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Executive Summary

Under section 722 of the Fiscal year 2003 National Defense Authorization Act, Congress mandated that the Department of Veterans Affairs (VA) and Department of Defense (DoD) conduct combined demonstration projects over a 5-year time period to test methodologies designed to improve the sharing coordination of health care and health care resources between the departments. The Departments were required to review three areas: 1) Budget and Financial Management; 2) Coordinated Staffing and Assignment; and 3) Medical Information and Information Technology.

Under the responsibility of the Health Executive Council, and instructional guidance from the Joint Facility Utilization and Resource Sharing Work Group Co-chairs from VA and DoD, a total of 7 demonstration site locations, consisting of 8 projects were chosen. Two Budget and Financial Management projects located in Anchorage, Alaska and Honolulu, Hawaii; two Coordinated Staffing and Assignment projects located in Augusta, Georgia and Hampton Roads, Virginia; and three Medical Information and Information Technology projects, two located in San Antonio, Texas, and one each in El Paso, Texas and Puget Sound, Washington.

Each department was required to equally fund the demonstration projects over the 5-year lifespan. A total of over $46M was allocated to support the resourcing and development for all 8 demonstration projects from FY03 to FY07.

The objectives of the Budget and Financial Management demonstration projects were to develop collaboration through the formation of joint business offices designed to improve capture of VA credited workload through improved billing processes for DoD health care services provided to VA beneficiaries; and to improve processes within the four key areas of DoD-VA shared revenue cycle. These key areas include: Health Care Forecasting, Demand Management and Resource Tracking; Referral Management and Fee Authorization; Charge Master Billing; and Document Management. The objectives under the Coordinated Staffing and Assignment projects were to integrate human resource hiring processes for joint DoD and VA staffing and training initiatives. It also focused on developing a logical and systematic decision tool to review and evaluate joint staffing and clinical service sharing opportunities. The Medical Information and Information Technology projects developed and tested various means on sharing medical information electronically, and complemented both departments by evaluating the business impact of Information Technology (IT) solutions by obtaining provider feedback on how the capabilities could be improved. The four major IT solutions evaluated during the demonstrations included: Laboratory Data Sharing Initiative; DoD-VA Credentials Sharing Interface; Bidirectional Health Information Exchange; and Digital Image sharing.

Overall the DoD and VA demonstration projects were successful by benefiting local health care initiatives, and also containing exportable features and lessons learned that may have a global enterprise impact on current and future DoD-VA sharing collaboration.

Introduction

Health care resource sharing between the Military Health System (MHS) under the Department of Defense (DoD) and the Veterans Health Administration (VHA) under the Department of Veterans Affairs (VA) incorporates everything from patient care, to education and training, research and development, and administrative support. Resource sharing and DoD/VA partnerships are aligned with the VA/DoD Joint Strategic Plan (JSP) whose mission is to improve the quality, efficiency and effectiveness of the delivery of benefits and services to Service members, military retirees, their families and veterans.  But there is also the stipulated precaution that such resource sharing activities shall not adversely affect the range of services, the quality of care, the established priorities for care, or result in delay or denial of services to primary beneficiaries of the providing Department. Additionally, sharing agreements shall not adversely affect readiness or the deployment capability requirement of DoD personnel.

Under the provision of Title 38 United States Code 8111, Sharing of Department of Veterans Affairs and Department of Defense Health Care Resources, Congress mandated, under Section 722 of the FY 2003 National Defense Authorization Act (NDAA), the Departments to conduct combined demonstration projects to test shared programs and methodologies to improve the sharing and coordination of health care and health care resources in the categories of:  1) Budget and Financial Management; 2) Coordinated Staffing and Assignment; and 3) Medical Information and Information Technology. A total of seven site locations (and 8 projects) were chosen to participate in the above demonstration project categories. Upon submission and approval of project business cases, two sites (one project each) were chosen to focus on Budget and Financial Management initiatives, two sites (one project each) for Coordinated Staffing and Assignment initiatives, and three sites (with a total of four projects) for Medical Information and Information Technology initiatives. The results of the demonstration projects between the DoD and VA may show enough utility for broader application at other locations.

The demonstration projects were under the responsibility of the Health Executive Council (HEC) and received instructional guidance from the Joint Facility Utilization and Resource Sharing Work Group (JFU&RSWG) Co-chairs. The Demonstration Site Subgroup Oversight Team (see figure 1) provided daily enterprise level oversight for the demonstration projects. The enterprise oversight team consisted of military service representatives, VA staff members from the DoD Liaison and Sharing Office, senior level functional experts from DoD
 and VHA, and demonstration coordinators sponsored by the Health Affairs DoD/VA Program Coordination Office (DVPCO). The oversight team provided the guidance, direction, and support needed by the local demonstration project managers and local staff to accomplish their projects.

Figure 1 – Demonstration Site Subgroup (DSS) Oversight Team 


[image: image1]
The demonstration project sites were approved in 2004, with subsequent work on the development, implementation, data collection and feasibility studies of the various projects conducted in Fiscal Year 2005 (FY05) through FY07. The phase out of three projects (a Budget and Financial Management and two Medical Information and Information Technology projects) continued through most of FY08, but under FY07 funding.
In accordance with the NDAA for FY03, both the DoD and VA were responsible for making funds available in support of the demonstration projects. Each Department made available not less than: 1) $3,000,000 for FY03; 2) $6,000,000 for FY04; and 3) $9,000,000 for each succeeding year during which the demonstration project was in effect. A total of over $46,000,000 was allocated to support the resourcing and development for all eight NDAA demonstration projects from FY03 to FY07. Figure 2, shows the summary breakdown of dollars allocated to each project by category, site location, and fiscal year through its lifespan.

Figure 2 – Annual Funding Allocation

[image: image2.emf]Category and Site

FY 2003 FY 2004 FY 2005 FY 2006 FY 2007 Total Project

Budget & Financial Mgmt

Alaska $0 $246,000 $1,016,454 $1,149,332 $1,165,000 $3,576,786

Hawaii $0 $779,000 $908,040 $652,500 $2,246,215 $4,585,755

Sub Total $0 $1,025,000 $1,924,494 $1,801,832 $3,411,215 $8,162,541

Staffing & Assignment

Augusta $0 $25,000 $483,000 $1,238,000 $1,286,663 $3,032,663

Hampton $0 $181,000 $11,000 $314,800 $120,368 $627,168

Sub Total $0 $206,000 $494,000 $1,552,800 $1,407,031 $3,659,831

Info Mgmt & Info Tech

El Paso $0 $204,125 $1,178,676 $3,916,745 $4,083,684 $9,383,230

Puget Sound $0 $2,486,300 $4,372,420 $6,647,725 $6,773,000 $20,279,445

San Antonio

     Credentialing $0 $726,000 $605,000 $30,000 $0 $1,361,000

     LDSI $0 $552,139 $1,989,992 $872,000 $269,400 $3,683,531

Sub Total $0 $3,968,564 $8,146,088 $11,466,470 $11,126,084 $34,707,206

Total $0 $5,199,564 $10,564,582 $14,821,102 $15,944,330 $46,529,578

Allocated Funds


Project Overview and Achievements  
Budget and Financial Management
The Budget and Financial Management demonstration projects were conducted at two locations, Anchorage, Alaska, and Honolulu, Hawaii. The Alaska project involved the 3rd Medical Group (3MDG), Elmendorf AFB, and the Alaska VA Health Care System (Alaska VAHCS). Both organizations exist inside the joint venture hospital facility and share clinical services, but operate under separate governance and reporting structures. The Alaska project evaluated areas for business collaboration through the formation of a Joint Venture Business Office designed to provide the improved capture of VA credited workload through the implementation of an itemized bill for services provided to VA beneficiaries at the 3MDG; create coordinated calculation of cost-based expenses to assist in market area procurement decisions; and determine the ability to share redundant processes, staff and resources.
The Hawaii project involved Tripler Army Medical Center (TAMC) and the VA Pacific Islands Health Care System (VAPIHCS) which are separate but co-located facilities. The focus of the Hawaii project was to review, evaluate and improve processes of the four key areas of the DoD/VA shared revenue cycle: Health Care Forecasting, Demand Management and Resource Tracking; Referral Management and Fee Authorization; Charge Master Based Billing; and Document Management. 

