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	Topic
	Discussion
	Action Items

	
	
	

	Welcome Remarks/ State of the Network

Barrett Franklin,    Deputy Network Director, VA New England Healthcare System
	
            
· Mr. Franklin briefed VISN 1 network statistics: Veterans served, budget, number of employees, health care systems, med/surg hospitals, MH hospitals, community living centers, outpatient clinics, domiciliaries, centers of excellence.
· Highlighted the breakdown of Veterans served, noting that the majority are men (230k) and less than 20k are women. Number of employee FTE has climbed to 14,500. 
· Highlighted the five-star rating for 3rd quarter in a row and showed video w/ comments from Dr. Mayo-Smith and Dr. Shulkin congratulating the VISN. Noted that VISN 1 has moved up to the number 2 status of five-star healthcare systems.
· Q. If we’re number two, who’s number one?
· A. Will find the answer and let you know.
· VISN focus on telephone responsiveness to customers and emphasis on access and timeliness to care is a “huge priority.” VISN 1 ranks first in nation for timeliness in care (of other VISNs).
· All Employee Survey –  emphasized the focus on employee satisfaction in order to provide good care.VISN 1 ranked #1 for 40% of the questions on the survey.
· VA New England Healthcare System is “among the top in the country.”
· ICARE awards – described the purpose of the awards, core values. 31 awards handed out in 2016.
· VISION 2020 goals – 3 goals/initiatives: be in the top 10% of healthcare providers, provide exceptional employee experience, provide world class care for three Veteran-specific conditions: PTSD, chronic pain management, homelessness.
· Domains of excellence: Excellence in the following: population health, patient experience, financial stewardship, workforce, service to communities.
· VISN 1 has the oldest infrastructure of any VISN in the country; Togus is the oldest campus and just celebrated 150th anniversary.
· Q. Employee engagement is a great goal, but there are “bad apples” in the system. I want to know that we are cleaning them out. Toss them out if they’re junk! Lots of news reports and scandals, the VA is holding onto dead wood.
· A. Yes, there is the concern of being able to deal with underperformers. We are developing a supervisory training program across all levels so managers will understand the disciplinary process and use the process correctly. We must abide by federal laws and statutes. The training will help supervisors understand the tools and how to use them. Can’t specifically answer if we are going to be firing individuals.
· Q. Roughly 70% of VA employees are union – what about that?
· A. Comment from participant -  I adjudicated a proposed removal last week. My question for you – these kinds of news reports evoke emotional responses. We represent universal healthcare that helps millions of Veterans. I ask you – tell me about the unhappy Veteran. Half of what I read I don’t believe; it’s biased. Some news sources are favorable, some are critical.  We are removing people – I gave the person last week a last-chance agreement. We use due process. He’s not the first bargaining unit employee we’ve removed. We want our people to be successful and productive in employment. In Ipswich I have three neighbors who are Vietnam Vets, I am encouraging them to go to the Manchester VA. VA is helping them. You don’t always hear about successes.
· A. Certain political factions tout socialized healthcare, yes. But the big thing is that the VA doesn’t announce corrective measures enough. Many vets believe you haven’t fixed the system. There are people who have been fired and reinstated. We need to convince the community – there are groups trying to get rid of the VA, accusations of secret waiting lists. We need to fight.
· A. We can talk all we want but we need the Veterans to say exactly what you said. Most of our population is non-military and they don’t know these issues.
· There is a fine line of what we can do. We have to consider the laws and media and consider the reflection on our organization before publishing information.
· A. Just be vocal that we’re not going to let the “crap” stay.
· Participant: I just spoke with a Veteran recently and he told me about his great care in Tampa. He complained about the system but was happy with his care. Yes, there are a lot of national issues but we can address each Veteran at a time, one by one.
· A. Right, it’s people who haven’t worked in VA who are making the comments.
· Another comment: perception becomes reality. Good news doesn’t sell ads. It’s not the lack of removals that is the concern but the managers and directors who aren’t being removed when they should be. That’s why people are frustrated.
· Q. Was there a customer service survey for Choice card? For the hospital itself?
· A. We’ll look into that.
· One thing we have to realize is that many institutions and senior executivess were removed – sometimes it doesn’t make the news, it’s not high profile. We are making efforts to put the good news out through our communications and publications, for example, annual reports, press releases, New England Connections. VA New England is working very hard to address this.

