3.85%


2009 0.29% 6.88% 16.32% 26.89% 34.50% 10.84% 4.27%


Hispanic Non-Hispanic Unknown


2006 7.09% 87.91% 4.99%


2007 7.68% 87.00% 5.32%


2008 7.70% 87.44% 4.86%


2009 7.74% 87.06% 5.20%


White Black American Indian Asian Pacific IslanderMulti-racial Unknown


2006 58.13% 17.44% 0.96% 5.07% 0.79% 9.73% 7.89%


2007 61.04% 14.80% 1.15% 5.61% 0.89% 3.29% 13.21%


2008 62.11% 19.46% 1.04% 5.57% 0.87% 3.08% 7.87%


2009 61.89% 19.25% 1.11% 5.36% 0.90% 3.28% 8.20%


None Team Leader First Line Manager Executive Unknown


2006 70.45% 12.94% 6.86% 5.23% 1.02% 3.50%


2007 70.76% 12.75% 6.72% 5.09% 1.02% 3.66%


2008 71.61% 12.41% 6.56% 5.09% 1.02% 3.32%


2009 68.02% 16.48% 6.74% 4.53% 0.92% 3.31%


<6 mos 6 mos-1yr 1-3 yrs 4-5 yrs 6-10 yrs 11-20 yrs  >20 yrs Unknown


2006 3.32% 4.05% 16.61% 9.73% 14.10% 26.16% 22.41% 3.62%


2007 4.02% 5.81% 15.15% 10.11% 15.77% 23.96% 21.34% 3.84%


2008 5.58% 7.59% 16.02% 10.68% 15.51% 20.93% 20.25% 3.44%


2009 4.68% 8.57% 20.20% 9.55% 15.69% 18.55% 19.02% 3.75%


Physician Nurse Other Clinical Administrative Wage Unknown


2006 6.33% 26.42% 17.52% 37.28% 11.79% 0.66%


2007 6.67% 27.38% 18.11% 33.15% 10.72% 3.98%


2008 6.42% 27.44% 19.14% 33.92% 12.75% 0.33%


2009 6.09% 26.09% 19.01% 36.03% 12.58% 0.19%


Administrative Inpatient Outpatient Extended Research Education Affiliate Multiple Areas Unknown


