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Ethics Interest Groups: National Collaborative Support for the EL1 IE Program Metric
Ethics Interest Group collaboratives, which are intended to support completion of the EL1 IE Program Metric, consist of a series of optional calls field staff can join to share ideas about practices and activities to drive improvement in the ethics culture. Participants will have the opportunity to hear from other facilities about their improvement activities and to get feedback about how to address barriers encountered from others working to address similar problems and to share successes. The goal is to facilitate cross-facility learning to help catapult facilities towards stronger EL1 improvement projects that address the overall ethics environment and culture. 

On this call, Melissa Bottrell, PhD, Acting Deputy Director for the NCEHC introduced the Ethics Interest Group collaboratives to promote Ethical Leadership.  Julie Gorham, VISN 9 Compliance Officer and IE POC described proposed FY15 EL1 Program Metric activities in her network (see Ppt below).  



The following documents were referenced during the presentation:



[bookmark: _MON_1479015726]	
For more information about this call, please contact:

Basil Rowland, IE Manager, Field Operations
basil.rowland@va.gov
(757)809-1129
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Fiscal Year (FY) 2015

IntegratedEthics®



PROGRAM ACHIEVEMENT METRICS AND TECHNICAL MANUAL



FY 2015 FACILITY SUMMARY 



IE PROGRAM (IEP)



IEP1—Goal:  The IE Council will oversee and support implementation of the facility IE program, including establishing local performance and quality improvement goals for the facility IE program based on relevant IE data sources (e.g., the IE staff Survey), as outlined in VHA Handbook 1004.06.  



Requirement:  The IE Council will review the results of the 2014 IE Staff Survey and prior year results as appropriate, identify action plans in response to one or more identified improvement opportunities, and brief managers and staff about the results of the survey and planned activities. (Action plans may be implemented through EL1 or PE1.)



IEP2—Goal:  Facilities and VISNs will annually assess the structure and functions of their IE programs, as outlined in VHA Handbook 1004.06, to identify strengths and opportunities for improvement.  



Requirement:  By the close of Q3, each facility will complete the IE Facility Workbook for FY 2015 according to the instructions provided, and upload it to the national IE Web site.



ETHICS CONSULTATION (EC)



EC1—Goal: Facilities will ensure that each ethics consultation is conducted in accordance with the IE CASES approach as outlined in VHA Handbook 1004.06.

 

Requirement: Each facility will assure that ethics consultants are knowledgeable about how to present the form of the ethics question in the “Clarify” (C) step of the CASES approach, as outlined in VHA Handbook 1004.06 and relevant training materials.






EC2—Goal: Facilities will ensure that each ethics consultation is conducted in accordance with the IE CASES approach as outlined in VHA Handbook 1004.06. 



Requirement: By the close of Q4 FY2015, each facility will submit to NCEHC two (2) ECWeb ethics consultation numbers demonstrating consistent application of the form of the ethics question as outlined in the EC Primer and EC Beyond the Basics (BtB) training materials.



PREVENTIVE ETHICS (PE)



PE1—Goal:  Facilities and Veterans Integrated Service Networks (VISNs) will ensure that each facility has an active Preventive Ethics (PE) team that addresses ethics quality gaps on a systems level, as outlined in VHA Handbook 1004.06.  Note: Completion of two PE ISSUES cycles is required for a minimally active team; facilities should generally expect to complete more than two cycles each year. 



Requirement:  Each facility, with input from the facility IE Council, will complete a minimum of two (2) PE ISSUES cycles.  If the facility’s data show that verbal consent for HIV screening tests was documented for less than 95% of those consents, the facility must initiate or continue one ISSUES cycle to increase the level of documentation to at least 95%.  Additionally, if the facility’s data show that one or more HIV screening tests was obtained after a documented refusal of the test by either the patient or the patient’s surrogate, the facility must initiate or continue one ISSUES cycle to reduce the subsequent number of such tests to zero.   



Note:  NCEHC will provide each facility with data on its current ethics practice with respect to documentation of oral consent for HIV screening tests and obtaining HIV screening tests after documented refusals.  



ETHICAL LEADERSHIP (EL)



EL1—Goal:  The IE Council will develop local annual performance and quality improvement plans for ethical leadership based on results from approved NCEHC tools (e.g., EL Self-Assessment Tool, IE Staff Survey, IE Facility Workbook) or other relevant systematic evaluations of the EL function. 



Requirement:  Develop and implement a local performance and quality improvement plan for ethical leadership.
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FY 2015 VISN SUMMARY 



PE2-VISN—Goal:  The VISN IE Advisory Board (IEAB) will support the oversight of IE deployment and integration throughout all facilities in the VISN as outlined in VHA Handbook 1004.06.  



Requirement:  The VISN IEAB will address at least one Network-wide cross‐cutting ethics issue identified through IE tools (e.g., Facility Workbooks, IE Staff Survey, ISSUES logs, ECWeb reports) or other resources (e.g., accreditation reports, SHEP, Patient Advocate data). 



Note: The VISN IEAB may consider supporting facilities within the VISN in improving ethical practices related to informed consent for HIV screening tests as their cross-cutting ethics issue, provided that they are involved in supporting improvement activities (e.g., sharing best practices, helping sites overcome barriers, offering network solutions) beyond what is undertaken at each facility.



EL1-VISN—Goal:  The IEAB will promote ethical leadership practices to create and sustain a strong ethical environment and culture as outlined in the VHA Handbook 1004.06.



Requirement:  The VISN will select one improvement opportunity relating to ethical leadership within the VISN and, with input from the VISN IEAB, will demonstrably improve the ethical environment and culture by targeting specific ethical leadership practices. 

FACILITY PROGRAM ACHIEVEMENT TARGET SUMMARY TABLE – FY 15



		Item #

		FACILITY QUARTERLY REPORTING REQUIREMENT

		TARGET ACHIEVEMENT



		IEP1

		The IE Council will review the results of the 2014 IE Staff Survey (and prior year results as appropriate).

		· Review Data

· Brief  groups about results

· Inform facility staff about action plans and outcomes via local communication mechanisms

· Implement action plans for one (1) or more identified quality gaps 



(Plans may be implemented through PE1 or EL1)



		IEP2

		Facilities and VISNs will annually assess the structure and functions of their IE programs, as outlined in VHA Handbook 1004.06, to identify strengths and opportunities for improvement.  

		· Complete IE Facility Workbook 



		EC1

		Facilities will ensure that each ethics consultation is conducted in accordance with the IE CASES approach as outlined in VHA Handbook 1004.06.

		· Quarterly report of the total number of consultants who have read relevant pages (27-31) of the EC Primer

· Quarterly report of the total number of consultants who have completed Ethics Consultation Beyond the Basics Training Module 2: Formulating the Ethics Question using any modality (online, group training, teleconference)



		EC2

		Facilities will ensure that each ethics consultation is conducted in accordance with the IE CASES approach as outlined in VHA Handbook 1004.06.

		· Submit 2 ECWeb ethics consultations numbers (case), demonstrating consistent application of the form of the ethics question as outlined in Ethics Consultation BTB materials and EC Primer by FY15Q4  



		PE1

		Each facility, with input from the facility IE Council, will complete a minimum of two (2) PE ISSUES cycles. Cycles must address 1) improving documentation of verbal informed consent for HIV screening tests if facility adherence is less than 95%, and 2) whether HIV screening tests are obtained on Veterans with a documented refusal. 



		Quarterly reporting of plan initiation, progress, and final achievement 



		EL1

		Develop and implement a local performance and quality improvement plan for ethical leadership.

		Complete a plan and upload summary documentation to the IE program reporting SharePoint site









VISN PROGRAM ACHIEVEMENT TARGET SUMMARY TABLE - 2015



		Item #

		VISN QUARTERLY REPORTING REQUIREMENT

		TARGET ACHIEVEMENT



		PE2-VISN

		The VISN IEAB will address at least one Network-wide cross‐cutting ethics issue identified through IE tools (e.g., Facility Workbooks, IE Staff Survey, ISSUES logs, ECWeb reports) or other resources (e.g., accreditation reports, SHEP, Patient Advocate data). Note: The VISN IEAB may consider supporting facilities within the VISN in improving ethical practices related to informed consent for HIV screening tests as their cross-cutting ethics issue provided that they are involved in supporting improvement activities  (e.g., sharing best practices, helping sites overcome barriers, offering network solutions) beyond what is undertaken at each facility.

		Q1:  Identify at least one network-wide cross cutting issue

Q2:  Develop a plan to address the network-wide cross-cutting issue

Q3:  Provide a brief progress report on status of plan implementation

Q4:  Upload a summary report of activities related to the network-wide cross-cutting issue 



		EL1-VISN 

		Select one improvement opportunity relating to ethical leadership within the VISN and, with input from the VISN IE Advisory Board, demonstrably improve the ethical environment and culture by targeting specific ethical leadership practices.

		Q1:  Identify at least one leadership improvement and establish the improvement goal  

Q2:  Develop a plan to accomplish the improvement goal 

Q3:  Provide a brief progress report on status of plan implementation

Q4:  Upload a summary report of activities related to improvement goal







FY 2015 IE PROGRAM ACHIEVEMENT METRICS – TECHNICAL MANUAL 



FACILITY ACHIEVEMENT METRICS



IE PROGRAM (IEP)



To meet the program achievement metrics for the IE Program area, each IE program is required to meet IEP1 and IEP2. The goals and requirements are listed below. 



IEP1—Goal:  The IE Council will oversee and support implementation of the facility IE program, including establishing local performance and quality improvement goals for the facility IE program based on relevant IE data sources (e.g., the IE staff Survey), as outlined in VHA Handbook 1004.06.  



Requirement:  The IE Council will review the results of the 2014 IE Staff Survey, and prior year results as appropriate, identify action plans in response to one or more identified improvement opportunities, and brief managers and staff about the results of the survey and planned activities. 



· Documentation:  Quarterly reporting on facility progress toward meeting the requirement,  identification of one action plan, and briefing of leadership and management groups about the results of the survey and planned activities.



· Targets:

· Q1-2:  IE Council will review the results of the 2014 IE Staff Survey.

· Q2:  IE Council will identify one (1) or more improvement opportunities and develop an action plan to address these improvement opportunities. Note: only one improvement opportunity must be addressed to meet the target requirement.  Action plans may be implemented through EL1 or PE1.  

· Q2:  IE Council will ensure leadership and management groups (including front line supervisors) are briefed on the results of the survey.

· Q2:  IE Council will initiate local communication mechanisms to ensure all facility staff are briefed on survey results, identified improvement opportunities, and action plans (e.g., newsletters, facility information email).

· Q3-4:  The IE Council will initiate briefings to facility leadership and management groups about the results of the improvement activities undertaken. 



· The improvement opportunity may be addressed through IE processes and be used to achieve FY2015 IE Program metrics. This includes a Preventive Ethics ISSUES cycle (performance item PE1), Ethical Leadership quality improvement (EL1), and/or IE Program Improvement (IEP1).



IEP2—Goal:  Facilities and VISNs will annually assess the structure and functions of their IE programs, as outlined in VHA Handbook 1004.06, to identify strengths and opportunities for improvement.  



Requirement:  By the close of Q3, each facility will complete the IE Facility Workbook for FY 2015 according to the instructions provided and upload it to the national IE Web site.



· Documentation:  The facility IEPO must complete electronic entry of the IE Facility Workbook via the national IE website at:  http://vaww.ethics.va.gov/integratedethics/workbook.asp

  

NCEHC will provide data for this item based on completed entries on the website.  No documentation will be required in quarterly reporting.



· Target:  Facilities are encouraged to complete the IE Facility Workbook by the close of Q3 to assist with following year planning. To pass IEP3, the IE Facility Workbook must be completed by the close of Q4 FY 2015.



Note:  NCEHC will make the electronic IE Facility Workbook and notes of any updates available by Q1 FY15.



ETHICS CONSULTATION (EC) 



To meet the program reporting metrics for ethics consultation, each IE program is required to meet EC1 and EC2. The goals and requirements are listed below. 



EC1—Goal: Facilities will ensure that each ethics consultation is conducted in accordance with the IE CASES approach as outlined in VHA Handbook 1004.06.

 

Requirement: Each facility will assure that ethics consultants are knowledgeable about how to present the form of the ethics question in the “Clarify” (C) step of the CASES approach as outlined in VHA Handbook 1004.06 and relevant training materials.

· References: 

· VHA Handbook 1004.06: http://vaww.va.gov/vhahandbook 1004.06

· Ethics Consultation: Responding to Ethics Questions in Health Care (EC Primer): http://vaww.ethics.va.gov/ECprimer.pdf. For purposes of this metric, ethics consultants should read pages 27-31 of the primer, which relate to the form of the ethics question in the “clarify” (C) step of the CASES approach. 

· Ethics Consultation Beyond the Basics Educational Modules (EC BtB): http://vaww.ethics.va.gov/EC_Btb.asp. For purposes of this metric, ethics consultants should be educated using Module 2, “Formulating the Ethics Question.”



· Documentation #1: Quarterly, each facility will document the total number of ethics consultants in their service (denominator) and the total number of ethics consultants who have read the relevant pages of the EC Primer that relate to the Clarify step of the CASES Approach (numerator).



· Documentation #2: Quarterly, the facility will document the number of ethics consultants in their service (denominator) and the total number of ethics consultants who have completed EC BtB Module 2: “Formulating the Ethics Question” (numerator).



· Target: Facilities are strongly encouraged to provide training to all ethics consultants in their service in documenting the ethics question using educational content from the EC Primer and EC BtB Module 2 by the close of Q2, FY2015. Completion of education is not mandatory. Achievement of the EC1 metric will be based on reporting of individuals who have completed the training, not achievement of a specific target percentage of consultants trained. Facilities are encouraged to teach all ethics consultants this skill to assure compliance with the policy requirement for use of the CASES approach. 



1. NOTE: Education using the EC BtB Module 2, “Formulating the Ethics Question,” can be achieved in a variety of ways, including:

0. NCEHC will be conducting virtual Blackboard Collaborate training conferences in Q1 and Q2, FY2014. TMS registration and completion are adequate to document training completion. Training schedule information will be provided in Q1, FY2014.

0. VISN and facility can use the EC BtB materials as a group to train consultants in a facility or conduct through a teleconference approach. 



EC2—Goal: Facilities will ensure that each ethics consultation is conducted in accordance with the IE CASES approach as outlined in VHA Handbook 1004.06.

 

Requirement: By the close of Q4 FY2015, each facility will submit to NCEHC two (2) ECWeb ethics consultations case numbers demonstrating consistent application of the form of the ethics question as outlined in the EC Primer and EC BtB training materials.

Documentation: By the close of Q4, FY2015, each facility will submit two “case consult” ECWeb record numbers from FY 2015 that reflect the application of the appropriate form of the ethics question as outlined in relevant training materials and documented in the FY15 EC2 Goal section of the VISN & Facility SharePoint site:  (http://vaww.infoshare.va.gov/sites/IntegratedEthics/Lists/FY15EC2Goal/Allitemsg.aspx)

· NOTE: For facilities that are unable to submit new consultations from FY2015 due to low consult volume, services should take two historic cases from that service and rework the form of the ethics question. These revised cases should be submitted to the NCEHC in lieu of new cases. 

· Target: Achievement of EC2 is based on submission of two consultation record numbers from ECWeb by the close of Q4 FY15.

PREVENTIVE ETHICS (PE)

PE1—Goal:  Facilities and VISNs will ensure that each facility has an active PE team that addresses ethics quality gaps on a systems level, as outlined in VHA Handbook 1004.06.  Note: Completion of two PE ISSUES cycles is required for a minimally active team; facilities should generally expect to complete more than two cycles each year. 



Requirement:  Each facility, with input from the facility IE Council, will complete a minimum of two (2) PE ISSUES cycles. If the facility’s data show that verbal consent for HIV screening tests was documented for less than 95% of those consents, the facility must initiate or continue one ISSUES cycle to increase the level of documentation to at least 95%.  Additionally, if the facility’s data show that one or more HIV screening tests was obtained after a documented refusal of the test by either the patient or the patient’s surrogate, the facility must initiate or continue one ISSUES cycle to reduce the subsequent number of such tests to zero.   



Note:  NCEHC will provide each facility with data on its current ethics practice with respect to documentation of oral consent for HIV screening tests and obtaining HIV screening tests after documented refusals.  



Documentation:  Quarterly reports by facilities on progress toward completion of the ISSUES steps for each of two (2) PE ISSUES cycles and upload of two (2) completed PE ISSUES Summaries to the NCEHC PE Storyboard and Improvement Documents library. 

· The summary form (final report): http://vaww.ethics.va.gov/ETHICS/docs/integratedethics/PE_ISSUES_Summary_Expanded_20130813.pdf

· The upload location: (http://vaww.infoshare.va.gov/sites/IntegratedEthics/Lists/PE%20ISSUES%20STORYBOARDS/Standard.aspx) 



· Target:  Steady progress throughout the year and completion of all steps and substeps for each of two (2) cycles within FY 2015, as evidenced by two completed PE ISSUES Summaries uploaded to the IE PE Storyboard and Improvement Documents library.



· NOTE:  PE ISSUES cycles may be performed as part of ongoing systems redesign or other improvement projects or collaborative efforts, provided that the PE team specifically addresses an ethics quality gap within the broader project.  If a PE team is uncertain about whether the project includes an ethics quality gap, they should consult with the IE Manager for Preventive Ethics before starting the project.



· NOTE:  Both Preventive Ethics ISSUES cycles should be based on an ethics issue identified and prioritized by the PE team in consultation with the IntegratedEthics Facility Council. Cycles must address 1) improving documentation of verbal informed consent for HIV screening tests, if facility adherence is less than 95%, and 2) whether HIV screening tests are obtained on Veterans with a documented refusal of testing. Other options might include, but are not limited to, addressing:

· An ethics issue based on recurring ethics consultations identified through ECWeb reports

· An ethics issue identified as a systems level factor that contributed to one or more consultation requests

· A gap between an ethics-related policy and actual practice (e.g., disclosure of adverse events) 

· An ethics issue identified by facility or ethics leadership.

· An ethics issue identified through VA resources (e.g., accreditation reports, SOARS, SHEP, Patient Advocate Tracking data)

· A gap identified in the PE section of the Facility Workbook

· An ethics issue identified in the results of the FY 2014 IntegratedEthics Staff Survey (IESS) 

· A gap through spreading of an improvement to another setting, program or service based on a PE Cycle that had measureable improvement.   



ETHICAL LEADERSHIP (EL)



EL1—Goal:  The IE Council will develop local annual performance and quality improvement plans for ethical leadership based on results from approved NCEHC tools (e.g., EL Self-Assessment Tool, IE Staff Survey, IE Facility Workbook) or other relevant systematic evaluations of the EL function. 



Requirement:  Develop and implement a local performance and quality improvement plan for ethical leadership.  



Note: Facilities will have an opportunity to participate in a national collaborative related to an ethical leadership element as identified through IESS results or other identified emerging VHA ethical leadership areas. The collaborative will guide facilities through the application of an improvement model and can serve as the improvement topic for the EL1 initiative.



Documentation:  Quarterly reports by facilities on progress toward achieving this requirement (yes/no and limited narrative description) and submission of a final report to NCEHC via the PE Storyboard and Improvement Documents Library.  



· Tools to guide the design and implementation of strong EL Improvement projects to include the EL Improvement plan summary report are available at:  http://vaww.ethics.va.gov/integratedethics/elc.asp



· Upload the completed summary form (final report) by FY15Q4 to the PE Storyboard and Improvement Documents library: http://vaww.infoshare.va.gov/sites/IntegratedEthics/Lists/PE%20ISSUES%20STORYBOARDS/Standard.aspx.