Alaska Site

Project Overview

The Alaska VA and the Elmendorf 3MDG form a Joint Venture Medical Treatment Facility that operates collaboratively in the best interest of beneficiaries in and around the Anchorage area. The facility operates under the following principles: 1) the facility is jointly staffed; 2) the 3MDG manages the hospital, and its executive committee governs all joint venture issues; 3) the VA manages the Intensive Care Unit; 4) there is one standard of care throughout the hospital; 5) the 3MDG emergency room is the preferred provider for veterans within the Anchorage Municipality; and 6) neither the 3MDG or the VA subsidizes the other.
The Alaska demonstration created a Joint Venture Business Office (JVBO) for the purpose of providing new and efficient ways for sharing resources to improve health care service operations. The JVBO is co-run by the 3MDG and VA Joint Venture Coordinators and consists of three offices: a Cost Based Reimbursement Office; an Integrated Workload and Medical Information Sharing Office; and an Integrated Planning Office. Oversight of the JVBO is provided by the Joint Venture Business Operations Committee (JVBOC) whose mission is to provide structured communication and organizational continuity to the planning and implementation of joint business operations, while providing its recommendations to the 3MDG Joint Executive Committee for approval. The JVBOC is co-chaired by the VA Associate Director and the 3MDG Deputy Commander.
Project Achievement

The main objective of the Cost Based Reimbursement Systems Office (CBRSO) was to develop systems and methodologies so that a unique individual bill using Current Procedural Terminology (CPT) billing methodology could be created for every episode of care provided by the 3MDG for VA patients. The previous billing process included the submission of one invoice for each Department for all VA patients seen at 3MDG the previous month. The invoice included the patient’s name, social security number and the date of service. It did not include clinical information such as CPT and International Classification of Diseases, Ninth Revision (ICD-9) codes to detail the level of care and services provided. A set fee was billed for each episode of care regardless of health care utilization. Development of an individual billing approach allowed the 3MDG and Alaska VA to compare current per diem and set fee rates with CPT billing methodology fees. CPT code billing methodology was found to be the most accurate way to bill. Therefore, an individual bill was created for each VA patient visit using CPT code billing methodology for outpatient, inpatient, and emergency room services and radiology and laboratory Departments. There were two phases to the implementation of the individual itemized billing process. Phase I involved the development and implementation of an individual itemized billing methodology; however, 3MDG continued to bill a set fee for emergency room visits and a per diem charge for inpatient bed days complying with its current sharing agreement. In Phase II, the CBRSO incorporated CPT code billing methodology with the individual itemized bill for VA patients seen in the 3MDG emergency room and billed according to CHAMPUS Maximum Allowable Charge (CMAC) fee schedule minus a 25% discount. The outcome of the individual bill provided the most accurate way for the 3MDG to capture VA patient costs. The individual bill is not considered a true itemized bill because the ability and technology to track the supplies and resources used for each patient is not currently available; however, the ability to identify and track treatment and services by diagnosis and procedure codes on each patient, and bill accordingly, is moving in the right direction.   

Another objective for CBRSO was to compare cost-based health care expenses to assist in market area make versus buy decisions at the joint venture level. Using FY05 data, CBRSO performed a cost comparison analysis for VA inpatient services. Medicare Diagnosis Related Group (DRG) rates, current per diem bed day rates and the proposed TRICARE DRG billing rates were included in the analysis. The outcome of this process illustrated cost avoidance in market area make versus buy decisions. As a result of the cost analyses performed by CBRSO, the Elmendorf facility was able to recapture inpatient and surgical services in orthopedics, urology, gynecology, gastroenterology and general surgery. Additionally, CBRSO compiled data measuring VA inpatient and Emergency Room (ER) workload with shared resource contributions. The analysis was beneficial for calculating fair and reasonable Inter-department patient care reimbursement payment rates. Additional information on the success of CBRSO is located in the Alaska Demonstration Project final report.
The development of the 3MDG individual bill for VA treated patients allows 3MDG to negotiate health care service reimbursement rates that are more accurate and realistic based on identification of all diagnostic and procedures codes related to an episode of care. Additionally, the bill also allows the VA to better assess its workload credit for care provided to its beneficiaries by 3MDG.

The Integrated Workload and Medical Information Sharing Office uses the individual patient bill to capture workload credit that is necessary for the VA to receive accurate health care funding for the next fiscal year. In order for the Alaska VAHCS to attain workload credit, all claims entered into the Veterans Health Information System and Technology Architecture (VistA) Fee package must include CPT and ICD-9 codes associated with each individual episode of care.  The individual bill allows the VA to capture workload credit and maximize its third party collections. This process enables the insurance carrier to reimburse at a more accurate rate due to availability of more specific billing information. Individual billing using the CPT code methodology is necessary to accurately bill third party insurance. By providing CPT codes, the insurance payments recover the maximum amount possible, because each and every item authorized for billing is captured. This process has yielded significant workload capture by identifying treatment of Alaska VA beneficiaries within the Joint Venture Medical Facility.  Individual billing using CPT code methodology has also enabled accurate Veterans Equitable Resource Allocation (VERA) vesting of Alaska VA patients, resulting in equitable distribution of VHA budget to the VA Northwest Health Network. It also resulted in more third party revenue collection for the Alaska VA.
The Integrated Planning Office’s (IPO) goals were to evaluate areas of business collaboration as the VA plans to construct a new outpatient clinic next door to the existing joint venture hospital.  The new VA facility will be open for business in 2010. Areas considered for collocation/ integration include the library, warehouse, laboratory, central sterile supply, and physical plant utilities. The Alaska VA and 3MDG have already integrated library services. The planning concept is to consolidate the VA warehousing needs with the 3MDG warehouse, preventing the need for VA to build a separate warehouse in its new clinic. Additionally, the goal is to integrate the 3MDG and the Alaska VA laboratory and central sterile supply services within the hospital to prevent unnecessary duplication of these services in the new VA clinic. Where practical, the Alaska VA will also continue to share 3MDG utilities (water, liquid oxygen, sewer, etc.). These sharing opportunities will save VA construction funds and promote the further integration of both agencies.
Metrics

As a result of the individual itemized billing methodology, the VA can capture VERA vesting workload credit for all care received at 3MDG. The Allocation Resource Center, which is a unit within the VHA Office of Finance, uses patient classification data to identify a single patient class based on the total care received during the course of the fiscal year. The VHA utilizes the VERA model to capture patient workload data and apportion medical care funds in accordance with network-level patient health care practices by using CPT, DRG and ICD-9 codes to classify provided care. 
Prior to the demonstration project, the VA processed only the primary diagnosis and procedure codes per patient visit through the fee database. Without the itemization of the billing invoice and the process established using the VA Fee System, the absence of appropriate or complete diagnostic and procedure codes may have produced improper classification in VERA. The missing data was critical because VA uses the information to distribute medical care funds to the Veterans Integrated Service Networks across the nation. Figures 3 and 4 below reflect total payments to 3MDG credited through the VERA fee-based process for both outpatient and inpatient services as a result of individual billing using CPT code methodology. 
Figure 3 – Outpatient: Paid Amount to DoD Credited in VERA Through the VA Fee System
Cumulative Total:   $2,892,000

Previously Captured Prior to FY05 Q3:  $0

[image: image3]
Figure 4 – Inpatient: Paid Amount to DoD Credited in VERA Through the VA Fee System

Cumulative Total:  $3,718,000
Previously Captured Prior to FY05 Q4:  $0
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Lessons Learned
Having the JVBO in one single office was highly successful and beneficial. Collocation of the staff/offices allowed the joint venture site to create a working environment that was conducive to effective office communications, relationship building and problem solving between the Departments. The JVBO was initially located off Elmendorf AFB in commercially leased space in Anchorage. At the end of the lease, the JVBO was able to find suitable space within Elmendorf AFB to preserve its effectiveness. 
As CPT code billing methodology was developed and implemented there was a need to properly chart the billing process. Flow charting the different process steps as they related to bill paying, patient tracking and medical documentation was essential to Alaska’s billing process improvement efforts. It was helpful to visualize and document the key steps in the process so that JVBO could identify and make the proper edits and changes to obtain desired results. Flow charting was an important element of the demonstration project success. 
Conclusion