2008 30.90% 17.69% 20.98% 3.49% 1.65% 0.00% 0.00% 13.69% 11.60%


2009 27.48% 14.26% 16.72% 2.48% 1.05% 0.99% 1.99% 29.02% 6.02%


2008 2009


Administrative 28.68% 32.16%


Dental  1.17% 1.37%


ER 1.34% 1.32%


Home Care 1.02% 1.43%


Imaging 1.89% 1.97%


Inpatient 4.94% 5.29%


ICU/CCU 2.19% 2.01%


Lab 2.85% 2.79%


Medical 2.63% 2.77%


Mental Health 6.68% 6.80%


Nursing Home 4.14% 4.06%


Prosthetics 0.68% 0.65%


Pharmacy 3.89% 3.73%


Primary Care 5.95% 5.84%


Rehab 2.61% 2.66%


Research 1.44% 1.39%


SCI 0.75% 0.75%


Surgical 2.81% 2.77%


Other Clinical 13.02% 14.60%


Unknown 11.32% 5.63%


2.91% 75.95% 21.14%


2009


Unknown No Yes


2.91% 75.95% 21.14%


2009


Unknown No Yes


2006 2007 2008 2009


Type of Work 4.09 4.09 4.13 4.16


Amount of Work 3.69 3.67 3.75 3.79


Pay 3.16 3.14 3.22 3.38


Co-workers 4.01 4.02 4.05 4.07


Direct Supervision 3.71 3.73 3.81 3.83


Senior Mgmt 3.20 3.25 3.36 3.41


Promotion Opp 2.74 2.82 2.96 3.01


Working Conditions 3.50 3.51 3.58 3.64


Customer 3.93 3.93 3.96 3.99


Praise  3.19 3.25 3.36 3.42


Quality of Work 4.43 4.41 4.43 4.44


Overall Sat 3.77 3.77 3.84 3.89


Sat vs. 2yrs Ago 3.05 3.08 3.18 3.23


<20 20-29 30-39 40-49 50-59 60-Up


Type of Work 3.79 4.14 4.14 4.15 4.18 4.27


Amount of Work 3.57 3.87 3.80 3.78 3.78 3.91


Pay 3.17 3.39 3.33 3.33 3.41 3.53


Co-workers 3.72 4.05 4.03 4.04 4.09 4.21


Direct Supervision 3.43 3.91 3.85 3.82 3.83 3.93


Senior Mgmt 3.18 3.60 3.45 3.41 3.38 3.49


Promotion Opp 2.85 3.19 3.06 3.01 2.97 3.09


Working Conditions 3.37 3.72 3.63 3.63 3.63 3.73


Customer 3.70 3.96 3.93 3.96 4.02 4.11


Praise  3.23 3.52 3.42 3.41 3.41 3.51


Quality of Work 4.10 4.40 4.41 4.42 4.47 4.52


Overall Sat 3.66 3.91 3.85 3.87 3.92 4.05


Sat vs. 2yrs Ago 3.03 3.32 3.24 3.26 3.22 3.25


None Team Leader First Line Manager Executive


Type of Work 4.13 4.19 4.27 4.39 4.45


Amount of Work 3.80 3.78 3.77 3.82 3.97


Pay 3.33 3.42 3.55 3.78 3.68


Co-workers 4.03 4.09 4.23 4.38 4.36


Direct Supervision 3.79 3.85 4.03 4.18 4.28


Senior Mgmt 3.38 3.36 3.62 3.88 4.17


Promotion Opp 2.91 3.05 3.41 3.75 4.03


Working Conditions 3.61 3.59 3.81 4.00 4.21


Customer 3.97 3.99 4.09 4.18 4.20


Praise  3.37 3.42 3.65 3.81 3.96


Quality of Work 4.43 4.45 4.46 4.52 4.54


Overall Sat 3.87 3.89 4.02 4.15 4.25


Sat vs. 2yrs Ago 3.20 3.24 3.36 3.46 3.59


2006 2007 2008 2009


VHA CO 3.86 3.84 3.91 3.97


VISN 1 3.78 3.78 3.83 3.96


VISN 2 3.79 3.82 3.87 3.90


VISN 3 3.79 3.81 3.89 3.90


VISN 4 3.73 3.73 3.83 3.88


VISN 5 3.77 3.77 3.86 3.86


VISN 6 3.70 3.70 3.79 3.85


VISN 7 3.74 3.74 3.83 3.87


VISN 8 3.84 3.81 3.89 3.95


VISN 9 3.74 3.75 3.82 3.90


VISN 10 3.75 3.73 3.85 3.96


VISN 11 3.76 3.77 3.85 3.86


VISN 12 3.73 3.73 3.84 3.93


VISN 15 3.74 3.71 3.79 3.87


VISN 16 3.80 3.80 3.83 3.91


VISN 17 3.70 3.67 3.79 3.86


VISN 18 3.82 3.77 3.77 3.76


VISN 19 3.73 3.77 3.80 3.86


VISN 20 3.77 3.77 3.73 3.78


VISN 21 3.79 3.85 3.88 3.94


VISN 22 3.80 3.75 3.88 3.90


VISN 23 3.78 3.81 3.87 3.94


2006 2007 2008 2009


Cooperation 3.55 3.60 3.67 3.71


Conflict Resolution 3.33 3.39 3.47 3.50


Diversity Acceptance 3.70 3.74 3.82 3.84


Coworker Support 3.63 3.66 3.72 3.74


Supervisory Support 3.66 3.65 3.74 3.76


Customer Service 3.70 3.72 3.79 3.81


Innovation 3.41 3.45 3.55 3.58


Resources 3.81 3.83 3.89 3.92


Safety Climate 3.72 3.74 3.81 3.84


Leadership 3.48 3.51 3.60 3.63


Rewards 3.42 3.47 3.59 3.63


Employee Development 3.45 3.50 3.61 3.64


Work/Family Balance 3.77 3.79 3.88 3.91


Planning/Evaluation 3.64 3.68 3.76 3.79


Job Control 3.09 3.12 3.18 3.21


Demands 3.51 3.56 3.56 3.58


Retention 3.41 3.40 3.46 3.54


Engagement 3.58 3.62 3.71 3.77


Psychological Safety 3.26 3.29 3.36 3.38


Civility 3.60 3.64 3.71 3.74


<20 20-29 30-39 40-49 50-59 60-Up


Cooperation 3.37 3.73 3.68 3.67 3.73 3.84


Conflict Resolution 3.14 3.55 3.49 3.48 3.51 3.63


Diversity Acceptance 3.45 3.97 3.87 3.80 3.83 3.94


Coworker Support 3.44 3.85 3.78 3.71 3.72 3.79


Supervisory Support 3.29 3.88 3.79 3.73 3.75 3.84


Customer Service 3.45 3.89 3.81 3.79 3.81 3.88


Innovation 3.23 3.65 3.57 3.56 3.58 3.65


Resources 3.55 3.98 3.91 3.90 3.92 3.98


Safety Climate 3.49 3.86 3.82 3.82 3.86 3.92


Leadership 3.32 3.76 3.65 3.61 3.62 3.70


Rewards 3.26 3.69 3.63 3.61 3.63 3.72


Employee Development 3.28 3.75 3.66 3.63 3.63 3.70


Work/Family Balance 3.49 3.95 3.92 3.90 3.90 3.95


Planning/Evaluation 3.44 3.88 3.80 3.77 3.78 3.87


Job Control 2.90 3.17 3.21 3.21 3.21 3.28


Demands 3.35 3.67 3.68 3.61 3.53 3.41


Retention 3.43 3.58 3.53 3.49 3.56 3.70


Engagement 3.41 3.75 3.74 3.75 3.78 3.86


Psychological Safety 3.03 3.40 3.37 3.36 3.39 3.48


Civility 3.38 3.83 3.75 3.71 3.74 3.83


None Team Leader First Line Manager Executive


Cooperation 3.64 3.74 3.98 4.17 4.23


Conflict Resolution 3.42 3.52 3.90 4.11 4.15


Diversity Acceptance 3.77 3.87 4.17 4.33 4.39


Coworker Support 3.68 3.80 3.93 4.09 4.22


Supervisory Support 3.69 3.80 4.07 4.24 4.29


Customer Service 3.76 3.82 4.01 4.16 4.23


Innovation 3.49 3.64 3.90 4.12 4.25


Resources 3.88 3.89 4.12 4.27 4.36


Safety Climate 3.79 3.81 4.14 4.28 4.34


Leadership 3.56 3.66 3.91 4.14 4.25


Rewards 3.56 3.65 3.91 4.10 4.23


Employee Development 3.55 3.73 3.96 4.18 4.33


Work/Family Balance 3.85 3.91 4.21 4.32 4.36


Planning/Evaluation 3.73 3.81 4.01 4.22 4.33


Job Control 3.07 3.31 3.71 3.95 4.05


Demands 3.53 3.64 3.65 3.83 3.96


Retention 3.50 3.58 3.68 3.85 3.94


Engagement 3.72 3.78 3.96 4.16 4.23


Psychological Safety 3.29 3.42 3.76 3.98 4.03


Civility 3.67 3.77 4.03 4.20 4.28


2006 2007 2008 2009


VHA CO 3.77 3.75 3.85 3.88


VISN 1 3.69 3.71 3.74 3.81


VISN 2 3.66 3.68 3.75 3.78


VISN 3 3.59 3.63 3.69 3.70


VISN 4 3.58 3.59 3.70 3.72


VISN 5 3.59 3.67 3.72 3.75


VISN 6 3.47 3.53 3.63 3.66


VISN 7 3.52 3.55 3.63 3.65


VISN 8 3.64 3.69 3.74 3.77


VISN 9 3.54 3.62 3.69 3.72


VISN 10 3.54 3.55 3.67 3.75


VISN 11 3.50 3.57 3.63 3.67


VISN 12 3.54 3.56 3.68 3.69


VISN 15 3.53 3.58 3.67 3.73


VISN 16 3.61 3.66 3.70 3.74


VISN 17 3.46 3.50 3.63 3.65


VISN 18 3.64 3.63 3.66 3.69


VISN 19 3.67 3.72 3.78 3.77


VISN 20 3.72 3.74 3.76 3.81


VISN 21 3.73 3.79 3.84 3.81


VISN 22 3.65 3.66 3.79 3.76


VISN 23 3.66 3.73 3.78 3.81


2006 2007 2008 2009


Group 2.97 3.02 3.09 3.14


Entrepreneurial 2.83 2.88 2.94 2.97


Bureaucratic 3.43 3.46 3.48 3.50


Rational 3.25 3.28 3.35 3.38


Enabling 0.00 0.00 3.22 3.21


2006 2007 2008 2009


VHA CO 3.12 3.15 3.30 3.33


VISN 1 2.99 3.05 3.09 3.19


VISN 2 2.95 3.00 3.07 3.10


VISN 3 3.05 3.10 3.18 3.21


VISN 4 2.88 2.92 3.04 3.07


VISN 5 2.97 3.03 3.12 3.16


VISN 6 2.81 2.86 2.98 3.02


VISN 7 2.92 2.94 3.03 3.09


VISN 8 3.07 3.12 3.18 3.22


VISN 9 2.88 2.95 3.03 3.12


VISN 10 2.85 2.90 3.00 3.11


VISN 11 2.86 2.95 3.00 3.06


VISN 12 2.99 3.01 3.13 3.18


VISN 15 2.83 2.90 2.96 3.05


VISN 16 3.01 3.07 3.10 3.17


VISN 17 2.85 2.88 3.01 3.09


VISN 18 2.95 2.96 3.01 3.03


VISN 19 2.90 2.99 3.02 3.07


VISN 20 3.02 3.05 3.02 3.03


VISN 21 3.09 3.19 3.22 3.24


VISN 22 3.12 3.13 3.25 3.23


VISN 23 3.02 3.08 3.14 3.18
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  PANDEMIC FLU LEAVE GUIDE FOR VA HEALTH CARE SETTINGS


What a Supervisor Should Do if a Health Care Employee (who works with and around patients): 

Appears ILL During a Declared Pandemic Influenza or Was Exposed to Pandemic Influenza (September 24, 2009)

SITUATIONS 1-2: Work-Related Exposure With and Without Symptoms:

		Situation

		If the employee…

		Take the following action

		Appropriate leave 

		And 

		Authority



		​​​ 1


Symptomatic

		Has taken care of a VA patient with confirmed or suspect case of H1N1 and displays influenza-like illness symptoms at work, e.g., fever, cough, sore throat, body aches, headache, chills and fatigue, oftentimes diarrhea and vomiting. 

		· Have employee cease patient care activities, don a surgical mask, and send employee to Occupational Health, Emergency Department, or their primary care physician for evaluation.  Supervisor should notify infection control personnel.

		· Takes leave until symptoms have resolved plus one day or seven days, whichever is longer (Note 1)

· COP if CA1


· Sick leave with leave buy-back if CA2




		· Employee may file a CA-1 if there is a documented short-term (“one-tour of duty”) exposure.

· When employee becomes ill after poorly  documented exposures or after working with multiple patients,  they should likely file a CA-2 form for occupational illness under the OWCP program.

		· VA Handbook 5011, Part III, Chapters 2 (Title 5) and Chapter 3 (Title 38)..

· VA Handbook 5011, Part III, Chapter 2, Par. 12 u. Weather & Emergency Situations (1) Definitions revised March 30, 2005.






		
2


Non-symptomatic

		Has known, recent, and direct exposure without adequate protection to a patient meeting the current criteria for H1N1 pandemic influenza and employee. 

		· The employee may remain at work but should stay alert for the development of symptoms (under rare circumstances prophylactic antiviral administration may be appropriate). 

		· No leave. Employee may remain at work

		· Employee may file an incident report to document exposure.

		· USH Advisory #8 (“Treatment for H1N1 Influenza Virus).





Note (1) VA’s chart is based on the Center for Disease Control’s guidance for businesses and employers publication as of August 19, 2009.  As the guidance changes we will revise the chart as needed.   

Leave Blank for future information


PANDEMIC FLU LEAVE GUIDE FOR VA HEALTH CARE SETTINGS


What a Supervisor Should Do if a Health Care Employee:


 Appears ILL During a Declared Pandemic Influenza 


SITUATIONS 3-4: Non-work related exposure

		Situation

		If the employee…

		Take the following action

		Leave Status



		And 

		Authority



		​​​3

Symptomatic

		Displays influenza-like illness symptoms at work, fever, cough, sore throat, body aches, headache, chills and fatigue, oftentimes diarrhea and vomiting. 