· Targets:  Facilities must meet the following quarterly targets:

· Q1:  Identify one (1) Ethical Leadership improvement opportunity 

· Q2:  Develop action plan with ELC/Facility Director input and approval 

· Q3:  Provide brief progress report (one to two sentence summary of progress to date).

· Q4:  ELC/Facility Director communicates improvement plan achievement and results to staff (e.g., through Town Hall meetings, newsletters, or facility e-mails). Provide written summary description of EL project including evidence that interventions were successful.



· Guidance for strong ethical leadership projects:

· Ethical Leadership activities should be scheduled and planned efforts to make leadership part of the organization’s procedures and practices.

· Focus on activities that can make ethical leadership part of routine operations.

· Use stronger rather than weaker strategies to achieve the healthy ethical culture and environment envisioned by the IE Program. 

· Consider making prior interventions more effective rather than implementing new ones.  



· All plans will include:

· specific data demonstrating need for improvement

· involvement of leadership and staff in developing action plans

· intervention selected to address need

· rationale for interventions selected

· groups targeted for intervention

· implementation and follow-up

· measurable and/or anecdotal evidence that the interventions were successful



· NOTE:  See below for a listing of items from the IESS that may suggest improvement activities relating to ethical leadership and that would lend themselves to improving the ethical environment and culture by targeting specific ethical leadership practices.  



		IESS Item Number

		Question Text



		W2

				At this facility, managers follow up on ethical concerns that are reported by employees.









		W3

				(Question abbreviated due to Ethics Resource Center copyright) 

Trust management to keep promises and commitments.









		W4

				(Question abbreviated due to Ethics Resource Center copyright)

Talk with managers without fear of retaliation.









		M1

		At this facility, managers communicate to staff how and why important decisions are made.



		M2

		At this facility, managers communicate that ethics is a priority. 



		M3

		At this facility, during the past 12 months, I received “mixed messages” (i.e., conflicting messages) from managers that caused ethical uncertainty or ethical concerns.



		M4

		At this facility, managers raise and discuss ethical issues.



		M5 – new







M5a ♦





M5b ♦





M5c ♦

		At this facility, please indicate how much you agree or disagree that the following groups in your organization would be held accountable if caught violating VHA policies or the law:



Senior and mid-level managers held accountable if caught violating VHA policies or the law 



Non-management employees held accountable if caught violating VHA policies or the law 



My direct supervisor held accountable if caught violating VHA policies or the law







· NOTE:  Improvement opportunities related to ethical leadership may also be identified through other sources. However, to count toward meeting this measure, such improvement opportunities must have a clear link to ethical leadership practices that influence the ethical environment and culture. For a description of ethical leadership practices, see: http://www.ethics.va.gov/docs/integratedethics/Ethical_Leadership_Fostering_an_Ethical_Environment_and_Culture_20070808.pdf.

 

· NOTE:  Strong projects include these components:

· Establish regular leadership forums to enable staff to discuss ethical issues with leadership

· Take leadership actions to publicize mechanisms for staff to report ethical concerns

· Standardize consideration of ethics as a routine part of leadership decision-making (e.g., ethics as a standing item on leadership agendas or executive decision memos) and leadership forums (e.g., resource management committee, executive leadership board)

· Provide leaders with skill-building opportunities to practice ethical decision-making

· Publicize local ethics and integrity programs (e.g., ethics and integrity series of fairs and events), and provide clear leadership commitment of resources to support these programs

6. Communicate resource allocation decisions and personal messages from the facility Director to staff via the internet, in facility bulletins, and in person at town hall meetings.

6. Engage facility Director and staff in ethics discussions, presentations, ethics activities, e.g., “Value of the Month” at monthly Director’s Staff Meetings to improve employees’ feelings of trust and psychological safety and/or purposeful ethics rounds by leadership. 

6. Local leadership teams complete the ELSA and action plans, with senior leaders reviewing responses with service chiefs to support implementation of action plans and review at the end of the year.   

6. IE or Ethics Talk as a standing item for monthly service-level staff meetings.

6. Establish ethics champions in each department, educate supervisors about their ethics roles and responsibilities, and involve champions in quarterly leadership group meetings.



VISN PROGRAM ACHIEVEMENT METRICS



PE2-VISN—Goal:  The VISN IE Advisory Board (IEAB) will support the oversight of IE deployment and integration throughout all facilities in the VISN, as outlined in VHA Handbook 1004.06.  



Requirement:  The VISN IEAB will address at least one Network-wide cross‐cutting ethics issue identified through IE tools (e.g., Facility Workbooks, IE Staff Survey, ISSUES logs, ECWeb reports) or other resources (e.g., accreditation reports, SHEP, Patient Advocate data) for improvement. Note: The VISN IEAB may consider supporting facilities within the VISN in improving ethical practices related to informed consent for HIV screening tests as their cross-cutting ethics issue provided that they are involved in supporting improvement activities (e.g., sharing best practices, helping sites overcome barriers, offering network solutions) beyond what is undertaken at each facility.



· Documentation:   Quarterly reports by VISNs on progress toward completion of a Network wide cross-cutting ethics issue and submission of a completed Preventive Ethics Summary of VISN Cross-Cutting Ethics Issues form uploaded to the PE Storyboard and Improvement Documents library by Q4.  Networks will be asked to report how they support VISN-wide sharing of information to achieve progress across the VISN on solutions to the identified ethics quality gap (e.g., monthly informational meetings, observational site visits, document sharing). The reporting form is available at: http://vaww.ethics.va.gov/integratedethics/pec.asp.



· Targets:  VISN IEAB must meet the following quarterly targets:

· Q1:  Identify one (1) Network-wide cross-cutting ethics issue and establish a goal for improvement.  

· Q2:  Develop action plan to achieve the improvement goal with Network Director input and approval. 

· Q3:  Provide brief progress report (one or two sentence summary of progress to date).

· Q4:  Provide a written summary to include a description of interventions and impact.  



· At least one VISN Cross-Cutting Improvement Summary form uploaded to the IE PE Storyboard and Improvement Documents Library by the close of Q4. 

· A summary form (final report) is available at: http://vaww.ethics.va.gov/ETHICS/docs/integratedethics/20130319_cross_cutting_rev.docx 

· The upload location: (http://vaww.infoshare.va.gov/sites/IntegratedEthics/Lists/PE%20ISSUES%20STORYBOARDS/Standard.aspx) shall be used, unless information about an alternative online upload mechanism is distributed.



EL1-VISN—Goal:  The IEAB will promote ethical leadership practices to create and sustain a strong ethical environment and culture as outlined in the VHA Handbook 1004.06.



Requirement:  The IEAB will select one improvement opportunity relating to ethical leadership within the VISN and, with input from the VISN IEAB, will demonstrably improve the ethical environment and culture by targeting specific ethical leadership practices.



· Documentation:  Quarterly reports by VISNs on progress toward achieving this requirement (Yes/No and limited narrative description) and submission of a final report to the NCEHC.   



· Note: VISNs will have an opportunity to participate in a national collaborative related to an ethical leadership element as identified through IESS results or other identified emerging VHA ethical leadership areas.  The collaborative will guide facilities/VISNs through the application of an improvement model and can serve as the improvement topic for the EL1 initiative.



· A summary form (final report) is available at: http://vaww.ethics.va.gov/integratedethics/elc.asp



· The upload location: (http://vaww.infoshare.va.gov/sites/IntegratedEthics/Lists/PE%20ISSUES%20STORYBOARDS/Standard.aspx)



· Targets:  VISN IEAB must meet the following quarterly targets:

· Q1:  Identify one (1) Ethical Leadership improvement opportunity and establish the improvement goal.  

· Q2:  Develop action plan with Network Director input and approval. 

· Q3:  Provide brief progress report (1-2 sentence summary of progress to date).

· Q4:  Provide a written summary to include a description of interventions and impact.  



· Guidance for strong ethical leadership projects:

· Ethical Leadership activities should be scheduled and planned to make leadership part of the organization’s procedures and practices.

· Focus on activities that can make ethical leadership part of routine operations.

· Use stronger rather than weaker strategies to achieve the healthy ethical culture and environment envisioned by the IE Program. 

· Consider making prior interventions more effective rather than implementing new ones.  



· All plans will be reviewed for:	

· specific data demonstrating need for improvement

· involvement of leadership and staff in developing action plans

· intervention selected to address need

· rationale for interventions selected

· groups targeted for intervention

· implementation and follow-up

· measurable and/or anecdotal evidence that the interventions were successful



· For a description of ethical leadership practices, see http://www.ethics.va.gov/ELprimer.pdf
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NETWORK/MEDICAL CENTER DIRECTOR FY 2015 PERFORMANCE PLAN











FISCAL YEAR 2015 
PERFORMANCE PLAN TEMPLATE

NETWORK DIRECTOR AND 
MEDICAL CENTER DIRECTOR




The Network Director and Medical Center Director fiscal year 2015 performance plan template will address (1) Strategic Intent, (2) Demonstrated Performance, and (3) Integrity within each of the 5 Critical Elements reflecting Executive Core Qualifications.



· Strategic Intent conveys the priorities and direction of the agency.  These are aligned with specific organizational themes and strategies of the VA Blueprint for Excellence (Blueprint) (attached).

· Demonstrated Performance identifies the expected behaviors and results (quantifiable as well as qualitative) that advance those strategic goals.

· Integrity underlies all that the Executive must do to ensure our agency’s actions are right, sound, and complete.  An Executive may achieve extraordinary results, but if the Integrity component of any Critical Element cannot be achieved, that is a clear failure of individual leadership.



VHA leadership will employ appropriate performance measurement resources, operational indicators, and analytic tools (e.g. Strategic Analytics for Improvement and Learning [SAIL], Specialty Productivity - Access Report and Quadrant [SPARQ], Primary Care Management Module [PCMM], Enrollee Health Care Projection Model [EHCPM], All Employee Survey [AES] results, Integrated Ethics (IE) Survey results, the Balanced Scorecard, and others) to continually monitor the broad range of operational, quality, safety, financial, and organizational health indicators that are necessary for a successful health care delivery system.  This Performance Plan template concentrates focus on VA and VHA’s strategic priorities in order to promote measurable progress in the achievement of key results and critical outcomes for Veterans and the agency.



CRITICAL ELEMENT 1: LEADING CHANGE (20% Weight)



Strategic Intent: Advance health care that is personalized, proactive, and patient-driven, and engages and inspires Veterans to their highest possible level of health and well-being (Blueprint Strategy 6).  Lead the nation in research and treatment of military service-related conditions (Blueprint Strategy 7).



Demonstrated Performance:



1a Conducts a self-assessment of current Network/Facility resources and gaps in support of proactive health and well-being, improved outcomes (including reduction of homelessness), and Veteran engagement.

1b Conveys clearly the strategic intent of VHA’s performance goals and indicators so that the numeric measure is not mistaken for the desired outcome.

1c Improves electronic communications with Veterans for health care and health promotion.

1d Utilizes available Centers of Innovation, Centers of Excellence, and Research, Education, and Clinical Centers to rapidly translate research findings and evidence-based treatments into clinical practice.

1e Incorporates and takes into consideration the results and recommendations of Medical Inspector, Inspector General (IG), Combined Assessment Program (CAP), Government Accountability Office (GAO), Office of Special Counsel (OSC), Joint Commission (JC), Administrative Investigative Boards (AIB), Commission on Accreditation of Rehabilitation Facilities (CARF), Research Compliance reviews, and other organizational reviews to de-stigmatize failure, sustain improvement capability and generate best practices to ensure the Veteran receives highly reliable, safe, and effective care.



Integrity: Interactions with staff and stakeholders are authentic and reflected in appropriate follow-up actions and resource decisions.  Personnel and training assignments are appropriately applied to local needs.  



CRITICAL ELEMENT 2: LEADING PEOPLE (20% Weight)



Strategic Intent: Grow an organizational culture, rooted in VA’s core values and mission, that prioritizes the Veteran first; engaging and inspiring employees to their highest possible level of performance and conduct (Blueprint Strategy 4).  Foster an environment of continuous learning, responsible risk-taking, and personal accountability (Blueprint Strategy 5).



Demonstrated Performance:



2a Promotes “I CARE” both in direct interactions with staff and Veterans as well as in the decision-making process and evaluation of subordinates.

2b Supports new roles and responsibilities and enhances the workforce’s capabilities, including training in clinical management (H.R. 3230, sec. 303) and appropriate training in patient centered care.

2c Elicits concerns about quality, safety, and sustainability of the mission, and uses performance reports, improvement tools, and research-based evidence to identify opportunities for quality improvement, and anticipate and manage risk.



Integrity: Visibly demonstrates the Core Values in interactions with staff and patients.  Makes frontline staff feel comfortable about disclosing errors and close calls while maintaining professional accountability.  Protects staff from retaliation for raising concerns about quality, safety and business integrity.  Uses monetary rewards carefully with attention to fairness, timeliness and demonstration of true excellence.  Demonstrates professional and personal integrity at all times.  Failure to meet this standard is a failure to meet the critical element.



CRITICAL ELEMENT 3: BUSINESS ACUMEN (10% Weight)



Strategic Intent: Modernize management processes in human resources, procurement, payment, capital infrastructure, and information technology to operate with benchmark agility and efficiency (Blueprint Strategy 10).



Demonstrated Performance:



3a Utilizes appropriate tools and metrics to improve quality, safety, and Veteran satisfaction as well as minimize or eliminate waste.

3b Implements new business processes for Non-VA Care programs (including Veterans Choice Act) to ensure appropriate and timely clinical services, claims processing, and payment accuracy.

3c Ensures appropriate access to and use of home and community-based services as an alternative to higher cost Institutional Long Term Care. 

3d Develops and executes a resource management plan to ensure human resources and hiring managers maximize T-38 hiring flexibility and incorporate recruitment and hiring strategies that support a the needs of patients.  This includes evaluating the resource plan against the best available guidance for staffing and productivity, including support staff.

3e Improves the effectiveness of the Network/facility in Clinic Management (including reduction of Missed Opportunities), Access Management, Bed Management.



Integrity: Implements robust internal controls and independent compliance and business integrity reviews aligned with industry standards.  Ensures provision of services is compliant with applicable legislation, regulation, and agency policy.



CRITICAL ELEMENT 4: BUILDING COALITIONS (10% Weight)



Strategic Intent: Become a model integrated health services network through innovative academic, intergovernmental and community relationships, information exchange, and public-private partnerships (Blueprint Strategy 8).  Operate and communicate with integrity, transparency and accountability that earns and maintains the trust of Veterans, stewards of the system (Congress, Veteran Service Organizations) and the public (Blueprint Strategy 9).



Demonstrated Performance:



4a Improves communication, coordination and relationships with community partners including Department of Defense, other agencies, Congressional offices; state, tribal and local governments; Veteran Service Organizations, academic affiliates; unions; non-profits and private industry. 

4b Coordinates VA care with non-VA providers including Federally-Qualified Health Centers, Indian Health Service and Tribal facilities, Native Hawaiian health care systems, Academic Affiliates, and Medicare providers.

4c Develops a system for ongoing input and feedback from Veterans, key partners and stakeholders, with emphasis on engaging patients and families.

4d Uses community and government partnerships (e.g. Supportive Services for Veterans and Families; HUD-VASH vouchers) to provide stable housing solutions for homeless and at-risk Veterans.

4e Supports VA's emergency preparedness and response through demonstration of leadership, collaboration with local and nationwide preparedness and response systems, support of training, and provision of resources.

4f Partners with VBA to support Veterans, their families and survivors in efforts to provide timely accurate decisions on Veteran Disability claims.



Integrity: Ensures all coalitions and partnerships are compliant with applicable legislation, regulation, and agency policy.  Initiate innovative ideas, programs, and/or projects within the community that support locally identified needs of the Veteran.

 



CRITICAL ELEMENT 5: RESULTS-DRIVEN (40% Weight)



Strategic Intent Operate a health care network that anticipates and meets the unique needs of enrolled Veterans, in general, and the service disabled and most vulnerable Veterans, in particular (Blueprint Strategy 1).  Deliver high quality, Veteran-centered care that compares favorably to the best of private sector in measured outcomes, value, efficiency, and patient experience (Blueprint Strategy 2).  Leverage information technologies, analytics, and models of health care delivery to optimize individual and population health outcomes (Blueprint Strategy 3).  Lead the nation in research and treatment of military service-related conditions (Blueprint Strategy 7).



· Demonstrated Performance: SAIL data will serve as the standard for determining performance across a broad range of evidence-based indicators of quality, safety, outcomes, and Veteran experience.  



Facility Rating Algorithm:

· For facilities with a stable leadership team, start by assigning Level based on Quality Star designation at the end of the rating period.  For example, this element would be rated Level 3 if 3-Star in SAIL. 

· If a statistically small or meaningful improvement[footnoteRef:1] in Quality occurs, promote the rating by 1 level.  Conversely, demote by 1 level if a statistically meaningful decline occurs. [1:   Meaningful improvement or decline refers to the measured statistical change in actual performance (not ranking) from the start to the end of the rating period.  Refer to the online SAIL materials for a detailed definition of statistical effect size including the definitions of meaningful, small, and trivial effects.] 


· Promote by 1 level if overall Quality improvement falls short of small or meaningful, but no individual quality domains have shown decline (small or meaningful).

· Each facility can only be promoted or demoted by 1 level.

· Additional opportunity for promoting the rating level will depend on specific individual circumstances, including

· Leadership team in place for 2 years or less, where SAIL has been used to assess performance gaps and implement a plan of action. In the first year, start by assigning a Level 3 and adjust based on development and initiation of a comprehensive action plan to move the facility in the right direction.  In the second year, start by assigning the Level achieved at the end of Year 1 and adjust based on early indicators of improvement.

· Other site-specific considerations that are discussed and approved by the Deputy Under Secretary for Health for Operations and Management.



· For facilities having no Star assigned, percentile cut-points will be used instead, with the same approach to promoting or demoting based on statistically meaningful changes in Quality



VISN Rating Algorithm:

· Use the same approach for assigning the starting level.  Promote or demote by 1 level based on small or meaningful change[footnoteRef:2] in Quality [2:  Aggregated performance will demonstrate less variation at the VISN level, so a lower effect size threshold is utilized.] 


· Extra consideration given to new leadership teams (as above).  



Integrity: Engages the workforce in understanding the intent of the measure and the appropriate means to achieve the intended outcome.  Ensures performance goals are appropriate translated across the organization (performance goals of middle level managers and front line staff should be achievable and in their sphere of influence, not exact copies of Executive goals).  Cultivates teamwork, systems thinking, and active inquiry in achieving the goals of the performance measure.
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L. Preamble

The mission of the Department of Veterans Affairs (VA) was borne from
the immortal words of Abraham Lincoln’s second inaugural address.
The Veterans Health Administration (VHA) embodies the promise of a
grateful nation in the form of the quality health care that Veterans have

VA MISSION

... To care for him who shall

have borne the battle, and for
earned through their service and sacrifices. Although the covenant his widow and his orphan

with Veterans is immutable, health care evolves and so must VHA.

In the late 1990’s VHA evolved from a hospital-centric model to become a delivery system,
offering exemplary measured performance in a range of care settings. Today, the “triple aim”
for better health, better care and better value represents the aspiration of all health systems.

In contrast to private sector, in which the payment models limit the ability to address health
other than as a derivative of care delivery, the breadth of VA and VHA services offers the ability
to address health in the broadest sense of well-being. This means that VHA is ideally positioned
for another transformation: VHA can evolve from organization around provider functions to a
truly integrated network of services organized around Veteran needs.

Military service presents unique and exceptional occupational health risks. Thus, it follows that
Veterans have unique needs. While Veterans at-large are healthier and better off financially
than the “average American,” Veterans enrolled and using VHA for health services fall into two
groups. Roughly two-thirds are over 65 years of age, have higher rates of physical and mental
iliness, and are poorer than age-matched non-Veterans. Newer to VA are Veterans deployed
after 9/11, for whom physical and emotional trauma have been the signature injuries of their
service.