	



















Research the other top-ranked SAIL healthcare systems















































































Action: consider rolling this out in a survey for Veterans/customers

	Veterans Benefits Administration Middle New England Performance Briefing 

Brad Mayes
Boston VBA Region 
	


· Mr. Mayes presented: It’s important to me to be here. Our success has to be measured by your satisfaction, we need to get information about Veteran satisfaction. 
· Synopsis – we are responsible for VBA services in Vermont, New Hampshire, and Massachusetts areas. 
· National performance update: 1.2 million decisions adjudicated in 2016. What’s not in the newspaper: in 2013 and 2014 we took one of the largest organizations in the country and went digital.We were doing 500,000 tons of paper before, now the work is transportable, it goes to a national queue.Work is distributed nationally – disbursement is prioritized, variability reduced. In 2016 we changed the business model, hit our goal of 1.27 million claims.
· I believe Veterans are very well served in New England. Veterans across the country are getting timely service. This is the seventh year we’ve exceeded 1 million decisions. The number of claims is not declining.
· Camp Lejeune – changes for claims of Veterans stationed at the base. Original legislation provided healthcare for qualified Veterans who were active duty while stationed at Lejeune, provided they met certain criteria. New proposed legislation creates a presumption of service-connected disability for any Veteran who served at camp Lejeunefor 30 day between 1953-87. Proposed rule: 2900-AP66, published September 9, 2016. The comments period just ended October 11. The difference in this legislation is that it will apply to any Veteran, regardless of whether they were active, reserve, or guard. (Previously it was only active-duty). Will cover eight disabilities. 
· It’s important we get the word out. I know you’re talking to lots of Veterans. 
· Q. Once the final ruling happens, will older cases get handled at local regional offices? What will be the impact on VBA?
· A. When the Secretary makes decisions, there is a lot of information considered. We’ll see an influx of claims, you’re right, a lot of pending claims are still there. There are rules about entitlement when laws are enacted. Regulations apply.
· Q. In 2008 the US Marine Corps sent out notifications to go to the VA and get checked out. There are a lot of ridiculous comments;  just because you served doesn’t mean your disability is service connected. I will research the congressionals. It’s the same thing they did to Agent Orange! We Vietnam Vets are dying at a faster rate than WWII Vets. They’ll take too long to act. 
· Q. Most claims are ending in denials, we need stats on the number of approvals out of those submitted. The appeals process is screwed up. 
· A. The Secretary has acknowledged that the appeals process is broken.
· Q. It says there are 63 federally appointed judges when there’s actually 200.
· A. The judges that adjudicate – that’s the 63 plus. The court of appeals for Veterans claims, that’s ten to twelve, no more. 10-12% of decisions are appealed, 2% go to court.
	 









































Attach handout with the proposal of 2900-AP66













	Homeless Program Update 

Kevin Casey, LICSW, VISN 1 Homeless Coordinator

Shara Katsos, LICSW, VISN 1 Deputy Homeless Coordinator
	


· Kevin Casey and Shara Katsos presented.
· An overview of the Homeless Programs was given to include HCHV Homeless Outreach, National Call Center, Grant & Per-diem Housing, Grant & Per-diem Special Needs Grants, HUD-VASH, HCHV-CERS Beds, HCHV-CRT Beds, Safe Haven,  SSVF, Domiciliary Care for Homeless Veterans, Homeless PACT, Veterans Justice Initiative, Transitional Housing, Community Employment Program, Shelter Plus Care, Stand Downs, and CRRC’s.  Every facility has homeless outreach staff.
· The Providence VAMC has a trailer that provides laundry, food, supplies, etc. and is there to provide help with basic needs and encourage Veterans to take care of themselves.
· CRRC’s are drop in centers that link Veterans with services. There are a number of HCHV beds available by facility with each program.
· In FY16, several facilities opened new housing units: Bedford Green, 69; Northampton, 36; Brockton, 14; New England Center for Homeless Vets, 35.
· 173 new vouchers for VISN 1
· Veteran’s workgroups established.
· Some communities have “ended” homelessness, depending on how the numbers are counted
· If a Veteran comes to VA, we have resources to offer them if they’re interested. Couldn’t do that five or six years ago!
· Q. GPD program – I know a client who was evicted, he’s living out of his car in Framingham, he’s been turned down 30 times. How does he get housing? He has a VASH voucher.
· A. He needs a voucher, maybe the domiciliary, you have to stay for the program. There might be a better option.
· Q. It’s a corrections officer and his wife, they were approved for a voucher but haven’t received it. If he accepts housing then he’ll lose the VASH voucher? He was referred to Manchester. Couch surfing is not the answer.
· A. The Manchester Homeless Coordinator is on maternity leave, try reaching Rob Mottola. For FY16 there are available vouchers. It might be possible to expedite it.
· Q: I refer people to the VA and ask to follow up, but they won’t tell me due to HIPPA laws. I’m the one who refers them to get help and all I want to do is follow up and see how it’s going for them.