		· Send employee home on sick leave, encourage employee to seek medical care, advise employee must clear through Occupational Health before returning to duty. (Note 1)

		· Does the employee request leave?

· Yes.  Grant sick leave or annual leave in lieu of sick leave as requested by the employee.

		

		· VA Handbook 5011, Par. 4.

· Note:  Authorized Absence is not appropriate. May consider other appropriate leave options.



		

		

		

		· No.  Inform the employee he/she must leave the workplace. (Note 3)



		· Consult with the HR Office on the next steps, including potential adverse action (e.g., enforced leave).

		· VA Handbook 5011, Par. 4 c. and i.



		4 


Asymptomatic 

		No symptoms consistent with ILI. (Note 2)

		Employee remains at work and pays attention to the development of symptoms.

		· None

		

		





Note 


(1)  If employee works with patients, they should remain out of work for seven days or for the duration of symptoms plus one day, whichever is longer.  If they do not work with patients, they should remain off work for the duration of symptoms plus one day


(2)  Employees with influenza-like illness (ILI) should be considered medically incapacitated.  ILI is defined as any illness  with a temperature of 100.4 or greater without specific organ, like urinary tract infections, or a combination of (usually at least three) symptoms including at least one systemic (fatigue, muscle aches, weakness).  Employees should be sent to the Employee Occupational Health Unit for clarification

(3) An employee ordered to leave the workplace has no “right” to remain on VA premises.  If an employee has been ordered to leave and refuses to do so, supervisors should consult with HR and building security staff to have the employee escorted from the premises.

PANDEMIC FLU LEAVE GUIDE FOR VA NON-HEALTH CARE SETTINGS


What a Supervisor Should Do if a non-Health Care Employee (who does not work with or around patients): 


Appears ILL During a Declared Pandemic Influenza or Was Exposed to Pandemic Influenza 


SITUATIONS 5-6: Work-Related Exposure With and Without Symptoms:


		Situation

		If the employee…

		Take the following action

		Appropriate leave 

		And 

		Authority



		​​​ 5

Symptomatic

		Was exposed to a co-worker with confirmed or suspected case of H1N1 and displays influenza-like illness symptoms at work, e.g., fever, cough, sore throat, body aches, headache, chills and fatigue, oftentimes diarrhea and vomiting. (Note 2)

		Express concern that the employee appears to be ill with pandemic flu-like symptoms and encourage the employee to take leave and seek medical care.

If employee does not wish to go home, recommend the employee go to the Occupational Health or their primary care physician for evaluation. 

		· Takes sick leave until symptoms have resolved plus one day.

· COP if CA1


· Sick leave with leave buy-back if CA2




		· Employee may file a CA-1 if there is a documented short-term (“one-tour of duty”) exposure.

· When employee becomes ill after poorly  documented exposures they can file a CA-2 form for occupational illness under the OWCP program.


· Adjudication of such scenarios is under the control of the Department of Labor.

		· VA Handbook 5011, Part III, Chapter 2 (Title 5) and Chapter 3 (Title 38)

· VA Handbook 5011, Part III, chapter 2,, Par. 12 u. Weather & Emergency Situations (1) Definitions revised March 30, 2005.

· Consult Human Resources (Note 3)




		6

Non-symptomatic

		

		· No action needed. However, the employee should be continuously monitored to see if symptoms develop.

		· No leave. Employee may remain at work.

		· Employee may file an incident report to document exposure.

		





Note (1) VA’s chart is based on the Center for Disease Control’s guidance for businesses and employers publication as of August 19, 2009.  As the guidance changes we will revise the chart as needed.  


(2)  Employees with influenza-like illness (ILI) should be considered medically incapacitated.  ILI is defined as any illness  with a temperature of 100.4 or greater without specific organ, like urinary tract infections, or a combination of (usually at least three) symptoms including at least one systemic (fatigue, muscle aches, weakness).  Employees may be sent to the Employee Occupational Health Unit for clarification.  


(3) An employee ordered to leave the workplace has no “right” to remain on VA premises.  If an employee has been ordered to leave and refuses to do so, supervisors should consult with HR and building security staff to have the employee escorted from the premises.             http://www.opm.gov/pandemic/OPM-Pandemic_AllIssuances.pd
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VA Child Care Subsidy Program Update


National Partnership Council Meeting

October 1, 2009

 

 



 As you are aware, the contract for administration of the VA Child Care Subsidy Program was terminated on July 1, 2009.  All payments were suspended at that time. The decision has been made for the Office of Human Resources Management, Worklife and Benefits Service, VA Central Office, to administer the program.  Employees interested in participating or continuing to participate in the Child Care Subsidy Program must submit an application package and supporting documentation to their local Human Resources (HR) office.  The local HR office will forward all completed packages to Worklife and Benefits Service for determination of eligibility and request for payment.

 



To relieve some of the financial hardship that some of the participants faced during the temporary interruption of the program, the VA’s Office of General Counsel has given approval to make retroactive payments to participants.  Employees who participated in the program as of July 1, 2009 will be issued a letter informing them of the procedures to follow in reapplying for the Child Care Subsidy Program.  The notice also will provide instructions for requesting retroactive payment of child care subsidy benefits for child care services performed from May through September, 2009.  



  Within the next few days, the Worklife and Benefits Service will issue an Office of Human Resources Management Flyer to HR offices at field facilities to provide updated guidance on the procedures employees should follow if they are interested in participating in the VA Child Care Subsidy Program. The guidance also will include details on the procedures employees must follow in submitting their requests for retroactive payments of child care subsidy benefits.   



The Department of Veterans Affairs is fully committed to restoring the Child Care Subsidy Program, paying the benefits and internally managing the program until a new contract is awarded.


Katie McCullough-Bradshaw


Human Resources Specialist


Team Lead, Worklife and Benefits Service (058)


Office of Human Resources Management                       


(202) 461-7076 
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The 2009 Influenza Pandemic: 


Current and Future Efforts


September 30, 2009


Lew Radonovich, MD 


Department of Veterans Affairs


Office of Public Health and Environmental Hazards 











Topics


			Influenza 


			Pandemic Influenza


			2009 Novel H1N1 Influenza


			VA Policy, Planning, and Preparedness for Pandemic Flu Mitigation


			Flu Projects - Office of Public Health and Environmental Hazards














Influenza Virus


3 major types


A, B, C 


Sub-types of ‘A’: 


‘H’ and ‘N’

















Species Affected


Genetic Reservoirs


Intermixing


H1, H3


H1, H2, H3


H3, H7


Commercial,


LBMs


Others














H1-12


H14-15





H1-2, 4-7,


H9-13, 15-16


  H10


H1, H3, H4, H7, 


                H13






































Other Aquatic


Birds?


H5N1


















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Geographic Evolution


Source: www.AAAS.org











Downloaded from: Principles and Practice of Infectious Diseases (on 7 April 2006 08:06 PM)


© 2005 Elsevier 





Genetic drifts


Genetic shifts


New vaccines each year














Influenza Infection


			Source: justsharethis.com





Symptoms and Signs




















Normal Epithelium


(Mouse, SEM)


      - Small et al.




















3 Days Post-Infection


	- Small et al











Downloaded from: Principles and Practice of Infectious Diseases


© 2005 Elsevier 




















Seasonal Variation of Influenza-Like Illness

















Leading Causes  of Death, United  States, 2000


#7 – Influenza and Pneumonia











How contagious is influenza?


			Inhalation of as few as 3 infective particles can transmit infection


			In families, attack rates are 20%-60%


			Contagiousness is greater when no immunity is present in the population





Musher. NEJM 2003;348(13):1256-66


http://www.rit.edu/~andpph/photography.html











The 1957-58 UV Influenza Study


McLean, R. L. (1961).Am Rev Respir Dis 83(2 Part 2): 36-38. 





*

















The 1957-58 UV Influenza Study Results


			UV ward had 90% reduction in flu cases 


			18% of Healthcare workers became infected with flu


			Patients in both wings equally exposed.





McLean, R. L. (1961).Am Rev Respir Dis 83(2 Part 2): 36-38. 


			Pts
At Risk			
+Flu			Rate			%


			UV			209			4			0.019			1.9


			No UV			395			75			0.189			18.9
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Ultraviolet Germicidal Irradiation











.


.





UV light 


> 7 ft.





slow fan





*


Air disinfection using UV lights above the heads of people. 


Ceiling fans to produce good air circulation and insure rapid killing of viruses.