All Veterans deserve healthcare that is sensitive to their unique service exposures and health
risks. That alone is a compelling reason for a dedicated health system. There is also another
compelling rationale: Individuals with multiple health vulnerabilities — like age, poverty, social
isolation, physical and mental illness, substance use, and homelessness — fare poorly even with
robust “insurance” coverage.

In a sense, Veterans with high levels of service-connected disability are similar to non-Veterans
who are dually eligible for both Medicare (by virtue of age or disability) and Medicaid (by virtue
of poverty). Sadly, dual-eligible patients experience not only poor functional status and often-
tragic health outcomes, but require significantly more resources for care than “average”
Medicare patients.! The crucial element that is missing for “dual-eligibles” is the one that VA

! Beneficiaries dually eligible for Medicare and Medicaid comprise 21 percent of the
Medicare population and require 31 percent of total Medicare costs, and simultaneously
comprise 15 percent of the Medicaid population, yet require 39 percent of Medicaid costs.
Brown, R. & Mann, D.R., “Best Bets for Recuing Medicare Costs for Dual Eligible
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can provide for Veterans: A dedicated team of professionals, tapping into the full breadth of VA
benefits, who are committed to weaving support for both care needs and health into a
coherent experience of Veteran-centered care that maximizes well-being.

This “Blueprint for Excellence” contemplates what is necessary for the VHA to become the
system that Veterans deserve by:

* Improving performance,

* Promoting a positive culture of service,

* Advancing healthcare innovation for Veterans and the country, and

* Increasing operational effectiveness and accountability.

The overwhelming majority of VHA’s employees are committed to VA’s mission
and values. This is not surprising since many are Veterans themselves. That
said, it is clear that we need to earn back not only the public trust, but also the
trust of Veterans, and to that we rededicate ourselves. However, earning that
trust means far more than fixing what’s broken, it means embracing change
not only in the form of necessary repair, but in the form of a new operating
model. It means taking a hard look at how we function now and committing to
a model of service that operates around the Veteran’s needs, not ours.

VA Values
Integrity
Commitment

Advocacy

Respect
Excellence

While a dedicated system of health and social services for Veterans remains the core means for
meeting Veterans care needs, the Veterans Access, Choice and Accountability Act of 2014
introduces new possibilities for serving Veterans. The four themes and ten strategies contained
in this “Blueprint for Excellence” compel hard questions about how we organize, operate and
collaborate to serve Veterans as a model integrated health services network. We must strive
for seamlessness externally with the Department of Defense and internally, across all units of
VA. And, we must foster new relationships with non-VA care and service providers and
national, state and local organizations whose service can benefit Veterans. Most
fundamentally, however, we must address how we organize all resources entrusted to us to
realize the Triple Aim — better health, care and value — as a system goal and achieving optimal
health and well-being as a goal for every Veteran who entrusts us with their life.

IL. Purpose

The Blueprint for Excellence is offered as a detailed vision for the “The greatest danger in times of
evolution of health services provided by VHA. As such, it provides turbulence is not the turbulence
guidance for the alignment of resources to transform VHA health — itis to act with yesterday’s

. . . . . . logic.”
services from being provider-centric to being Veteran-centric. g
- Peter Drucker

Beneficiaries: Assessing the Evidence,” Washington, DC: Kaiser Family Foundation, October
2012.
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The strategies articulated in the Blueprint for Excellence intersect directly with annual strategic
planning, program development, budget execution and performance reporting. As such,
Blueprint for Excellence also offers a common framework for action, based on a number of
touchstones, including:

* The VA Strategic Plan

* The VHA Strategic Plan

* The VA Health Care Modernization Study

* The Veterans Access, Choice and Accountability Act of 2014

These touchstones are referencgd VA Strategic Objectives
throughout the document, and in the
electronic version can be accessed
directly as hyperlinks. Certain . Manage and Improve VA Operations to Deliver Seamless
principles, such as VA Strategic and Integrated Support

Objectives, remain inviolable.
Appendix 1 provides a direct crosswalk between the VA Strategic Objectives and the 10
strategies described herein.

Empower Veterans to Improve Their Well-Being

Enhance and Develop Trusted Partnerships

Other touchstones are especially notable. The Office of Management and Budget directed VA
to conduct a Modernization Study that identified ways to improve Veteran health and
wellbeing, Veteran satisfaction, and the cost-effectiveness of services. Recommendations
resulting from that study, completed in 2014, are referenced and included throughout this
document.

Of course, enactment of the Veterans Access, Choice and Accountability Act of 2014 (VACAA)
introduces requirements for the most significant structural changes for Veterans’ health care,
since VA became a Cabinet-level Department in 1989. The vision, themes and strategies for
change outlined in this document are fully aligned with the provisions of this law, which are
also referenced, where appropriate.

Through the actions that the Blueprint for
Excellence envisions, we aspire to live up to
the aspirations of our VHA Mission.

VHA Mission

Honor America’s Veterans by providing exceptional health care
that improves their health and well-being.

III. The Veterans We Serve

The VA enrollee population has significantly greater morbidity (or disease burden) than the
general population in the United States, even after accounting for the age and gender mix.
Morbidity varies significantly by the Veteran’s statutory priority level for VHA healthcare. Not
surprisingly, morbidity determines both the quantity of health services needed, as well as the
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cost of providing that care. For example, the morbidity of Priority 4 (catastrophically disabled)
Veteran enrollees results in inpatient care costs that are — regardless of setting — two to five
times that of the general U.S. population, even after accounting for the demographic
differences in the populations. The figure below shows the relative morbidity of enrollees
compared to the morbidity of the general population by statutory priority level for several
traditional categories of health care services. In the figure, 100% reflects the cost of health care
based on the morbidity of the general U.S. population.

Statutory Priority Levels

Relative Morbidity of Veteran Enrollees vs. General Population
> 50% Service-Connected or

®Priorityl  @Priority2-3  @Priority4  @PriorityS @ Priority 6-8 un=mplayable
. 30%-40% Service-Connected

Disability
Former POW, Purple Heart &
Medal-of-Honor Recipients,
discharges for line-of-duty
injuries, or 10%-20% disability
Catastrophically disabled or
receiving & attendance
Impoverished
Special theater or service
exposures
Low income (co-pay for
service)
. Eligible based on system
Inpatient ~ Ambulatory -  Office Visits  Ambulatory - Rx capacity (co-pay for service)

Diagnostics Procedures

Source: VA Enrollee Health Care Projection Model, Base Year 2013 Report

IV. Four Themes for the Ten Essential Strategies

The four themes and ten essential strategies contained in the Blueprint for Excellence frame a
set of activities that simultaneously address improving the performance of VHA healthcare
now, developing a positive service culture, transitioning from “sick care” to “health care” in the
broadest sense, and developing agile business systems and management processes that are
efficient, transparent and accountable.

Each of the ten strategies is introduced by an exposition of the rationale in a section referred to
as the Imperative. Specific Transformative Actions are then noted. As the model for Veterans’

care will be evolving in the broader context of evolving science, health services, Federal policy,

technology, and culture, a section describing Other Considerations exists to acknowledge areas

where emerging possibilities or challenges may need to be considered to support the intent of

the strategy. Finally, to provide transparent crosswalks to the references noted, such as the VA
Strategic Plan and VACAA, a References/Linkages section is provided.
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1. Improve Performance

The first theme of this Blueprint is about improving the current delivery system. As is clear
from the overview of the enrolled Veteran population, highly service-disabled Veterans fare
better with a system dedicated to coherently meeting their care needs. Thus, the delivery
system must not only excel in specialty expertise related to Veterans’ unique military
occupational health exposures, but also be facile in treating the broader array of mainstream
health needs. The system must also have sufficient geographic presence to provide health
services unique to the Veteran experience and sufficient volume to excel in general health
services.

Veterans deserve care that compares favorably to the best of private sector. Standard metrics

(such as the “CMS Core Measures”) should be used to assess the performance of VHA’s general
health services, patient experience, and access to care. Outcomes in these domains should be

assessed against resources utilized to demonstrate increasing value over time.

Within the context of the current delivery system, VHA must actively seek to improve not only
the care, but the health and well-being of individuals. In the aggregate, VHA must seek to
improve the health of the broader population of Veterans overall, as well as cohorts of
Veterans with similar military service and non-service related risks (e.g., PTSD and diabetes).
VHA is fortunate to have a long-standing electronic health record, offering the possibility of
generating “big data” related to care and health. Advanced analytics should be used
predictively to identify and intervene on risks, improving the outcomes for individuals, cohorts,
and the overall population of Veterans enrolled for care within VA.

2. Promote a Positive Culture of Service

There is, perhaps, no agency of the Federal government with a more noble mission than the
Department of Veterans Affairs. However, recent shortcomings of VHA performance highlight
the importance of reconnecting leadership and staff to both the VA mission and the expressed
values of the organization, as a basis for cultural transformation.

VA Secretary’s Perspective on Mission & Values
As Secretary Robert A. McDonald said in his inaugural address to all VA staff: No organization can
succeed without values to match its mission. Our mission, as the Department of Veterans Affairs, is to
care for those ‘who shall have borne the battle’ and for their families and survivors. Our core values

focus our minds on our mission of caring and thereby guide our actions toward service to others.
These values — Integrity, Commitment, Advocacy, Respect, and Excellence — define our culture and
strengthen our dedication to those we serve. Our commitment to serving Veterans must be
unquestioned. Veterans must know that we are ‘all in’ when it comes to accomplishing our mission
and living by our values.

A healthy mission and values-based culture provides guidance for decision-making in the
absence of rules and is permissive in terms of taking personal ownership for problems.
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Individual performance in such an environment is not characterized by minimal expectations,
but is inspired to the highest possible levels of performance and conduct. In addition to
creating a positive and “Veterans-first” culture of service in VA, this theme seeks to improve
Veteran services by building an environment of continuous learning, facilitated by responsible
risk-taking and balanced by personal integrity and constructive, sustainable accountability.

3. Advance Health Care Innovation for Veterans and the Country

In the late 1990’s, VHA transformed from a portfolio of hospitals to a delivery system. This
allowed Veterans to receive care in the most appropriate VHA healthcare setting and, to some
degree, in the home and community. In the United States, health services are transforming
rapidly, as well, moving not only from hospital to clinic, but from the clinic to retail settings and
from the patient’s home to the patient himself or herself, with the use of smart-phone apps,
sensor devices (e.g., asthma monitors to Fit-Bits®) and patient-generated health data. By
seizing the opportunity for continuing transformation, VHA has the opportunity to be at the
forefront of serving Veterans with personalized, pro-active and patient driven care.

Outside of the military health system, no other entity has the mandate to advance the
understanding of the consequences of military exposures on the health of Veterans. Similarly,
no other organization’s mission charges them with translating that understanding into state-of-
the-art care that helps Veterans not only manage illness, but achieve their highest level of
health and well-being. Almost by definition, a mandate of this sort cannot begin and end at the
doors of entry and exit of the hospital or clinic: The concept requires continuity of service —and
information — that seamlessly integrates with academic affiliates, non-governmental
organizations (especially, Veteran Service Organizations), Federal, state and community-based
partners.

The Veterans Access, Choice and Accountability Act of 2014 (VACAA) introduces new
opportunities to envision a truly integrated health services network that transcends the
physical limits of VHA facilities to support Veterans within their VHA “medical home,” but
provide safe, timely, efficient and coordinated services outside of VHA, too. By definition, no
other entity has greater understanding or skill in matters related uniquely to Veteran health.
However, when capacity restricts timely access, when beneficial technologies are only available
in non-VHA settings, when geography presents an unacceptable barrier, or when the highest
level-of-excellence is not available within VHA, VACAA presents the opportunity for a new
paradigm: VHA must transform from an incomplete delivery system to a completely integrated
health services network.

As an integrated health services network, VHA’s service goal must modernize from providing
the best care in VHA settings to assuring the highest possible level of health and well-being for
both the individual Veteran and the enrolled population, regardless of setting and
circumstance. As such, program development, budgeting, and performance accountability
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supporting continuing innovation must also evolve to assure the successful transformation
required by VA’s mission and to again be a model of the best in healthcare for the nation.

4. Increase Operational Effectiveness and Accountability

Serving Veterans proficiently requires improvement of VA and VHA management and business
processes. Bottlenecks in meeting human resources needs, in procurement of goods and
services, and in modernization and deployment of information technology must be addressed
to assure operational effectiveness as both a delivery system today and an integrated health
services network tomorrow. VA and VHA must develop an operating model in which decisions
to create core shared services are predicated on expectations (supported by service-level
agreements) for improved performance of internal operations as a means for helping VHA
serve Veterans more effectively and efficiently.

Agile and effective operations require careful consideration of whether Veterans’ needs are
best served by insourcing or outsourcing selected functions. For example, efficient
administration of the “insurance” functions of an integrated health service network may be a
competency that VHA can develop, but is a core competency of “third party administrators.”
Given the substantial resources with which VA and VHA are entrusted, our commitment must
be performance that benchmarks favorably for service and efficiency with private sector.

The major decisions that VHA and VA make daily on behalf of all Veterans, as well as the
important decisions made in providing care and service to any individual Veteran, must be
made in an honest, transparent and accountable manner. In situations other that don’t involve
protected health information, VHA and VA must adopt proactive communication — internally
and externally — as the rule, not the exception. This includes sharing clinical and operating
performance data.

To assure that clinical and business processes are beyond reproach, VHA must reintroduce the
Office of the Medical Inspector (OMI) as an “internal audit” function, providing unbiased, timely
and routine review of critical data and control points (such as clinical and operations
performance measures). These and other activities of OMI, such as for cause reviews, should
be assessed annually by external audit to also assure integrity that is beyond reproach. The
ultimate goal is not inspection: It is continuous improvement of clinical and operating
performance to provide Veterans not only with the best possible services, but to earn and
maintain the trust of the public, stewards of the system (including Congress and Veteran
Service Organizations), and most importantly, Veterans themselves.
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V. Ten Essential Strategies

THEME 1: Improve Performance

1. Strategy One: Operate a health care network that anticipates and meets
the unique needs of enrolled Veterans, in general, and the service disabled
and most vulnerable Veterans, in particular.

1.1.Imperative

VHA must provide timely, high-quality health services for all enrolled Veterans. We have a
particular obligation to those Veterans who have service-connected disability, lower income,
special needs, or other vulnerabilities. Highly service-disabled Veterans fare better with a
system dedicated to coherently meeting their care needs. Without substantial coordination,
most private sector healthcare providers are ill-equipped to meet the special needs of spinal-
cord injured veterans, veterans with sensory loss, veterans with poly-trauma, and veterans with
serious mental illness (almost always with significant, chronic physical iliness), let alone
coordinate services between inpatient, outpatient, rehabilitative and home care environments.

The VHA delivery system must, therefore, excel in specialty expertise related to Veterans’
unique military occupational health exposures, and it must be adept in treating Veterans’
broader health needs. To meet these requirements, the system must have sufficient
geographic presence to provide health services unique to the Veteran experience and sufficient
volume to excel in general health services.

Our vision is to improve the quality of care for Veterans with complex medical conditions
through an evolving approach to personalized, proactive and patient-centered care outlined in
Strategy 6. Similarly, as outlined in Theme 3 we envision evolving from a delivery system that
can never offer inexhaustible capacity, every necessary technology, and essential geographic
proximity into a world-class integrated health service network that has an exceptional delivery
system at its core.

Toward anticipating the needs of highly service-connected and other Veterans, VA and VHA
planning must be based on actuarial models. Consideration must be given to where VA assets
exist, whether they are serving the actuarial demand or require modification based on changing
needs (i.e., fewer beds, more outpatient capacity), their state of repair or obsolescence, and
their relationship to other resources in the community that might be accessed through new
VACAA authorities. For example, the authority to provide care through agreements with
Medicare providers and Federally Qualified Health Centers extends VA’s health network
without having to make capital investments. Additional information relating to partnerships is
provided under Strategy 8.
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1.2. Transformational Actions

a. Enhance Coordination-of-Care and the use of Patient-Aligned Care Teams (PACT) for
Veterans with the Most Complex Care-Needs: High-risk patients, especially those who
also have mental health or social challenges, will receive higher levels of contact (which
may include more telephone calls or care of chronic conditions at home through the use
of medical monitoring devices). Enhanced coordination may also include expanded
social work and links to community resources. (See Strategy 8) Use of the patient
centered medical home, practiced in VHA through the Patient Aligned Care Team (PACT)
will continue building a model of care that is personalized, proactive and informed by
predicative analytics, and patient-driven.

b. Responsible Reinvestment in Infrastructure: Capital and operating investment in the
VHA's core delivery capabilities is necessary, as is flexibility to continue transition of
VHA's physical infrastructure, from inpatient to outpatient, obsolete to contemporary,
and provider-centric to patient-centric. In turn, VA and VHA will need to execute
acquisition strategies that augment direct asset operation and ownership with
community capacity (see Strategy 6) and leasing (see Strategy 10) to provide the
flexibility to meet Veteran service needs with agility and efficiency.

c. Plan and Design Health Care Delivery Based on Veteran Demographics, Preferences
and Care Needs and an Evolving Health Care Delivery Model: VA will improve the
efficiency and flexibility of VA's care delivery as an integrated health services network by
encompassing an increasing array of approaches (partnerships, virtual care, other non-
capital, and capital solutions) that are used for delivering services to Veterans. To do
this, VA will improve its understanding of care delivery gaps by performing recurring
comprehensive assessments of the existing care delivery networks and their ability to
support anticipated care needs. Once these gaps are known, VA will fill them by
providing a more comprehensive set of care delivery proposals, to include non-standard
options (e.g., virtual care, partnerships with non-VA providers, etc.), and leveraging the
discipline of new Capital Asset Management Planning (CAMP) processes.

d. Develop or Acquire Competencies Necessary for Effective and Efficient Operation as
an Integrated Health Services Network: Coordinating care with non-VHA providers, as
authorized by VACAA, necessitates administrative functions consistent with the
competencies of a health plan. VA and VHA must assess whether this competency can
be developed and scaled internally or whether it is better outsourced. Criteria for
decision-making should include overall cost of operations, capacity to engage non-VHA
providers in all necessary geographic locations, and capacity to ensure timely
completion of both clinical and administrative functions (e.g., providing medical
information back to VHA, scheduling appropriate follow-up with VHA, and providing
timely billing and payment for non-VHA services). (See Strategy 8)

1.3. Other Considerations

Replacing substandard or historic facilities that are obsolete, costly to maintain, and
incompatible with contemporary care models is politically challenging. Congressional, Veteran
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Service Organization, stakeholder and public support for modernization of VHA’s core delivery
capability is essential.

Similarly, resource allocation must follow Veteran need for maximal utility. Modeling need
must balance both the number of Veterans in a geographic area with the mechanisms to assure
that their care is the best possible. The “volume-outcomes relationship” predicts difficulty in
having “centers-of-excellence” without critical volume, so hub-and-spoke approaches offer the
best means to balance access with safety and quality.

Finally, Federal and other health services are evolving simultaneously. How VHA and Veterans
may benefit from increased interaction with the Department of Defense (DOD), Indian Health
Service (IHS), and Federally Qualified Health Centers (FQHC) is unknown. In addition to
potential co-locations, such as the James A. Lovell Federal Health Care Center, other models,
such as an inter-Departmental mental health or substance abuse service may offer novel and
effective models that provide greater depth-of-resources, including geographic reach, critical
mass, and expertise.

