	

VISN 1 Management Advisory Council
April 14, 2016


	Topic
	Discussion
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	Welcome Remarks/ VISION 2020 Results

Barrett Franklin,    Deputy Network Director
	



· Mr. Franklin briefed on the results of the VISION 202 survey of our five stakeholder groups: VISN staff, Veterans/VSOs, Congressionals, Academic Affiliates, and VACO staff. These results will be included as VISN 1 develops the strategic plan and initiatives for the next five years.  
· Comments that were collected were clumped into themes, such as parking, and will be used by the Network Director to seek solutions. Veterans/VSOs #1 was Be in the Top 10% of Healthcare Systems Nationally; VISN staff #1 was Ensure Exceptional Employee Experience; VACO #1 was  Ensure Exceptional Employee Experience; Congressionals #1 was a virtual tie between Provide Excellent Access and Offer World Class Care for 3 Conditions Unique to or Common Among Veterans; Academic Affiliates #1 was Provide Excellent Access. The responses will be weighted by the number of responses per group, and the strategic committee will look at them.
· Q. Tell us more about Increasing Users category.
· A. There is 40% eligible and using Veterans; 55% enrolled but not using VA. We need to educate more Veterans to enroll and use VA, because the more users, the more funding we get to allow expansion of services. 
· Q. The system is confusing – VA, Medicare, Tricare – how healthcare interacts with emergency care. How can we increase users while there is a long wait time for appointments. Want to add more when we struggle to get them in.
· A. One of our 5-year strategic initiatives has been Outreach. We are looking at in three years to build on Outreach from the strategic initiative, and increase the Outreach team.
· Q. Boston is hospital-rich – satisfaction scores show wait times are lower at VA than in the best hospitals in the region – outperforms commercial.
· A. We need to hear from Vets – so please go tell them about our VISN goal.  WWII Veterans are dying off; reach out to Vietnam Veterans. Many Veterans are moving South, and Boomer Vets, those who are working, are too busy to use us, and their healthcare is covered by a healthcare plan at work. Why not use VA? Once retired and collecting Social Security, you are probably making less, so can become more eligible.
· Q. In the VA system, if a retiree, age 65, is service-connected, how will it work with them being Medicare eligible? Tricare Prime goes away – should they keep Medicare?
· A. We will take that one back to have Outreach discuss eligibility with VSOs – to speak to this question – perhaps a handout to say ‘here is what we can offer when you are 65.’We will provide a poc to answer the question.
· Q. Suggest - who in VA do we send a Vet to: Medicare, VA, emergency. Non-profit senior groups benefits – hard to advise on healthcare; what do we recommend?
· A. We have staff to do that, Outreach and Patient Advocates to answer specifics, to fit down with individuals, or give generalities. The challenge is how to help the 1 out of 100 that doesn’t fit the rules.
· Q. A hospital bill for $6K – how to help.
· A. Eligibility office or Patient Advocates.
· Q. Medicare – no VA to go to – keep it to cover bills, it is a big help.No bills – 20% at VA, Blue Cross gets the bill.
· A. Go to us to see how the rules, regulations, policies and laws to access VA.
· Q. It is a combination – care is good, get Rx at VA for free but sees a doctor on the outside.
· Q. Have you considered using a ‘secret shopper’ to interact with Vets about the phone system? There should be a system of quality control.
· A. We do, but phone system; we compare data – nationally it is 90 seconds; VISN is at 20 seconds. We can sustain under 30 seconds. Need technology for customer service; then can do shopper. Using Baldrige to improve, like Lean, etc. Drill down to improve overall system, then ask how the customer likes it, like ‘secret shopper.’ A Vet experience survey team to check within a set time to get feedback after appointment – next step is to look at a systems approach.
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Action: brief local VSOs at next mini-MAC May 4 about eligibility