Use upward low-speed winter setting to 


Move viruses up and into UV light


Prevent draftiness and improve heat distribution




















Influenza Pandemic


American Red Cross photo  http://ibiblio.org/hyperwar/AMH/XX/WWI/flu/flu1918/flu1918-4.jpg 


			Outbreak of influenza with:


			Novel virus, all or most susceptible


			Transmissible from person-to-person


			Wide geographic spread














http://nmhm.washingtondc.museum/collections/archives/agalleries/1918flu/1918flu.html











American Fatalities from Influenza and Combat


 Civil           WWI        1918-19     WWII       Korean     Vietnam


  War                         Influenza                      War            War  


Thousands


> 500,000














http://nmhm.washingtondc.museum/collections/archives/agalleries/1918flu/1918flu.html


                                                         





Distribution of cases by age group is markedly different compared to seasonal influenza


Highest hospitalization rates among 0-4 year olds


Fewest cases but highest case-fatality ratio in older adults (average age: 37 years)


Few cases in older adults


70% of hospitalized cases have an underlying medical condition that confers higher risk for complications


Pregnancy is a higher risk condition

















Average Year –


Seasonal Flu…


36,000











2009 and 1918











WHO Pandemic Phases





			Interpandemic period			Phase 1. No new influenza virus subtypes have been detected in humans. An influenza virus subtype that has caused human infection may be present in animals. If present in animals, the riska of human infection or disease is considered to be low.


			Phase 2. No new influenza virus subtypes have been detected in humans. However, a circulating animal influenza virus subtype poses a substantial riska of human disease


			Pandemic alert period			Phase 3. Human infection(s) with a new subtype, but no human-to-human spread, or at most rare instances of spread to a close contact


			Phase 4. Small cluster(s) with limited human-to-human transmission but spread is highly localized, suggesting that the virus is not well adapted to humans.


			Phase 5. Larger cluster(s) but human-to-human spread still localized, suggesting that the virus is becoming increasingly better adapted to humans, but may not yet be fully transmissible (substantial pandemic risk).


			Pandemic period			Phase 6. Pandemic phase: increased and sustained transmission in general population


			Postpandemic period			Return to interpandemic period




































































Possible Consequences of a Severe influenza pandemic


			Overwhelmed health care systems


			Rationing of essential supplies


			Illness and death


			Workforce reduction


			Cancellation of events; school closure?


			Reduction of interstate commerce


			Civil unrest


			Others


			














200 % of ward capacity


200% of ventilator capacity


400% of ICU capacity





Demand for Hospital Services


1918-scale epidemic


Estimates


Need Field Hospitals → 











Anticipated availability of H1N1 vaccine


June 19, 2009


July 24, 2009 


Mid-October


April 26, 2009


June 11, 2009


April 15, 2009


2009 Novel H1N1 Timeline


First 2009 novel H1N1 patient in the United States confirmed by laboratory testing 


USG declares a public health emergency and begins implementing nation’s pandemic response plan


43,771 H1N1 cases and 302 deaths reported in the United States and Territories


WHO Director-General declares a Phase 6 Influenza Pandemic


All 50 states, the District of Columbia, Puerto Rico, and the U.S. Virgin Islands have reported novel H1N1 infection

































































2009 Novel H1N1 Epidemiology


			Continuing outbreaks


			Population immunity is low, particularly among the young


			Most cases of illness, hospitalization and death <65 years old 


			Unlike seasonal influenza persons 65 years and older have been substantially less affected by novel H1N1


			Groups at increased risk of influenza-related complications are the same as those for seasonal flu:





CDC H1N1 Images: http://www.cdc.gov/h1n1flu/images.htm 











Signs and Symptoms of H1N1 Flu


			Fever


			Cough 


			Sore throat 


			Body aches 


			Headache 


			Chills and fatigue


			Possibly diarrhea and vomiting 








~95% of patients have a URI


0.5% Case fatality rate 


< 5% get seriously ill














Testing for H1N1 Flu


			“Nasopharyngeal specimen


			Commonly misunderstood


			Rapid Influenza Diagnostic Tests”


			Limited usefulness


			Polymerase chain reaction (PCR)


			Confirms the diagnosis























Personal Protective Equipment


			Gown


			Gloves


			Goggles, glasses  or faceshield


			N95 respirator























Proper Hand Hygiene 


			Wash with soap and water or clean with alcohol-based hand cleaner.


			Wash hands with soap and warm water for 15 to 20 seconds. 


			When soap and water are not available, alcohol-based disposable hand wipes or gel sanitizers may be used. 


			If using gel, rub your hands until the gel is dry. The gel doesn't need water to work; the alcohol in it kills the germs on your hands. 














Spread of H1N1 Flu 


			Person to person through:


			coughing  


			sneezing 


			Touching surface contaminated with virus  then touching mouth or nose. (virus survives 2-8hrs after being deposited)


			Can be spread


			One day before symptoms occur


			Up to 7 or more days after becoming sick. 














Antiviral Treatment


			All hospitalized patients


			Outpatients with co-morbid illness


			Clinical discretion














2009 Novel H1N1 Vaccine


			In development	


			5 manufacturers; 2 formulations


			Clinical trials completed and ongoing


			1 seasonal flu shot (now)


			1 pandemic  flu shot (mid-October)


			Particularly those with co-morbid illness
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2009 Novel H1N1 Vaccine


			Priority groups 


			Occupational risk


			Health care workers


			Emergency medical personnel


			Age or health condition risk


			Pregnant women


			Contacts and caregivers of infants < 6 m


			6 m through 18 year olds


			25 through 64 year olds with chronic illness























VA Policy, Planning, and Preparations for Pandemic Flu Mitigation











VA Comprehensive Plan


			Largest integrated health care system in U.S. 


			Largest employer of health care


			Electronic health record for patients


			Electronic occupational health record


			Existing stockpiles of countermeasures  


			Expertise in influenza transmission, prevention, and treatment 


			Public Health and Medical Operations (PHMOG) Group to manage information flow and VA response throughout the pandemic














VA Assets


Coordinated national annual seasonal flu campaign provides effective model for 2009 novel H1N1 vaccinations


~ 2.5 M seasonal influenza vaccinations in 08-09


65% of health care staff vaccinated in 08-09


85% of enrolled veterans > 65


Network of VA Pandemic Flu Advisors—provide a ‘reality check’


Communications planning—is active and multi-layered











VA Influenza History and Background


			2003 SARS epidemic launched VA-wide preparations


			Respiratory Protection policies


			“Infection: Don’t Pass It On” campaign


			VHA’s seasonal flu vaccination program 


			Vaccinate approximately 2.5M persons annually


			National Pandemic Flu Plan - 2006


			Heralded by White House as model Department plan


			Local VA facility Pandemic Flu Plans – required 


			Multiple pandemic flu exercises (estimated to be 175)


			including VHA-wide week-long exercise summer 2008























VA 2009 Novel H1N1 Preparedness and Response


	VA’s pandemic preparedness and response actions support the National Response Framework


Surveillance


Mitigation Measures


Vaccination


Communications and Education











I. VA Surveillance


			Like the CDC, VHA has stopped reporting confirmed and probable H1N1 flu cases


			OPHEH provides weekly ‘H1N1 Flu Snapshot’


			ESSENCE


			Influenza-like illness cases – observed vs expected at VA medical facilities


			Track burden at sites; national trends 














II. VA Mitigation – Managing Medical Needs


			Occupational Health Record Keeping System (OHRS)


			Tracks vaccination, prophylaxis, treatment, medical clearance, fit testing, and workability


			Required for compliance with May 2006 White House’s National Strategy for Pandemic Influenza Implementation Plan


			Provide subject matter expertise and support to VHA field staff managing outbreaks


			Ethics guidance














II. VA Mitigation – VA Medical Countermeasures


			Antivirals


			4.1M courses of oseltamivir in field based caches


			380K courses of zanamivir –


			VA All-Hazards pharmaceutical caches


			Antibiotics, antivirals


			IVF


			N95 Respirators





Photo: CDC H1N1 Images: www.cdc.gov/h1n1flu/images.htm 


			Masks





    - 1.4M N95s 


    - 1M surgical masks 


    - 22K reusable respirators


Purchasing 180K elastomeric respirators











III. Initial 300,000 doses for VA


			Occupational risk 


			Health care workers


			Emergency medical personnel


			Age or health condition risk


			Pregnant women


			Contacts and caregivers of infants < 6 m


			18 year olds














III. Non-VA, Non-DoD Vaccinees


			Prioritized non-VA, non-DoD vaccinees dependent upon as yet undetermined HHS target groups