1.4.References/Linkages

a. VA Strategic Goal 2: Enhance and Develop Trusted Partnerships

b. VA Strategic Objective 2.2: Enhance VA’s Partnerships with Federal, State, Private
Sector, Academic Affiliates, Veteran Service Organizations and Non-Profit Organizations

c. VHA Strategic Objective 1g: Collaboration: VHA will strengthen collaborations within
communities, and with organizations such as the Department of Defense (DoD), the
Department of Health and Human Services (HHS), academic affiliates, and other service
organizations.

d. VA Modernization Study Recommendation: Enhance Coordination of Care for Veterans
with the Most Complex Medical Conditions

e. VA Modernization Study Recommendation: Plan and Design Health Care Delivery
Systems Based on Evolving Veteran Demographics and Health Care Delivery Modalities

f. Sec. 101 of VACAA: Expanded availability of hospital care and medical services for
Veterans through the use of agreements with non-VA entities.

2. Strategy Two: Deliver high quality, Veteran-centered care that compares
favorably to the best of private sector in measured outcomes, value, access,
and patient experience.

2.1.Imperative

Veterans deserve a health system that operates at its
Better | Better

highest potential effectiveness and, as individuals, the Health | Care
. . . forthe | for
opportunity to experience the best possible outcomes of Population | Individuals

care. The “Triple Aim” — better health, care and value —

Lower Cost
Through
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offers a laudable system goal, while achieving optimal health and well-being serves as the goal
for every Veteran who entrusts us with their life. Between the aspirations for the overall
system and for individual Veterans exists the requirement for operationalizing assessment of
the care provided.

The Institute of Medicine (IOM) “Six Aims for High Performance Healthcare provide a
framework for assessing care quality, improving performance, and conducting clinical
performance measurement. IOM describes that high-performance healthcare as:

¢ Safe: Avoiding harm to patients from the care that is intended to help them.

¢ Effective: Providing services based on scientific knowledge to all who could benefit and
refraining from providing services to those not likely to benefit (avoiding underuse and
misuse, respectively).

¢ Patient-centered: Providing care that is respectful of and responsive to individual patient
preferences, needs, and values and ensuring that patient values guide all clinical decisions.

* Timely: Reducing waits and sometimes harmful delays for both those who receive and
those who give care.

¢ Efficient: Avoiding waste, including waste of equipment, supplies, ideas, and energy.

* Equitable: Providing care that does not vary in quality because of personal characteristics
such as gender, ethnicity, geographic location, and socioeconomic status.

The IOM domains of quality provide a framework for developing a focused set of performance
measures. Aligning measures within this framework with those specifically used by the U.S.
Department of Health and Human Services (HHS) Center for Medicare and Medicaid Services
(CMS) will allow comparison of VA performance to private sector performance at the network,
VISN, facility and individual patient level.

2.2. Transformational Actions

a. VHA will aspire to the “Triple Aim” (Better Health, Care, and Value), and Focus
Performance Measurement on Strategic Outcomes:

o VHA will measure and improve the health outcomes and functional status of the
overall enrolled population and uniquely vulnerable cohorts.

o VHA services will orient to achieving the highest levels of population health and
function, including reducing health disparities. (See Strategy 3)

b. To advance care, VHA will use the six aims for high-performance healthcare as set
forth by Institute of Medicine (IOM) as a framework for clinical performance
improvement and measurement for comparison with non-VA care. Within this
framework, VHA will:

o Adopt and publish CMS Performance Measures online for immediate comparison
of VHA enterprise, VISN, facility and practitioner performance with private
sector, including:
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=  Core Measures for Value-Based Purchasing
= Safety Measures of Hospital/Healthcare-Acquired Conditions

=  Physician Quality Reporting System (PQRS) measures of ambulatory care
performance

= Hospital Consumer Assessment of Healthcare Providers and Systems
(HCAHPS) patient experience survey

c. Advance the Experience of Care by Introducing a System for Immediate Veteran
Feedback: Using new technologies (including smartphone “Apps”), VHA will
systematically gather individual Veteran feedback during and after the delivery of care.
VA will use this feedback to rapidly identify and address patient concerns, safety issues,
anticipate and personalize health care for the Veteran during the encounter, ensure that
care instructions are clear, inform care planning, improvement, and the implementation
of new services

d. Assure the IOM Aim of Timeliness by providing Veterans Access to primary and
specialty care services, other VA services, health information, and virtual
(computerized) support as appropriate to their clinical circumstance and personal
wishes.

o VA will commission the Institute of Medicine (IOM) to identify clinically
appropriate parameters to serve as guidelines for and publically-reported
measures of timely access to VHA care services.

o VHA will implement guidelines for access and timeliness, predicated on the
findings of the commissioned IOM study.

e. To advance value, VHA should further employ LEAN management practices to improve
Veteran services: VHA must focus on combating non-productive waste, such as
production defects, overproduction, waiting, non-utilized talent, excess motion, and
extra processing. (See Strategy 10) Supported by their senior managers and leaders,
front-line workers through mid-level management staff should be recruited to identify
improvement opportunities in their work areas and (See Strategy 5). Local innovation
and improvement provides a basis for organizational learning and potential systemic
improvement.

f. To advance value, VHA will measure and support efficient clinical processes using
industry-standard models of physician and staff productivity (calibrated to the unique
characteristics, morbidities, and service requirements of the enrolled Veteran
population): A LEAN approach will provide insight for optimizing clinical workflow that,
in turn, can allow clinicians to work at their highest levels of competence. Attention
must be given to utilizing the full potential of each clinical workday, by assuring timely
starts to clinic sessions, supporting physician practices with adequate non-physician
staff for team-based and efficient care, and removing non-value added administrative
burden.

g. The VHA Leadership Performance Contract Will be Simplified to Reflect the Strategic

Priorities and Key Measures of Veteran Care: The revised VHA Leadership Performance
Contract should include three key sections related to: 1) Progress in realizing the
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strategic goals of the Blueprint for Excellence, 2) Results, described through key clinical
and operational performance metrics, and 3) Leadership competencies and integrity,
consistent with the Office of Personnel Management (OPM) leadership criteria. The
“Strategic Goals” and “Results” sections can be rated as to percent successful, however,
“Leadership and Integrity” should be rated as a dichotomous variable (pass/fail), with
failure constituting a disqualification for successful evaluation on “Strategy” and
“Results.” (See Strategy 9)

h. Conduct a Comprehensive Evaluation of VHA Health Care: Consistent with the
requirements of Section 201 of VACAA, VA will establish and support a “Commission on
Care” to conduct a comprehensive evaluation of health care at VA, including reaction
and recommendations related to this “Blueprint for Excellence,” assessment of best
practices in the private sector, and recommendations for strategic reorganization VHA
to develop and operate an evolving and state-of-the-art Integrated Health Service
Network.

i. Perform a Comprehensive Annual Environmental Scan to Inform Veteran Service
Planning: As part of strategic planning and budgeting, and to avoid organizational
insularity, VHA should augment broadly available environmental scans of changes in
health care practice and management (such as that done by the American Hospital
Association) with review of how secular changes may affect and apply to improving
Veteran health services.

2.3.References/Linkages

[«)]

VA Strategic Goal 1: Empower Veterans to Improve Their Well-Being

b. VA Strategic Objective 1.1: Improve Veteran Wellness and Economic Security
VA Strategic Objective 1.2: Increase Customer Satisfaction through Improvements in
Benefits and Services Delivery Policies, Procedures, and Interfaces

d. VHA Strategic Objective 1d. Access to Information & Resources: Veterans will have
convenient access to information about VA health benefits, their medical records,
health information, expert advice, and the ongoing support needed to make informed
health decisions and successfully implement their personal health plans.

e. VHA Strategic Objective 1e. Quality & Equity: Veterans will receive timely, high quality,
personalized, safe effective and equitable health care, irrespective of geography,
gender, race, age, culture or sexual orientation.

f. VHA Strategic Objective 3h. Leadership: VHA will achieve a highly effective, innovative,
data-driven, evidence-based, continuously improving, and reliable health care system.
By 2017, the system will be nationally recognized as a leader for population health
improvement strategies, personalized care, and maximizing health outcomes in a cost-
effective and sustainable manner.

g. VA Modernization Study Recommendation: Build a System of Immediate Veteran
Feedback

h. Sec. 201 of VACAA: Independent assessment of the health care delivery systems and

management processes of the VA.
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i. Sec.202 of VACAA: Commission on Care
j. Sec. 206 of VACAA: Improved transparency concerning health care provided by VA

3. Strategy Three: Leverage information technologies, analytics, and models
of health care delivery to optimize individual and population health
outcomes.

3.1.Imperative

VHA's long history of use of electronic health records offers a rich set of digitized health
information that constitutes “big data.” Using “advanced analytics,” VHA can leverage its
electronic health record and the data it provides as the basis for understanding the relationship
between health services (treatment options, pharmaceuticals, use of devices), social
interventions, resource utilization, health-related behaviors and an array of health outcomes
(function, mortality, and patient-reported outcomes).

Through increased interoperability with DoD, electronic health records documenting military
health exposures can not only provide insight into a particular Veteran’s later health outcomes
and care needs, but late health outcomes can be used as an epidemiological tool to better
understand and mitigate the health risks of military service. “Data science” can help elucidate
not only suspected relationships among variables,
but also identify non-intuitive relationships between

. . T X9

interventions and outcomes, providing . & Eomenta
unprecedented insight and potential for optimizing camiflisiony pidemiology
individual and population health outcomes. Genglics

Whether for illness unique to the Veteran experience ~ Gefomis (Porsonal Health)
or endemic in contemporary society (e.g., heart (Popuratiomticatim:
disease), the ultimate goal is to turn the clock back Late\ ife

from intervention for advanced disease and use
predictive modeling to prevent potentially avoidable
deterioration of health status.

Chronic lliness

Improving the health of populations is a central objective of an effective health system. While
clinical medicine typically focuses on addressing the current needs of individual patients, the
focus of population health is distinct from traditional “quality of care” and “performance
measurement” and addresses meaningful outcomes (e.g., mortality and function) as influenced
by:
* Health determinants (e.g., medical care, social and physical environment, individual
behaviors, genetics);

* The interaction or “patterns” of determinants over time; and
e Policies and interventions that affect health outcomes and health determinants.
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Current trends, including those promoted by the Affordable Care Act (ACA), represent a major
effort to realign the organization of health delivery systems toward integration of care that can
enhance the health of defined populations in a “patient-centric” way.

Addressing population health requires an
intimate understanding of the distinct
groups comprising the larger population
including their socio-demographic, clinical
and functional characteristics, as well as
their health risks and preferences and trends
over time, to anticipate their future needs
and those of patients who may enter the
health system.

| Socia

| Behavior

Because patient-reported outcomes are
rarely measured, it is unknown whether the
perceived health and well-being of patients ® Health Care
has Changed- This is not Surprismg because' Figure 2. Determinants of Population Health

as depicted in Figure 2, contributions to

overall health from medical care are modest in relation to other determinants.” Efforts to
improve population health must align with interventions to address the most important
contributors to poor health outcomes. The population health perspective acknowledges that
unhealthy behaviors are closely intertwined with environmental and socioeconomic conditions
and that preventing or ameliorating conditions related to these factors requires engagement of
individuals in their community, not just within the scope of the healthcare delivery system.

Environment

| Genetic

VA is charged by statute to address both the medical and non-medical determinants of health
among a highly deserving, defined population. In addition to providing outstanding healthcare
services, VA also has an equally important mission to provide social support in the form of
disability payments, pensions, educational benefits, loans, housing support, transportation
benefits, vocational rehabilitation and a variety of other programs for Veterans. VA has
initiated innovative programs to reduce homelessness, prevent suicide, and reduce health
disparities. To empower Veteran health and wellbeing, VA must eliminate jurisdictional
barriers among its Administrations and programs and coordinate benefits and services for
Veterans in an integrated, easily accessible and user-friendly manner. In this manner, VA is
better positioned than any other care system to address the health arm of the “Triple Aim.”

VA places specific emphasis on equitable care and health equity, which it defines as attainment
of the highest level of health for all people. To achieve health equity for Veterans, VA will
continue to identify and address health disparities. These disparities adversely affect groups of
people who have systematically experienced greater social and/or economic obstacles to
health. Health disparities can exist based on multiple factors including race, ethnicity, gender,

2 McGinnis, JM and Foege WH, “Actual Causes of Death in the United States,” JAMA
1993;270(18):2207-12.
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age, geographic location, religion, socio-economic status, era of military service, sexual
orientation, disability (physical, mental, cognitive, sensory), and other characteristics
historically linked to discrimination or exclusion. VA seeks to achieve health equity across all of

these factors.

In contrast to any other health system in the United States, VHA has the unparalleled
opportunity to provide a model of care that uses big data and advanced analytics predictively to
optimize individual care, personal health, and well-being, while simultaneously improving the
health status of the enrolled Veteran population.

3.2. Transformational Actions

a.

Implement a Population Health Program: VA-specific strategic targets to maximize the
health of Veterans consistent with US Healthy People 2020 must be developed. Based
on the burden of disease or risk, cost/benefit and feasibility analysis, interventions must
be prioritized. Addressing health and well-being necessitates collaboration among VHA,
VBA, selected VA program offices, and other VA innovation and research programs to
provide local, regional and national solutions.

o VHA should participate in the Commonwealth Fund “Chart Book of Countries”

to compare the health status of enrolled Veterans with the national health
status of countries around the world (including the U.S.) with the goal of
improving both Veteran health and the function of the VHA health system.

Understand and Eliminate Health Inequities: VA will identify and address health
and health care inequities in vulnerable sub-populations of Veterans. VA will
establish common definitions and measures of disparities and inequities, and
seek to resolve them through approaches benefitting the overall Veteran
population.

Refresh Electronic Health Record System to Support Patient-Centric, Team-based,
Quality-driven healthcare: Continued development of the VistA Evolution program is
required to ensure delivery of new service capabilities that VHA’s continuing
transformation to an Integrated Health Services Network.

o Expand the Range of Data Covered in Electronic Health Record (EHR) and

Personal Health Record (PHR) Systems: Addressing social, behavioral,
environmental and genetic determinants of health requires expansion of EHR
and PHR systems. These data must be a useful part of patient and clinician
workflow and demonstrate relationship to health, well-being, life goals and
modification by specific interventions. Systems should increasingly include
capability for recording patient-reported outcomes and data from consumer and
professional health monitoring devices.

Providing Patient-Centric Support: Requires specifically tailoring healthcare
information resources for patient and providers to support the activities and
goals that are most important to the Veteran and calibrated to his or her health
status and individual preferences. Treating the patient as a full member of the
care team through robust communication tools in the patient and provider
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workflows increases the patient’s engagement in his or her healthcare and the
provider’s understanding of the patient. Dynamically managing encounters with
patients includes proactively escalating or de-escalating the nature and intensity
of services for better clinical outcomes and more efficient resource utilization.

o Team-based Support: Requires implementing a single, shared care plan that
links activities to goals among the health care team members. Implementing
task-based communications in clinician workflows reduces dilatory “information-
only” messages and focuses team and patient interactions on the specific
activities and goals that contribute to patient-directed and positive health
outcomes. Evolving systems must support dynamic identification and
management of groups of patients with shared characteristics or needs.

o Supporting High Performance: Care plans must specifically link people and
resources to work effective across time and location to achieve care goals.
Activity management enables quality to be measured in terms of patient-tailored
goals. Improving the user experience facilitates recruitment and retention of the
most qualified healthcare workers

c. Enhance Interoperability of Health Information with DoD and Private Sector:
Interoperable health information with DoD is essential for Veterans to have a lifetime
electronic record. Interoperability with private sector is essential for Veterans to have
care that is informed and integrated with non-VHA providers. Using standards
promulgated by the HHS Office of the National Coordinator for Health Information
Technology, not only supports DoD and non-VHA continuity of information and care, but
also supports information exchange across VHA sites, enhances compatibility with off-
the-shelf (OTS) technologies that VA may acquire, and augments the forward
compatibility of current system development.

d. Enhance Clinical Decision Support using Analytical Systems and Predictive Analytics:
Proactively identify individual patients at risk for undesirable outcomes such as death,
hospitalization, or preventable medical complications and identify specific interventions
that are most likely to reduce risk. Build tools for use at the point of care to dynamically
identify and manage specific groups of patients to receive group or individual
interventions that improve health outcomes and improve efficiency.

e. Expand Virtual Medical Modalities to Enhance High-Performance, Patient-centered
Care for Rural, Homebound, or Otherwise Isolated Veterans: Expanding virtual medical
modalities (such as telehealth, e-Consult, secure messaging, and the MyHealtheVet
patient portal) offers Veterans new service options. Developing and launching new
mobile applications will improve access and help Veterans take a more active role in the
management of their health and well-being.

3.3.0ther Considerations
The VA Office of Information Technology will be essential in providing VHA necessary service-

levels for developing, commissioning or otherwise acquiring the essential technologies for
operation as a state-of-the-art integrated health services network. A clear and coherent
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strategy for Health Information Technology, integrating short, medium and long term
objectives is required, so that nearer-term fixes offer not only immediate value in problem-
solving, but also serve as pieces of a coherently defined end-state architecture. Only with such
a strategy in place can rational and effective Health IT investment decisions be made.

Requirements generation needs to be based on thorough understanding of end-user needs,
and acquisition and implementation of information technologies needs to occur with
benchmark agility and efficiency. (See Strategy 10) Reconsideration of delineation of decision-
making and resource allocation is essential and may even require Congressional action.

Virtual care offers the opportunity for timely and convenient access, especially as an adjunct to
in-person encounters. Going forward, assessment of provider productivity will need to
encompass participation in virtual care. VHA’s scheduling system will also need to
accommodate the capacity for managing virtual care encounters.

3.4.References/Linkages

a. VA Strategic Objective 1.2: Increase Customer Satisfaction through Improvements in
Benefits and Services Delivery Policies, Procedures, and Interfaces

b. VA Strategic Goal 3: Manage and Improve VA Operations to Deliver Seamless and
Integrated Support

c. VA Strategic Objective 3.2: Evolve VA Information Technology Capabilities to Meet
Emerging Customer Service / Empowerment Expectations of Both VA Customers and
Employees

d. VHA Strategic Objective 3f. IT Investments: Information technology investments will be
prioritized and made timely to support personalized, proactive health care
improvements in a highly responsive manner

e. VA Modernization Study Recommendation: Expand Virtual Medical Modalities to
Enhance Access and Satisfaction

f. Sec. 204 of VACAA: Improvement of access of Veterans to mobile Vet centers and
mobile medical centers of VA

g. Sec. 203 of VACAA: Technology task force on review of scheduling system and software
of the VA.

THEME 2: PROMOTE A POSITIVE CULTURE OF SERVICE

4. Strategy Four: Grow an organizational culture, rooted in VA’s core values
and mission, that prioritizes the Veteran first; engaging and inspiring
employees to their highest possible level of performance and conduct.
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4.1.Imperative

Organizational culture is a set of values, expectations, formal and
informal practices, and behaviors that define the unique corporate
environment. Culture is deeply ingrained in the fabric of
organizational life; it determines how the organization conducts its ours.”
business, treats its employees, evaluates its leaders, serves its - Gen. Omar Bradley
customers, and handles productivity and performance.

“We are dealing with
Veterans, not procedures;
with their problems, not

VA'’s culture has been described as too closed and inflexible. Although the majority of VHA
employees are committed to serving America’s Veterans, there are times when our behavior
falls short of our values and expectations, and the culture we have is not the culture we

want. We have significant leadership and management challenges that we must fix. Thus, we
are committed to a culture that honors our mission, our values, and most importantly, the
Veterans that we are privileged to serve. In short, Veterans’ needs must always come first.

Given the wisdom of the adage that "culture eats strategy for lunch," to transform the agency,
it will be critical to address VA culture in the coming months and years. No matter how well-
conceived the strategy, how competent the employees, or how efficient the business
processes, if culture is compromised, the organization’s mission suffers.