	Veterans Benefits Administration Middle New England Performance Briefing 

Ena Lima,  
Assistant Director, Boston VBA Region 
	



· Ms. Lima introduced herself, saying that Mr. Mayes was in Norman OK for a leadership conference.
· The C&P process is intimidating and confusing to customers – we are striving to improve it after complaints about notice letters and exams not being done properly. We are improving timeliness and contracting to expand exams. There were many increases last year – increased in VHA, volume differs from state to state.
· The National Workload Queue – used to be individual NROs, now the workload is distributed nationally. We have completed Phase I, now we are in Phase II in New England. When a Vet files a claim, it is routed to the closest RO; if they can’t handle it, it goes to an RO who can.
· Performance Update – the targets have changed for claims; appeals is a time process; quality 12-month accuracy; homeless – positive outcome, job-ready. Last year we had temporary employees, they helped a lot in the North East. Now we are back to not using them (no more funds for it) but we had a good month last month. An increase in appeals and how long ROs take- Boston – 12K last year, increased appellates, 4K appeals pending, with the oldest appeals taken first.
· VR&E – average days are high above where needed to be. In Boston, many Vets are eligible and taking longer because of the number of schools in this area.
· Q. Why not Maine?
· A. We are only briefing Boston. Can we get figures from others.
· Q. Receiving complaints from Vets – being denied initial claims and in appeals and forcing them to not deal with them right away – need to address.
· A. Appreciate it – VA has heard this for years – it is not the case – we don’t gain anything by doing this.
· Q. You need to put out something to explain why – letter asking for more information.
· A. We try to improve communication about eligibility, access benefits by expanding presence in the community to explain the process – what was missed, to be successful.
· Q. I am an attorney who deals with claims, appeals, formal hearings takes a year to transcribe – recording.
· A. Not true.
· Q. Have been advised by a VSO on the paper claim process – DIC consolidated, expedite hearing, Building 9, client regulation to support, need expert.
· A. That is C&P – need to work with VHA on that – ebenefit better. Submitting on paper, we are not it much anymore. Electronic reduces files and possible lost papers – 150-200 cases a month to process. File electronically – ebenefits – in electronic format no need to scan. Recommend file on ebenefits and can help them.
· Q. Only do appeals – it was his impression.
· A. C&P.
· Q. When they file paper, can they go back to file electronically.
· A. No, that is too confusing – pushing fully-developed claim – no paper – take time to go out and look for information, complicates process.
· Q. The message needs to be out there – don’t do the paper.
· A. Some folks hesitant to embrace it – not easy to navigate – more comfortable with paper.
· Q. People try to do the process themselves – then once rejected, go to VSO – do it first to be more successful – it is complicated, even after trying to make it less so – difficult to navigate for Vets. There is an electronic version for dependency claims, best to do it electronically, why not do this for claims? Vietnam claim, one of the conditions – should be done immediately.
· VBA – database process claims – had to do in phases – plan like this in place but which claims are best to do this – some still need humans to process and give an exam – and dependency piece to pay out sooner – is a few years out.
· Q. Boston – 87-88 days – appeals – Maine – VHA Vets going to Boston – appeals – 700+ days employees are Vets – at Togus – 240 days – not good impression for cases at Boston, also ebenefits – Maine 3800 Vets into system – dependency claim – electronic – within 3 days, average 92 days Maine – electronic – to decide claim. SEP & ebenefits – do initial claim to lock in date and gives a year to get evidence & scan it – good helps last 3 years in Maine.
· A. Difference in inventory – Maine vs Boston.
· Q. Claims are coming into Maine from other areas – 210 employees.
· A. 98 in Boston – employees working appeals – national brokering appeals have started.
· Q. Explain difference faxing in & ebenefits
· A. Method difference – depends on time of claim to intake center – goes to a vendor – who uploads to portal after digitizing – ebenefits – goes directly into portal.
· Q. Vendor takes too long.
· A. Average is five days – what is reported – but some can take longer. RO has mixed feelings about contractor – control time – need to make sure they meet it.
· Q. Letter of denial – does it day they need more information?
· A. Too long – give less information – in letter and include in the rating – take it back is a national decision – legally obligated in letter and how to appeal. 
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Action: Get VR&E figures for Maine.

Response from Togus Regional Office:
 - Schools with the Boston jurisdiction have been referring Veterans to VR&E (who maybe were using GI Bill), combined with those who became VR&E eligible as a result of backlog reduction a tremendous influx of VR&E cases has been created. 
- Typically in Maine Veterans are able to access brick and mortar institutions or on-line institutions in a matter of days. For example, it would not be abnormal for a Veteran entitled to VR&E to walk into a  school, register and begin training at that facility (brick and mortar or on-line) the next day or shortly thereafter.
- With such short turnaround the Veteran may not be accepted into a specific degree program and would need to start as a non-matriculated student and seek degree program acceptance as they progress. Clearly the geography of Maine is vastly different than Massachusetts, Veterans residing in Maine are spread out across the state and are not as concentrated around a smaller cluster of schools as may be the case in the greater Boston area.
- The education landscape is changing at a rapid pace and the majority of schools in Maine would be willing to do whatever is necessary to work with the VA to create opportunities for Veterans, either for altruistic reasons, for financial reasons, or both.
- Average Days Pending (ADP) in Evaluation and Planning (time after entitlement  determined and Veteran actually enters a plan of service) for Togus is 56 days based on 6/8/16 CWINRS Intranet report data.  Important to note that third party stakeholders have not been a measureable or noticeable limiting factor for Veterans in Maine moving in to, or completing, service plans.



























	Homeless Program Update 

Shara Katsos, LICSW, VISN 1 Deputy Homeless Coordinator
	



· Ms. Katsos said that Kevin Casey was not here today, so she would brief.
· She provided an overview of the Homeless Programs, 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.
· Q. The PIT count reflects the numbers of those who choose to stay out unless at risk to hurt themselves or others – try to convince them – When can we just take them?
· A. Different state to state – freer in NH – history of PTSD but judgement is good, can’t pull them in.
· Q. Three recommendations from police – to go to court and bring into.
· A. Varies with each state – can’t force anyone in – in NH over 100 ID’d but they won’t admit it to VA – but will talk to VSO – need to go look for more.
· Q. One client – RA – not time in service for VASH – now is expanding – another client, couldn’t get voucher until homeless for a year, to be chronic.
· A. HUD VASH vouchers – waiting for 2016, could be more for non-VA eligible – trying to meet need – VBA may become eligible – will know in 60 days. Wait a year – other resources. Call her with questions 781-687-3216. Vets not eligible can get GBD for 2 years – get TR services, helps education, person-centered treatment.
· Q. Some guys – counseling needed?
· A. Section 8 vouchers must have counseling – HUD VASH – individual plan – substance abuse will need case management.
· Q. Why Vets and not welfare?
· A. Do offline – need HUD VASH – but not case management – some don’t need it all.
· Safe Haven – no education available – nothing to do, beds only.
· A. Jim Chaplain oversees it – the vendors provide it – should link with the community. 