	 

	VISN 1 Integrated Pain System of Care (VIPS)

Dr. Tu Ngo,              VISN 1 Pain Management 
	

              
· Dr. Ngo gave a briefing on the VISN 1 Integrated Pain System of Care (VIPS).
· The goal is to provide updates on accomplishments and barriers to success.
· Q. Will you be discussing chiropractic care used in place of opioids, and have opioids impacted this kind of care?
· A. Yes, will be covering that.We’ve done a lot around this issue.Thank the team members and VISN for support.
· We have a multi-year plan in place to create a comprehensive, safe, evidence-based system of pain care that improves the function and quality of life for all Veterans with chronic pain.
· Q. I don’t see anything about the Opioid safety initiative, is that covered?
· A.It should be in the timeline but it got left off the slides before doing this presentation. It’s a cursory timeline. Thank you for mentioning that!
· For FY16 we are focusing on safety. All primary care sites are evaluating pain as “the fifth vital sign” and the following measures are used: functional measure assessment, PCP education on urine drug screens (UDS), UDS completed annually, risk assessment, check PDMP annually, obtain informed consent, establish process for annual safety reviews.
· All VAMCs will: administer chiropractic care per policy, provide access to interventional pain clinic, establish acupuncture clinic and pain school at each facility, provide psychotherapy, establish integrative medicine clinic with active and passive CIM approach at each facility, provide substance use disorder clinics, and perform annual opioid safety chart review for all patients on opioids.
· Future: establish four outpatient CARF-accredited rehab programs
· VIPS goals for FY16-FY19: 1) Improve safety of care for Veterans with chronic pain in VISN 1 by achieving a pain composite score of 97% by 9/30/2019. (2) Improve quality and reliability of care by achieving 97% completion of the VIPS pain grid by 9/30/2019.
· Q. Is this based on chronic, not acute pain?
· A. Yes, providers make the determination. And some providers will get informed consent if they are going to provide opioids.
· Q. That first day they get the opioid script, they (the Veteran) should sign it.
· A. Yes, we have a 12 page document with information about risks, safety,and responsibility. We’re leading the country with our numbers in informed consent, and UDS.
· We’ve identified 10 areas to work on, will be working closely with our informatics to make changes based on recommendations.
· VIPS goal for FY17: 1) improve and sustain opioid safety in VISN 1 using the safety pain composite (2) improve quality and reliability of pain care in VISN using the quality pain composite.
· We have three new things. One is the access to naloxone kits, which we are working on getting distributed through appropriate channels, e.g. police service. Another is the high dose risks of opioids – bringing them down slowly, carefully. And also, being aware of the dangerous opioid & benzodiazepine (e.g. Xanax) combination.
· Our quality pain composite score aims to improve the quality and reliability of pain care in VISN 1. 
· Accomplishments – Achieved FY16 aspirational pain composite score goal, conducted opioid safety review on all patients on chronic opioid prescriptions, held our FY2017 strategic planning summit, during which the National Program Director commented that we were the model for VHA.
· Barriers: lack of automated tools to support risk assessment and reviews process. Physical space, education needs, commitment of resources.
· Q. On the VA website, there are PDFs listed but the one that wasn’t there was the chiropractic care – under brochures
· Comment: New Hampshire Choice program is changing how we are doing this care. One of our obstacles is having the full knowledge about care received by patients going outside.
· A. Right, is the community provider tracking all the details? There are privacy issues, we run into barriers, we can’t contact outside providers. There are tricky parts about dual care. Discrepancies between care of a VA PCP and an outside PCP.
· The State Prescription Drug Monitoring Program (PDMP) is a database VA can access to help track Veterans use of controlled substances, as a safety check on prescriptions.
· Q. Consent form – required before subscribing? When is it signed & purpose achieved? 
· A. It is required if already on medications – chronic pain, for relief, already on opioids and risk assessment to continue – three months or longer after it, should have improved. New, or acute – not required.
Continued discussion after lunch break.
· There is a lot of money assigned to the treatment and prevention; these group members are very busy seeing patients and trying to participate in the committees and groups. 
· Q. There are other addictive prescriptions as well – are they included in the research?
· A. We target opioids, some drugs like tramadol are similar but are not opioids. Ultimately we need to abide by state regulations and VA regulations.
· Maine is an interesting situation, they’ve passed a law that caps opioid prescription dosage at 100. Newer research shows that over 50 is high risk. So in Togus, we’re trying to taper patients down.
· Q. You’re not taking them off the formula?
· A. We’re just adjusting the dosage down under 100. We consider the MEDD (morphine equivalent daily dosage) to make these adjustments.
· Only eight percent of our Veterans are on opioids, we’ve got less people on opioids but they tend to be on high dose – 122 times more likely to be addicted.
· Q. How do you properly destroy opioid pills?
· Comment:  Our facility has “take back day” packages that can be usd to return drugs.
· Comment: I’m an attourney, I’ve got a case right now where a nurse flushed prescriptions down the toilet to dispose. It’s tricky. Technically the pharmacy shouldn’t take it back.
· A: VISN is working on a few methods for safe disposal. For example, in Maine, they have a fireproof cabinet where returned scripts are stored, then transferred by UPS, which is an authorized carrier. We’re actively working on leveraging strategies across the Network to address those issues.
· Q. In Maine, are they measuring the daily or monthly dosage?
· A. The MEDD is based on a daily dosage, it’s a standard way of comparing dosages.
· Every state in NE has legalized medical marijuana, there is a marijuana memo in VA coming out…it’s in the draft stage. Concerns about the use of marijuana with opioids. Providers need to be aware and talk with patients.
· Q. How does that legislature impact homeless Veterans?
· A. We’re not going to go looking for users, but we anticipate using marijuana will be a consideration for housing vouchers unless the VA Secretary says it isn’t. But if the Secretary overrules federal law we’d be siding with the states…and we’re a federal agency.
	 
































