In a healthy, mission-oriented culture, all levels of employees know the right thing to do, even
in the absence of policies, procedures, or specific instructions. A healthy culture ensures that
employees can emulate the behavior of leaders and, in doing so, be guided by the
organization’s mission and values.

The relationship of culture to positive Veteran outcomes can be seen in the organizational
health chain below: Aspiring to the Triple Aim for the system and achieving safety, timely,
effective, equitable, efficient and patient-centered care for Veterans requires strong employee
performance and productivity. This can only occur through an engaged team. Employee
engagement and satisfaction are best predicted by three foundational factors: Leadership,
policies, and culture. Leadership, leadership development, and culture must be addressed to
ensure the foundation for necessary improvements to be made and sustained.

(Leadership, Policie) [ Workplace \ KOrganizationaI\ ( Customer \

Culture, Values — Perceptions B Performance — Experiences
O Behaviors: teams, . Job Satisfaction o Sick Leave Usage O Patient Satisfaction
communication o Civility . EEO Complaints . Perceived Access /
. Process: data-driven, . Engagement . Quit Rate Quality of Care
patient-centered . Psychological Safety O Primary/Specialty Care C Loyalty to use VHA
. Systems: | CARE, PACT, o Best Places to Work Wait Times . Recommend VHA
Human Capital «  Supervisor Behaviors *  Health Care Associated services to others
initiatives/training, 1. vyl | | Infections | § o Civil Treatment
IntegratedEthics®

- AN VAN J
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4.2. Transformational Actions

a.

Provide Ethical Leadership by Example: A healthy culture derives from the behaviors of
its leaders. Leaders must model selfless service toward Veterans and staff, embracing
the concept of servant leadership. VA leaders must demonstrate open communication,
respect for employee input, and sustainable accountability. Successful ethical
leadership requires specifically demonstrating and supporting the effective integration
of strong ethics practices into personal behaviors and organizational culture. This can
be demonstrated by communicating expectations for ethical practice, ethical decision-
making, and supporting local ethics programs.

Commit to VA ICARE Values and Align Personal Behaviors: All employees are
encouraged to personally reflect upon and publicly renew their commitment to ICARE
values, aligning personal goals and behaviors with organizational goals and desired
outcomes. While formal performance plans should appropriately align organizational
performance elements within the employee’s sphere of influence, VHA must also foster
an engaged and activated workforce by understanding the informal compact employees
have with the organization and Veterans. That informal compact is based on often
unspoken beliefs, perceptions, and expectations about how employees will be treated,
rewarded, and promoted. We must create an environment that inculcates a deeply
internalized belief that Veterans’ needs are our first priority. Leadership must engage
with employees to help translate that understanding into the behaviors that matter
most and are most effective in contributing to the overall wellbeing of Veterans.
Develop and Recruit Leaders: Restructure, renew and adequately resource the
leadership development programs within VA and VHA to create an industry-leading,
value-based leadership pipeline. Recruit “rising stars” from within VA into VHA
leadership development, with the notion that non-VHA personnel bring insights into
other VA components that can help support the broader goal of Veteran health and
well-being. Hire for “fit” with VA Core Values, by recruiting aspiring and established
leaders with experience in government agencies, private sector and military service to
complement and enrich VHA management and leadership skills.

Align Employee Performance Plans with VA Strategy and Desired Outcomes: Improve
the performance management system so that performance plans for all VHA employees
are aligned with VA and VHA Strategic Goals and objectives and performance plans of
the medical center/network directors are based on quality of care and health outcomes
for Veterans.

4.3.0ther Considerations

VHA has many noteworthy areas of strength that will assist with the difficult process of culture
change. Three that stand out include a competent and dedicated workforce, a noble mission,
and employees’ personal connections with the mission. These resources will be critical in
helping VHA benefit from opportunities. However, it should be noted that culture change is a
long-term process. While many other action items in this document may be completed within
several months, deep and permanent culture change will take several years.
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VA’s noble mission attracts many clinicians, administrators, and staff. However, compensation
for certain clinical disciplines (e.g., physicians, especially in specialty medicine, advanced
practice nurses, and doctorally-prepared pharmacists) and for senior administrators lags —in
some instances, substantially — compared to private sector. This not only hinders recruitment
and retention, but also impairs assuring that top-talent is universally available within VHA.

4.4.References/Linkages

a. VA Strategic Objective 3.1: Make VA a Place People Want to Serve
b. VA Strategic Goal 3: Manage and Improve VA Operations to Deliver Seamless and
Integrated Support

c. VHA Strategic Objective 2a. Expectations: VHA performance expectations will be
aligned to the VHA strategic goals.

d. VHA Strategic Objective 2b. Incentives: Incentives will be in place for individual, team
and organizational performance and results consistent with VHA strategic goals and
objectives.

e. Message from Secretary McDonald requesting recommitment of VA staff to ICARE
values of Integrity, Compassion, Advocacy, Respect, and Integrity [insert link here]

Sec. 205 of VACAA: Improved performance metrics for health care provided by VA

g. Sec. 707 of VACAA: Removal of senior executives of the VA for performance or
misconduct

5. Strategy Five: Foster an environment of continuous learning, responsible
risk-taking, and personal accountability.

5.1.Imperative

Continuous learning improves organizational effectiveness. It allows those individuals closest
to the point-of-service to seek better ways of serving Veteran needs or meeting internal
organizational requirements. The actions of team leader, supervisors, and managers determine
how well teams build skills, review work processes, and shape goals to improve organizational
effectiveness. Their actions also shape organizational culture, affecting the engagement of
employees, the capacity to recruit and retain high-performers, and the culture-of-safety
essential to the high-reliability that healthcare demands and Veterans deserve.

Psychological safety facilitates learning behavior because it alleviates excessive concern about
others' reactions to ideas or suggestions for needed changes or organizational improvement. It
is critical that suggesting positive changes or expressing reasonable concerns be heard and
thanked, not stifled or punished. Leaders who value input from employees help ensure those
voices are heard and form the foundation for a learning organization. Providing both
opportunities and psychological safety for all employees to raise issues and concerns provides
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the most direct and constructive pathway to continuous learning and organizational
improvement.

Leaders — at all levels of the organization — need to embrace problem-solving, like owners of a
business, looking constantly for ways of improving all dimensions of organizational
performance. Responsible risk-taking means leading change at a rate demanded by
circumstance, but parsing change activities into small enough units that failure is not
catastrophic. Responsible risk-taking also requires the psychological safety to challenge the
status quo and try new approaches, just as it requires the good judgment and integrity
expected of responsible leaders.

VA will become an organization where employees are comfortable raising issues and concerns. Only then,
can we truly thrive and innovate. . . Sustainable accountability means ensuring all employees understand
how their daily work every single day supports our mission of caring for veterans. They have to know how
their daily work ties back to our values, the ICARE values. Sustainable accountability requires we do a

better job of training our leaders, flattening our hierarchical culture, and encouraging innovation and
collaboration from the bottom.

- VA Secretary Bob McDonald

The psychological safety that underpins learning must be paired with the sustainable
accountability required by our mission, our values, and the trust of Veterans, stewards of the
system (including Congress and Veteran Service Organizations) and the public. Only when both
psychological safety and accountability are high can an organization truly thrive and innovate.
Responsible risk-taking and personal accountability are two sides of the same coin. No
organization can be successful over time without innovation, which requires the opportunity to
try new ideas and “room to fail.” At the same time, every VA employee must be accountable for
putting the Veteran first, as a matter of mission, personal integrity and honoring the public
trust. (See Strategy 9)

5.2. Transformational Actions

a. Provide a Psychologically Safe Environment for Employees: Embrace a just culture by
providing employees with a psychologically safe environment that recognizes that
humans will make errors in good faith, but also holds employees accountable for their
behaviors.

b. Commit to Continuous Learning for Development of Skills and Culture of Service: In
addition to supporting continuous development of clinical, technical and professional
skills to assure the highest levels of competency, continuous learning must indoctrinate
mission, values, and service expectations as part of the normative culture, regardless of
organizational role and level of responsibility.

c. Improve the Training of Front-line Supervisors and Managers: Teach and mentor
front-line supervisors and managers on skills such as providing feedback, holding
employees accountable, gathering employee input, communicating expectations clearly,

VHA Blueprint for Excellence 24







and cultivating an environment where employees feel safe to report errors and discuss
problems.

d. Learn from Adverse Events: Interpret adverse events — and close calls — as potential
learning opportunities or signals that may possibly be extrapolated as systemic
problems and develop a mechanism to follow up on those signals.

e. Ensure Leadership Participation in Developing Sustainable Accountability: Embrace
sustainable accountability by ensuring all leaders understand and act on their
responsibilities for setting clear and reasonable expectations, providing adequate
resources and authority, delegating decision-making as appropriate, and holding
themselves and others accountable for their behavior and outcomes.

f. Reduce Hiring Barriers: The Leading Access Scheduling Initiative (LASI) workgroup
focusing on human resource concerns identified multiple barriers to hiring and retaining
outstanding employees. These recommendations involve such areas as student loan
repayment, the credentialing process, the pay system, hiring timeframes, and non-
monetary incentives. Exploring and implementing these reforms will form a more solid
foundation for the learning organization.

5.3.0ther Considerations

Developing a learning organization will take time. It is essentially another form of culture
change and thus will likely take several years to become truly inculcated into the culture.
Promoting responsible risk-taking is absolutely critical to innovation, yet can be difficult in the
bureaucratic structures that often define government and health care. It will require special
attention from all internal and external stakeholders to ensure VHA continues to innovate.

The current pipeline of management talent for VHA leadership roles is inadequate.
Reinvestment in leadership development is essential to create career paths for individuals who
have demonstrated commitment to VA’s mission and show promise for additional leadership
responsibility. Beyond retaining talent, recruitment of new talent is essential for a healthy
organization and culture, as it complements the deep institutional knowledge of VA career
employees with perspectives on operations, leadership and learning gained in other settings.
This is also true for clinical leadership and line roles. VHA’s particular opportunity to attract
Veterans as new employees should be valued, not only in terms of consistency with mission
and, frequently, demonstrated capability under extreme duress, but as emissaries of and
evangelists for a culture of Veteran-centered service. Unique opportunities to employ medical
corps, after separation from military service, in clinical support roles and facilitate continuing
education as nurses, physicians assistants, or highly-skilled technologists offers VHA continuing
refreshment of its largest workforce and, simultaneously, demonstrates commitment to the
well-being of Veterans.
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5.4.References/Linkages

a. VA Strategic Objective 1.2: Increase Customer Satisfaction through Improvements in
Benefits and Services Delivery Policies, Procedures, and Interfaces

b. VA Strategic Goal 3: Manage and Improve VA Operations to Deliver Seamless and
Integrated Support

c. VA Strategic Objective 3.1: Make VA a Place People Want to Serve

d. VHA Strategic Objective 1f. Innovation & Improvement: VHA will drive an improvement
culture by advancing innovation trials, emerging health technologies, and experimentation,
through exploration of both constructive failures and dynamic successes, adopting practices
that improve care while minimizing and managing acceptable risk.

e. VHA Leading Access & Scheduling Initiative (LASI) Report on Hiring Barriers.

f.  VHA Strategic Objective 2b. Incentives. Incentives will be in place for individual, team and
organizational performance and results consistent with VHA strategic goals and objectives.

THEME 3: ADVANCE HEALTHCARE INNOVATION FOR VETERANS AND THE
COUNTRY

6. Strategy Six: Advance health care that is personalized, proactive, and
patient-driven, and engages and inspires Veterans to their highest possible
level of health and well-being.

6.1.Imperative

While the IOM Six Aims frame concepts for greater reliability and accountability in care
delivery, the same report also envisions evolution from a “sick care” to “health care” model.

No other health system is better positioned than VHA to realize a more contemporary approach
to health services in which care is offered through continuous healing relationships (not
episodic interactions) and customized according to patient needs, values, and personal desire
for control.

This concept, inherently consistent with VA's first strategic goal “to empower Veterans to
improve their well-being,” also suggests the need for greater coordination of all services
offered by the Department of Veterans Affairs, including provision of Veterans’ benefits and
memorialization, but also with other governmental Veterans’ programs (e.g., housing), as
possible. This concept also embraces the balance between individual independence and self-
determination (i.e., “patient-driven”) and a system that seeks to anticipate needs in the manner
that the individual Veteran might desire (i.e., proactive and personalized).

A personalized approach requires dynamic customization of self-care and professional health

and social service strategies in a manner that is specifically relevant to the individual, and based
upon factors such as their medical conditions, their genome, their lifestyle, needs, values and

VHA Blueprint for Excellence 26







circumstances. As described in Strategy 3, this is most effective by using information
technologies, including advanced analytics, predictive modeling and patient-facing “apps.”

Proactivity implies strategies that strengthen the person’s innate capacity for health and
healing, such as more holistic, “mind-body” approaches, including nutrition, exercise and
healthy behaviors related to tobacco, alcohol, prescription medications and other substances.

Being patient-driven is, perhaps, the most critical of the three attributes of this new model of
healthcare. Motivation for health and engagement in care is fundamentally rooted in and
driven by that which matters most in person’s life, and the best possible outcome is alignment
of an individual’s health care with their day-to-day — and longer-term — life goals. Together,
with Veterans Service Organizations and other advocates, VA can inspire motivation for health
and engagement in care to help Veterans become increasingly “mission-ready” for their lives.

6.2. Transformational Actions

a. Expand Implementation of Personalized, Proactive Patient Driven Care as an
Evolutionary goal of the Patient-Aligned Care Team (PACT) Program and for all VHA
Health Services: Use the existing and expanding PACT infrastructure as a platform to
develop, demonstrate, test and deliver a new model of healthcare that is personalized,
proactive, and patient-driven, and engages and inspires Veterans to their highest
possible level of health and well-being. Adopt the philosophy that the Veteran is the
“Captain of the Team” and that healthcare professionals are some of the invited players.

b. Engage VA Health Services Research and Development (HSR&D) in Program Design
and Evaluation: Toward accelerating successful design and implementation, VA HSR&D
will provide rapid literature review and evidence-assessment for program leaders.
HSR&D will provide ongoing assessment of program function and results including
Veteran motivation for health, health behaviors, engagement in care, and health
outcomes, with an objective of critically evaluating progress, providing necessary
improvements in program design and implementation, and offering a national model for
enlightened and progressive care in the formal, academic literature.

c. Implement Mobile Applications: The Connected Health Office should implement
technologies that allow Veterans to easily access their health data from the EHR to use
in applications that improve Veteran engagement in their own healthcare and decision-
making. Custom health notifications as well as new apps that individualize developing
and achieving personal health goals can be offered using game-like models to enhance
participation and activation. The Connected Health Office should also aggressively
pursue the development and implementation of capability for Mobile Video Visits to
increase provider productivity and save Veterans travel time. As above, HSR&D should
be engaged in program design and review.

d. Implement Personalized Health Plans: VA will lead the nation in advancing a model
that maximizes function and well-being by assisting each Veteran in developing a
personalized health care experience through the use of personalized health plans (PHP),
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based on the Veteran’s personal life-priorities and goals for their health. The PHP
should be considered a living document, reflecting the Veteran’s values, priorities,
health goals and challenges at every stage of life. It includes a current medical
treatment plan, as well as proactive self-care strategies. It should inform which VA and
community services may be beneficial, and identify how the Veteran prefers to engage
with those resources. It also includes a plan for social and financial stability, as
necessary to the Veteran’s health and well-being. VA providers will use PHPs to direct
care that maximizes the Veteran’s health and well-being.

e. Leverage Community Resources: Establish and enhance community relationships with
entities, such as Veteran Service Organizations, that can coordinate peer-to-peer
support, affect social determinants of health, and help organize family and other
community support programs to fully integrate the Veteran’s health, economic,
employment, educational, housing and community-based social-support network.

6.3.0ther Considerations

With passage of the ACA in 2010, Veterans have many more choices in where and how they
receive their healthcare. In addition to needing to “earn Veterans’ business,” our mission and
mandate to support healthcare in the technical sense, as well as health and well-being more
broadly, offers tremendous opportunity. We must design and implement an approach to
health and healthcare that not only diagnoses and manages disease, but has as its goal the
highest possible level of health and well-being for individuals, and consequently for the
population. Two things are clear: 1) this is unachievable without engaging and inspiring the
individual in this vision for his or her own health and life, and 2) the current medical model is
not designed to achieve this. To succeed we must be willing to rethink the fundamental
construct of health care, and advance this new approach to healthcare for our Veterans, and for
the country. Given the new authorities provided by VACAA in 2014, it is incumbent on VA to
understand the circumstances, care preferences, and health goals of each Veteran served, in
terms of coordinating care with the community. Going forward, for some Veterans, VA’s
mandate extends from being the “medical home” to being the center of the Veteran’s “health
neighborhood,” coordinating care and services within an expanded community of non-VA care,
social service providers and health services and support. (See Strategy 8)

Maximizing wellbeing also requires a new level of seamlessness across VA services, whether
health, benefits or memorialization. It requires VHA leaders and staff to actively support VBA
responsibilities, such as timely Compensation & Pension exams and, reciprocally, for VBA to
help VHA address Veteran wellbeing as a matter of health. In turn, these aspirations require
new operating approaches and commitment to shared culture of Veteran-centered service.

6.4.References/Linkages

a. VA Strategic Goal 1: Empower Veterans to Improve Their Well-being
b. VA Strategic Objective 1.1: Improve Veteran Wellness and Economic Security
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VA Strategic Objective 2.3: Amplify Awareness of Services and Benefits to Veterans
through improved Communications and Outreach

VHA Strategic Objective 1a. VA Health Care Delivery: VA health care partners with each
Veteran to create a personalized, proactive strategy to optimize health and well-being,
while providing state-of-the-art disease management.

VHA Strategic Objective 1b. Communication: VHA will effectively communicate the VA
model and strategy for delivering personalized, proactive, patient-driven health care to
employees, Veterans, key partners and stakeholders, and will prepare our workforce to
deliver this type of care.

VHA Strategic Objective 1c. Awareness & Understanding: The VA model of personalized,
proactive, patient-driven health care, which is delivered across the continuum from
prevention through tertiary care and end of life, will be clearly defined and commonly
understood as evidenced by survey results.

VA Modernization Study Recommendation: Provide Personalized, Proactive, Patient-
Driven Whole Person Care

Health Futures Group: A growing partnership of HHS, VA, DoD, and OPM leaders calling
for transformation “from Healthcare to Health,” as part of a national health and
wellbeing strategy recognizing health as a national imperative and national security
issue.

7. Strategy Seven: Lead the nation in research and treatment of military
service-related conditions.

7.1.Imperative

Among all health systems, VHA has the foremost intrinsic interest in conducting research for
understanding the health outcomes of military occupational exposures, generally improving
Veteran health and well-being, and developing novel treatment of health issues that are unique
to Veterans. Moreover, VHA and DoD are the only entities that are positioned to effectively
collect data regarding late health outcomes that can be used epidemiologically to understand

and mitigate risk in military service and combat exposures.

VA Research and Development plays a key role in advancing the health and care of Veterans,

engaging patients and family’s altruistic desires to improve health for fellow Veterans and
others. The VHA care network of primary, specialty, and other care settings provides an
unparalleled foundation for clinical research, and it helps attract clinician-scientists who are

committed to both excellent healthcare and advancing knowledge. Robust clinical and health

services research supports VHA's efforts to be a learning health system. Additionally, VHA

provides an optimal environment for rapid integration of research findings into clinical practice.

Over the next two to three years, VA's research priorities will center on ensuring continued care

for Veterans throughout their lifespan, with an emphasis on providing lead-edge care for
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conditions related to military service, such as post-traumatic stress disorder (PTSD), traumatic
brain injury (TBI), and limb loss.