	Information

	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), accompanied by team members Erik Sargent and Dr. Julie Franklin.
· The plan is to look at the system of care for pain, since there is a huge problem with opioids, pain treatment, and addiction.
· Two initiative goals are to improve safety of care for Veterans, and to enhance their quality of care.
· 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. Does that include all New England states?
· A. Yes – we are educating our providers – Massachusetts is automatic now, an email goes to the provider to log in. Over half of patients in New England are being checked. The chart on slide 12 shows the increase.
· 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.
· Q. What is the value pf consultation and consent form.
· A. To understand risk.
· Q. What if on the illegal side?
· A. Establish expectations – opioid not always a way to resolve pain – may not understand risk.We want them to function better, so relook treatment, to think about being on opioids.
· Q. Drug addicts – shut them off? Need a way to get it. US Vets in Canada gets opioids, then VA in US gets more prescriptions, commonly Oxycontin – drug addicts manipulate the system.
· A. Treatment offered – we do our part to offer good care by checking PDMP.
· Q. Opioids – the VA policy is no opioids – Vets are climbing the walls – advise on what are the options to appeal rights to opioids, is there a system in place here – what can you do.
· [bookmark: _GoBack]A. We are developing pain clinics at all facilities to provide treatment options and risks – Vets can ask for referrals to the clinic. No one should be cut off – if in withdrawal, seek treatment at provider or ER. The process is different in each facility; the Patient representative will know – how to get a second opinion on whether to go to a substance abuse clinic, or to take off drugs slowly.
· Q. What number to call? 800-number for the pain clinic?
· A. The Chief of Service, primary care, patient advocate.
· Q. A comment on approach – for addiction – informed consent –Dr. Lisi – acute patients should also learn what is available, alternative providers, too – about when to refer.
· A. In 2009, Dr. Lisi presented on chiropractic, acupuncture, and other options. 

	Information

	Transforming VA Community Care

Sandra Davidson,    VISN 1 Business Office Manager
	



· Ms. Davidson kicked off her presentation with a video of Dr. Baligh Yehhia, Assistant Deputy Under Secretary for Health for Community Care, who talked about the program.
· Current community care programs are confusing because of multiplauthorities – in New England we have Project ARCH, pilots, emergency care, fee basis care, Choice, PC3, etc. each with different legal authorities.
· We are working to standardize and create a single authority for community care, and are requesting feedback from key stakeholders on the problems, and how to fix them.
· We will have a phased plan, with both immediate and long-term steps, to get it right this time so they work, and will work with contractors to improve care.
· Bedford and Togus are involved in the design, which in the long-term will align VA with industry standards.
· There are five key components to providing customer service for Veterans seeking care in the community. Ms. Davidson’s team is involved in the referral and authorizations component, working to eliminate process steps, in order to get appointments in a timely manner, to be more private-sector-like to streamline access and make appointments.
· Q. How to measure success.
· A. For referrals – the Office of Productivity would consider success to be a short time to schedule a request – measure and improve it – the VSS website has current data to use as a baseline, and VISN 1 has 100 key measures.
· Q. Provider payments – what if for emergency non-VA care a Vet receives a bill – no Medicare, VA won’t pay – must rewrite policy.
· A. Policy must be changed nationally. This is what Dr. Yehia wants to do – determine if admitted, service-connected. Review records, pay only to stabilization – is very subjective. A plan to Congress proposes to eliminate this issue – Vet pays $50 co-pay at emergency care – this has not passed yet. Right now VA is secondary payer; there are out of pocket costs if Vet has insurance. We could use VSOs help in reaching out to Congress about these changes.
· Q. What is being done with Congress?
· A. Dr. Yehia is meeting with Senator Collins in Maine next month about ARCH – should help VA.
· Q. In Providence – there is a four-page letter in the newspaper to eliminate VA and privatize in 20 years.
· A. The Commission on Care was put together to look at what is out there. This won’t happen; we do things well, and Vets like VA for care. Sixty percent of doctors get their training in VA, and we do research.
· Q. Wait time reports – what is the process, who to ask for appointments – requested date – 14 days to get appointment, 30-day requirement.
· A. Fourteen days is the hopeful standard – 30 days if doctor says you need care.
· Q. Choice – to choose provider, in three months – does it count against VA?
· A. There is a lot of waiting in the private sector – it won’t work against VA – we have more working to schedule. We will take back scheduling eventually.
· Q. Community based practice – call from VA representative for patient, some complained the Vet doesn’t show.
· A. VA is not doing the scheduling, the contractor is doing it – that is part of the challenge; we upload information to the portal, but they don’t always get information to the Vet in time for the appointment. 
	Information

	Pluses/Deltas


	
· Pluses
· Weather
· Lunch
· Attendance
· Good information
· Good meeting

· Deltas
· More VBA information – not just Boston
· Rumors – need clarification
· Build better network
· Share contact list
· Ask “Have you served?”