The implementation of the individual itemized bill process proved to be worthwhile. It increased accuracy in the billing and reimbursement process by allowing 3MDG to bill according to CPT code using the TRICARE fee schedule rather than a global or per diem charge. This process allowed for better workload and acuity recording and capture, which has directly benefited the Alaska VAHCS and 3MDG. However, the implementation of the individual itemized billing methodology still has some shortcomings. It requires manual input and has proved to be labor intensive. It is not a true itemized patient bill product that includes resource supply expenditures. In addition, revisions to the monthly Composite Health Care System (CHCS) billing reports are required to extract CPT and ICD-9 codes used to create the individual itemized bill for emergency room visits, inpatient care and outpatient visits, and radiology and laboratory services. However, CPT code billing process provides a billing process that is more accurate and accepted than what previously existed at the Joint Venture Medical Treatment Facility. The billing process developed under this project may later serve as building blocks towards a potential long-term, interagency-wide solution.
More information on the Alaska demonstration project activities and lessons learned may be found in the Alaska site-specific final report.
Hawaii Site

Project Overview

The Joint Venture sharing relationship between TAMC and VAPIHCS is one of the largest currently in existence. The dollar value for shared clinical services between TAMC and VAPIHCS averages between $12-$16 million dollars per fiscal year. The sharing relationship consists mainly of care for VA patients provided by TAMC. Most of the reimbursements in this sharing relationship are from VAPIHCS to TAMC for services provided. 

TAMC and VAPIHCS, also known as the Pacific Health Care Collaborative (PHCC), submitted a business plan proposal focused on improving their shared revenue cycle process. Inefficiencies in the joint revenue cycle led to significant billing and reimbursement issues causing unacceptable denied and suspended claims and unauthorized care. The purpose of the Hawaii demonstration project was to identify and compare its revenue cycle business practices compared to industry best practices, and incorporate new procedures where feasible to improve the patient authorization and referral management process and the billing and payment process.

Project Achievement

The goal for the site was to provide improved fiscal recovery through enhanced documentation tracking and process improvements in the four key areas within the joint revenue cycle. The four key areas reviewed included:
· Health Care Forecasting, Demand Management and Resource Tracking

· Plan and manage capital assets and develop complementary workforce plans.

· Leverage the Departments’ purchasing power to negotiate for the most favorable rates for purchased services.

· Respond to real-time changes in supply and capacity.

· Referral Management and Fee Authorization
· Support referral decisions that are responsive to real-time changes in supply and capacity.

· Avoid the provision of care for which costs are either unrecoverable or unauthorized by law.

· Charge Master Based Billing
· Maximize the recovery of funds resulting from expended sharing services.

· Minimize staff time spent on cost recovery activities from sharing services provided.

· Ensure compliance with Public Law 97-174
. 

· Document Management
· Eliminate inefficiencies associated with the manual management of paper documents that support the joint revenue cycle.

· Acquire and implement a solution as an interim to the enterprise proliferation of Bidirectional Health Information Exchange (BHIE); that support joint revenue cycle functions. 
The PHCC determined a logical and effective way to improve the revenue cycle between the two agencies was to study and analyze the steps in the joint revenue cycle and assess how well each step was working. The PHCC linked all related process improvements, lessons learned, and metrics to the appropriate revenue cycle step in order to fully describe the scope of the entire process. The revenue cycle is represented by nine high-level process steps: 
· Patient Referral from the VA to TAMC

· Patient Check-in and Authorization Verification
· Encounter Documentation

· Coding

· Billing and Claims Submission and Account Follow-up

· Processing of Claims by VA

· Explanation of Benefits

· Payment Posting

· Dispute Resolution
The joint revenue cycle process studies produced requirements documents recommending process and procedure changes that would assist in defining improvements for optimal efficiency of business processes between TAMC and VAPIHCS in the operation of their joint revenue cycle.

After review of the study recommendations, the PHCC implemented the items that represented the largest return on investment in support of an improved budget and financial management and recovery system for the PHCC. The studies provided 98 process improvement recommendations. 

Of the 98 process improvements, 58 manual policy and procedure improvements were implemented without the dependency of automation as part of the solution (Table 1).
Joint Revenue Cycle Study Recommendations

	Process Improvement Recommendations - 98
	Manual Improvements Implemented - 58

	· 14 – Health Care Forecasting, Demand Management and Resource Tracking Recommendations 

· 17 - Referral Management and Fee Authorization Recommendations 

· 45 - Joint Charge Master Based Billing (JCMBB) Recommendations 

· 22 - Document Management Recommendations 
	· 10 - Resource Tracking Policies and Procedures were Implemented

· 12 - Referral Management Improvements Implemented

· 24 - JCMBB Improvements Implemented

· 12 - Document Management Improvements Implemented




Table 1
Part of the process improvement study findings identified the need to share data through electronic means. An identified weakness in the PHCC’s joint revenue cycle was a lack of electronic sharing between TAMC and VAPIHCS, and dependency on manual sharing of documents needed to verify and validate billing and payment for services. Missing and lost files and documents have contributed to unresolved billing disputes. As part of the joint revenue cycle enhancements, PHCC is implementing an electronic enabled business process management tool consisting of document and referral management modules.

Documents that are resident in the Armed Forces Health Longitudinal Technology Application (AHLTA) and CHCS on the DoD side are retrieved through BHIE web services for viewing by VA personnel; while documents that are resident in VistA on the VA side, are retrieved through BHIE web services for viewing by DoD personnel. The sharing of these documents between VAPIHCS and TAMC will be conducted through the BHIE framework, which includes the secure DoD/VA virtual private network (VPN). The modules incorporated within the Document and Referral (DR) Management tool are designed to improve indexing and retrieval of documents used by referral management, coding, claims, and billing processing clerks to effectively support, track, and expedite the billing and payment process for episodes of care and services between VAPIHCS and TAMC. The remaining 40 process improvement recommendations that were identified as being automation dependent are being assessed, and will be implemented when the DR Management tool is deployed.  

Additional detail on the DR Management tool and a compilation of the process improvement documents and index is available in the Hawaii Demonstration Final Report.

Metrics

Through the Hawaii Joint Business Working Group (JBWG) and the Joint Referral Working Group (JRWG), metrics were created to measure the success of the implemented process improvements that support the four key areas under the joint revenue cycle.

The JRWG agreed to track and analyze two metrics in support of the referral management process within the joint revenue cycle:

· TAMC timeliness for responding to a VA patient referral appointment request, and 

· TAMC response to VA’s request to transfer VA patients from ER or community facility to a TAMC bed.

In an effort to make the referral management process between the TAMC and VA joint process owners more efficient, time limit targets were set for the two referral management areas listed above. The process owners discussed and set reasonable parameters, for the processes in which they participate.  

For the first metric, the JRWG agreed there would be no more than five working days
 for TAMC to respond with a disposition (appointment date or unable to accommodate) to a VA referral request with a goal of meeting this requirement 80% of the time. From October 2006 through May 2007, a 10% monthly sample size was collected by the VA Utilization Review (UR) Nurse from the VA database on authorizations to TAMC showing 71% compliance with meeting the standard. For the remainder of FY07 through the beginning of FY08, the JRWG required 100% collection of the population data which showed a 52% compliance with the standard. At the time of this report, the goal for meeting the 80% standard had not been met, however, TAMC and VAPIHCS continue to monitor the progress towards obtaining its goal.   

For the second metric, the JRWG agreed there should be no more than a 30 minute response rate from TAMC regarding inpatient transfer requests from the VA for VA patients, once clinical information is communicated to TAMC’s UR Nurse. The goal is to accomplish this response metric 90% of the time. The data is gathered monthly by VA’s UR Nurse from the UR database and CHCS email, and reported monthly. In FY07, compliance with the 30 minute response metric was about 32%. The JRWG has since implemented new procedures and requirements for the TAMC bed managers to follow which has led to improved compliance with the 90% goal.