VA research programs will continue to support and inform health care that is increasingly
preventative and rehabilitative, addresses disparities, is oriented to health and well-being,
proactive, personalized, and patient-driven, evidence-based, and continuously improving. To
accomplish this, VA researchers will leverage innovative approaches and emerging technologies
in genomics and molecular medicine, information science and analytics, robotics, among other
areas. VA will foster dynamic collaborations both within VHA and with external partners, such
as DoD, the National Institutes of Health, academic affiliates and community partners.

7.2. Transformational Actions

a. Inform Veterans, Stewards of the System, and the Public about VA Research:

Every research proposal will have a clear statement of how it will benefit Veterans
and, as applicable, society more broadly. These summaries will be posted on the VA
website and made accessible to Veterans, stewards of the system, and the public.

b. Advance Knowledge on Improving Individual and Population Health: Consistent
with Transformational Actions 6a and 6b, VA Health Services Research and
Development will accelerated understanding and successful implementation of care
that is personalized, proactive and patient-driven. It will also work to accelerate
understanding and improvement of the population health of enrolled Veterans. This
work will serve as a resource for VHA’s continuing transformation, and provide
insight into health-driven models of care for the nation.

c. Share Intramural Research Opportunities between VA, HHS, DoD, and NIH:
Through research partnerships with other agencies, VA will accelerate its ability to
treat Veteran-specific issues and conditions. VA will research evidence-based
diagnoses, treatments, and rehabilitation methods for Veterans and their families in
the areas of physical, mental, social and occupational health. In accordance with the
President’s Research Action Plan, VA will continue as a leading member of two
research consortia focused on TBI and PTSD. Over the next few years, the findings
from these coordinated research teams, particularly in the areas of biomarkers and
advanced brain imaging, are expected to fuel new advances in PTSD and TBI care.

d. Implement VA’s Million Veteran Program (MVP): Advancing personalized, patient-
driven medicine through genomics is a major priority for MVP, a groundbreaking
initiative that seeks to collect genetic samples and general health information from
one million Veterans. Veterans are being enrolled at nearly 50 sites and the MVP is
on track to establish one of the world’s largest and most significant databases of
genomic and health information. Studies using MVP data will provide important
insights on military-related conditions such as PTSD and Gulf War Veterans' illnesses,
as well as common chronic diseases such as cancer, hypertension, and diabetes.

e. Improve Electronic Communications with Veterans: A robust health services
research program will continue to improve the way VA delivers health care and
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expand the methods through which Veterans can access that care. Levering the
Internet, texting, videoconferencing, and emerging communications technologies
will play a major role in this effort. In particular, VA’s eHealth Quality Enhancement
Research Initiative will identify how to enhance and increase the use of secure
messaging and other Veteran-facing technologies.

f. Use Engineering and Technology to Improve the Lives of Veterans with Disabilities:
Ongoing and planned work includes advancing prosthetic systems that replace lost
limbs as well as techniques for activating residual or paralyzed nerves, muscles, and
limbs. Further pioneering work involves improving brain-computer interfaces, which
promise to transform rehabilitative care over the next decade by linking an
individual’s brain waves to computerized and robotic assistive devices. One such
system that VA is developing is BrainGate, which will help Veterans and others with
spinal cord injury, brainstem stroke, amyotrophic lateral sclerosis, or other
conditions resulting in paralysis. The technology is being tested as a control system
for prosthetic arms, with the goal being to allow intuitive, near-natural control.

g. Advance Innovations in Women Veterans’ Health Care: VA studies will continue to
address the health care needs of all Veterans, regardless of geography, gender, race,
age, culture, or sexual orientation, and promote quality and equity throughout the
VA system of care. One major focus will be the growing population of women
Veterans that will be studied through the VA Women’s Health Research Network.
This innovative network is building research capacity to address women’s health
during and after deployment, reproductive health, primary care, and prevention.
The overall goal is to develop, test, implement, and disseminate effective
innovations to improve care and health outcomes.

h. Rapidly Translate Research Findings and Evidence-Based Treatments into Clinical
Practice: VA will ensure that its studies target the most pressing needs of Veterans
and the VA health care system, and promote rapid translation of findings into clinical
practice. VA’s Centers of Innovation facilitate collaboration across multidisciplinary
research teams while engaging VA'’s clinical and operations partners, who will use
the results of research findings.

i. Conduct Veteran-Focused Comparative Effectiveness Research: Understanding
which treatments are best — safest, most effective, efficient and well-tolerated by
patients —is a United States priority for VA care, in particular. VA will continue to
address critical questions, completing the VA Cooperative Studies Program
#591, which compares two evidence-based psychotherapeutic approaches for PTSD,
cognitive processing therapy and prolonged exposure therapy.

j.  Enhance VA Care with Research on Complementary and Alternative Medicine:
Empowering Veterans to improve their own well-being is one of the driving
strategies behind VA research into complementary and alternative medicine. A new
partnership with the National Center for Complementary and Alternative Medicine
will provide $23.5 million over five years for 13 studies targeting pain and related
problems in active duty personnel and Veterans, and their families. Other newly
funded VA studies will examine the effectiveness of mindfulness-based therapies for
PTSD, suicidality, and cardiovascular disease in Veterans.
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k. Enhance VA Research with Health Informatics: Health informatics and “big data”
will drive a significant portion of VA research in the coming years. One flagship
initiative has been the Veterans Informatics and Computing Infrastructure (VINCI)
project, which improves researchers’ access to VA data and provides a high-
performance computing environment, while ensuring Veterans’ privacy and data
security. Using VINCI and other resources, VA researchers are now making inroads
in the use of natural language processing—the technology that underlies Google and
other search engines—to extract and interpret free-text data from electronic health
records (EHR). This work underpins next generation research and healthcare.

7.3. Other Considerations

Continuing development of VHA's Electronic Health Record (including end-user applications,
the underlying architecture, and technologies related to big data and advanced analytics) is
essential to realizing the goals for next generation research and care. For example, pilot
research in using the EHR for greater patient safety through automated surveillance for
improved diagnosis and treatment of five common cancers in primary care suggests not
only a promising theme for additional research, but if proven beneficial, would also require
scaling for deployment into clinical practice.

While the research agenda should be driven by the highest priorities in caring for Veterans,
it is worthwhile contemplating how VA-developed intellectual property might be more
proactively commercialized to provide revenue back into the research and care mission.

7.4. References/Linkages

a. VA Strategic Goal 2: Enhance and Develop Trusted Partnerships
VA Strategic Objective 2.1: Enhance VA’s Partnership with DoD
VA Strategic Objective 2.2: Enhance VA’s Partnerships with Federal, State, Private
Sector, Academic Affiliates, Veteran Service Organizations and Non-Profit Organizations

d. VHA Strategic Objective 1f. Innovation & Improvement: VHA will drive an improvement
culture by advancing innovation trials, emerging health technologies, and
experimentation, through exploration of both constructive failures and dynamic
successes, adopting practices that improve care while minimizing and managing
acceptable risk.

e. Presidential Executive Order — Improving Access to Mental Health Services for Veterans,
Service Members, and Military Families, August 31, 2012

f. VA Modernization Study Recommendation: Share Intramural Research Opportunities
between VA, HHS, and DoD
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8. Strategy Eight: Become a model integrated health services network
through innovative academic, intergovernmental and community
relationships, information exchange, and public-private partnerships

8.1. Imperative

While resolving challenges in accessing care, the broader opportunity exists for VA and VHA to
better support Veterans’ needs and preferences through an innovative model of integrated
health services that aspires not only to excellent “sick care,” but to improving the health and
well-being of both the Veteran population and individual Veterans. To achieve this, VHA must
develop and manage a broad network of formal health care service providers and, also,
cultivate relationships with other types of service providers across the communities in which
Veterans reside.

VHA's integrated health services network for timely and accessible care should be built around
VHA resources as the core and encompass non-VHA providers, as necessary. Planning should
be conducted based on gap analysis of where there are geographic challenges for accessing
care, expectations for timeliness that cannot be met by VHA providers, or evidence-based,
therapeutic technologies that are not reasonably available to Veterans. Planning should also be
based on projected Veteran demographics, understanding of Veterans’ extensive use of other
coverage and care providers currently, and projections of how new authorities provided under
VACAA that are likely to further shift Veteran reliance on core VHA services.

In addition to traditional and often co-located academic affiliates and the Tricare networks
available through the Patient-Centered Community Care (PC3) program, the integrated health
services network of the future will include other academic medical centers, community
hospitals and health systems, Federally Qualified Health Centers (FQHC), accountable care
organizations (ACO), and Federal health partners, such as the Indian Health Service and DoD.
As noted in the Transformative Actions section of Strategy 1, VHA will have to develop or
acquire competencies necessary for effective and efficient operation of health plan-like
administrative functions and integration of clinical services across multiple care providers. This
competency is so essential in terms of assuring Veterans geographic proximity to non-VHA
providers through a robust network, timely access to care, and availability of clinical
technologies not reasonably accessible in VHA settings, that the Transformative Action is
repeated below.

VHA must build on its history of using existing affiliations with health professions training
programs to expand health care services to Veterans. The Association of American Medical
Colleges (AAMC) surveyed its membership of 141 U.S. medical schools and nearly 400 teaching
hospitals and found that the majority have clinical capacity to provide care for additional
Veteran patients.

Evolving from a “sick care” model to integrated support for health requires VHA to embrace a
broader concept of support for Veteran’s needs. Building from the more traditional
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relationships with State Veterans Homes and state Departments of Veterans Affairs, VHA will
need to explore how Veteran Service and other civic, service and community organizations can
assist Veteran health and well-being, especially in terms of supporting secure living
arrangements, healthy lifestyles, and crisis management.

The concept of care must continue to expand, both in terms of more sophisticated roles played
by advanced practice nurses and other non-physician providers, and trained community care-
givers. Interoperable electronic health information is critical not only in filling information gaps,
but is essential for coordinating care. Home-based, wearable technologies, and smart phone-
based mobile apps can change care from being episodic to continuous, and from responding to
crisis to preventing it.

8.2. Transformational Actions

a. Coordinate VA Care with Non-VA Providers: Veterans will have easy access to health
care that is timely and convenient through the integration and coordination of care with
non-VA providers. Opportunities exist for three types of care integration: 1) integration
of health information systems, 2) integration of care processes, and 3) coordination of
health insurance coverage. The integration of care will ensure that VA and non-VA
providers can leverage existing resources, improve patient outcomes, and avoid
duplication of services to patients. Important components of this transformational
action include:

o Expanding the availability of health care services through agreements with
Federally-Qualified Health Centers and other Medicare providers.

o Enhancing collaboration with Indian Health Service (IHS) to increase care for
Veterans through existing Memorandum of Understanding.

o Enhancing collaboration with DoD treatment facilities and Native Hawaiian
health care systems to expand delivery sites.

o Extending pilot programs of enhanced contract care authority for one year.
o Increasing the number of academic affiliates that provide care to Veterans.

b. Explore Innovations with Federal, State, and Other Agencies: VA will participate with
Federal and state agencies, health profession schools, professional associations, and
other non-governmental associations to explore innovations in health care and clinical
practices. These collaborations will advance Veterans' and the nation's health
outcomes.

c. Increase the Number of Medical Residencies and Clinical Training Opportunities within
VHA: To expand the cadre of providers familiar with the care of Veterans, VHA will
increase the number of graduate medical education residency positions at VHA medical
facilities up to 1,500 positions over 5 years. The expansion of medical residencies will
also improve VA’s capacity to care for more Veterans in a timely manner. Similarly,
increasing relationship with nursing schools and other health professions training
programs simultaneously provides opportunity to augment the clinical team available to
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Veterans and to recruit into VHA, but also enhances relationships with non-VHA care
providers.

d. Collaborate Authentically with State and Community-based Organizations that Serve
Veterans: VA is authorized to support service to a Veteran’s immediate family, as an
extension of care deemed essential to that Veteran. VA will provide Veteran-focused,
community-based organizations with information and training to help identify what
Veterans — and their families — need and connect them to appropriate services. VA will
listen closely to both Veterans and community-based organizations, encouraging
ongoing input and involvement to continually improve the health and well-being of
Veterans.

e. Implement most Promising Practices and Partnerships to Improve Well-being for the
Rural Veteran population. VA has identified the necessity of elevating the unique needs
facing rural Veterans in accessing appropriate health care and other supports for
improved wellness. In concert with new access provided through the Veterans Choice
Act, VHA will support more closely coordinated and integrated health care, including
leveraging the health workforce across disciplines and geography, new technology and
transportation solutions, and non-VA partners at the national, state and local level.
Existing solutions will be brought to scale, based on demonstration of impact clinically,
financially and on patient and provider satisfaction. Regional variations and specific
rural market requirements will be explored and better understood as context for the
most appropriate, expedient and effective pathways for increasing access to high
guality, comprehensive, Veteran-driven care delivered closer to home.

f. Encourage More Effective Integration of Care with Community Partners through Data
Sharing: Based on capacity for greater information interoperability as described in
Strategy 3, payment for non-VA care should incentivize bidirectional information sharing
to assure fully informed health services. VHA must provide timely and relevant clinical
information to non-VHA providers, and non-VHA providers must provide clinical
necessary detail of care back to VHA. Ideally, and as technology allows, these data are
both human-readable, as well as machine readable, using prevalent Continuity of Care
Document (CCD) specifications, as established by HL-7 and the HHS Office of the
National Coordinator for Health Information Technology. In transition, non-VHA
providers should provide information that can be easily scanned into the VHA EHR or
consumed as a PDF.

g. Develop or Acquire Competencies Necessary for Effective and Efficient Operation as
an Integrated Health Services Network: Coordinating care with non-VHA providers, as
authorized by VACAA, necessitates administrative functions consistent with the
competencies of a health plan. VA and VHA must assess whether this competency can
be developed and scaled internally or whether it is better outsourced. Criteria for
decision-making should include overall cost of operations, capacity to engage non-VHA
providers in all necessary geographic locations, and capacity to ensure timely
completion of both clinical and administrative functions (e.g., providing medical
information back to VHA, scheduling appropriate follow-up with VHA, and providing
timely billing and payment for non-VHA services). Providing a Veteran’s health
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information in an electronic form that can be incorporated into VistA constitutes a
transitional step, en route to interoperability between VHA and non-VHA providers.

8.3. Other Considerations

The 90-day implementation of the health plan-like administrative functions required by VACAA,
as originally enacted, and envisioned for the VA integrated health services network of the
future would be challenging for a major, established health plan, third party administrator
(TPA) or Medicare Fiscal Intermediary (FlI). Core competencies are only partially developed in
VHA, and they are not centralized as a shared-service. Consideration as to whether this should
be cultivated as a full core competency of VHA or whether the core competency is management
of one or more relationships with established TPAs (or Fl) should be given. Decision criteria
would include cost of operation and performance expectations in terms of establishing a broad
provider network, authorizing and scheduling care services, assuring the quality and timeliness
of services, repatriating both Veterans and their health information, and processing bills,
adjudicating claims and reimbursing providers for services. Additional criteria may include
whether this is inherently governmental work and whether the managerial attention required
enhances delivery of services to Veterans or distracts from mission intent.

This strategy has the capacity to improve the quality of health care through better coordination
of services and sharing of medical records between VA and non-VA providers. Some insight
into the future is garnered from observing how the ACA is increasing the prevalence of dual
VA/non-VA health care eligibility and use and is instructive about the potential for
fragmentation of care.> The negative consequences of fragmented care include duplication of
testing, uncoordinated prescribing, redundant services, conflicting care plans, and unnecessary
expense. Interoperable electronic health information and policy requirements for timely
provision of health information to and from non-VA providers is essential, as demonstrated by
the recent RAND study.® Finally, a critical challenge will be finding mechanisms to assert
Veteran “voice” and self-determination into non-VA providers to the greatest extent possible,
as is an inherent value and aspiration for care within VHA.

8.4. References/Linkages

a. VA Strategic Goal 2: Enhance and Develop Trusted Partnerships
b. VA Strategic Objective 2.1: Enhance VA’s Partnership with DoD

* Lewin Group, Sensitivity Analysis of the Impact of ACA on VHA Enrollment and Cost (July 2012). See also: Robert S.
Rudin et al., “Care Transitions as Opportunities for Clinicians to Use Data Exchange Services: How Often Do They
Occur?”, Journal of American Informatics Medical Association, vol. 18, no. 6 (Nov-Dec 2011), p. 853-8. Peter C.
Smith et al., “Missing Clinical Information During Primary Care Visits, JAMA, vol. 293, no. 5 (February 2005), p565-
71.

4 RAND, “Emerging and Evidence-Based Practices to Inform Modernization of the Veterans Health Administration,”
(April 2014).
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c. VA Strategic Objective 2.2: Enhance VA’s Partnerships with Federal, State, Private
Sector, Academic Affiliates, Veteran Service Organizations and Non-Profit
Organization

d. VHA Strategic Objective 1g. Collaboration: VHA will strengthen collaborations within
communities, and with organizations such as DoD, HHS, academic affiliates, and
other service organizations.

e. Sec. 101 of VACAA: Expanded availability of hospital care and medical services for
Veterans through the use of agreements with non-VA entities.

Sec. 102 of VACAA: Enhancement of collaboration between VA and IHS.

g. Sec. 103 of VACAA: Enhancement of collaboration between VA and Native Hawaiian
health care systems.

h. Sec. 104 of VACAA: Reauthorization and modification of pilot program of enhanced
contract care authority for health care needs of Veterans.

i. VA Modernization Study Recommendation: Coordinate VA Care with Non-VA
Providers

THEME 4: Increase Operational Effectiveness and Accountability

9. Strategy Nine: Operate and communicate with integrity, transparency and
accountability that earns and maintains the trust of Veterans, stewards of
the system (Congress, Veterans Service Organizations) and the public.

9.1. Imperative

The mission of the Department of Veterans Affairs constitutes nothing less than a covenant
between — paraphrasing Lincoln — the citizens of a grateful nation and the Veterans that earned
that gratitude through their service and sacrifices. The therapeutic relationship between health
providers and patients is also based on a covenant that assumes full advocacy for the patient’s
interest in terms of ethical decision-making and fully informed care. We enjoy the privilege of
VA’s healthcare mission as a result of the public trust placed in our actions. Therefore, our
discharge of that mission must always be beyond reproach.

We must assure that our actions, unintentionally or otherwise, continue to earn the trust of
Veterans, stewards of the system (such as Congress and Veteran Service Organizations) and the
public. We need to build our systems for success, but be ever vigilant for weaknesses and
failure. In addition to working toward a positive culture of service, safety, and excellence, we
need to be sure that we also build a culture of improvement and accountability.

As a large and complex organization, we need to tap the innovative potential and deep
intellectual capital of a distributed workforce for learning and improvement. Our data are
inherently “big” and offer the capacity for clinical discovery and operations improvement. VHA
must have a systemic approach to quality, safety and value. Ideally, it should be framed around
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the Triple Aim (for the system) and around the IOM Six Aims (for the patient). Many of VHA's
current activities directed toward performance improvement are exemplary and industry-
leading, however, they are neither coordinated, nor integrated, as they must be going forward.

At the same time, we must be able to trust that our data are accurate, that our control
processes are working, and that we are actively listening for signals of weakness or concern and
reflexively asking whether issues are isolated or systemic. Such responsibilities are typically
entrusted to internal audit or ethics and compliance departments in other large organizations.

Significant change is required to enable the Under Secretary for Health to exercise essential
compliance and organizational oversight responsibilities. The Office of the Medical Inspector
(OMI) should be reconstituted to create a strong, well-organized internal audit and compliance
function with specific responsibility for 1) conducting enterprise risk assessment, 2) testing
critical control points in organization operations, data integrity, and clinical services, and, 3)
conducting for-cause investigations. As is best practice in private sector, annual external audit
of internal audit to test the validity and reliability of its work will assure the continuing
credibility of OMI.