	Action: Deborah Butler, Esq. would like her contact information to be included as she is offering her services as legal counsel for Veterans - 508.962.3466
Help4vets@dearDeborahLaw.com





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


	Adjourn
	
	

	
	
	



Recorder: Carol Sobel, Public Affairs Specialist	
                       /s/
_____________________________________ 
Maureen Heard, Communications Officer

Distribution: MAC
						
2 - MNE Slide Deck - Lima.pdf


VETERANS BENEFITS ADMINISTRATION 


Middle New England 
Performance Briefing 







VETERANS BENEFITS ADMINISTRATION 


Agenda 


 
• Introduction 
• National Work Queue  
• BMW Performance Update (FY 2016) 
• Questions 







VETERANS BENEFITS ADMINISTRATION 


National Work Queue   
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• Transition Phase into NWQ – Electronic Workload Distribution  April 2013-
Present 


 
• Phase 1 - VBMS-Supported National Workload Distribution at the RO Level    


(Feb. 8, 2016) 
• 10 RO roll-out 
• Introduction of automated diagnostic tool within VBMS that will reduce 


potential errors throughout the claims process 
• Standardized deferral process across all ROs  
 


• Phase II  -  Total Workload Distribution to the RO Level (FY2016) 
• Auto-assignment expanded to include non-rating claims and appeals 
• Enables VBA to continually improve VBA’s overall quality 
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BMW Performance Update 
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BMW Performance Update 
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BMW Performance Update 
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BMW Performance Update 
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BMW Performance Update 
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BMW Performance Update 
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BMW Performance Update 


10 


0


20


40


60


80


100


120


140


Boston Manchester WRJ


Positive Outcomes


FY 16 Target


VR&E 







VETERANS BENEFITS ADMINISTRATION 


Questions 
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        Management Advisory Council Briefing 
      April 14, 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 


 
1 







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 
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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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VISN 1 Integrated Pain System 
of Care (VIPS) 
Briefing for MAC 


April 14, 2016 
 
Slides prepared by 
Whitney Rockefeller, MA, Improvement Specialist 
New England VERC 







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 







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 
Health Systems Specialist, New England VERC 


Alternate Project 
Manager 


Monica.Cummins@va.gov 


Jason Aaron, MD, MPH 
Internist, New England VERC 


Improvement 
Advisor 


Jason.Aaron@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 
Kyle Merolla, PE, Associate Director, New England VERC 


VISN 1 Executive Leadership Board 
VISN 1 Strategic Planning Committee 
VISN 1 Population Health Committee 







About the VISN 1 Integrated 
Pain System of Care (VIPS) 
 VISN 1 funded project for FY16-FY20 for ~$5 million 
 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: 
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VISN 1- PC-MH 
Integration core team 


focusing on pain  


VISN 1 OEF/OIF Training- 
consultative model to 


address pain 


Pain Management 
Directive published 


Adoption of VISN 1 Pain 
Agreement 


VISN 1 Primary Care 
Strategic Plan  on Pain 


Care Pain Champion and 
Facility level PC Pain 


Champion 


Primary Care Sharing 
Best Practices- 


Interdisciplinary meeting 
on Chronic Pain 


Management 


Innovation Grant- Pain 
Workshops 


 
VISN 1 Grand Rounds – 4 


part series 


VISN 1 Taskforce CARF 
Accredited Pain Program 


National Informed 
Consent for Chronic 


Opioid Therapy 


VISN Opioid Pain Report 
first deployed 


VISN 1 OSI Pilot (2 year) Pain designation as VISN 
1 Strategic Initiative 


VISN 1 Pain Summit 
 


VA Maine earns CARF 
accreditation 


VISN 1 Integrated Pain 
Initiative funding approved 


Initiative official start 
(FY16-FY20) 


2007 2008 2009 2010 


2012 2013 2014 2015 


OSI rolled out Nationally 
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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, where 
a score of >3/10 triggers a 
further evaluation 


c) PCP education on DUE 
d) UDS completed at least 


annually 
e) Risk Assessment on all 


patients on chronic opioids 
f) Check PDMP (State 


Monitoring database) at 
least annually for patients 
on chronic opioids 


g) Informed Consent for 
patient on chronic opioid 
therapy per policy 


h) Process for annual opioid 
safety chart reviews for 
patients on chronic opioids 
and registry of chronic 
opioid patients 


a) Chiropractic care per policy  
b) Interdisciplinary comprehensive pain clinic 
c) Access to Interventional Pain Clinic (either 


have available in-house or refer outside) 
with at least one per market 


d) Acupuncture Clinic at each facility 
e) Pain School at each facility 
f) Evidence-based psychotherapy (EBP) 


programs for pain, such as CBT (Cognitive 
Behavior Therapy) or ACT (Acceptance 
Commitment Therapy) either in-person or 
by telehealth (at least 0.5 FTEE) 


g) Integrative medicine clinics with at least 
one active and one passive CAM 
approach, e.g., Yoga, Tai Chi, Mindfulness 
Training, Healing Touch, etc. 


h) Substance Use Disorder clinics available 
for opioid substitution therapy  (i.e., 
suboxone, methadone, or both) 


i) Perform annual opioid safety chart 
reviews 


a) Establish four 
outpatient CARF-
Accredited 
Rehabilitation 
Program (one in 
each market) 







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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VIPS FY16 Goals 


 Goal 1: Improve Safety- Improve opioid safety compliance 
measures in VISN 1.  