			July 2009 ACIP guidelines suggest relevant criteria:


			Occupational risk 


			Health care workers


			Emergency medical personnel


			Age or health condition risk


			Pregnant women


			Contacts and caregivers of infants < 6 m


			6 m through 24 year olds


			25 through 64 year olds with chronic illness (includes large percentage of Veteran population)

















IV. VA Communications and Education


			Targeted information/educational materials


			Workplace and home


			Conducted in process review of spring H1N1 communications efforts


			Extensive education and communications materials available: 





	www.publichealth.va.gov/h1n1flu 


Source: VA IDPIO Campaign http://www1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1975 











Purpose: To Help Connect Policy to Practice


Mission:  To help the VA solve important problems in: 


	  Occupational health


	  Biosafety


	  Infection control 


	  industrial hygiene


 











VA Respirator Projects
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Respirator Tolerability





This graph is a kaplan-meier curve showing the probability (vertical axis) of a healthcare worker being able to tolerate a selected respirator ensemble for the time shown on the horizontal axis





PAPR = powered air-purifying respirator


V = valve


MM = medical mask (or sugical mask)


DB = duck bill respirator


HER = half-face elastomeric respirator











SurvivalFunc



				respirator				Time_Hours				_CENSOR_				SURVIVAL				SDF_LCL				SDF_UCL				STRATUM