The activities embraced by the National Center for Ethics in Health Care, the National Center for
Organizational Development, and Workforce Management and Consulting must be coordinated
to reinforce the linkage between organizational mission, values and goals, and personal
behaviors. Continuing education for management and staff on constructive leadership,
personal accountability, and ethical decision-making must be coupled with reinforcing how
these program offices can be consulted and used as resources when conflicts or questions arise.
Conversely, the agenda of these offices must be oriented to management and staff support as a
top priority.

Finally, in addition to honoring the trust placed in us through our mechanisms for improvement
and accountability, we need to demonstrate the kind of transparency that builds trust through
our communications with internal and external stakeholders. Notwithstanding protected
health or personal information and matters of security, our objective should be to keep
Veterans, stewards of the system, the public, business associates and, especially, VA colleagues
informed about our performance in meeting our mission and other matters of interest. Sharing
our successes and shortcomings is the basis for the honest dialog that underpins good
leadership, a healthy and accountable culture, and a learning organization.

9.2. Transformational Actions

a. Integrate Current Enterprise Quality, Safety, Value and Performance Improvement
Functions: VHA Central Office Programs that are largely concerned with and act as
“effector arms” for patient safety, quality improvement, and related activities
should be consolidated into a unified Office of Quality, Safety, Value and
Performance Improvement. This office will report directly to the Under Secretary
for Health.
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b. The VHA National Center for Ethics in Health Care (NCEHC) Should Report Directly
to the Under Secretary for Health: The National Center for Ethics in Health Care
should be recharged as the lead office for interpreting and advising the USH, Central
Office and field on clinical and professional ethics.

c. Provide Ethical Leadership by Example: As noted in Strategy 4, VA leaders must
demonstrate open communication, respect for employee input, and sustainable
accountability. Successful ethical leadership requires specifically demonstrating and
supporting the effective integration of strong ethics practices into personal
behaviors and organizational culture. This can be achieved by communicating
expectations for ethical practice, ethical decision-making, and supporting local ethics
programs.

d. The Office of the Medical Inspector Should Report Directly to the Under Secretary
for Health and Incorporate the Office of Compliance and Business Integrity:
Integration of these two functions offers the advantage of bringing the experience of
formally trained auditors to healthcare inspectors (who are typically clinicians) and
the professional healthcare perspective to the auditors (who typically have
accounting backgrounds). Direct reporting to the Under Secretary means that
reporting is not intermediated by any individuals or organizational elements with
programmatic responsibility that may be subject to audit. Similarly, the role of the
OMll is to provide information for others to make improvements, however, it is not
the executive agent for making improvements. That function is shared between
operations, program offices, and the executive agent for improvement, the
Enterprise Office for Quality, Safety, Value and Performance Improvement.

e. The Reconstituted Office of the Medical Inspector shall Operate as an Office of
Audit, Compliance and Investigation whose Responsibilities Include:

i.  Regularly Conducting VHA Enterprise Risk Management Assessments.
Effectively conducted Enterprise Risk Management (ERM) assessments will
enable VHA’s leaders to identify and address risks and opportunities, more
accurately report issues that need to be addressed, better assure compliance
with laws and regulations, and reduce factors that interfere with
accomplishing the goals, objectives and mission of the organization. This
process will also systematize the question of whether identified weaknesses
represent isolated situations or systemic issues to be addressed.

ii.  Develop an annual, risk-driven VHA quality review plan. Once VHA
enterprise risk management assessments are established, VHA will develop
an annual quality review plan to address organizational risks identified
through those assessments which include testing of critical control points in
care delivery and organizational management processes and systematic
investigation of whether weaknesses are isolated or systemic. VHA
leadership will review and approve the quality review plan after obtaining
feedback from executive leadership and Veterans Service Organizations
(VSOs).
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iii.  Establish investigative process for responding to emergent “for cause”
issues, hotline and whistleblower complaints. Although OMI has
traditionally served as the “eyes and ears” of the USH, functioning as a rapid
response team available to deploy on short notice at the USH’s request to
conduct quality of care investigations, the circumstances that triggered an
on-site investigation were not well defined. VHA will establish clear triggers
and mechanisms for responding to emergent or “for cause” issues; and
define systematic processes for investigating hotline and whistleblower
reports. Methods for early detection of issues and rapid intervention will
also be explored.

iv.  Track Remediation and Performance Improvement Plans to Completion.
VHA will develop a structured, system-level capability for tracking progress
and completion of critical remediation and performance improvement plans,
particularly those related to high risk areas; especially, VAMCs or VISNs with
persistent performance challenges, or sites which have been non-responsive
to risks and incidents. Copies of reports will be shared with VHA leaders with
programmatic responsibility, VHA leadership, and the Office of the Secretary
of Veterans Affairs (see below). Tracking reports will be similarly distributed
for accountability.

f. The Office of the Medical Inspector must keep the Office of the Secretary of
Veterans Affairs Apprised of its Activities, as well as the Status of Resolution of
Recommendations for Improvement. In addition to providing Tracking Reports on a
quarterly basis, patterns of hotline calls and investigations that reveal unusual risk to
Veterans or the Department must be provided to the Office of the Secretary of
Veterans Affairs (OSVA) as soon as practicable.

g. Establish External Audits of Internal VHA Audit Process. The VHA will annually
engage a highly qualified external auditing contractor to audit the internal VHA audit
process. To increase transparency and accountability, VHA will also explore an
approach for including VSOs and leading edge industry practices in the external
audit process. The internal and external audit programs will be coordinated through
an annual audit plan aligned with VHA’s enterprise risk management assessment,
under the auspices of an associated governance mechanism. Areas of interest for
the external audit of internal processes include the provision of safe and high-quality
healthcare, timeliness of service, communications, physical environment, and
alignment with Veteran’s needs. Each audit resulting in findings will also include
recommendations for improvement.

h. Publicly Share Reports on VHA Programs and Respond Rapidly to Inquiry from
Congress, Veteran Service Organization and Media. VHA must strive toward
transparency and accountability in all aspects of operation, ranging from its clinical
performance (e.g., quality, safety, patient experience, timeliness of care/access) to
its operating efficiency. Internal and external VHA assessments, summary data on
VHA performance metrics, provider credentials and other information relevant to
health care for Veterans will be shared with Congress, VSOs, and where absent
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protected health or personal information or matters that could jeopardize security,
the general public.

i. Commit to Timely, Frequent and Open Communication with Veterans, Employees,
Congress, Veteran Service Organizations and the Public: Substantive “Town-Halls”
to engage Veterans on matters of interest should occur quarterly at Medical
Centers. Similarly, “Town-Halls” with employees should occur with at least equal
frequency to demonstrate visible leadership, commitment to VA Core Values, and to
discuss performance challenges, expectations and culture. Communication with
VSO'’s and Congressional members and staff should also be frequent, proactive and
candid. Correspondence and inquiries should be acknowledged within one business
day, and regular, monthly meetings should be scheduled to address issues of mutual
concern.

j.  Engage Veteran Service Organizations in Consideration of a “VSO Joint
Commission”: Coordinating site inspections among VSOs could accelerate
improvement and amplify the ability for service organizations to provide deep,
timely, authoritative and methodologically consistent reviews of Veteran care across
VHA services and sites of operation. Responsibility for developing “accreditation
standards” could be led by VSOs with particular expertise (e.g., spinal cord injury
service standards might be led by Paralyzed Veterans of America), with technical
assistance, if requested by VSOs, by relevant VHA program offices or outside
experts. Overall, a “Board” comprised of participating VSOs could provide
governance of the “VSO Joint Commission.” If developed, VHA would be required to
institute a process for responding to “recommendations for improvement” that site
visits identify as necessary.

k. Facilities Will Implement Monthly Meetings with Local Veteran Service
Organizations: Continuing communication with Veteran Service Organizations
demonstrates transparency and accountability. Meetings are an opportunity to
address issues of concern, facilitate innovation and improvement, and build a shared
understanding of VA strategy, programs and performance.

I. Implement a Veteran-employee “Secret Shopper” Program: Veterans, who are also
VA employees and willing to participate, provide the potential for highly informed
service evaluation. Using a process that is blinded to identity (unless the Veteran
wishes to disclose) might highlight VHA services that worked well and those that
were problematic, as well as identifying effective and timely approaches to
improvement.

m. Seek Continuous Feedback on VHA Services: In addition to the traditional patient
engagement surveys, immediate feedback (as described in Transformative Actions,
Strategy 2) through the use of smartphone “apps” provides insight for timely
improvement, and performance transparency and accountability.

n. The VHA Leadership Performance Contract Should be Simplified and Reflect the
Strategic Priorities and Key Measures of Veteran Care: As noted in Strategy 2, the
revised VHA Leadership Performance Contract should include three key sections
related to: 1) Progress in realizing the strategic goals of the Blueprint for Excellence,
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2) Results, as defined by clinical and operational performance metrics, and 3)
Leadership competencies and integrity. Office of Personnel Management (OPM)
leadership criteria can be mapped to these three areas, and while the Strategic
Goals and Key Metrics section can be rated as to percent successful, Leadership and
Integrity should be rated as a dichotomous variable (pass/fail), with failure
constituting a disqualification for successful evaluation on Strategy and Results.

9.3. Other Considerations

The relationship of the reconstituted and expanded VHA Office of the Medical Inspector to
particular VA functions, especially with respect to activities such as Enterprise Risk
Management, will require further consideration and a plan for effective coordination. Within
VHA, the relationships of the OMI to Management Review Service (MRS) and the proposed,
consolidated Office of Quality, Safety, Value and Performance Improvement require similar
consideration. This is critically important in assuring that signal events, be they reports from
the Inspector General, external accreditors (e.g., Joint Commission), whistle-blower or “hotline”
calls, or Veteran complaints, do not represent systemic issues should be a standard and
reflexive question in terms of operating with both accountability and as a learning organization.

9.4. References/Linkages
a. VA Strategic Objective 1.2: Increase Customer Satisfaction through Improvements in
Benefits and Services Delivery Policies, Procedures, and Interfaces

VA Strategic Goal 2: Enhance and Develop Trusted Partnerships
VA Strategic Objective 2.3: Amplify Awareness of Services and Benefits Available to
Veterans through Improved Communications and Qutreach

Sec. 202 of VACAA: Commission on Care

Sec. 205 of VACAA: Improved performance metrics for health care provided by VA
Sec. 206 of VACAA: Improved transparency concerning health care provided by VA
Sec. 207 of VACAA: Information for Veterans on the credentials of VA physicians
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10.Strategy Ten: Modernize management processes in human resources,
procurement, payment, capital infrastructure, and information technology
to operate with benchmark agility and efficiency.

10.1. Imperative

VA is entrusted with extraordinary taxpayer resources for accomplishing its mission and
meeting the healthcare needs of Veterans. Thus, there exists an obligation to the public trust
and to Veterans, themselves for the most efficient and effective use of resources. That trust is
broken when every dollar is not used to its maximal benefit; it shortchanges the country, and it
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diminishes the breadth of Veterans that can be served and the depth of service to any
individual Veteran.

The VA Administrations serve Veterans directly, and support services in VA Staff Offices exist to
make the Administrations successful in meeting their respective — and joint — mission. Given
the scale of both VA and VHA operations, certain functions may operate best as “shared
services.” High-performing organizations use shared services to consolidate functions for
operating efficiency through geographic concentration of similar assets for economies-of-scale
and of expertise for high levels of proficiency.

The trade-off is dislocation of the shared service from direct contact with the geographically
distributed locations and activities it supports. Consequently, it is imperative that shared-
services are committed to identical customer service requirements as their “customers.” The
relationship works best with transparent and accountable service-level expectations,
predicated on a rational delineation of which aspects of service are centralized or distributed.

Toward meeting the VA’s healthcare mission most effectively, VA staff offices responsible for
core shared services (such as information technology, human resources, acquisitions and
contracting, capital asset management, etc.) and VHA must share a customer service
perspective that places Veterans’ needs — and the VHA's ability to meet those needs — as
paramount. Staff Offices must leverage all possible authorities, streamlining processes to
remove all unnecessary steps within VA and VHA, to promote agility that exceeds that of other
Federal agencies and compares with the efficiency of the best private sector health systems.
Furthermore, organizing all efforts around world-class agility in meeting Veterans’ needs and
VA’s mission should be the basis for trust among the individuals and offices within VA and VHA,
and is demonstrated through joint commitment to the delegation of authorities as broadly as
responsible.

10.2. Transformational Actions
a. Office of the Secretary should Charge VHA and Staff Office Task Forces to Assess

Shared Services with Objective of Serving Veteran Needs with Benchmark
Effectiveness, Efficiency and Timeliness: Beginning with acquisition of material and
services in the broadest sense, a task-force constituted with necessary VHA and VA staff
office leaders should review acquisition challenges. Management engineers should
formally process-map representative cases of acquisition and contracting delays to
understand constraints and failure modes to be specifically alleviated. Predicated on
this understanding, and on the trust required for effective shared service operation,
alternative process maps for defining and optimally meeting benchmark service
objectives should be developed. Appropriate levels of delegation of decisional and
financial authority commensurate with VHA roles and operating responsibilities should
be determined. Similarly, transparent and accountable shared-service roles and
responsibilities should be defined through a documented service-level agreement.
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o Task Forces Should be Charged in the General Areas of Information
Technology, Human Resources, and Capital Management: Using an approach
similar to the acquisition and contracting task force, the goal is improved
stewardship of resources and better service for Veterans by achieving the
highest level of agility in the areas of information technology (allowing medical
centers, health systems and VISNs to rapidly optimize use of technology), human
resources (hiring the most talented employees faster), and capital infrastructure
(disposing of obsolete buildings, leasing when appropriate), as necessary for
good care and consistent with VA and VHA Strategic Objectives #3b, 3c and 3d.

o Task Forces Will use a LEAN Management Approach to Improvement: As noted
in Strategy 3, combating non-productive waste, such as production defects,
overproduction, waiting, non-utilized talent, excess motion, and extra processing
will be instrumental in improving internal services and, as a result, services for
Veterans.

b. Develop Standard Designs for Physical Health Care Delivery Structures: Improve
health care network efficiency by creating more standardized and reusable designs that
are optimized to maximize clinical and operational performance, safety, and research
outcomes. Standard designs will enable faster acquisition and deployment of new
network components that can more effectively meet care demands. VA will create ideal
designs for stand-alone, small, midsize, large, and highly complex outpatient facilities.
VA will also identify standards for IT systems and high-tech, high-cost medical
equipment.

c. Use a Variety of Techniques and Technology to Modernize VA’s Supply Chain for
Greater Efficiency: Modernizing VHA’s supply chain through improved processes and
information systems will provide better visibility into supply levels, enabling a reduction
in inventory and related holding costs without sacrificing supply availability. Adopting
best practices such as Point of Use (POU) technologies, prime vendor sourcing, and item
standardization will improve quality of care while driving greater efficiency.

d. Encourage Non-Capital Solutions: Demonstrate preference for use of non-capital
solutions in VISN master planning to ensure agility and sustained value, including use of
shared resources across facilities and networks, and public and private partnerships,
rather than an exclusive preference for capital investments (e.g., construction).

e. Align Performance Plans of VA Staff with VA Shared-Service Objectives: Performance
plans should support service-level agreements that, in turn, timely access to high-
performance health services for Veterans.

10.3. Other Considerations

Support for these objectives requires thoughtful distinction between Federal Acquisition
Regulations (FAR) and VA requirements. VA and VHA must examine internal policies and
procedures to be certain that constraints disproportionate to process risk do not overburden
the ultimate goal of serving Veterans.
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10.4. References/Linkages

a. VA Strategic Goal 3: Manage and Improve VA Operations to Deliver Seamless and
Integrated Support

b. VA Strategic Objective 3.2: Evolve VA Information Technology Capabilities to Meet
Emerging Customer Service / Empowerment Expectations of Both VA Customers and
Employees.

c. VA Strategic Objective 3.3: Build a Flexible and Scalable Infrastructure Through
Improved Organizational Design and Enhanced Capital Planning

d. VA Strategic Objective 3.5: Ensure Preparedness to Provide Services and Protect People
and Assets Continuously and in Time of Crisis

e. VHA Strategic Objective 3a. Support Services: VA and VHA support services (e.g.,
contracting, human resources, information technology) will be aligned and coordinated
in ways to ensure agile responses to VISN/program needs related to health care.

f. VHA Strategic Objective 3b. Operational Processes: Clinical operations and business
processes will be aligned to support implementation of the VA model of personalized,
proactive, patient-driven health care, enabled through the reduction or elimination of
distracting and unnecessary program mandates and underutilized physical resources.

g. VHA Strategic Objective 3d. Agile Footprint: VHA health delivery system capital
footprints will be right-sized and aligned consistent with market projections, while
ensuring agility to allow for rapid adaptation to policy changes, divestiture of
unnecessary facilities and land, and changing Veteran demographics.

h. VHA Strategic Objective 3g. Local Flexibility: There will be flexibility for appropriate local
decision making (e.g., make vs. buy decisions) to address local variation in population
needs, such that VISNs, VAMCs and market area health systems can adapt locally to
maximize access to and quality of a consistent package of VHA health care services.

i. VA Modernization Study Recommendation: Develop Standard Designs for Physical
Health Care Delivery Structures

j. VA Modernization Study Recommendation: Use a Variety of Techniques and Technology
to Modernize VA’s Supply Chain for Greater Efficiency

k. Sec. 105 of VACAA: Prompt payment by VA.

I. Sec. 201 of VACAA: Independent assessment of the health care delivery systems and
management processes of the VA.
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11. Conclusion Comment

The Blueprint for Excellence provides guidance for improving the VHA healthcare delivery and
creating a positive culture of service for Veterans. It also envisions transformation from a
delivery system to an integrated health services network that extends the concept of care to
health and well-being. Finally, it commits to the efficiency, transparency and accountability
appropriate to an organization charged by the nation with the mission of serving Veterans and
the privilege of providing healthcare. This Blueprint acknowledges that the best work is never
done alone. Thus, it is call for Veterans and VA colleagues, Congress and Veteran Service
Organizations, compatriots in healthcare and in Veteran care, and the American people to join
us in working to fully realize this Blueprint for Excellence by 2020.

As the transformational actions described achieve the imperatives for Veterans, the results will
be documented in public records, newspapers, and peer-reviewed journals. Our goal is not
only to restore the trust and confidence of Veterans and Veteran Service Organizations,
Congress, the media and the American public, our goal is to provide Veterans with the care and
the opportunities for health that they have earned and paid for dearly through their service and
sacrifices.
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Appendix 1: Crosswalk of VA Strategic Plan and Blueprint for Excellence

The comprehensive strategies articulated in the Blueprint for Excellence provide an excellent
framework for implementation of the VA Strategic Plan along with the VHA Strategic Plan the
VA Health Care Modernization Study and aspects of VACAA. Given the paramount importance
of the VA Strategic Plan, a crosswalk of the Blueprint for Excellence strategies with goals and
objectives of the VA Strategic Plan is provided below.