Measure: VISN 1 Pain Composite Score of 80% by September 30, 2016 
 
 Goal 2: Enhance Quality- Improve quality and reliability of pain 


care in VISN 1 through the implementation of a stepped model for 
pain care and VIPS. 


Measure: VISN 1 adoption rate (“Pain Grid”) of Step 1 of VIPS 
Components of 100% by September 30, 2016 
Measure: VISN 1 adoption rate (“Pain Grid”) of Step 2 of VIPS 
Components of 50% by September 30, 2016 
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Metrics 
Metric #1: Pain Composite Score (IC, DUE & PDMP evenly weighted) 
Target: 80% (aspirational 85%) by 9/30/2016 
Currently (3/17/2016): 75.4% (increased by 2.0%) 
 


Metric:  Informed Consent (IC) 
Target: 90% (aspirational 95%) 
Currently: 87.6% VISN average (increased by 1.0%); 72.3% National average (FY16Q1) 
 
Metric:  Drug Urine Evaluation (DUE) 
Target: 90% (aspirational 95%)   
Currently: 82.5% VISN average (decreased by 1.5%); 79.3% National average (FY16Q1) 
 
Metric:  State Prescription Drug Monitoring Program (PDMP) 
Target: 50% (aspirational 55%) 
Currently: 56.3% VISN average (increased by 6.8%), National not available 
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63% 64.2% 
65.6% 66.4% 


68.9% 68.5% 


73.4% 
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77.4% 
79.5% 


81.4% 82.6% 
85.5% 85.9% 86.6% 87.6% 
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89.9% 90.7% 91.0% 
88.2% 


91.2% 


82.0% 
84.0% 82.5% 
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VISN 1 Average Goal = 90% Aspirational Goal = 95%
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21.9% 22.3% 
24.5% 


28.6% 29.9% 


37.5% 


49.5% 


56.3% 
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Metrics 
Metric #2: Pain Grid 
Target: Completion of VIPS Pain Grid, Step 1 of 100% by 9/30/2016 
Currently (3/17/2016): 48% (increased by 4%)  
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VIPS Pain Grid - March 2016 VISN 1 Maine WRJ Bedford BHCS Manchester CW Mass Providence VA CT 


    Step 1 31 4 3 6 3 5 3 2 5 


FY
16


 


Step 1: 
All 
Primary 
Care 
Sites 
will: 


a)    Establish pain as the 5th vital 
sign 100% (8/8) yes yes yes yes yes yes yes yes 


b)    Implement a functional 
measure assessment and tool, 
where a score of >3/10 triggers a 
further evaluation 


0% (0/8) no no no no no no no no 


c)     Establish PCP education on 
Drug Urine Evaluation (DUE) 100% (8/8) yes yes yes yes yes yes yes yes 


d)  DUE completed at least annually 
for patients on chronic opioids 
(target 90%) 


82.5% 80.4% 78.8% 90.3% 76.6% 84.0% 85.1% 79.2% 90.0% 


e)   Risk Assessment on all patients 
on chronic opioids 0% (0/8) no no no no no no no no 


f)    Check PDMP (state monitoring 
database) at least annually for 
patients on chronic opioids (target 
50%) 


56.3% 67.1% 44.9% 66.7% 51.7% 54.8% 53.6% 28.8% 82.4% 


g)    Obtain informed consent for 
patient on chronic opioid therapy 
per policy (target 90%) 


87.6% 92.6% 92.5% 95.1% 72.8% 93.4% 84.8% 79.5% 92.1% 


h)     Establish a process for annual 
opioid safety chart reviews for 
patients on chronic opioids/ registry 
of chronic opioid patients 


25% (2/8) no no yes no yes no no no 
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41% 41% 39% 
44% 41% 44% 48% 
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Metrics 
Metric #3: Pain Grid 
Target: Completion of VIPS Pain Grid, Step 2 of 50% by 9/30/2016 
Currently (3/17/2016):  51% (no change) 
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VIPS Pain Grid - March 2016 VISN 1 Maine WRJ Bedford BHCS Manchester CW Mass Providence VA CT 
    Step 2  41 7 5 4 8 3 4 3 7 


FY
17


 