Find brochures listed on website and follow up for chiropractic – no brochure found as stated, but these websites were suggested instead: Chiropractic Service, and  Chiropractic Care Facility Locations

	Pluses/Deltas


	
Pluses
· Great weather
· Lunch
· Tells us the latest news in system
· Networking, developing contacts
· Professionally run meeting
· “Very safe” atmosphere to express views 
· Diversity of stakeholders
· “Small” group breakouts

Deltas
· Traffic
· Send agenda outline with email 
· Input into agenda 
· Option for virtual participation?
· Share contact list
· Virtual tour of a site
Rotating location of MAC
	

Action: Send the participants a listing of their names and emails to all of those that attended today




Mini-macs are virtual.
Location was discussed; due to VISN central location, Bedford is still the ideal meeting location.

	Adjourn
	
	



Recorder: Jenna Kepich, Public Affairs Specialist (acting)
                       
_____________________________________  
Carol Sobel, Communications Officer (acting)

Distribution: MAC				
2 - Middle New England Performance -.pdf
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October 2016 







VETERANS BENEFITS ADMINISTRATION 


Massachusetts: 
• 58,942 Compensation Recipients 
• $812,919,454 Annual Compensation Payments 
• 3,914 Pension Recipients 
• $44,673,182 Annual Pension Payments 
• 11,766 Post-9/11 GI Bill Trainees 
• 2,529 Ch. 31 Active Participants 


 
New Hampshire: 
• 17,875 Compensation Recipients 
• $230,194,603Annual Compensation Payments 
• 922 Annual Pension Recipients 
• $11,594,140 Pension Payments 
• 3,838 Post-9/11 GI Bill Trainees 
• 526 Ch. 31 Active Participants 


 
Vermont: 
• 7,242 Compensation Recipients 
• $131,548,956 Annual Compensation Payments 
• 347 Pension Recipients 
• $3,519,408 Annual Pension Payments 
• 1,635 Post-9/11 GI Bill Trainees 
• 408 Ch. 31 Active Participants 
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WHO WE SERVE 


Veteran Population 


http://www.benefits.va.gov/reports/annual_performance_reports.asp  (updated 10/20/2015) & Office of Performance Analysis & Integrity data dated June 15, 2016 


 







VETERANS BENEFITS ADMINISTRATION 


NATIONAL PERFORMANCE UPDATE 


3 


Source: Director’s Dashboard, Comp Driving Metrics and Report Hub, Monthly Stats FY16 for 9-30-16 


10,171 
4,226 


2,275 


Disability Claim Decisions FY16 


Nation Boston Manchester WRJ


1,272,807 


Average Processing Time 
 National 123.2 days 


Massachusetts 122.6 days 


New Hampshire 120.8 days 


Vermont 129.4 days 


VBA completed over 
1.27 million claims, 
marking the 7th year 
in a row exceeding a 


million claims! 







VETERANS BENEFITS ADMINISTRATION 


CAMP LEJEUNE  
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Healthcare Eligibility 
 


•Healthcare for certain Veterans and family members 
•Must have 30 days of Camp Lejeune service 
•Service during Aug. 1, 1953 – Dec. 31, 1987 
•Applies to active duty, only 
•Codified at 38 U.S.C. 1710(e)(1)(F) and 1787 
•Covers fifteen disabilities 
 


Disability Compensation Eligibility 
 
•Creates presumption of service-connected disability 
•Must have 30 days of Camp Lejeune service 
•Service during Aug. 1, 1953 – Dec. 31, 1987 
•Applies to active, reserve or guard duty 
•Proposed Rule 2900-AP66 published Sep. 9, 2016  
•30-day notice and public comment period closed Oct. 11th 
•Covers eight disabilities 


 
 







VETERANS BENEFITS ADMINISTRATION 


QUESTIONS? 
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		Slide Number 1

		Who We Serve

		National Performance Update

		Camp Lejeune 

		Questions?
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        Homeless Program Update 
      October 13, 2016 


               Kevin Casey, LICSW, VISN 1 Homeless Coordinator 
             Shara Katsos, LICSW, VISN 1 Deputy Homeless Coordinator 