				DB				0								1				1				1				1				48



				DB				0				0				0.962962963				0.7649449709				0.9946984657				1



				DB				0.08				0				0.9259259259				0.7350414605				0.9809426839				1



				DB				0.38				0				0.8888888889				0.6938963972				0.962748759				1



				DB				0.58				0				0.8518518519				0.6520289602				0.9416549031				1



				DB				1.52				0				0.8148148148				0.610926533				0.9184105686				1



				DB				2.73				0				0.7777777778				0.570880876				0.8934470602				1



				DB				2.9				0				0.7407407407				0.5319240011				0.8670378583				1



				DB				4.42				0				0.7037037037				0.4940240575				0.839367102				1



				DB				5.58				0				0.6666666667				0.4571378357				0.8105633431				1



				DB				5.93				0				0.6296296296				0.4212264802				0.7807178688				1



				DB				6.25				0				0.5925925926				0.3862602267				0.7498953164				1



				DB				6.3				0				0.5555555556				0.3522196842				0.7181400629				1



				DB				6.42				0				0.5185185185				0.3190961423				0.6854800952				1



				DB				6.8				0				0.4814814815				0.2868918126				0.6519292386				1



				DB				7.75				1				0.4814814815												1



				DB				7.75				1				0.4814814815												1



				DB				7.75				1				0.4814814815												1



				DB				7.75				1				0.4814814815												1



				DB				7.75				1				0.4814814815												1



				DB				7.75				1				0.4814814815												1



				DB				7.75				1				0.4814814815												1



				DB				7.92				0				0.4012345679				0.1954888538				0.5999431386				1



				DB				8				0				0.3209876543				0.1246966548				0.5378056737				1



				DB				8				1																1



				DB				8				1																1



				DB				8				1																1



				DB				8				1																1



				HER				0								1				1				1				2				41



				HER				0.2				0				0.962962963				0.7649449709				0.9946984657				2



				HER				0.4				0				0.9259259259				0.7350414605				0.9809426839				2



				HER				1.3				0				0.8888888889				0.6938963972				0.962748759				2



				HER				1.45				0				0.8518518519				0.6520289602				0.9416549031				2



				HER				1.7				0				0.8148148148				0.610926533				0.9184105686				2



				HER				2.03				0				0.7777777778				0.570880876				0.8934470602				2



				HER				2.08				0				0.7407407407				0.5319240011				0.8670378583				2



				HER				4.08				0				0.7037037037				0.4940240575				0.839367102				2



				HER				4.37				0				0.6666666667				0.4571378357				0.8105633431				2



				HER				6				0				0.6296296296				0.4212264802				0.7807178688				2



				HER				6.05				0				0.5925925926				0.3862602267				0.7498953164				2



				HER				6.28				0				0.5555555556				0.3522196842				0.7181400629				2



				HER				6.73				0				0.5185185185				0.3190961423				0.6854800952				2



				HER				7				0				0.4814814815				0.2868918126				0.6519292386				2



				HER				7.08				0				0.4444444444				0.2556203942				0.6174881909				2



				HER				7.75				0				0.4074074074				0.2253082037				0.5821445574				2



				HER				7.75				1				0.4074074074												2



				HER				7.75				1				0.4074074074												2



				HER				7.75				1				0.4074074074												2



				HER				7.75				1				0.4074074074												2



				HER				7.75				1				0.4074074074												2



				HER				7.75				1				0.4074074074												2



				HER				7.83				1				0.4074074074												2



				HER				8				0				0.3055555556				0.112236126				0.5258653794				2



				HER				8				1																2



				HER				8				1																2



				HER				8				1																2



				MM				0								1				1				1				3				52



				MM				0.57				0				0.962962963				0.7649449709				0.9946984657				3



				MM				0.67				0				0.9259259259				0.7350414605				0.9809426839				3



				MM				1.5				0				0.8888888889				0.6938963972				0.962748759				3



				MM				2.17				0				0.8518518519				0.6520289602				0.9416549031				3



				MM				3.2				0				0.8148148148				0.610926533				0.9184105686				3



				MM				3.25				0				0.7777777778				0.570880876				0.8934470602				3



				MM				4.92				0				0.7407407407				0.5319240011				0.8670378583				3



				MM				5				0				0.7037037037				0.4940240575				0.839367102				3



				MM				5.63				0				0.6666666667				0.4571378357				0.8105633431				3



				MM				6				0				0.6296296296				0.4212264802				0.7807178688				3



				MM				6.5				0				0.5925925926				0.3862602267				0.7498953164				3



				MM				6.83				0				0.5555555556				0.3522196842				0.7181400629				3



				MM				7.58				0				0.5185185185				0.3190961423				0.6854800952				3



				MM				7.75				1																3



				MM				7.75				1																3



				MM				7.75				1																3



				MM				7.75				1																3



				MM				7.83				1																3



				MM				7.83				1																3



				MM				7.92				1																3



				MM				7.92				1																3



				MM				8				1																3



				MM				8				1																3



				MM				8				1																3



				MM				8				1																3



				MM				8				1																3



				MM				8				1																3



				N95				0								1				1				1				4				33



				N95				1.27				0				0.962962963				0.7649449709				0.9946984657				4



				N95				1.3				0				0.9259259259				0.7350414605				0.9809426839				4



				N95				1.73				0				0.8888888889				0.6938963972				0.962748759				4



				N95				1.92				0				0.8518518519				0.6520289602				0.9416549031				4



				N95				2.1				0				0.8148148148				0.610926533				0.9184105686				4



				N95				3.75				0				0.7777777778				0.570880876				0.8934470602				4



				N95				4.08				0				0.7407407407				0.5319240011				0.8670378583				4



				N95				4.15				0				0.7037037037				0.4940240575				0.839367102				4



				N95				4.88				0				0.6666666667				0.4571378357				0.8105633431				4



				N95				5.08				0				0.6296296296				0.4212264802				0.7807178688				4



				N95				5.25				0				0.5925925926				0.3862602267				0.7498953164				4



				N95				5.47				0				0.5555555556				0.3522196842				0.7181400629				4



				N95				5.75				0				0.5185185185				0.3190961423				0.6854800952				4



				N95				6				0				0.4814814815				0.2868918126				0.6519292386				4



				N95				6.08				0				0.4444444444				0.2556203942				0.6174881909				4



				N95				6.58				0				0.4074074074				0.2253082037				0.5821445574				4



				N95				6.92				0				0.3703703704				0.1959961179				0.5458718966				4



				N95				7.08				0				0.3333333333				0.1677426871				0.5086276126				4



				N95				7.75				1																4



				N95				7.75				1																4



				N95				7.75				1																4



				N95				7.83				1																4



				N95				7.83				1																4



				N95				7.83				1																4



				N95				7.92				1																4



				N95				8				1																4



				N95				8				1																4



				N95+MM				0								1				1				1				5				30



				N95+MM				0.55				0				0.962962963				0.7649449709				0.9946984657				5



				N95+MM				0.58				0				0.9259259259				0.7350414605				0.9809426839				5



				N95+MM				0.78				0				0.8518518519				0.6520289602				0.9416549031				5



				N95+MM				1.45				0				0.8148148148				0.610926533				0.9184105686				5



				N95+MM				1.53				0				0.7777777778				0.570880876				0.8934470602				5



				N95+MM				1.75				0				0.7407407407				0.5319240011				0.8670378583				5



				N95+MM				1.83				0				0.7037037037				0.4940240575				0.839367102				5



				N95+MM				3.08				0				0.6666666667				0.4571378357				0.8105633431				5



				N95+MM				3.38				0				0.6296296296				0.4212264802				0.7807178688				5



				N95+MM				3.72				0				0.5925925926				0.3862602267				0.7498953164				5



				N95+MM				4.02				0				0.5555555556				0.3522196842				0.7181400629				5



				N95+MM				4.08				0				0.4814814815				0.2868918126				0.6519292386				5



				N95+MM				6.25				0				0.4444444444				0.2556203942				0.6174881909				5



				N95+MM				6.33				0				0.4074074074				0.2253082037				0.5821445574				5



				N95+MM				6.58				0				0.3703703704				0.1959961179				0.5458718966				5



				N95+MM				6.9				0				0.3333333333				0.1677426871				0.5086276126				5



				N95+MM				7.13				0				0.2962962963				0.1406290188				0.470349297				5



				N95+MM				7.75				1																5



				N95+MM				7.75				1																5



				N95+MM				7.75				1																5



				N95+MM				7.75				1																5



				N95+MM				8				1																5



				N95+MM				8				1																5



				N95+MM				8				1																5



				N95+MM				8				1																5



				N95+V				0								1				1				1				6



				N95+V				0.53				0				0.962962963				0.7649449709				0.9946984657				6				55



				N95+V				2.6				0				0.9259259259				0.7350414605				0.9809426839				6



				N95+V				3.05				0				0.8888888889				0.6938963972				0.962748759				6



				N95+V				3.65				0				0.8518518519				0.6520289602				0.9416549031				6



				N95+V				3.85				0				0.8148148148				0.610926533				0.9184105686				6



				N95+V				3.92				0				0.7777777778				0.570880876				0.8934470602				6



				N95+V				4.12				0				0.7407407407				0.5319240011				0.8670378583				6



				N95+V				4.67				0				0.7037037037				0.4940240575				0.839367102				6



				N95+V				4.93				0				0.6666666667				0.4571378357				0.8105633431				6



				N95+V				6.12				0				0.6296296296				0.4212264802				0.7807178688				6



				N95+V				7.17				0				0.5925925926				0.3862602267				0.7498953164				6



				N95+V				7.42				0				0.5555555556				0.3522196842				0.7181400629				6



				N95+V				7.75				1				0.5555555556												6



				N95+V				7.75				1				0.5555555556												6



				N95+V				7.75				1				0.5555555556												6



				N95+V				7.75				1				0.5555555556												6



				N95+V				7.75				1				0.5555555556												6



				N95+V				7.75				1				0.5555555556												6



				N95+V				7.97				1				0.5555555556												6



				N95+V				8				0				0.4166666667				0.2035858088				0.6178335872				6



				N95+V				8				1																6



				N95+V				8				1																6



				N95+V				8				1																6



				N95+V				8				1																6



				N95+V				8				1																6



				N95+V				8				1																6



				N95+V+MM				0								1				1				1				7



				N95+V+MM				0.35				0				0.962962963				0.7649449709				0.9946984657				7				41



				N95+V+MM				0.5				0				0.9259259259				0.7350414605				0.9809426839				7



				N95+V+MM				0.95				0				0.8888888889				0.6938963972				0.962748759				7



				N95+V+MM				1.08				0				0.8518518519				0.6520289602				0.9416549031				7



				N95+V+MM				1.23				0				0.8148148148				0.610926533				0.9184105686				7



				N95+V+MM				1.83				0				0.7777777778				0.570880876				0.8934470602				7



				N95+V+MM				1.92				0				0.7407407407				0.5319240011				0.8670378583				7



				N95+V+MM				2.25				0				0.7037037037				0.4940240575				0.839367102				7



				N95+V+MM				2.5				0				0.6666666667				0.4571378357				0.8105633431				7



				N95+V+MM				2.67				0				0.6296296296				0.4212264802				0.7807178688				7



				N95+V+MM				3.22				0				0.5925925926				0.3862602267				0.7498953164				7



				N95+V+MM				3.92				0				0.5555555556				0.3522196842				0.7181400629				7



				N95+V+MM				4				0				0.5185185185				0.3190961423				0.6854800952				7



				N95+V+MM				4.48				0				0.4814814815				0.2868918126				0.6519292386				7
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				PAPR				0.92				0				0.7777777778				0.570880876				0.8934470602				8
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Respirator – Speech Intelligibility





Vertical axis: % of words correctly identified in a modified rhyme test


SM = surgical mask


PAPR = powered air-purifying respirator
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VA National Stockpile
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Engineering Methods of Infection Control 


Pandemic Surge and Negative Airflow Space





Purpose is to understand how to modify VHA medical facilities to accommodate a surge of acutely ill patients infected with influenza.


This will be studied in a vacant hospital facility in Florida using tracer gas studies and particulate analyses.


















































Respirator Effectiveness Trial











Partners – Clinical Effectiveness Trial


			Veterans Health Administration ($1M)


			Centers for Disease Control and Prevention ($3M)


			National Personal Protective Technology Laboratory ($0.2M)


			Johns Hopkins University and School of Medicine (Personnel)


			Employee Organizations?














Prevention


			Avoid touching eyes, nose or mouth. 


			Cover coughs and sneezes


			Avoid close contact with sick people. 


			Wash hands


			If sick with flu stay at home from work or school 














Prevention


			Practice Good Health Habits





			Get plenty of sleep


			Stay physically active


			Reduce stress


			Drink plenty of fluids


			Eat healthy foods























For more information


			CDC:  www.cdc.gov/h1n1flu 


			HHS:  www.flu.gov 


			VA:     www.publichealth.va.gov/h1n1flu 


			WHO: www.who.int/csr/disease/swineflu/en  
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Symptoms of
Swine flu

Systemic m*Pfy;hologlcal
- Fever -y = - Lethargy

- Lack of appetite

Nasopharynx —/

- Runny nose ! Respiratory
- Sore throat ﬁ» Coughing

‘ Gastric
Intestinal - - Nausea

- Diarrhea - Vomiting
















_Virus tter

Day post inoculation with ATexas/21 (HIN1) virus
Copyright © 2005, 2004, 2000, 1995, 1990, 1985, 1979 by Elsevier Inc.





Percentage of Visits for ILI & ARI Reported
by Sentinel Providers and BioSense Outpatient Facilities,
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top the spread of germs that make you and otherssick!

Ovi’e)gfxl;gh

)

Cover your mouth
and nose with a
tissue when you

cough or sneeze
or

cough or sneeze into
your upper sleeve,
not your hands. 4

Put your used tissue in
the waste basket

to protect others.

You may be asked to \g
put on a surgical mask

Clean
=
Hands @o%‘

Wash with
0ap and water

or
clean with
alcohol-based
hand cleaner.

after coughing or sneezing.
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Projected
Case Fatality Number of Deaths*
Ratlo US Population, 2006

>20% 1,800,000

1.0-<20% 900,000 - <1,800,000

0.5-<1.0% 450,000 - 300,000






Goals of Community Mitigation
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Influenza Positive Tests Reported to CDC by U.S. WHO/NREVSS
Collaborating Laboratories, National Summary, 2008-09
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Influenza Vaccination of Healthcare Workers
in the United States, 1989-2002
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Emergence and predominance of an H5N1 influenza

variant in China

G. J. D. Smith®, X. H. Fan', J. Wang*, K. S. Li*, K. Qin*, J. X. Zhang?, D. Vijaykrishna, C. L. Cheung?, K. Huang*,
J. M. Raynert, J. S. M. Peiris*, H. Chen*, R. G. Webster'*s, and Y. Guan's

¥state Key Laboratory of Emerging Infectious Diseases, Department of Microbiology, Li Ka Shing Faculty of Medicine, University of Hong Kong,
21 sassoon Road, Pokfulam, Hong Kong Special Administration Region, China; and *Virology Division, Department of Infectious Diseases, St. Jude Children’s

Research Hospital, Memphis, TN 38105
Contributed by R. G. Webster, September 20, 2006