In addition 
to the items 


in Step 1, 
Step 2: All 


VISN1 
VAMCs will 


provide: 


i)    Chiropractic care per policy 100% (8/8) yes yes yes yes yes yes yes yes 
j)      Interdisciplinary comprehensive pain clinic (3+ integrated 
disciplines) 63% (5/8) yes yes yes yes no yes no yes 


k)      Access to interventional pain clinic (either have available 
in-house or refer outside) with at least one per market 100% (8/8) yes yes yes yes yes yes yes yes 


l)     Establish an Acupuncture Clinic at each facility 38% (3/8) yes no no yes no no no yes 


m)      Establish Pain School (interdisciplinary group promoting 
self-management) at each facility and to CBOCs 0% (0/8) no no no no no no no no 


n)  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 (at least 0.5 FTEE) 


50% (4/8) yes yes no yes no no no yes 


o)    Establish an integrative medicine clinic with at least one 
active CAM approach at each facility 
-Under one "house" 
-Documentation in CPRS 
-Not supported solely by voluntary service 


63% (5/8) yes no yes yes no yes no yes 


p)    Establish an integrative medicine clinic with at least one 
passive CAM approach at each facility 
-Under one "house" 
-Documentation in CPRS 
-Not supported solely by voluntary service 


25% (2/8) yes no no yes no no no no 


q)   Substance Use Disorder clinics available for opioid 
substitution therapy  (i.e., suboxone, methadone, or both) 50% (4/8) no yes no yes no no yes yes 


r) Perform annual opioid safety chart reviews for ALL patients 
on chronic opiods/registry of chronic opiod patients 13% (1/8) no no no no yes no no no 
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Project Approach- FY16 
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Workgroups 
Current State, 
Future State, and 
Gap Analysis 
 
Develop Inventory 
Criteria 
 
 
 


Oct 2015 - Dec 2015 


VIPS Leadership 
Site Visits 
 
Complete 
Inventory 
 
 
 
 


Jan 2016 


Workgroups 
Review Inventory 
 
Submit 
Recommendations 
 
 
 
 


Feb 2016 


VIPS Leadership 
Revise 
Recommendations 
 
Play Catchball 
 
Obtain Approval 
 
 


Mar 2016 - Aug 2016 


Facilities 
Receive & Review 
Recommendations 
 
Implement 
Recommendations 
 
 
 


Jun 2016 – Sept 2016 







 
 


 
 


 8 of 8 VISN 1 site visits completed 
 
 Current State Inventory completed 


 
 10 Workgroup Recommendations 


developed and submitted 
 
 A3 Problem Solving ongoing to 


improve processes for DUE and 
Informed Consent 
 
 
 
 


New England VERC - 18 


Accomplishments 


 Field hearing for VA Oversight 
Committee 
 
 New England Public Radio 


interview 
 







 Demand on resources versus support from VISN 
 
 Implementation of recommendations at facilities 


– Commitment of resources 
– Physical space 
 
 Implementation of academic detailing 


 
 Education needs 
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Barriers 


 







Discussion 


 Thoughts and questions 
 
 Next steps 


– Revise recommendations 
– Catchball with VISN 1 groups 
– Approval from appropriate groups 
– Implementation at facilities 


 


New England VERC - 20 


Thank you! 
Please contact Whitney Rockefeller for further information 


Whitney.Rockefeller@va.gov 
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Transforming  


VA Community Care 


 
 


 







Current Community Care Programs Are Confusing 


Community Care today is complicated and consists of multiple programs that cause 


confusion for Veterans, community providers, and VA staff. 


To address this issue, VA proposed a plan to Congress.  This plan addresses 


immediate improvements to community care while driving towards the future. 


2 







Gathered Feedback from Key Stakeholders  


We made sure to incorporate feedback from key stakeholders representing diverse 


groups and backgrounds to create the plan. 


VA Community Care Plan 


3 



http://www.va.gov/opa/publications/VA_Community_Care_Report_11_03_2015.pdf





VA’s Plan Includes Short and Long Term Improvements 


VA is taking immediate steps to improve stakeholders’ experiences while also planning and 


implementing long-term improvements for the new community care program.  


4 







Our Goal for VA Community Care 


Deliver a program that is easy to 


understand, simple to administer, and 


meets the needs of Veterans, community 


providers, and VA Staff 
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Short Term-Improvements 


Short-Term Improvements 
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Short-Term Accomplishments 


Implemented a joint VA / Contractor Rapid Response Team to address 


payment issues 


Implemented adverse credit support for Veterans 


 


Improved timely payments by separating medical record submission 


from provider payments  


Implemented revised eligibility criteria for 40 miles, enrollment date, 


and excessive burden 


Embedded VA staff in contractor locations to support care coordination 


pilots in several locations 
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Conducted Field Site Research 


Our teams have conducted interviews, site visits, and data gathering exercises 


with VISN and VA medical center staff across the country to inform the future 


state design.  
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Long-Term Improvements 


Long-Term Improvements 
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Building the Future Experience for the Long Term 


10 







Five Key Components Trace the Veteran Community Care Journey  
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Clarify and Automate Eligibility 


What we want to hear from Veterans: “With the New VCP, I understand when 


and where I am eligible for care.”  


We are working to streamline, consolidate, and automate our eligibility processes so that Veterans, 


community providers, and VA staff have a clear, consistent understanding of eligibility. 
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Standardize the Referral & Authorization Process 


What we want to hear from Veterans:  “I was easily and quickly referred to a 


community provider for my care.” 