Also, as a result of implementing the joint revenue cycle process improvements, the JBWG agreed to track metrics that support the Health Care Forecasting, Demand Management, Resource Tracking and Billing components of the joint revenue cycle:

· The number of referrals issued by VAPIHCS for VA patients seen at TAMC clinics per month, matched against the number of local diverts due to limited TAMC clinic access/capacity, and 

· The VA patient care dollar amount billed by TAMC versus paid by VAPIHCS

The following chart is a typical JBWG presentation (Figure 5) of the number of referrals issued by VAPIHCS to TAMC clinics per month against the number of local diverts (patients referred to civilian facilities) due to limited TAMC clinic access/capacity. The JBWG reviews this metric at its bi-weekly meetings and discusses any unusual patterns, trends, or changes that are of concern.  Though not shown here, TAMC diverts are further broken out by clinic. Reasons for higher than normal number of diverts for a particular clinic are researched and discussed. Areas that need improving are identified, and possible solutions are discussed and implemented where applicable.

Figure 5, TAMC Authorizations, Diverts and Mainland Referrals
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Bi-weekly JBWG meetings review the billed versus paid metric as shown here for FY06 (Figure 6), and FY07 (Figure 7). Areas needing improvement are identified and potential solutions are discussed and implemented where applicable. Erroneous billing charges and not charging for billable items are two such items identified and analyzed from the below figures. TAMC and VAPIHCS billers work on mitigating the repetition of errors on future bills which decreases the amount of suspensions and reduces reconciliation time.

Figure 6
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Figure 7
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Billings for: Oct 06 - Sep 07



FY07 Program Goal:  

Collect $13M



Net Billed: $14.138M

Paid:  $10.199M

Net Billed: 

$14.138M 

Net Paid: 

$10.199M 

ADJ (Neg): 

$39,847

Amt Unpaid:

 $3.940M

1st level Susp: 

$27,952

2nd level Sub Grp: 

$22,998

3rd level JBWG: 

$0


Due to several process improvements within the joint revenue cycle, FY07 billing started two months earlier (March) than in FY06 (May) as shown above. Included in the improvements were periodic review of procedure and diagnostic codes used for services, claims and encounter data and billing rates versus the previously scheduled annual reconciliation. During these periodic reviews, tracking of billed, paid, suspended, and denied claims and amounts would be scrutinized and worked through until concurrence by both agencies. The VA reimbursements for TAMC-provided care began approximately one month after billing began in FY06, and approximately two months after billing began in FY07, despite improvements made in FY07. The lag in payment during FY07, in part, was attributed to staff turnover and the time needed to train new staff on VA and DoD billing and payment transaction procedures.
The current target for the billed versus paid metric is for the VA to pay within 30 days of receiving the claim, and for TAMC bills to be accurate so that VA payments balance out. The target for annual billing is to start in October of the new fiscal year and have all billing and payments completed by the end of the fiscal year (September). This scenario will depend on when the two agencies sign their reimbursement methodology each year, while also retaining key billing personnel at both agencies that are familiar with the VA and DoD billing process. Aligning bills and payments within the correct fiscal year will also assist VA capture workload through its VERA process which allows VAPIHCS to request appropriate funding for future fiscal years.

Another related metric established as a result of the process improvement studies included the ability to illustrate suspended and denied claims to help bolster the Denial Management program.  In figure 8, below, dollars in suspension, and the number of Explanation of Benefits (EOBs) are separated into denial categories for FY06. In this metric, only EOBs with denied/suspended claims are pulled and reviewed. In FY06, figure 8 reveals that coding issues made up the biggest portion of overall denials. The graph in the figure also reveals that although pharmacy issues make up a large part of the total number of EOBs, they are only a small part of the total dollar amount of suspended claims.

Figure 8
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For FY07, the JBWG agreed to further enhance their evaluation by separating the denials into ten service categories: Pharmacy, Radiology, Nuclear Medicine, Blood (products and transfusions), Inpatient, Anesthesia, Brace Shop (Orthotics and Prosthetics), Emergency Room, Same Day Surgery, and Psychiatry. Furthermore, reasons for denials were additionally separated within each category by: billing rates, coding, authorization, dual status retiree, DRG, and duplicate charge. The JBWG currently reviews and analyzes the above data but because of the amount and complexity of the data, it is no longer charted as it was in FY06.  
Coding issues was identified as a significant reason for denied and suspended claims. As a result, the PHCC took numerous steps to improve the coding process. These changes included:

· TAMC and VAPIHCS hiring only certified coders

· Requiring certified coders to maintain and renew their certification and placing this requirement in the job descriptions for coders

· Regularly educating and training staff on specific roles and responsibilities

· Scheduling joint training sessions when a new reimbursement methodology, master sharing agreement, or memorandum of agreement is signed

· Establishing a three tier billing review process, and revising the format of the master sharing agreement to include details in appendices versus the main part of the document making it easier to navigate and to apply.

As a result of these improvements, coding errors have decreased and have contributed to the overall decrease in suspended claims from FY04 to FY06 (Figure 9). The percentage of suspended claims to total amount billed has decreased from 9% in FY04; 6.6% in FY05; and 5.3% in FY06. Data for FY07 were not available at the time of this report.

Figure 9

[image: image8.emf]$14,968,741.56

$1,349,697.21

$14,437,771.90

$948,195.76

$12,686,776.98

$677,252.66

$0.00

$2,000,000.00

$4,000,000.00

$6,000,000.00

$8,000,000.00

$10,000,000.00

$12,000,000.00

$14,000,000.00

$16,000,000.00

Dollar 

Amount

FY04  FY05  FY06

Fiscal Year

(Numbers for FY06 are as of 11/16/06)

Total Amount Billed vs. Dollar Amount of Suspended Claims

TAMC/VAPIHCS

(Data source: VA FRMS Dept., Voucher Examiner Ms. Nessie Shores) 

Total Billed Suspended Claims


Lessons Learned

The major lessons learned within the Hawaii Demonstration Project are related to the joint revenue cycle. The three lessons learned described below address reorganization of resources, discovering more efficient processes, and ways to reimburse a partner for services so workload can be accurately captured on both sides.

Consolidation of the TAMC VA Referral Center (VARC) and appointment system for VA patients has helped with reduction in unauthorized care. TAMC clinical staffs were not sufficiently familiar with the authorization process for VA beneficiaries; this was partly due to frequent turnover of administrative front line staff. As a result, approximately 1,000 VA beneficiaries were being treated each year at TAMC without authorization. This translated into approximately $250,000 per year of non-reimbursable TAMC-provided services. To solve this problem, TAMC centralized almost all appointments for VA patients by establishing the VARC. Centralized appointing has proven effective as 95%-98% of the specialty clinic appointments are now handled by the VARC. A limited amount of decentralization still occurs to accommodate template changes due to clinic specificity that is not expected to change soon. Clinics that remain decentralized are Neurosurgery, Oncology, Infectious Disease, Radiology and Interventional Radiology. The Brace Shop and Allergy Clinic are on a walk-in basis and fall outside of the centralized process. The VARC has also helped reduce unauthorized care, from approximately 1000 VA patients in FY04, down to less than 200 in FY06. This has led to a direct increase in TAMC provided reimbursed care for VA patients.