VETERANS HEALTH ADMINISTRATION 


Homeless Programs 


• HCHV Homeless Outreach 
• National Call Center 
• Grant & Per-diem Housing 
• Grant & Per-diem Special Needs Grants 
• HUD – VASH     (tenant choice & project-based) 


• HCHV  -  CERS Beds 
• HCHV  -  CRT Beds 
• Safe Haven 
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VETERANS HEALTH ADMINISTRATION 


Homeless Programs 
• SSVF 
• Domiciliary Care for Homeless Veterans 
• Homeless PACT 
• Veterans Justice Initiative 
• Transitional Housing 
• Community Employment Program 
• Shelter Plus Care 
• Stand Downs 
• CRRC’s 


2 







VETERANS HEALTH ADMINISTRATION 


HCHV Program Beds 
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Facility GPD CERS CRTS TCV PBV Safe Haven  DOM TR 


Bedford 25 8 0 427 101 20 50 42 


Boston 83 15 0 849 49 10 46 33 


Manchester 80 5 0 237 21 0 0 0 


Northampton 466 17 10 591 36 0 0 16 


Providence 92 0 0 328 20 0 0 0 


Maine 38 12 0 196 0 0 0 0 


West Haven 164 11 5 740 15 0 0 9 


White River 62 6 0 192 0 0 0 0 


VISN Total 1010 74 15 3560 242 30 96 100 







VETERANS HEALTH ADMINISTRATION 


Point-in-Time Counts by State 


2007 2008 2009 2010 2011 2012 2013 2014 2015 


CT 106 123 57 56 47 47 74 74 20 


MA 35 40 39 44 58 55 49 30 29 


ME 2 0 1 0 6 0 14 14 23 


NH 51 93 17 6 8 11 13 9 10 


RI 3 12 7 4 2 0 2 0 6 


VT 26 13 8 9 6 16 17 9 6 


VISN 223 281 129 119 127 129 169 136 94 
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VETERANS HEALTH ADMINISTRATION 


HUD-VASH Vouchers by State 


2008 2009 2010 2011 PBV 2012 2013 2014 PBV 2015 Total 


CT 70 105 140 75 15 165 55 54 0 76 755 


MA 245 350 325 225 32 345 175 123 154 216 2190 


ME 35 35 25 15 0 15 20 20 0 31 196 


NH 35 35 35 24 21 15 20 31 0 42 258 


RI 35 35 25 15 20 25 15 18 0 23 211 


VT 20 35 25 15 0 25 20 29 0 23 192 


VISN 440 595 575 366 91 590 305 275 154 411 3802 
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VETERANS HEALTH ADMINISTRATION 


 FY 16 Accomplishments 


• Potential for 172 new HUD-VASH vouchers in VISN 1 
• Establishment of Bridge Housing within existing GPD Programs 
• Veterans Work Groups are established within each CoC 
• Expansion of Stand Down Events - new community partners, 


evening/overnight activities 
• 5 new Veterans housing projects to open in FY16:  Chicopee (43 


units), Bedford (69 units), NECHV (36 units), Brockton (14 units), 
and Northampton (36 units).     


• Lynn MA has ended Veteran Homelessness, and Boston and CT 
have ended chronic Veteran Homelessness.  Efforts to do the 
same are underway in Lowell, NH, VT, RI, and Maine  
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		Homeless Programs

		Homeless Programs

		HCHV Program Beds
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VISN 1 Integrated Pain System 
of Care (VIPS) 
Briefing for the Management Advisory Council (MAC)  


October 13, 2016 
 



Presenter

Presentation Notes

Attendance:








Purpose and Contents 


 Goals of meeting: 
– Provide updates of accomplishments and barriers 
 
 Contents of presentation 


– Team Members 
– VISN 1 Integrated Pain System Project Plan 
– Accomplishments 
– Barriers 
– Discussion 


New England VERC - 2 
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Team Members 


New England VERC - 3 


Name Project Role Contact Information 
Erik Sargent 


Sensory and Physical Rehabilitation (SPR) Service 
Line Director, VISN 1  


Project Lead Erik.Sargent@va.gov 
207-623-8411 x4993 


Julie Franklin, MD, MPH 
Pain Management Specialist, White River Junction 


VAMC 


Deputy 
Project Lead 


Julie.Franklin2@va.gov 
802-295-9363 x4285 


Tu Ngo, PhD, MPH 
Behavioral Health Psychologist, Bedford VAMC 


Deputy 
Project Lead 


Tu.Ngo@va.gov 
781-603-2984 


Whitney Rockefeller, MA 
Health Systems Specialist, New England VERC 


Project Manager Whitney.Rockefeller@va.gov 


Monica Cummins, MHA & Christopher White, PT, 
MHA, New England VERC 


Improvement 
Specialists 


Monica.Cummins@va.gov 
Christopher.White4@va.gov 


With executive support from: 
Michael Mayo-Smith, MD MPH, Network Director, VISN 1 
Tammy Krueger, Strategic Planner, VISN 1 
Susan MacKenzie, PhD, Facility Director, Providence VAMC 
William Lukesh, Acting Associate Director, New England VERC 