We are working to streamline the referral and authorization process, and remove unnecessary 


steps.  These improvements will allow Veterans to get care more quickly. 
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Integrate and Streamline Care Coordination 


What we want to hear from Veterans: “I knew what to expect and I had everything I 
needed from my doctor.”  


 


What we want to hear from providers: “Sharing information between providers is 
easy, allowing for seamless care coordination for our patients.” 


We are working to ensure seamless care coordination between VA and community providers. 
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Offer Access to Excellent Community Providers 


What we want to hear from Veterans: “I have options and I feel confident that there will 
always be a provider when I need one.”  


 


What we want to hear from providers: “I am proud to serve Veterans and to be a part of 
the VA Community Care Network.” 


We are working to provide Veterans a network of providers to improve access to high-quality care. 
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Automate and Improve Provider Payments  


What we want to hear from Veterans: “I understand my financial responsibility and I am 
billed accurately by VA.” 


 


What we want to hear from providers: “It is easy to work with VA.  They have adopted 
industry standards, pay promptly, and are a good partner.” 


We are working to enable accurate and timely payments to our community partners.   
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Congressional Action – Supporting Legislation 


VA cannot move to the future state without Congressional action.  Our proposals are less 


complex, allow for flexibility, and reflect industry standards.  


Action Supporting Legislation Needed Benefit 


Simplify the 


Program 


• Improving Veterans Access to Community Care by Establishing the 


New VCP 


• Improving Veterans Experience by Consolidating Existing Programs 


• Improving VA’s Partnerships with Community Providers to Increase 


Access to Care (Provider Agreements) 


Enables VA to provide simplified 


and consistent access to 


community care. 


Improve 


Emergency 


Care 


• Improving Veterans Access to Emergency Treatment and Urgent Care 


Provides clarity to Veterans when 


they need Emergent or Urgent 


care. 


Ensure 


Accurate 


Provider 


Payment 


• Formalizing VA’s Prompt Payment Standard to Promote Timely 


Payments to Providers 


• Aligning with Best Practices on Collection of Health Insurance 


Information 


• Increasing Accuracy of Funding by Recording Community Care 


Obligations at Payment 


Allows VA to pay community 


providers in a consistent and 


timely manner. 


Flexibility in 


Community 


Care Funding 


• Improving Access to Community Care through Choice Fund Flexibility 


• Increasing Access and Transparency by Requesting Budget Authority 


for a Community Care Account 


• Streamlining Community Care Funding 


Supports transparency and 


visibility of VA’s Community Care 


funding. 


Improve Care 


Coordination 


• Improving Care Coordination for Veterans through Exchange of 


Certain Medical Records 


Improves care coordination for 


Veterans. 
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Action for Immediate Veterans Choice Program Improvements  


Current Challenges Outcome 


Contracts create unnecessary administrative 


burdens for community providers.  
Provider Payments 


Larger provider network would 


increase access to care.  


Inconsistency of VA as primary or secondary 


payer creates confusion. 
Primary Payer 


More timely and consistent 


provider payments. 


Obligate funding at the time of authorization 


leads to inaccurate accounting. 
Obligation of funding 


Improved accounting of 


community care funds. 


Unnecessary funding constraints.  Funding Flexibility 
More transparency into VA’s 


community care funding. 


Solution 


18 







What You Can Do to Help 


Contact Congress 


Educate Veterans on the Plan to 


Consolidate Community Care Programs 


Provide actionable feedback 


Understand that change takes time 
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VA Choice / Community Care Resources 


• For more details about the Veterans Choice Program and VA’s progress, visit: 


www.va.gov/opa/choiceact 


 


• Veterans Choice Program: 1-866-606-8198  


– For Veterans seeking to find out more about the program, confirm their 


eligibility and schedule an appointment. 


 


• Adverse Credit Reporting Call Center: 1-877-881-7618  


– A VA Community Care Call Center has been set up for Veterans 


experiencing adverse credit reporting or debt collection resulting from 


incorrectly billed Choice Program claims.  


– Veterans experiencing these problems can call for assistance. 
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http://www.va.gov/opa/choiceact





Closing Remarks  


 


 


 


Questions? 


 


Thank you for your time and support. 
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VISION 2020 Results 
 


 
Barrett Franklin, MS, CCE 
Deputy Network Director 


VISN 1 Management Advisory Councils 







VA New England Healthcare System (VISN 1)  


Vision 2020 for VA New England Healthcare System 
 


VA New England 
Healthcare System 
(VISN 1) is 
determining our 
Vision 2020 – what 
our goals should be 
for the next five 
years.   
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VA New England Healthcare System (VISN 1)  


Vision 2020 for VA New England Healthcare System 
 


To determine what constitutes success we have: 
• Identified six potential goals 
• Sought input from our five key stakeholder group 


– Veterans/VSOs 
– Staff (employees and volunteers) 
– VACO 
– Congressional Offices 
– Academic Affiliates 
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VA New England Healthcare System (VISN 1)  