The development of highly pathogenic avian H5N1 influenza
viruses in poultry in Eurasia accompanied with the increase in
human infection in 2006 suggests that the virus has not been
effectively contained and that the pandemic threat persists. Up-
dated virological and epidemiological findings from our market
surveillance in southern China demonstrate that H5N1 influenza
viruses continued to be panzootic in different types of poultry.
Genetic and antigenic analyses revealed the emergence and pre-
dominance of a previously uncharacterized HSN1 virus sublineage
(Fujian-like) in poultry since late 2005. Viruses from this sublineage
gradually replaced those multiple regional distinct sublineages and
caused recent human infection in China. These viruses have already
transmitted to Hong Kong, Laos, Malaysia, and Thailand, resulting
in a new transmission and outbreak wave in Southeast Asia.
serological studies suggest that HSN1 seroconversion in market
poultry is low and that vaccination may have facilitated the
selection of the Fujian-like sublineage. The predominance of this
virus over a large geographical region within a short period directly
challenges current disease control measures.

influenza A | molecular epidemiology | virus evolution

xtensive surveillance and genetic studies have revealed that

highly pathogenic avian influenza HSN1 viruses have be-
come first predominant and then endemic in poultry in southern
China_and Southeast_Asia since 2003 (1). This endemicity

human infections. Therefore, whether those people were infected
locally and directly from affected poultry or other sources, including
humans, s still unknown. This situation directly challenges current
pandemic preparedness plans, raising concern that a_pandemic
could emerge not only from the countryside but also from an urban
area, just as severe acute respiratory syndrome emerged from the
live-animal markets of Guangzhou and the Pearl River delta (8, 9).

Here we report updated virological and epidemiological find-
ings from our market surveillance in southern China, Epidemi-
ological analysis showed that HSN1 influenza viruses were
continued to be perpetuated in poultry in cach of the provinces
tested, mainly in domestic duck and geese. Genetic analysis
revealed that an HSNI influenza variant had emerged and
become predominant in each of the provinces, replacing those
previously established multiple sublineages in different regions
of southern China. This virus had also transmitted to Hong
Kong, Laos, Malaysia, and Thailand. Serological studies sug-
gested that the seroconversion rate in poultry in China is low and
that the emergence and predominance of this HSN1 strain may
be associated with vaccination in poultry. Genetic findings also
revealed that these viruses also were responsible for all recently
reported human infection cases in China. The predominance of
this virus over a large geographical region within a short period
questions the efficacy of current discase control measures in
poultry and revealed that a new transmission and outbreak wave
has been initiated from China to Southeast Asia since carly 2006.
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{lhat the poultry vaccine currently used in China may only
dite very low neutralizing antibodies to Fl-like viruses in
flrison to other previously cocirculating HSN1 sublineages.
“tuation could have helped to select for the FJ-like sublineage
thry, because our results also show that these viruses had
d the GY2 and YN2 virus sublineages, both of which had
ters in the serological tests. As such, this information suggests
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yiously, we described the establishment of multiple sublin-
bf H5N1 virus in southern China and Southeast Asia (2). The
ence and replacement of these sublineages by FJ-like viruses

PNAS | November7,2006 | vol. 103 | no.45 | 16939






(= http:/iwww1.va.govivhapublications/ViewPublication.asp?pub_ID=1947 - Windows Internet Explorer

@

DO YOUR PART T0
KEEP VETERANS HEALTHY

CLEAN

your hands

www publichealth.va.gov/infectionDontPassiton W& REERTieke

Google B~ 7 (zier. - Bamoo. -[Bzmoo.. - EMaosft.. [ -3adob.. [ L4 Mo,





SafeGuarding and Serving
VETERANS AND VA FIGHT THE

2
H
H
5

Department of Veterans Affairs
www.publichealth.va.gov





BRITISH
coLuMBIA

visna0

Boston HCS-W. Roxbury 7/29/09
~A /7 o Coure 7 Expaitd
MoNTANA

VISNZ0 g ano

WYOMING
e York-Marhattan VANC 7/24/03
Count: 12 Expected: 2.3

£, Kansas-Levenworth 7/24/09 and 7/30/09
Combine Count: 22 Expected: 7.4 &

oKLAH|

Ao HEWMEXICO a

VISN-18

Phaenix VANIC 7/25/09
Count: 18 Expected: 7.1

e Q
o

%

e s

PHILIPPINES

= Il p——
WS -
O] = Guif of Mexico
Davao g YGm
ke

‘OPHSR] T





975 - Windows Internet Explorer

Fle Edt GoTo Favorles Help

@ V| search - b @ - e | B~ Ly cocknarksw | P check - T autoril - & & - @tatry..-
G+ [E) it vo govishopbicatonsfenuicaton sprpu_1o=1975 ][4 [x

% & (8]~ [Oreathusatety | @neoimmss voovisha.. x|
= [ ﬁ ¢ 11 @ @ [z Hn

/ Unknown Zone





> hitp: 1.va.govivhapublications/ViewPublication.aspZpub._I 3 - Windows Internet Explorer

Fle Edt GoTo Favorles Help

oogle V] sexch -+ @ - - | B+ 1y Booknarts | P check - ] autorll - &

& - @ ety

@

~ [ htpliwmt.va.govivhapublationsfyiewPublcation asp7pub_ID=173

|42/ %] Hant vacee coc

% & [5]- [Mnai .. | @hepsi.. | @Ecocin.. | @coc 1. | @enpiovee,. | Oriuger | @cobalat.. [Hurol s

Yoooger. |@rewt. x [ | B~ - o) Page + (JTodk +

gﬁqm\jj @ D[] 1 ©® @[] g K i B

Dane.

cBe Gz [oF] {12

e

/ Unknown Zone

L1 OR S A5 S

earch Deskiop |2






HealthHospitals

The Best
Medical Care
Inthe U.S.

How Veterans Affairs transformed itself—
and what it means for the rest of us

BY CATHERINE ARNST
AYMOND B. ROEMER, 83,
has earned his member-
ship in “the greatest gen-
eration.” A flight engineer
during World War II, his
B-24 was shot down over
Potsdam during a bomb-
ing run. He managed to parachute out,
but the jump landed him in enemy terri-
tory. Roemer spent 11 months in a Ger-
man POW camp until he was liberated by
General George S. Patton’s troops in
April, 1945.
A month later he came home to Buffa-
1o with a Purple Heart and a few crushed
vertebrae from that parachute jump. He
married his high school sweetheart,
started a successful metal-fabricating
business, and signed up for health bene-
fits with Blue Cross/Blue Shield. He can
afford to be treated at any of some 20
well-regarded hospitals in the area, but
Roemer has made what what may seem a
bizarre choice. He goes to the Veterans
Affairs Medical Center in Buffalo, a hulk-
ing, gray edifice first opened in 1950. He
doesn’t go just for his service-related in-
Juries, either. His primary care doctor is at
the VA, he fills his prescriptions there, and
he uses the hospital for his vision and
hearing needs. He even persuaded his 59-
year-old son and business partner,
Nicholas, a Vietnam War vet, to enroll
with the VA.
Every day some 1,400 patients pass
through the Buffalo VA’s unprepossessing
entrance, into what many might assume

50 | BusinessWeek | July 17, 2006

is a hellish health-care world, under-
staffed, underfunded, and uncaring.
They couldn’t be more wrong. According
to the nation’s hospital-accreditation
panel, the VA outpaces every other hospi-
tal in the Buffalo region. “The care here is
excellent,” says Roemer. “I couldn’t be
‘happier, and my friends in the POW group
I belong to all feel the same.”

LOWER COSTS, HIGHER QUALITY
ROEMER SEEMS TO HAVE stepped
through the looking glass into an alterna-
tive universe, one where a nationwide
health system that is run and financed by
the federal government provides the best
medical care in America. But it’s true—if
you want to be sure of top-notch care, join
the military. The 154 hospitals and 875
clinics run by the Veterans Affairs Dept.
have been ranked best-in-class by a num-
ber of independent groups on a broad
range of measures, from chronic care to
heart disease treatment to percentage of
members who receive flu shots. It offers all
the same services, and sometimes more,
than private sector providers.