Blueprint for

VA Strategic Plan Goal / Objective Excellence
Strategies

Goal 1: Empower Veterans to Improve Their Well-Being

Objective 1.1: Improve Veteran Wellness and Economic Security 2,3,6

Objective 1.2: Increase Customer Satisfaction through Improvements in 535609

Benefits and Services Delivery Policies, Procedures, and Interfaces reem
Goal 2: Enhance and Develop Trusted Partnerships

Objective 2.1: Enhance VA’s Partnership with DoD 7,8

Objective 2.2: Enhance VA’s Partnerships with Federal, State, Private
Sector, Academic Affiliates, Veteran Service Organizations and Non- 1,7,8
Profit Organizations

Objective 2.3: Amplify Awareness of Services and Benefits Available to
Veterans through Improved Communications and Outreach

Goal 3: Manage and Improve VA Operations to Deliver Seamless and Integrated Support

Objective 3.1: Make VA a Place People Want to Serve 4,5

Objective 3.2: Evolve VA Information Technology Capabilities to Meet
Emerging Customer Service / Empowerment Expectations of Both VA 3,10
Customers and Employees

Objective 3.3: Build a Flexible and Scalable Infrastructure through

Improved Organizational Design and Enhanced Capital Planning 4,10
Objective 3.4: Enhance Productivity and Improve the Efficiency of the 10
Provision of Veterans Benefits and Services

Objective 3.5: Ensure Preparedness to Provide Services and Protect 10

People and Assets Continuously and in Time of Crisis
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Date:

From:

Subj:

To:

Department of
Veterans Affairs Memorand um
NOV 14 201

Interim Under Secretary for Health (10)
Tool Kit for VHA Executive Leaders

Network Directors (10N1-23)
Chief Officers

1. Notwithstanding the many accomplishments of our health care system and the
positive impact each of your employees have on Veterans' lives every day, there is
broad consensus that the cultural health of our organization needs purposeful attention.
During the past 6 months key stakeholders, including Veteran Service Organizations,
members of Congress, and Department of Veterans Affairs (VA) employees have
referenced shortcomings with our culture as a root cause for a number of specific

"instances and collectively when the Veterans Health Administration (VHA) has fallen

short of meeting our Veterans’ needs. Repairing our organizational culture and
rebuilding the level of stakeholder trust will require a determined effort and solid
leadership on your part. Of particular note, building a positive culture of service is one
of the four overarching themes of the Blueprint for Excellence.

2. To that end, attached is the Tool Kit for VHA Executive Leaders, which was
developed by the VHA Organizational Health Workgroup. The Tool Kit was conceived
and designed with the intent of enhancing the state of organizational health across
VHA. The Tool Kit is to be used by Network Directors with their VHA facility executive
teams and VHA Chief Officers with their program Directors. The Tool Kit is intended

to assist VHA leaders with improving their organization’s cultural health by drawing on a
number of tools in five categories: leadership team effectiveness; instilling ethical
behavior; fostering psychological safety; building high functioning teams; and building
organizational support, confidence, and trust in leadership. The Tool Kit draws on the
resources of the many VHA program offices who have a stake in organizational health.

3. Creating a new culture for VHA will not only require new initiatives, but will also entail
VHA leaders acting in different ways. Thus, for the Tool Kit to be fully effective you
should use it as part of a dialogue between each of your facility executive leadership
teams or each of your program office leadership teams. Referencing the most recent
results of the All Employee Survey, Ethical Leadership Self-Assessment, credible
Whistle Blower complaints, or general feedback from employees, the dialogue should
include an honest, open dialogue regarding the state of the organization’s health for
each category. Together with your organizational leaders, you should identify at least
one tool in each category that would be most beneficial and applicable in enhancing the
level of cultural health and organizational effectiveness.

VA FORM 2105 Automated





Page 2.
Tool Kit for VHA Executive Leaders

4. | firmly believe that together we can and will repair our organizations’ cultural health
and in the process earn back the trust of our Veterans and the Nation. Your
commitment to this most important endeavor is greatly valued.

oo M T Ty

Carolyn M-Clancy, MD
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Purpose

This Organizational Health Tool Kit was conceived and designed with the intent of building an organization that: has a high level trust within and outside the
organization; instills accountability and ownership at all levels, employees consistently act with a sense of ethics, integrity and fidelity; high functioning teams
that entrust and empower individual action; an environment that provides psychological safety and enables assertive communication; is Veteran-centered in its
decisions and action; and recognizes accomplishments at the individual, team and collective level so to instill pride in the VA. |n striving to improve
organizational heaith, VHA will recognize the value of authentic dialogue at all levels, the importance of VHA leadership buy-infownership, and pursue initiatives
that are founded on a logical need, not simple a need to comply. The Tool Kit consists of a number of possibie initiatives and activities-all designed to improve
the state of organizational health of a VHA facility. It draws on the resources of the many VHA Program Offices that have a stake in Organizational Health and
includes a number of newly developed initiatives.

The Too! Kit has been designed to be used as part of a dialogue between a Network Director and a VHA facility leadership team or Chief Officer and the
Director of a VHA Program Office. The Tool Kit is to be referenced as part of a dialogue on how the organizational health and culture of a particular VHA
organizational unit can be improved in leadership team effectiveness, instilling ethical behavior, fostering psychological safety, building high functioning teams,
and building organizational support, confidence and trust in leadership. All the tools are applicable to a VHA healthcare facility. Those tools with an asteric (*)

are applicable to a VHA program office.

. Leadership Team Effectiveness

Initiative

Description

members approach each other
on the job; and, Team
effectiveness — how weli the
team accomplishes its tasks.

Intended Value to the
Organization

and/or how they function will
have detrimental impact on the
whole organization.

For More information

1. NCOD This assessment s intended for | The Executive Team sets the VHA National Center for Organization
Leadership Executive Leadership Teams :0"‘5 ff:: tth? or Qta“'ffa"°'!’ a " Development (NCOD)
Team and provides insight on the level | team that is not performing Wetl | vy, /1, aww va gov/INCOD/Team Development,
Assessment* of team engagement- how team | in their inter-team relationships .

asp

2. Dominance,

This proven assessment tool

This personal assessment tool

more effectively relate to their
team members.

VHA National Center for Organization

Influence, determines the natural and has been shown to improve Development (NCOD)

Steadiness, and | adaptive leadership style of teamwork and communication | hitp //vaww.va.goviINCOD/180_360_Executive
Conscientious- | individuals. by providing insight into ane's 360_Assessment.asp

ness (DISC) own leadership and behavior

Assessment* preference, and how one can nftps fiwww discprofile comiwhat-is-

disc/overview/






Imtiative

1. Executive
Leadership to
review together
the results of
the Integrated
Ethics Staff
Survey and
identify specific
avenues to
address
weaknesses*

Description

National Center for Ethics in
Health Care (NCEHC) has
released the resuits and
supporting documentation for
the IntegratedEthics® Staff
Survey (IESS). The survey
documents staff perceptions of
the local ethical environment
and culture on topics such as
the ethical “tone at the top,” staff
comfort with raising ethical
issues (including concems
about retaliation), and
accountability for ethical
conduct.

Instilling Ethical Behavior and integrity Throughout the Organization

Intended Value to the
QOrganization

By reviewing the results of the
IESS, the Executive Team can
identify areas for opportunities
for improvement.

For More information

Reporting Dashboard and information at:

hitp:/fvaww ethics va.govl/integratedethics/IESS
.asp

Facility IntegratedEthics® Councils and VISN
integratedEthics” Advisory Boards can assist
with information about results release and
action plans.

NCEHC Staff are available to make results
presentations to VISN leadership groups and
will lead Ethics Action “Interest Groups™ for
improvement teams to share improvement
strategies and obtain assistance developing
strong action plans, and surmounting potential

2. Ethical
Leadership Self-
Assessment
Tool (ELSA)*

This self-assessment tool is
supported by a video and
primer. Once the self-
assessment is completed, the
tool inciudes an action plan to
work on identified opportunities
for improvement.

This tool will help the
Leadership Team identify areas
in which they are successfully
modeling behaviors that foster
an ethical environment.

barriers to successful ethics culture change.

ELSA:

hitp //www ethics va.gov/E THIC S/docs/integrat
edethics/Ethical Leadership Seif-
Assessment Tool-fillable form-20070222 doc

ELSA Peer Feedback Activity:

http./ivaww ethics va goy/ETHICS/docs/inteqrat
edethics/EL _Participant Learning_Activity for
Sr_Mngt 20100309.doc

Facility lntegratquthicsg;Councils and VISN
IntegratedEthicss’ Advisory Boards can assist
with ethical leadership concepts, training and
tools, See:

hitp:/ivaww ethics va.gov/intearatedethics/elc.a
sp

3. Conduct ethical
leadership
training at VISN

Sample Training Outline:

« |ntroduction: Ethical
Challenges in the Access
Crisis (VISN IE Ethical

By fostering a discussion of the
tough issues (with ethical
implications) VAMC leaders are

The sample training outline was designed for
use in VISN 6. It can be used or modified to
meet local needs. Additional materials to spark
discussion are available at:






Executive Board
meeting or ata
similar forum
with VHA
executive
leaders present”

Leadership Coordinator) 5
minutes

* Facility Directors lead
discussions with small
groups (4-86 per table) about
the meaning of the Ethical
Leadership Compass
Points. Handout: Ethical
Leadership Tips, 20 minutes

e Facility Directors lead
exercise using script for
Quick Activity: Reinforcing
Ethical Practice While
Communicating
Performance Expectations.
Handout, 20 Minutes

e Large Group Debrief, 15
Minutes

facing across the VISN, this
training exercise (or similar) an
exercise can enhance
transparency and make explicit
the values refied upon in
organizational decision making.

hitp //vaww ethics va.govlinteqratedethics/elc.a

sp

Facility ImegratedEthics“’Councils and VISN
IntegratedEthics® Advisory Boards can assist
with ethical leadership concepts, training and
toois.

Online Courses:
Demonstrating
Ethical
Behavior,
Building an
Ethical
Environment*

Created by VA VALU and
aligned with ICARE Values
(Integrity) and the
integratedEthics® Ethicat
Leadership Compass, these
courses teach emerging leaders
and first line supervisors ethical
leadership concepts in an
online, instructor lead group
environment,

First line supervisors are the
key to assuring an ethical
environment and culture but
may not yet have developed
essential ethical leadership
skills. Online, instructor lead
courses aflow employees a safe
space to consider and practice
ethical leadership skills.

Education Officers should request TMS
courses: Demonstrating Ethical Behavior (VA
3868127) or Building an Ethical Environment
(VA 3868142). Facility

IntegratedEthics “Councits, VISN
IntegratedEthics*Advisory Boards or NCEHC
Staff (vhaethics@va.gov) can assist with

identification of skilled instructors.

Note: These courses use Adobe
Communicator. No travel is required

lll.  Fostering Psychological Safety

1.

Initiative

Stop the Line
Training

Description

“Stop the Line” refers to a
measured response from VHA
staff members when detecting
errors or identifying areas of
cancern in the heatth care
delivery process. This initiative

Intended Value to the
Organization

Creating a psychologically safe

culture that supports all
employees to Stop the Line, is
critical to becoming a High
Reliability Qrganization.

For Mare Information

Risk Management Program and National
Center for Patient Safety
hitp:/ivaww.oqsv.med .va.gov/St
fault. aspx

thel ine/stl!






tv.

not only encourages employees
to express their concerns, but
gives employees a way to speak
up. This training includes a
video and tool kit

2. Fostering As part of the listening sessions | Staff feeling “safe” to speak up VHA Psychological Safety Task Force
psychological with the MSAs, Directors and is a fundamental component of | nitp/Avaww.va.qov/NCOD/Psychological Safet
safety between | Executive Leadership Team organizational health y.asp
the schedulers members encourage MSAs to
and the speak up and impress upon L
clinicians who | these key staff that they have Tools from the National Center for Ethics in
work together to | leadership's support in bringing Health Care
improve the forth issues and practices that Employee Ethics Tip Sheet
quality of health | are inconsistent with VA and
care to our VHA policy. Employee Ethics Tip Postel
Veterans.

Ethical Leadership Tips

3. Unconscious The Office of Health Equity This tool is targeted at The location of the virtual course and for more
gias Vi:tUHI (OHE) and the Employee employees who interact with information on unconscious bias please check

ourse’

Educational System (EES)
created four short videos (4 min.
each) featuring providers who
work in the VHA discussing their
own stories of bias and
unconscious bias. A Knowledge
Know Guide including
background, instructions,
discussion questions and
additional resources are
provided.

Veterans but is also helpful for
all teams. The tool is flexible
and can be administered as a
10 minute series over 4 team
meetings, in existing training
modules or

individually, Participants
examine their bias and through
awareness and interaction
improve their interpersonal
communications and cultural
competency with Veterans and
colleagues.

out the VHA Office of Health Equity
SharePoint’

https://vaww.vha.vaco.portal va.gov/sites/OHE/
Pages/Unconscious Bias.aspx

Building High Functioning Teams

1.

Iniiative

Encourage
Team Huddles

Description

VAMC Leadership to encourage
teams begin their shift with a §

Intended Value {o the
Orgamzation

Beginning of the day/shift
huddles have been shown to be

For More Information

What Are the Critical Success Factors for






across the
organization

minute huddle. It is important to
include all disciplines key to the
operations (e.g. in primary care,
provider, RN, LPN, and MSA).
The huddle is to clarify roles and
assignments at the beginning of
the day.

highly effective in improving
team dynamics, communication
and employee satisfaction.

Team Training in Health Care? Joint

Commission Journal on Quality and Patient
Safety, Volume 35. Number 8, August 2009,
pp. 398-405(8)

http:/Awww ingentaconnect.com/content/jcaho/
¢jgs/2009/00000035/00000008/art00002

Support
interdisciplin-
ary teams to
pursue Rapid
Process
Improvement
Workshops
{RPIWs) on key
value streams in
the organization

The RPIW tool assesses the
current state of the process and
redesign of the current
processes or systems to meet
specific objectives, timeline, and
deliverables. One of the added
benefits of RPIWSs is to
reconnect those who rely upon
one another in the workplace
every day to carry out key
clinical and administrative
processes.

All staff need to have a “forum”
or platform where they can
discuss problems and suggest
innovative changes. Process
improvement cannot be
mandated by senior
management by it can be
support in allowing teams to
time to focus systems redesign.

Woodward-Hagg, Heather and Woodbridge,
Peter. Lean Improvement Participant
Fieldbook: VA-RPIW Revision, revised July 28,
2008.

The VA Virtual
Teams
Handbook*

The VA Virtual Teams
Handbook is designed for any
VA leader, manager, or
employee who is involved or
interested in working on a virtual
team. The VA Model of
Engaged and Effective Teams
and its application to virtual work
is also presented and
discussed. Each chapter begins
with a checklist of contents to
make it easy to quickly identify
the chapter content. Throughout
the handbook are tip boxes with
suggestions to put into practice
with virtual teams.

This Handbook can be
particular beneficial to Teams
where one or more members
may work in different locations
and may or may not be part of
the same organization, meeting
only infrequently face to face.

VHA National Center for Organization
Development

hitp://orqanizationalhealth.vssc.med va.gov/Re
source%20Library/VA%20Virtual%20Teams%

20Handbook FINAL pdf

Ensure hiring
interviews
specifically
assess ethical
leadership
qualities.*

When hiring staff into leadership
positions include interview
questions that assess
commitment to VA ICARE
Values and ethical leadership
behaviors.

Ethical leadership is essential
to high functioning teams.
Hiring leaders who successfully
model behaviors that foster an
ethical environment will help to
build high functioning teams.

Behavior-based interview questions for HPDM
level 2-4 leadership candidates, corresponding
to the Four Compass Points of Ethical
Leadership can be found at:

http://vaww ethics.va.gov/ETHICS/docs/intedra
tedethics/ethical leadership interview guestio
ns_ 081314 docx






V.

Facility (ntegratedEthics “Councils, VISN
IntegratedEthics@Advisory Boards can provide
assistance with ethical leadership concepts
and additional tools.

§. Clinical Team
Training

The Clinical Team Training
program centers on building
high-reliability teams and
teaching specific behaviors that
reduce risk for Veterans, in our
care, based on aviation's Crew
Resource Management (CRM).

Clinical Team Training (CTT) is
multidisciplinary and can be
applied to any clinical area.
Highlights of the program
include;

* Culture of Safety

® Leader Behaviors

« Effective Followership

* Situational Awareness
Countermeasures
Briefings and Checklists
High-fidelity Simulation

hitp./ivaww.ncps med.va.gov/Education/CTT/in

dex.htmi

Building Organizational Support, Confidence and Trust in VHA Leadership

Initiative

1. Servant
Leadership 360
Degree
Assessment*

Description

This is a new NCOD developed
instrument that focuses on
competencies specific to servant
leadership.

Intended Value to the
Organization

Builds trust in senior leadership
across the organization

For More information

VHA National Center for Organization
Development

hitp:/‘www va goviINCOD/Servant_Leadership
In VA asp

2. Complete the
organizational
resiliency scale*

This guide will show you a
framework to organize the
different actions you should take
to build resilience in your
organization — things to do
before, during and after a crisis
happens.

Identifies strategies that
leaders can do to build
organizational resilience

VHA National Center for Organization
Development
http:/ivaww.va.gov/N
nt_Tools.asp

D/Change Manageme

3. Increase
leadership
decision making
transparency*

Increase the transparency of
leadership decision making by
opening access to key
leadership decision making
bodies (e.g., RMC, ELC)
Activities include:

An organization's ethical culture
is derived from the decisions
and actions of leaders,
organizational systems and
procedures, as weil as the
organization's rituals, stories,
legends, people and events. In

For examples of facilities that have embraced
transparency with good success see:
http.//vaww ethics va.gov/integratedethics/ethic

al_leadership tear sheets asp
Other Tools:

Ethical Decision Making Quality Check:

hitp:liwww. ethics va gov/ETHICS/docs/integrat





posting meeting minutes on
facility Intranet site,

limited gallery seating
available to any facility staff
member to observe decision
making

require proposals to
specifically which
organizational values are
enhanced by the decision

the absence of information,
people make somatimes
incorrect assumptions about
why decisions were made.
Allowing staff to see what and
why decisions were made
increases trust in leadership
and can help to hold leaders to
high ethical standards.

edethics/Ethical Decision-Making-
Quality Check 20070822.pdf

Facility lntegratedEthics”Councils, VISN
IntegratedEthics®Advisory Boards can provide
assistance with ethical leadership concepts
and additional tools.
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VISN 9 Fiscal Year 2015 Ethical Leadership Activities









Julie A. Gorham

VISN 9 CBI/Privacy/FOIA/IEPO





Background

Reviewed 2014 IESS Results

Facility results varied from high to low



Discovered the VISN had lower than expected results in overall ethics, ethics in business management and every day workplace



Informal brainstorming with my QMO and Senior Lead



Came to realization that EC and PE had been heavily promoted; EL had not been as heavily promoted







Plan

Arrived at the following plan which was presented and approved at the VISN 9 IE Advisory Board Meeting in November:

VISN IEPOC will present in depth IE training at New Service Chief Training to include overview of IE Program, focus on EL and the EL Tools Kit and review of a scenario (time permitting)

VISN IEPOC will publish Ethics related materials in the VISN 9 Newsletter as developed by the PAO.

Facilities will select one item from the EL Tools Guide, develop an action plan and implement at their sites.  

This is separate from their facility EL Metric

All linked to Leading People 2a and 2c in FY15 Performance Plan (still in draft version at this point)





Plan

Concurrent with the VISN IEPOC’s efforts, the ND and QMO reviewed Dr. Clancy’s Organizational Health Toolkit which contains Integrated Ethics components in Section II.

ND and QMO have made the decision that sites will select two projects from Section II of that Organizational Health Toolkit.

VISN IEPOC has notified the facility IEPOCs regarding this expectation for their Directors.

The hope is, based upon this knowledge/expectation, that the facility IE Program staff will engage with their Leadership regarding the projects selected, utilize as some of their FY15 IE projects and actively assist with implementation.





Contact		



Julie A. Gorham

VISN 9 CBI/Privacy/FOIA/IEPOC

615-695-2192

Julie.Gorham@va.gov (GAL)
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