Under the old business processes, TAMC had an inability to connect (and count) the number of episodes of care authorized against a particular consult or for a particular validity period for VA treated patients. To help keep track of the number of visits and validity dates, the VARC created and maintains a spreadsheet listing each authorized visit associated with each consult (i.e., if a consult authorizes three outpatient visits, there are three lines listed on the spreadsheet for the patient information, clinic, validity period, and the associated authorization number). Use of the spreadsheet enables the VARC to track each authorized visit associated with a consult. The spreadsheet allows the VARC staff to track the authorized appointments and to also ensure, when appointing against a particular consult, that the care will occur within the validity period date. The spreadsheet is both large and cumbersome but is currently the best method available. The spreadsheet is seen as a temporary fix since it is anticipated that implementation of the DR tool will alleviate the need to use the manually created spreadsheet.
Another important lesson learned from this demonstration project is related to the eighth step in the joint revenue cycle, payment posting. The Defense Finance and Accounting Service (DFAS) require that the Intra-governmental Pay and Collection System (IPAC) be used by the VA to reimburse DoD for services. This requires payments be made outside the VA’s VistA Fee system which is used by the VA to capture workload. VistA Fee can pay by using electronic funds transfer (EFT) or credit card but not IPAC. To use IPAC, the VA must pay out-of-system, and institute workarounds to capture workload. In addition, no standard methodology is used at DoD/VA joint venture sites to capture this workload. For VAPIHCS, non-VA workload constitutes 40% of its annual budget or approximately $40 million. For VA/DoD joint ventures to succeed, both Departments must establish consistent use of the IPAC system to transfer funds in support of current and future DoD-VA sharing initiatives and joint market opportunities.
Conclusion

The Hawaii demonstration project was successful. During the project, activities and results were built on existing joint venture activities in order to further improve health care services. Inefficiencies and weaknesses in local joint processes, as well as technical requirements for sound business practice were identified and documented as part of the contracted joint revenue cycle process study findings. The studies documented and validated the key areas that were the focus of the project: Resource Tracking, Referral Management, JCMBB and Document Management. Subsequent to the studies, review and mapping of the joint revenue cycle’s nine high-level process steps was conducted. Detailed analysis of the nine joint revenue cycle steps led to the identification of joint process sub-steps and areas where improvement was needed. Extensive documentation and initiating collaborative process improvements were one way that sharing activities have improved for the PHCC.
More information on the Hawaii demonstration project activities and lessons learned may be found in the Hawaii site-specific final report.
Coordinated Staffing and Assignment

The Coordinated Staffing and Assignment demonstration projects were conducted at two locations – Augusta, Georgia, and Hampton, Virginia. The Augusta project included Dwight David Eisenhower Army Medical Center (DDEAMC) and the Augusta VA Medical Center (VAMC). The goal of the Augusta project was to integrate the human resource hiring process for joint DoD and VA staffing recruitment and training initiatives. The Hampton project was between Langley AFB, 1st Medical Group (1MDG) and the Hampton VA Medical Center, which are separate facilities serving VA and DoD beneficiaries in the Tidewater Virginia area. The focus of the Hampton project was to develop a process to identify specific staffing shortfalls for integrated services and create a method to compare, reconcile, and integrate requirements between facilities and provide ongoing evaluative assessment of service needs. 

Augusta Site

Project Overview
The Augusta VAMC and DDEAMC entered into a unique shared services agreement in October 1993, and have a strong history of successful sharing initiatives for providing health services in a cost effective manner to both the VA and DoD beneficiaries. Historically, agreements have been established for the following services:  
· Neurosurgery 

· Cardio-thoracic Surgery 

· Sleep Lab Studies 

· Imaging Services (including Mammography) 

· Gynecological/Obstetric Services 

· Separation Physical Examinations 

· Speech Pathology

· Laboratory Services

· Physical and Occupational Therapy

· Hyperbaric Oxygen Therapy

· Intensive Care Unit Beds

· Lab Space for Animals

· Echocardiogram Readings

· Lodging for DDEAMC Substance Abuse Program

The purpose of the Augusta Coordinated Staffing and Recruitment demonstration project was to achieve integration of human resource processes and systems to mutually benefit both organizations in the areas of recruitment and staffing to enhance continuity of patient care. A joint recruitment and staffing initiative was proposed for the Augusta VAMC and DDEAMC.  Both agencies teamed together to recruit, hire, and train staff for difficult-to-fill direct patient care occupations which provide clinical and ancillary support services to a large Veteran and DoD patient population. Under its Business Plan, the following project goals and objectives were established:   

· Utilize Augusta VAMC’s successful recruitment initiatives to aid DDEAMC in hiring staff for direct patient care positions they were unable to fill

· Unite training initiatives so direct patient care staff could take advantage of training opportunities at either facility 

· Hire and train a select group of staff that would service either facility when a critical staffing shortage occurred

Project Achievement

Use of Augusta VAMC’s recruitment process to support DDEAMC hiring efforts was successful by using the VA’s Title 38 hiring authority to fill positions that support both the VA and DoD’s interests. 
The Augusta VAMC developed several staffing and recruitment procedures to assess staffing needs and recruitment priorities. A Human Resources (HR) Specialist maintains a position authorization and assignment database and a position vacancy database. When a vacancy, projected vacancy, or a new position request occurs, a VA Standard Form (SF) 52, Request for Personnel Action, is generated and forwarded to the HR Department. The HR Specialist records the request for action in the vacancy database and cross references it to the facility authorizations. The Finance, Business and Operations Council reviews each position request and recommends approval or disapproval to the Medical Center Director for final determination. The priority of vacancies is determined by HR in conjunction with the Service Line Executives and Department Chiefs. The position is announced and advertised as needed.  

DDEAMC follows a similar civilian staffing and recruitment process. A database of hospital staff positions is maintained by the Resource Management Manpower Branch. All Service and Department Chiefs identify projected vacancies during monthly reviews of personnel manning documents. The requirement and business case analysis are forwarded to the hospital’s Personnel Program Advisory Budget Committee for consideration by the executive leadership. Upon leadership’s approval, the Manpower Branch then coordinates with the Civilian Personnel Office (CPO) for submission of approved recruitment and hiring actions. The majority of DDEAMC civilian recruitments are performed by the centralized Civilian Personnel Operations Center (CPOC) at Redstone Arsenal, Alabama. Recruitment for administrative and direct patient care is conducted by the CPOC. This process has resulted in delays in recruitment and inability to compete in the local market for qualified candidates.
An HR specialist familiar with both VA and DoD hiring practices, and hired through the demonstration project funding, supported both facilities, coordinated position needs and reviewed approved vacancies on an on-going basis. Vacancy tracking logs were used to monitor openings and a recruitment process flow chart was created and used to properly identify and expeditiously hire shared staff. Vacancies were jointly advertised through various media outlets as well as local, regional and national publications.  

A charter between the Augusta VAMC and DDEAMC details procedures that the respective Augusta VAMC and DDEAMC management team and HR staff follow in order to meet joint recruitment priority needs. Through a joint staffing and recruitment decision process, the respective facility management teams evaluate joint recruitment proposals that receive final review and guidance from the Augusta VAMC and DDEAMC Executive Steering Committee on joint sharing initiatives and staffing.
The Augusta VAMC and DDEAMC made a business case to look at joint training opportunities to make efficient use of resources and minimize redundancy. Prior to the demonstration project, Augusta VAMC and DDEAMC had separately provided training to their respective clinical staff.  Nursing leadership, education officials, managers and clinical staff began meeting on a regular basis to identify training initiatives which would benefit the staff from both facilities by minimizing redundancy and promote sharing, while avoiding unnecessary costs without jeopardizing quality of training. Avenues were opened for staff from Augusta VAMC and DDEAMC to take advantage of training opportunities at both facilities. Training opportunities included classes on wound care, percutaneous intravenous catheter line insertion, critical care, nursing skills, general patient care, and customer service. Several of the classes awarded Continuing Education Unit or Continuing Medical Education credit. Both facilities continue to identify and share training opportunities through coordination with their Education Departments, clinical managers and staff.
A major joint training initiative under this demonstration program included a Critical Care Internship Program. A less expanded version of the program was utilized by Augusta VAMC prior to onset of the demonstration project as a solution to the inability to hire trained critical care nurses from the local labor market. The Internship Program is accredited by the American Association of Critical Care Nurses and consists of a six-month didactic and preceptor training program, which enables Augusta VAMC to develop nurses for their hard-to-fill critical care and telemetry units. Due to its own inability to recruit, and the continued deployment of active duty nurses, DDEAMC nursing leadership identified the immediate need for trained critical care nurses to sustain bed capacity and critical care services within the medical center. DDEAMC recognized this educational opportunity as a means to facilitate meeting the mission to provide critical care services for their facility. Augusta VAMC also recognized, with DDEAMC’s participation, the ability to expand their existing program. The expanded Critical Care Internship Program trained and developed 19 nurses during the demonstration project. During its first full year of implementation, the number of graduates from the program increased over 200% from its two previous years, which totaled 6 graduates. Increased numbers of Critical Care Internship Program graduates has helped maintain the availability of services and continuity of care within both facilities.
The joint hiring of critical clinical staff has had a positive impact for maintaining continuity of services and cost avoidance at both facilities. The establishment and development of a Nursing Float Pool resulted from collaboration between nursing executives from both facilities. Their goal was to recruit and appoint Registered Nurses (RNs) to staff a coordinated Nursing Float Pool to service the needs of either facility when a critical staffing shortage occurred. Additional detail on the Nursing Float Pool concept is found in the Augusta demonstration business plan which is an attachment to the Augusta final report. 