According to a Rand Corp. study, the VA
system provides two-thirds of the care rec-
ommended by such standards bodies as
the Agency for Healthcare Research &
Quality. Far from perfect, granted—but the
nation’s private-sector hospitals provide
only 50%. And while studies show that 3%
to 8% of the nation’s prescriptions are
filled erroneously, the VA’s prescription ac-
curacy rate is greater than 99.997%, a lev-
el most hospitals only dream about. That’s

Because the VA treats
patients for life, it has
an incentive to invest
in preventive care,
reaping the benefit of
lower long-term costs.
And its advanced
patient-records
database has nearly
eliminated drug errors

CURT CAMPBELL/VA
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National Center for Occupational
Health and Infection Control

Office of Public Health and Environmental Hazards
Veterans Health Administration
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Incidence of Respiratory lliness in Healthcare Workers
Who Wear Respirators, Surgical Masks or “Usual
Protective Measures” while Caring for Patients
The Respiratory Protection Clinical Effectiveness Trial

Prindpal Investigators:
Lew Radonovich, Trish Perl, Michael Bell, Ron Shaffer:

The Veterans Health Administra tion
The Centers for Disease Control and Prevention

The National Institute of Occupational Safety and Health
Johns Hopkins Health System

For the U.S. Respiranry Protection Clinical Research Consortium

lune 12,2009





Chart 1: Randomization Scheme

Randomize 3 clinics
cach at JHH and VA,
assign to one of 3 arms

Arm 3, JHH
and VA
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25,000



25,000



Number who become Ill with influenza



250,000
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						SLIDE 1

3 min.  		PART  1:   INTRODUCTION

SCENARIOS

2 YRS AGO, HRC SET OUT TO DEV. GOAL RELATED TO INT. CUST. SAT.  BEGAN BY REVIEWING LAST 2 AES’S.  ALSO INTERVIEWED 100’S OF STAFF USING WCL TECH.  SOME CONSISTENT THEMES EMERGED:
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		 Authorized to act

		 Accountable
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Expected Outcomes

		Increase awareness of relationship between

		civility and business outcomes

		civility and employee satisfaction

		Measurable improvement in

		civility at the workgroup level

		key business indicators
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DECIDED TO TAKE PILOT APPROACH
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From VA’s Core Values . . .

“We foster a culture of respect, equal opportunity, innovation and accountability.”



			Trust

			Respect

			Excellence

			Commitment

			Compassion



Core Competencies







Civility

		Fundamental rules of interaction

		“On-stage” behavior

		Impersonal

		Courtesy, politeness, consideration

		Baseline expectation of all staff



		JC Civility Standard





*











Respect



		Connects us at a personal level

		Deep listening – “getting it”

		Cultural sensitivity

		Ethics and integrity

		Compassion

		Creates safe environment for difficult conversations







*











Engagement



		Every employee is

		authorized to act

		accountable for actions



		Product of civil/ respectful relationships in an atmosphere of trust



		Requires supervisors who are willing to share power and employees who are prepared to accept it 











*











Engagement and Productivity



AOM – higher engagement = > customer sat/loyalty, < complaints



Gallup Poll – 30% of employees actively engaged in their jobs



MSPB Study – engaged employees more productive; retained longer



		MOHR Learning Systems – highest employee turnover correlates to lowest customer satisfaction



		Inst. of Leadership & Management – “spiral” correlation between employee happiness, engagement & customer satisfaction



		Stress & Aggression Project – incivility to aggression



Key for veterans – relationship / respect factors

Key for staff – work factors











CREW Start Date:  May 2005

Commencing CREW 8 in October, 2009



CREW sites established (Waves I – VII):  > 670 work units; all functional areas



Define respectful relationships here.

		Facilitate difficult / honest conversations

		Not a playbook approach – local relevance

		Regular meetings / huddles

		Toolkit

		Intensive support

		Pre- and post-intervention data

		Viral spread









		

*





*

*

Can this slide be modified to include the following: 1) total number of CREW sites completed thus far with time range since CREW inception, 2) general breakdown of all CREW sites by functional area (i.e., Operating room, Emergency department, Medical/Surgical area, Outpatient/Ambulatory clinics, Long-term Care, Psychiatry) – if too many to list, then can only select sites be listed by functional areas that are similar to those in the CanCREW study?















The Business Case:

Organization Development Intervention To Increase Civility in the Workforce: Civility, Respect, and Engagement (CREW)









Civility, Respect, and Engagement (CREW): What Is It?

		CREW launched by VHA NLB, in response to finding that civility levels are a major factor in workplace satisfaction 

		Goal of CREW: organizational culture change towards greater civility 

		Mechanism for change: Organizations commit to giving time, attention, and support for regular workgroup-level conversations about civility. 

		This commitment, not any specific structure or ingredient, seen as critical factor that causes increases in civility   

		Intervention driven by local needs and civility definitions 









Civility, Respect, and Engagement (CREW): How It Is Implemented

		CREW endorsed by leaders of the VHA hospitals that decided to participate



		CREW conducted at the workgroup level by local facility coordinators at these sites



 

		Local coordinators trained and supported by the VHA National Center for Organization Development (NCOD)











Civility Measure

		Civility scale score, computed as an average of the following ratings by individual employees: 

		(1) in my workgroup, coworkers are treated with respect, 

		(2) cooperation and teamwork exist in the workgroup, 

		(3) in my workgroup conflicts are resolved fairly, 

		(4) coworkers take personal interest in each other, 

		(5) coworkers can be relied upon when help is needed, 

		(6) discrimination is not tolerated, 

		(7) differences among individuals are respected and valued, 

		(8) supervisors work well with employees of different backgrounds

		Likert ratings from 1 (Strongly Disagree) to 5 (Strongly Agree)











Does CREW Really Increase Workplace Civility?  YES!

		Civility scores were compared pre- and post-intervention: 

		For workgroups that participated in CREW;

		For comparison groups (matched to the CREW groups based on occupation, facility complexity, and location).

		Findings reflected statistically significant improvements of civility from pre- to post- at sites that had the CREW intervention. At the comparison sites, no changes in civility occurred. Please see the figure on next slide.

		Conclusions: (1) participation in CREW is associated with significant improvement in workplace civility, and that (2) the CREW intervention (not any other factors) is the cause of these improvements. 

		Reference: Osatuke, K., Moore, S.C., Ward, C., Dyrenforth, S.R., Belton, L. (in press). Civility, Respect, Engagement in the Workforce (CREW): Nationwide Organization Development Intervention at Veterans Health Administration. The Journal of Applied Behavioral Science 









CREW Works:  

Mean Civility Changes for CREW 1 & 2 Intervention versus Comparison Sites, against VHA Civility Mean







CREW Works for High Civility Sites (blue) as well as for Low Civility Sites (pink) 







Does Higher Civility Relate to Outcomes of Interest? Yes

		Relationship was examined between:

		AES workgroup civility scores aggregated at the facility level

		Formal and Informal EEO complaints at facility per capita



		Relationship studied in 2004, 2006, 2007, 2008



		Highly statistically significant relationships in the expected direction were found between civility levels and EEO rates at facilities





		Relationships were consistent across all years of data 









Civility and EEO Complaints: Facility-Level Patterns







Best Predictor of Informal and Formal EEO Complaint Rates: Percentage of Unfavorable Civility Ratings at Facilities







Does the Workgroup-Level CREW Impact Accumulate to Affect the Entire Facility?--YES

		In 2008, 5 VHA facilities used CREW to address organizational issues of concern, and reached the levels of CREW participation high enough to consider them CREW-saturated facilities.

		Changes in civility examined at those facilities, through the time period when they became CREW-saturated

		From 2006 to 2008, each of these 5 facilities experienced statistically significant facility-level improvement in civility:

		Higher 2008 scores on the civility scale, as well as on each of the 8 single-item civility ratings









CREW-Saturated Facilities: Improvement in Civility from 2006 to 2008

Improvement in civility from 2006 to 2008 is statistically significant at the facility level, for each of the 5 CREW-saturated facilities







Combined Data from 6 CREW Waves To Date: Sites Civility Means Increase from Pre to Post







Conclusions and Implications for Practice

		Employee experience of civility in their workgroups relate to important organizational outcomes in the VHA: 

		Formal and Informal EEO complaints per capita have a relationship to civility ratings at facility level that is strong, significant, and consistent across the years

		Strongest relationship between EEO complaints and percentage of respondents at VHA facilities with unfavorable workplace civility ratings

		Workplace civility responds to organization development interventions:

		Specifically, it can be improved by participation in CREW; 

		Impact of workgroup-level CREW intervention accumulates to facility level improvements in civility climate

		Evaluation of the CREW results offers empirical support for the NCOD practice and intervention model behind the CREW: 

		process-oriented, responsiveness-based approach rooted in client-centered thinking about organizational change 









Contact:

VHA National Center for 

Organization Development

513-247-4680



Email:

VHANCOD@va.gov





 


 


CREW Pilot Sites




All Waves Combined Pre and Post-intervention Scores for Groups Participating in CREW
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