VISN 1 Executive Leadership Board 
VISN 1 Strategic Planning Committee 
VISN 1 Population Health Committee 
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About the VISN 1 Integrated 
Pain System of Care (VIPS) 
 VISN 1 project for FY16-FY20 


 
 Vision: To create a comprehensive, safe, evidence-based system of 


pain care that improves the function and quality of life for all Veterans 
with chronic pain 
 
 Timeline 


– Oct 2009- Pain Management Directive published 
– July 2014- Pain designated as a VISN1 Strategic Initiative 
– Aug 2014- VISN 1 Pain Summit 
– Oct 2014- Maine VAMC earns CARF accreditation 
– May 2015- VISN1 Integrated Pain Initiative funding approved 
– Oct 2015- Initiative official start 
– Sep 2016- Initiative re-confirmed for FY17 VISN1 Strategic priority 


New England VERC - 4 
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New England VERC - 5 


Step 1: All Primary Care 
Sites 


Step 2: All VAMCs 
Step 3: Within 


VISN 


FY16 FY17 FY18-19 


a) Pain as the 5th Vital Sign 
b) Functional measure 


assessment and tool 
c) PCP education on UDS 
d) UDS completed at least 


annually  
e) Implement a process 


for Risk Assessment on 
all patients on chronic 
opioids 


f) Check PDMP at least 
annually  


g) Obtain informed 
consent  


h) Establish a process for 
annual opioid safety 
reviews 


j) Chiropractic care per policy  
k) Interdisciplinary comprehensive pain 
l) Access to Interventional Pain Clinic 
m) Establish an Acupuncture Clinic at each facility 
n) Establish Pain School at each facility and to CBOCs 
o) Provide evidence-based psychotherapy (EBP) 


programs for pain, such as CBT (Cognitive Behavior 
Therapy) or ACT (Acceptance Commitment 
Therapy) either in-person or by telehealth 


p) Establish an integrative medicine clinic with at least 
one active CIM approach at each facility 


q) Establish an integrative medicine clinic with at least 
one passive CIM approach at each facility 


r) Substance Use Disorder clinics available for opioid 
substitution therapy  


s) Perform annual opioid safety chart reviews for ALL 
patients on chronic opioids/registry of chronic 
opioid patients 


t) Establish four 
outpatient CARF-
Accredited 
Rehabilitation 
Program (one in 
each market) 
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Overview- VIPS components-  Stepped-model of Pain of Care (no revisions since last presentation to Mac)







VIPS Initiative Goals (FY16-FY19) 


 Goal 1: Improve Safety- Improve the safety of care for Veterans with 
chronic pain in VISN 1 by achieving a VISN 1 Pain Composite Score of 
97% by September 30, 2019. 
 
 Goal 2: Enhance Quality- Improve the quality and reliability of care for 


Veterans with chronic pain in VISN 1 by achieving 97% completion of 
the VIPS Pain Grid by September 30, 2019. 
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These are our initiative goals
FY16 results will be discussed next
Followed by FY17 discussion







FY16 Metrics 
Metric #1: Pain Composite Score (IC, UDS & PDMP evenly weighted) 
Target: 80% (aspirational 85%) by 9/30/2016 
Currently (8/18/2016): 86.6% (increased by 2.6%) 
 


Metric:  Informed Consent (IC) 
Target: 90% (aspirational 95%) 
Currently: 90.3% VISN average (increased 0.1%); 76.7% National average (FY16Q2) 
 
Metric:  Urine Drug Screen (UDS) 
Target: 90% (aspirational 95%)   
Currently: 88.3% VISN average (increased 0.5%); 79.3% National average (FY16Q1) 
 
Metric:  State Prescription Drug Monitoring Program (PDMP) 
Target: 50% (aspirational 55%) 
Currently: 81.1% VISN average (increased 2.6%), National not available 


New England VERC - 8 
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63% 64.2% 
65.6% 66.4% 


68.9% 68.5% 


73.4% 
75.4% 


79.1% 
81.4% 


82.8% 
84.1% 


85.3% 
86.60% 


50%


55%


60%


65%


70%


75%


80%


85%


90%


VISN 1 Pain Composite Score 


Composite Score Goal = 80% Aspirational Goal = 85%
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77.4% 
79.5% 


81.4% 82.6% 
85.5% 85.9% 86.6% 87.6% 88.4% 89.4% 89.8% 89.8% 90.2% 90.3% 


50%


55%


60%


65%


70%


75%


80%


85%
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Workgroups 
Current State, 
Future State, and 
Gap Analysis 
 
Develop Inventory 
Criteria 
 
 


Dec 2015 


VIPS Leadership 
Site Visits 
 
Complete 
Inventory 
 
 
 
 


Jan 2016 


Workgroups 
Review Inventory 
 
Submit 
Recommendations 
 
 
 
 


Feb 2016 


VIPS Leadership 
Revise 
Recommendations 
 
Catchball with 
Stakeholders, 
obtain Approval 
 
Develop 
informatics 
solutions 
 


Mar 2016 – Aug 2016 


Facilities 
Review 
Recommendations 
 
Develop 
implementation 
plans for FY17 
 
Pilot informatics 
solutions 


August 2016 – Sept 
2016 


Opioid Safety Taskforce 
and Rapid Process 
Improvement Event 
Jun 2016- Aug 2016 


FY17 Strategic 
Planning Summit 
Aug 2016 
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The VIPS approach to developing and implementing the stepped-model of pain care.