The process of jointly recruiting and interviewing candidates for the program resulted in hires at the Augusta VAMC. DDEAMC also had opportunities to review and select candidates, however, frequent transition of DDEAMC Nurse Managers and concerns over the potential difficulties for float pool nursing staff to maintain familiarization with DoD information systems, led to negligible utilization of float pool staff at DDEAMC. Augusta VAMC’s utilization of the Nursing Float Pool resulted in support benefits and measurable cost avoidance (see Metrics section). The Augusta VAMC has continued using the nurse float pool program beyond the demonstration period because of its tangible benefits.
At the October 2005 Officer Distribution Planning Conference, a decision was made to realign neurosurgery assets within the Army. This decision had a direct impact on replacement of active duty neurosurgeons at DDEAMC and potentially ending the joint neurosurgery services for both the DDEAMC and Augusta VAMC and the Graduate Medical Education (GME) Program at both facilities. The active duty neurosurgeons were the sole proponents for providing neurosurgical services within the Federal health care system in the local labor market. 

Though the neurosurgeon assets were lost, all other support elements (facility, equipment and support staff) remained available at the Augusta VAMC to potentially keep the neurosurgery program operational. Both facilities considered viable options for the sustainment of these services during joint meetings which included Executive leadership, representatives from Fiscal management, HR, and clinical staff. A business case analysis was conducted by the facilities and utilized in the development of a joint proposal aimed at the continuation of neurosurgical services in the area. Consideration was given to outsourcing versus maintaining services in-house, and whether the workload would justify the costs associated with operating and maintaining the program. Outsourcing was found not to be a viable option for several reasons as civilian facilities could not guarantee timely access to care required by active duty service members; difficulties with coordinating military personnel actions with civilian providers and facilities; and the anticipated lower cost associated with a jointly operated DoD/VA neurosurgical service with the existing infrastructure.
DDEAMC and Augusta VAMC leadership determined that sustainment of the neurosurgery program would ensure continuity of care for VA and DoD beneficiaries in the local and surrounding areas. Also, maintaining the program would expand care opportunities to regional VA and DoD facilities without in-house neurosurgical capability and possibly reduce outsourcing costs for them as well. Finally, DDEAMC’s GME programs would be sustained by allowing the rotation of DDEAMC General Surgery residents through the joint neurosurgical program. Subsequently, a proposal was submitted and approved for additional demonstration project funding to support the neurosurgical provider salaries.  

As presented in table 1 below, three Courses of Action (COAs) were considered for the hiring of neurosurgical providers. 

Neurosurgeon Hiring Decision Matrix

	COA
	Description
	Advantages
	Disadvantages

	
	
	
	

	# 1
	Augusta VAMC hires all neurosurgeons under VA Title 38 Authority 
	1. VA Title 38 physician salaries more competitive in local market.

2. Uniformity of physician salary/benefits.

3. Expeditious VA recruitment processes.

4. Single agency management of physician staff.
	1. DDEAMC becomes non-competitor in scarce market.

2. DDEAMC workload credit issues.

3. Access To Care favors VA beneficiaries.

4. Transfer of funds between facilities for physician salaries.

	
	
	
	

	# 2
	Augusta VAMC and DDEAMC each hire 1 neurosurgeon - AVAMC under Title 38; DDEAMC under Title 5 or contract 
	1. Equitable Access To Care for DoD/VA beneficiaries

2. Preserves DDEAMC Workload Credit 
	1.  Inequitable physician salary packages.

2. Dual agency management of physician staff

	
	
	
	

	# 3
	DDEAMC hires all neurosurgeons under Title 5 authority or contract
	1. Uniformity of physician salary/benefit packages.

2. Single agency management of physician staff.

3. Reduction of contract staff
	1. DoD Title 38 Authority for physicians does not exist.

2. DoD Title 5 salaries non-competitive in local market.

3. Contracted processes and staff.  4. Access to Care favors DoD Beneficiaries.

5. Transfer of funds between facilities for physician salaries


Table 2
Course of Action 1 was selected because VA Title 38 hiring authority has great advantages in compensation and benefits as compared to DoD Title 5 hiring authority. For example, under Title 38, the Augusta VAMC was able to offer a salary package greater than $300k to prospective physicians. Title 5 regulations limit the DoD to a salary package of $183k. It was agreed the salary costs would be split equally between the DDEAMC and the Augusta VAMC and a process for billing DDEAMC for their portion of the salary dollars was developed (see Augusta final report for details).
Metrics

Developing a methodology for capturing the cost avoidance for Neurosurgery required the assistance of experts from both facilities with experience in workload, data capture, billing and coding. These experts formed a joint Metrics Committee consisting of the project managers and representatives from Resource and Analysis, Manpower, Decision Support Services, Billing, Coding, Resource Management, and Utilization Management work centers. This committee provided analysis on the outcomes resulting from the demonstration project. The Metrics Committee was unable to find a usable methodology which could be applied uniformly to measure the cost avoidance of both facilities because of the different workload accounting and coding processes used by each agency. While the committee developed a methodology for a DDEAMC metric, they were unable to find a clear methodology to measure potential Augusta VAMC cost avoidance with the main difficulty being the bundling of charges for care in the VA’s workload and cost accounting systems. This issue is addressed in further detail below.

The DDEAMC Neurosurgery Cost Avoidance for FY07 (Figure 10) compares the charges for care paid by DDEAMC to the Augusta VAMC versus the estimated TRICARE charges for care from the local civilian community for FY07. A review of all workload for the FY07 revealed cost avoidance greater than $131,000. These figures also included neurosurgical provider salaries through the Augusta VAMC as part of the cost avoidance projections.
Figure 10 – DDEAMC Neurosurgery Cost Avoidance 
FY07
	DRG
	DRG Description
	# Cases
	*TRICARE

Cost
	**AVAMC

Cost
	Cost

Avoidance

	498
	Spinal Fusion Except Cervical W/O Complication or Co-morbidity (CC)
	6
	$ 105,402
	$    57,512
	$    47,890

	499
	Back & Neck Procedures Except Spinal Fusion W/ CC
	2
	$  15,393
	$    20,094
	$     (4,701)

	500
	Back & Neck Procedures Except Spinal Fusion W/O CC
	40
	$ 236,191
	$  167,688
	$   68,503

	520
	Cervical Spinal Fusion W/O CC
	50
	$ 529,719
	$  189,652
	$  340,067

	 
	(Neurosurgeon Salary)
	      
	$             0
	$  320,000
	$(320,000)

	 
	***TOTALS
	98
	$  886,705
	$  754,946
	$  131,759


Statistical data received from DDEAMC analysis of individual patients based on DRG codes.
*
DDEAMC TRICARE Cost includes network DRG charge and professional fees as estimated using TMA DRG and CMAC tables.  Additional costs for anesthesia charges not included in projections.  

**
DDEAMC – Augusta VAMC costs include interagency facility rates and neurosurgeon salary.

***
Network Costs for 915 Outpatient Visits for FY2007 not included in these projections.  As all VA neurosurgeon salary costs are assigned to inpatient care, no additional cost exists for VA Outpatient visits.  As a result, the total cost avoidance is understated and may be greater than projected in the above table.  