Vision 2020 for VA New England Healthcare System 
 


We asked our stakeholders to identify three of the 
six proposed goals they felt would represent the 
best targets for our Vision 2020: 
 
1. Be in the Top 10% of Healthcare Systems 


Nationally 
2. Ensure Exceptional Employee Experience 
3. Increase Users 
4. Provide Excellent Access 
5. Offer World Class Care for 3 Conditions Unique 


to or Common Among Veterans 
6. Enhance Research  
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VA New England Healthcare System (VISN 1)  


Vision 2020 for VA New England Healthcare System 
 


Voting methods for five key stakeholder groups: 
 
Veterans/VSOs - Used paper forms that were inputted into 
Survey Monkey.  Included February Mini-Mac meeting 
surveys.  Each medical center submitted nearly 200 Veterans’ 
surveys. 
 
Staff (employees and volunteers) - Used Survey Monkey and 
paper forms. 
 
VACO - Network Director got responses from leaders. 
 
Congressional Offices - Used Survey Monkey and paper 
forms.  Each medical center contacted their Congressional.  
 
Academic Affiliates - Used Survey Monkey and paper forms.  
Each medical center contacted their affiliate.  
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Presenter

Presentation Notes

We had a total of 3,919 respondents







VA New England Healthcare System (VISN 1)  


Veteran/VSO responses  


1,571 Veterans/VSOs 
surveyed 
 
# Answered      1,347 


 
887 


 
476 


 
1,163 


 
1,048 


 
593 


 
 
 


Be in the Top 10% of 
Healthcare Systems 


Nationally 


 


Ensure Exceptional 
Employee Experience 


Increase Users 


 


Provide Excellent 
Access 


Offer World Class Care 
for 3 Conditions Unique 


to or Common Among 
Veterans 


Enhance Research 
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VA New England Healthcare System (VISN 1)  


VISN Staff responses  


2,291 VISN Staff 
surveyed 
 
# Answered       1,338 


 
1,575 


 
531 


 
1,364 


 
1,328 


 
526 


 
 
 


Be in the Top 10% of 
Healthcare Systems 


Nationally 


 


Ensure Exceptional 
Employee Experience 


Increase Users 


 


Provide Excellent 
Access 


Offer World Class Care 
for 3 Conditions 


Unique to or Common 
Among Veterans 


Enhance Research 
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VA New England Healthcare System (VISN 1)  


VACO responses  


16 VACO surveyed 
 
# Answered               9 


 
14 


 
1 


 
13 


 
8 


 
3 


 
 
 


Be in the Top 10% of 
Healthcare Systems 


Nationally 


 


Ensure Exceptional 
Employee Experience 


Increase Users 


 


Provide Excellent 
Access 


Offer World Class Care 
for 3 Conditions 


Unique to or Common 
Among Veterans 


Enhance Research 
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VA New England Healthcare System (VISN 1)  


Congressional responses  


16 Congressionals 
surveyed 
 
# Answered                     7 


 
6 


 
6 


 
12 


 
12 


 
5 


 
 
 


Be in the Top 10% of 
Healthcare Systems 


Nationally 


 


Ensure Exceptional 
Employee Experience 


Increase Users 


 


Provide Excellent 
Access 


Offer World Class Care 
for 3 Conditions Unique 


to or Common Among 
Veterans 


Enhance Research 
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VA New England Healthcare System (VISN 1)  


Academic Affiliate responses  


25 Academic Affiliates 
surveyed 
 
# Answered                12 


 
6 


 
4 


 
18 


 
15 


 
13 


 
 
 


Be in the Top 10% of 
Healthcare Systems 


Nationally 


 


Ensure Exceptional 
Employee Experience 


Increase Users 


 


Provide Excellent 
Access 


Offer World Class 
Care for 3 Conditions 


Unique to or 
Common Among 


Veterans 


Enhance Research 
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VA New England Healthcare System (VISN 1)  


Comparing Responses 


Veterans and VSOs VISN Staff 


VACO Congressionals Academic Affiliates 
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VA New England Healthcare System (VISN 1)  


Leveraging our time today: 


We want to improve on the Veteran experience, so we will focus on their 
responses 
 
What feedback might you have on the top three areas selected by our Veterans? 
• Be in the Top 10% of Healthcare Systems Nationally 
• Provide Excellent Access 
• Offer World Class Care for 3 Conditions Unique to or Common Among Veterans 
 
Is there something else we should have asked or offered as a goal? 
 
Was there a better way to communicate and ask about the goals? 
 
How can we work together to improve the Veteran experience? 
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VA New England Healthcare System (VISN 1)  


How to Contact Us 


Michael F. Mayo-Smith, MD, MPH 
Network Director 
781-687-4821 
michael.mayo-smith@va.gov 


Glen Gechlik, MD 
Acting Chief Medical Officer 
781-687-4874 
glen.gechlik@va.gov 


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


Maureen Heard 
Chief Communications Officer 
781-687-4742 
maureen.heard@va.gov 


Carol Sobel 
Public Affairs Specialist 
781-687-4765 
carol.sobel@va.gov 
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VA New England Healthcare System (VISN 1)  


Vision 2020 for VA New England Healthcare System 
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