-Develop workgroups with specific focus areas (based on pain grid). Understand the current state of those focus areas, envision their future and identify gaps. Ultimately, identifying the criteria for inventorying that particular focus area.

-VIPS Leadership will then complete site visits to complete the inventories and gather any additional baseline data/information needed for the workgroups.

-The results of the inventory were reviewed by the workgroups and they made recommendations for how to achieve the future state of their particular area of focus.

- VIPS Leads revised and finalized recommendations

- (New) A VISN1 Opioid Safety Taskforce was created (more on next slide) and a VISN1-wide Rapid Process Improvement Event will occur July 20-21 to analyze and make recommendations on DUE, Informed Consent, and PDMP in Primary Care setting.

-The facilities will then receive these recommendations and implement. A strategic planning summit (August 18, 2016) will provide guidance to facilities for FY17 and implementation or recommendations







VIPS FY17 
Goals and Metrics Summary 
• Goal #1: Improve and sustain opioid safety in VISN 1 


– Metric 1.0: Safety Pain Composite 
– On the Monthly Management Report, approved in principle by PHC 


 
Goal #2: Improve the quality and reliability of pain 


care in VISN 1 
– Metric 2.0: Quality Pain Composite 
– On the Monthly Management Report, per Dr. Mayo-Smith’s request 
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10/7/2016 VA New England Healthcare System 


Metric 1.0: Safety Pain Composite Score 
 


• 6-part (evenly weighted; leading and lagging measures) 
1.1 Informed Consent   (Carryover from FY16) 
1.2 Urine Drug Screen   (Carryover from FY16) 
1.3 PDMP     (Carryover from FY16) 
1.4 Naloxone    (New to FY17) 
1.5 High Dose    (New to FY17) 
1.6 Opioid and Benzo Combination  (New to FY17) 
 


• Target: TBD depending on metrics selected 
 


• Aspirational: TBD depending on metrics selected 
 


• Currently: TBD depending on metrics selected 
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FY16 Carryover Metrics 
o 1.1 Informed Consent (IC) 


• Objective: Maintain high performance of informed consents completed for patients on chronic 
opioids 


• Definition: Numerator: # of patients prescribed chronic opioids and have an IC completed in 
CPRS; Denominator: # of patients prescribed chronic opioids 


• Target Goal: 95%; Aspirational: 97% 
• Currently (8/17/16): 90.2% VISN average; 79.3% National (FY16Q1) 
 


o 1.2 Urine Drug Screen (UDS) 
• Objective: Maintain high performance of annual urine drug screens for patients on chronic opioids  
• Definition: Numerator: # of patients prescribed chronic opioids and have a UDS completed 


annually; Denominator: # of patients prescribed chronic opioids 
• Target Goal: 95%; Aspirational: 97% 
• Currently (8/17/16): 87.2% VISN average; 82.3% National (FY16Q3) 
 


o 1.3 State Prescription Drug Monitoring Program (PDMP) 
• Objective: Maintain high performance of PDMP checks for patients on chronic opioids  
• Definition: Numerator: # of patients prescribed chronic opioids and PDMP completed annually; 


Denominator: # of patients prescribed chronic opioids 
• Target Goal: 95%; Aspirational 97% 
• Currently: 78.5% VISN average; National N/A 
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Metric 2.0: Quality Pain Composite Score 


Composite Score Parts 


2.1 Provide Veterans with access to 
Chiropractic Care 


2.6  Provide Veterans access to Evidence 
Based Psychotherapy (EBP) programs for 
chronic pain care  


2.2 Provide Veterans with access to 
Interdisciplinary Comprehensive Pain Care 


2.7  Provide Veterans access to Integrative 
Medicine services with at least one active 
CIM approach 


2.3 Provide Veterans with access to 
Interventional Pain Care 


2.8 Provide Veterans access to Integrative 
Medicine services with at least one passive 
CIM approach 


2.4 Provide Veterans access to Acupuncture 
Care 


2.9 Provide Veterans access to Substance 
Use Disorder clinics for opioid substitution 
therapy 


2.5 Provide Veterans access to Pain School 2.10  Perform annual Opioid Safety Reviews 
for all patients on chronic opioids 