As stated above, unlike the DDEAMC methodology used for cost comparison of Neurosurgery charges with the local civilian community, the Metrics Committee was unable to successfully develop a good methodology for Augusta VAMC Neurosurgery costs compared to the community. Attempts at comparing costs for episodes of care with community costs based on DRG codes were determined not to be an accurate reflection due to the VA bundling of charges for clinical procedures associated with the episode of care. One example of a specific episode reviewed included a Spinal Cord Injury patient who had a six-month stay at the Augusta VAMC.  Trying to compare the same six-month stay in the local civilian community based on DRG was not possible. The Metrics Committee also tried to develop a methodology to focus and compare costs associated with only co-morbid condition DRGs; however, the Metrics Committee determined this was also not a good method to capture a true comparison.  

The Metrics Committee was unable to develop a metric to accurately reflect the cost benefit for providing Neurosurgery services at Augusta VAMC verses the cost of care in the local civilian community during the timeframe of this project. Given the complexity of spinal cord injury and traumatic brain injury patients from one of the only Active Duty Soldier Rehabilitation Units in the VHA system, there was an overwhelming consensus by the Metrics Committee that Veterans and military soldiers were better served by in-house neurosurgery services. This determination was based on:

· Lack of availability of like services in the local labor market

· Continuity of short term and long term care

· Full rehabilitative and mental health services provided in the VA setting

· Experienced professional staff and a unique clinical environment conducive to care for Veterans and Soldiers with combat related injuries 

· Large numbers of Veteran and Soldier clinic and outpatient visits currently serviced by in-house Neurosurgery staff

· Seamless transition from Soldier to Veteran status
As addressed earlier, the Augusta VAMC was successful in utilizing a nurse float pool that is currently in use post-demonstration period. Usage of the nurse float pool by the Augusta VAMC was justified by identifying overtime cost avoidance without jeopardizing care (Figure 11).

Figure 11 – Augusta VA Medical Center Float Pool Cost Avoidance

	Category
	2nd Qtr FY06
	3rd Qtr FY06
	4th Qtr FY06
	1st Qtr FY07
	2nd Qtr FY07
	3rd Qtr FY07
	4th Qtr FY07

	RN Orientation Hours
	74
	52
	24
	20.5
	0
	0
	0

	RN Orientation Costs
	$2,056
	$1,456
	$672
	$430
	$0
	$0
	$0

	RN Float Pool Hours Worked
	255
	93
	282.5
	370.5
	259
	343
	352

	RN Float Pool Costs
	$7,655
	$2,790
	$8,475
	$11,115
	$8,170
	$10,261
	$10,560

	Total Float Pool Costs
	$9,711
	$4,246
	$9,147
	$11,545
	$8,170
	$10,261
	$10,560

	Overtime Staffing Costs w/out Utilization of Float Pool
	$15,909
	$5,802
	$17,625
	$23,115
	$16,159
	$21,400
	$21,961

	Quarterly Cost Avoidance
	$6,198
	$1,556
	$8,478
	$11,570
	$7,989
	 $11,139
	$11,401


Data was compiled from Nursing Service Day-to-Day Staffing Reports and timekeeping records and based on an estimated overtime cost of the average for a RN (Nurse II, Midpoint) of $62.39 per hour.   
Figure 12, indicates the total number of patients from 3rd quarter FY06 through FY07 who would have been diverted from the Augusta VAMC without the utilization of Float Pool Nurses and Critical Care Intern Program Graduates. The figure also includes the estimated patient care cost avoidance associated with not utilizing these employees.
Figure 12 – Third & Fourth Quarters FY06 and FY07

	DATE
	Total Patient that would have been diverted
	Cost avoidances based on 16 ICU Beds

	3rd Qtr FY06
	218
	 $       789,378 

	4th Qtr FY06
	226
	 $       818,346 

	Total                                                 444
	 $    1,607,724 

	DATE
	Total Patient that would have been diverted
	Cost avoidances based on 16 ICU Beds

	1st Qtr FY 07
	142
	 $      543,576 

	2nd Qtr FY 07
	120
	 $      434,520 

	3rd Qtr FY 07
	186
	$      711,180

	4th Qtr FY 07
	110
	$      421,080

	Total                                                 262
	 $   2,110,356


The Metrics Committee analyzed daily Nurse staffing sheets from the Critical Care Units to determine when actual Float Pool Staff and Critical Care Interns were being utilized for direct patient care duties. They also reviewed the daily patient census to determine how many patients would have possibly been diverted had the Float Pool Staff or Critical Care Interns were not available for patient care, and the estimated cost avoidance with not having to divert patients to local facilities. Adding the above totals from Figure 12, there was a significant positive correlation with over $3.718M in patient care cost avoidance for third quarter FY06 through FY07.
Lessons Learned

The rotation of DDEAMC Military Nurse Managers due to change of station, deployment or retirement presented a challenge for introducing new nurses hired under the VA’s Title 38 Authority into the DDEAMC staffing mix. The number of nurses hired under VA authority was limited in order to lessen the burden from rotating Nurse Managers who were also inexperienced in the supervisory function over VA Title 38 staff. More experienced Military Nurse Managers were selected to support the demonstration project, and were educated on VA policies, procedures and Union contracts related to Title 38 staffing. With the introduction of VA civilian staff under Title 38 rules intertwined with DoD civilian staff under Title 5, both DoD and VA managers had to become well versed in the others rules so that supervisory requirements were executed properly.  

Experienced HR Specialists are needed in support of a joint staffing project that involves facilities utilizing both Title 5 and Title 38 regulations. Within the Federal services, there is a nationwide shortage of HR Specialists. Recruitment for support of the project did not attract any experienced HR Specialists. To resolve this issue, local journeyman-level HR Specialists already at the Augusta VAMC were assigned to assist with the project and to train and develop any new HR Specialists hired. In addition, the hiring and staffing of HR specialists is further complicated by DoD’s regional versus VA’s local civilian personnel support offices.
Availability of DDEAMC preceptors for the Critical Care Internship program was limited due to deployments and regular rotation of military nursing staff. To help resolve the preceptor shortage, the number of Critical Care Intern slots for each 6-month program was limited based on the availability of preceptors. DDEAMC also provided preceptor experience for some of the more seasoned graduates of the Army Nurse Corps Critical Care Course.
Conclusion

The objective of this demonstration project was to fill vacancies in critical direct patient care occupations currently at Augusta VAMC and DDEAMC and those projected for the future. The vacancies had a negative impact on patient care and resulted in delays in treatment, bed closures, excessive overtime or the use of high cost contract staff. Vacancies also resulted in referral of patients to non-Federal health care facilities. The project provided resources and support to Augusta VAMC and DDEAMC to jointly recruit, hire, and train staff for difficult-to-fill direct patient care occupations. The overall goal supported the VA/DoD Strategic Plan objectives for resource sharing and collaboration between the two agencies in order to provide quality care and reduce redundancy.  

Processes and procedures were established to accomplish the objective of joint recruitment and staffing. HR staff members were jointly hired to initiate and implement these processes. Augusta VAMC and DDEAMC were jointly represented at 11 career fair events, and over 39 joint recruitment advertisements occurred in local newspapers, regional magazines and radio advertisements. The joint initiatives increased candidate interest and provided exposure for critical vacancies. Eleven joint training events took place opening up additional training opportunities to direct patient care staff at both facilities.