Overall Goal: Improve the quality and reliability of pain care in VISN 1 
Objective: Implement a stepped model of pain care in VISN 1 
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 Achieved  FY16 Aspirational Pain 
Composite Score goal 
 Assessments 


– Pain, enjoyment, General Activity 
(PEG3) 


– Opioid Risk Tool (ORT) 
 Opioid safety review on all patients 


on chronic opioid prescriptions 
 Academic Detailers expected to be 


on board in October 2016 
 Opioid Safety Taskforce and RPIE 


ongoing to improve processes for 
UDS, Informed Consent, and 
PDMP 
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Accomplishments 


 VIPS FY2017 Strategic Planning 
Summit held August 18, 2016 
 National Program Director 


attended Annual VISN 1Summit 
and commented that we were 
the model for the VHA. 
 Submitted poster abstract to 


Healthcare Systems Process 
Improvement Conference, 
March 2017- focus on 
Leadership and Change 
Management 
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 Lack of automated tools to support risk assessment and reviews process 
(i.e. STORM data currently cannot auto-populate into a templated note) 
 
 Demand on resources versus support from VISN 


 
 Implementation of recommendations at facilities 


– Commitment of resources 
– Physical space 


 
 Education needs 


– Veterans 
– Providers 
– Community 
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Barriers 
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Discussion 
 
Thoughts and questions 
– CARA Legislation 
– State Laws - Maine  
– CDC Recommendations 
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State of the Network 


Michael F. Mayo-Smith, MD, MPH 
Network Director 


October 13, 2016 


VISN 1 Management Advisory Council 







VHA Blueprint for Excellence 


VA New England Healthcare System  
At A Glance 


 


Network Statistics 
Veterans served: 250,000 
Annual Budget: $2.7 billion  
Employees: 15,343 
States:  6 
Health Care Systems:  8 
Medical/Surgical hospitals: 5 
Mental Health Hospitals: 7 
Outpatient Clinics:  50 
Community Living Centers: 6 
Domiciliaries: 5 
Centers of Excellence: 18 
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Numbers of Veterans Served 
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• WWI: 5 
• WWII: 15,957 
• Korea: 26,755 
• Vietnam: 104,019 
• Cold War: 43,473 
• Gulf War 1/OEF/ 


OIF/OND: 58,815 
• Other: 1,689 


 


• 231,371  Male Veterans 
• 15,148 Female Veterans 


 







VHA Blueprint for Excellence 


Veteran Users 
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Total Budget 
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FTEE 
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5-Star Performance 


6 


For the past three quarters, VISN 1 received a 5-Star rating, 
the highest possible rating according to VA’s SAIL model. 


It ranks us in the top 10 % of VA medical centers nationwide.  


This rating means that our healthcare system provides 
excellent, high-quality care to our Veteran patients, the best 
care anywhere.  
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Access – Telephone Responsiveness 
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Access – Veteran Satisfaction on Timeliness 
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VISN 1 is the number 1 VISN nationally in both survey questions 
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All Employee Survey 
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Network Director’s ICARE Award Winners 
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The Network Director gave out a total of 31 ICARE awards in 2016 
 


Integrity                                      Advocacy                                    Excellence 


Commitment                                    Respect 
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VISION 2020 Goals 
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• Be in the top 10% of healthcare systems            
– because Veterans served our country, and 
deserve the best care anywhere 


• Exceptional employee experience                       
– because we cannot provide exceptional 
experience for Veterans unless our staff have an 
excellent experience as employees at the VA 


• World class care, Education & Research for 
three conditions unique to or common among 
Veterans (PTSD, Chronic Pain, Homelessness)   
– because we are a healthcare system for 
Veterans, and should set the standard for 
healthcare for those conditions unique to or 
common among Veterans 
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VISN 1 – 5 Domains of Value  
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Objective: Treatment and 
Rehabilitation of Chronic Pain 
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VISN 1 – 5 Strategic Initiatives 
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Objective: Increase Access to Our 
Health Care Services 
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VISN 1 – 5 Strategic Initiatives 
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Objective: Strategic Capital Asset 
Management 
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VISN 1 – 5 Strategic Initiatives 
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Objective: Employee Engagement 
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VISN 1 – 5 Strategic Initiatives 
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Objective: Expand Education and 
Research on Veteran Specific 
Conditions 
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How to Contact Us 
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Michael F. Mayo-Smith, MD, MPH 
Network Director 
781-687-4821 
michael.mayo-smith@va.gov 


Ganga Hematillake, MD 
Chief Medical Officer     
781-687-4821 
ganga.hematillake@va.gov 


Barrett Franklin, MC, CCE 
Deputy Network Director     
781-687-4821 
barrett.franklin@va.gov 


Carol Sobel 
Acting Communications Officer 
781-687-4765 
carol.sobel@va.gov 
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VISN 1 State of the Network 


Questions? 
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