Success of this process did result in cost avoidance in Neurosurgery and Nursing and positively impacted patient care. Bed closures were avoided as well as patient referrals to non-Federal entities.  
This initiative may serve as a possible solution for other VA and DoD Medical Centers facing the current and projected shortage of health care workers in critical specialties such as nursing.  Oversight responsibilities must be shared by HR staff who will manage the overall recruitment and training initiatives of the project and the clinical staff who will manage the staff hired. In order for this process to be successful, clinical services and nursing administration at both facilities will need to be supportive as well as the executive staff from both facilities. Expertise and willingness must exist to combine recruitment initiatives to hire critical direct patient care staff; unite joint training opportunities with staff; and hire and train a select group of staff to service either facility when a critical staffing shortage occurs. Commonly accepted and approved DoD and VA policies that support joint hiring initiatives will make the recruitment and staffing of difficult-to-fill health care positions more effective.
More information on the Augusta demonstration project activities and lessons learned may be found in the Augusta site-specific final report.
Hampton Site

Project Overview
This initiative between the Hampton VA Medical Center (HVAMC) and the 1MDG at Langley AFB demonstrated the integration of health care services through the development of a coordinated staffing requirements process designed to meet the needs of both VA and DoD beneficiaries. The two medical facilities teamed together to analyze requirements to better determine how to evaluate and serve the health care needs of the Veteran and DoD population through the establishment of a coordinated staffing initiative.
The overall mission of this demonstration project supported the VA/DoD Strategic Plan through resource sharing and collaboration between the two Departments. The primary purpose of this demonstration was to identify gaps in scarce health care resources at the HVAMC and the 1MDG, and subsequently establish a coordinated staffing process to support the VA and DoD beneficiaries throughout the Hampton Roads area. 
The direct impact of this initiative has resulted in increased customer service, improved satisfaction, efficiency within government services, and setting the tone for future collaboration.  Further, the sharing of staff has positively impacted professional education and medical readiness skills, decreased reliance on higher cost community resources and in some instances improved quality of care.
Project Achievement

The Joint Staffing Integration Decision Process (SIDP) which is further described in the Hampton final report was developed to identify agency-specific needs and address staffing shortfalls for integrated services using a data-driven approach. The SIDP assists with the evaluation of staffing and resource initiatives between the medical facilities that could promote improved access, reduce costs, and improve quality of care. A step-by-step process is used to identify, select and implement shared staffing opportunities. The process includes a flowchart, relevant VA/DoD policies, references, standards, roles and responsibilities.
Development and implementation of the SIDP has provided both HVAMC and 1MDG a logical, systematic and valid decision tool to review and evaluate joint staffing and clinical service sharing opportunities. The SIDP has been accepted and incorporated as part of normal operations for both facilities post demonstration.
Development of the SIDP

The AF/VA Data Mart tool was initially the primary data tool used to identify agency-specific needs, conduct workload analysis and validation of service needs. The tool provided an objective analysis of the HVAMC and 1MDG services purchased in the private sector. When the project began, the tool was in development and under going continuous refinement. The local project team in collaboration with the data programmers identified ways to refine the tool for the joint staffing demonstration project. The tool is ideal for the initial identification of potential joint staffing opportunities.
The two tools that comprise the AF/VA Data Mart tool are the Air Force (AF) ePush Report and the VA ProClarity Briefing Book. The VA ProClarity Briefing Book is a data cube with drill down capability found on the Veterans Integrated Service Network (VISN) Support Service Center (VSSC) Website. The briefing book has a “library” of reports that consists of VA and AF combined purchased care data. The AF ePush Report is a static report using the same data found in the VA Briefing Book. The reports contain expenditures by product line and Defense Medical Information System (DMIS) enrollment for both inpatient and outpatient purchased care. The Air Force is currently developing a data cube similar to the VA ProClarity system. The demonstration’s focus was specific to outpatient expenditures. However, the process developed can also be used to analyze inpatient purchased care expenditures.

Use of the AF/VA Data Mart tool alone did not provide a complete joint agency evaluation of outpatient purchased care. Other VA/DoD data sources were identified for use in conjunction with the AF/VA Data Mart tool to review/evaluate potential joint staffing opportunities. The VA/AF data sources identified are as follows:
· Clinical Inventories (VA/DoD) – This document is generated internally at each facility.  This document shows what services are available at each of the Medical Centers and by what means. It is used to provide data for the contract section of the threshold criteria evaluation.

· Clinic Wait Time Report (VA) – This document (access permission required) is found on the VISN Support Service Center (VSSC) website http://vssc.med.va.gov. This report provides the clinic wait times by clinic for new and established patients. This information helps determine clinic capacity and is a direct answer to one of the product line evaluation criteria questions.
· Dispersed Amount Fiscal Year Inpatient Contract Hospital Report (VA) – This report can be obtained from the medical center's Decision Support System (DSS). This report shows dispersed amount by DRG. This document is used in the product line evaluation process.  The dispersed amount or cost is used to determine if the care line or service is above or below the set criteria thresholds.
· Facility Strengths, Weaknesses, Opportunities, and Threats (SWOT) (or similar) Analysis (VA/DoD) – This document is generated internally in each facility.  It can be a formal process for a self evaluation as completed in DoD. All parts of the document are used as they relate to the strengths and weakness of the organization in helping to determine initiative viability.
· Leakage Report (DoD) – This is a locally (base) generated report to aide in identifying any and all specialty care sent to the community/private sector. The information is used as part of the product line evaluation to determine dollars to network and in-house capacity for the DoD facility. Similar information can also be found on the purchased care web site.
· Locally Created Contract Expenditures Reports (VA/DoD) – Each agency creates this document internally through their respective Finance/Business Offices. The report is used to determine the total contract dollars spent as a part of the threshold criteria product line evaluation.

· Local Med Group Capability Summary for Multi-Service Market (MSM) (AF) – Each direct care facility in the Tidewater MSM area provides a monthly summary of specialty care capability at their respective site of care. This report acts as a guide to identify other direct care facilities within the MSM area that have specialty care capability to accommodate referral appointing for the DoD beneficiary population.
· Unit Manpower Document (AF) – This is a computer generated product from the Air Force Manpower Data System (MDS). It reflects manpower authorizations and requirements in the MDS. This document can be configured to print funded and unfunded positions in a separate listing or mixed together by unit. The report is used to determine the percent of unit manning for the professionals in the threshold criteria product line evaluation.

· Unit Personnel Management Roster (AF) – This document reflects faces against spaces from the Unit Manpower Document. The base manpower office produces this document monthly. This is a locally managed document used to assign a person against the appropriate grade and Air Force Specialty Code. The report provides a summary of authorized versus assigned personnel in each product line. It includes professional staff as well as support personnel associated with each service.

· Medical Center Master Space Plan (VA) – This document can be obtained from the Engineering Service at the medical center. The document show existing and future space plans, assignment and availability. The space plan is used as part of the product line evaluation criteria to determine whether physical space is available for clinical or administrative use by looking at future and present use of existing space.
· Multi-Service Market Capability Summary Availability List (DoD) – Each military treatment facility in the Tidewater MSM provides a locally generated monthly summary of specialty care capability at their respective sites of care. 
· Organizational Charts (VA) – Each service line within the VAMC has an organizational chart. This report is used to determine the staffing on board for the professional (staffing) in the threshold criteria product line evaluation.
· AF Surgeon General's Executive Global Look (SG EGL) formally P2R2 Reports (AF) – The AF Medical Service (AFMS) provides monthly business performance metrics for each direct care Military Treatment Facility (MTF) in the Air Force. The business performance metrics provide data summaries, trends, measures, and goals for inpatient, outpatient and civilian network health care, cost analysis, enrollment, customer satisfaction, appointments, business practices, etc. The report provides comparative data across like-size facilities and commands.
As part of the SIDP, a set of Product Line Evaluation Criteria was created to compare, reconcile, and integrate the requirements between both facilities. This objective was the starting point by which the two agencies followed a process that combines similar staffing needs. The following criteria were developed as a result of analyzing additional data sources:
· Dollars to network,

· Number of referrals,

· Number of patients treated (encounters),

· Current contracts,

· Staffing,

· In-house capacity, and
· Physical space availability
The criteria were selected for this demonstration as they represented a comprehensive analysis addressing expenditures, utilization, staffing, and capacity. It was determined that these four areas were the most significant to the decision making process and comparable between both agencies. The criteria can be based on a variety of areas including but not limited to those listed above. 

Additionally, the criteria outline the determining factors which can affect the potential success of the project. Once the evaluation criteria were identified, the project team developed appropriate thresholds for each criterion. The thresholds are unique to each agency based on its unique requirements.
Based on the product line considered, the relevant leadership identified staffing requirements. A Statement of Work and Position Description was developed under the provisions of the General Schedule pay scale, Title 5 or Title 38, and based on the standard procedures established by the HR and Contracting Offices. The decentralization of the HR and contracting offices in the VA proved to be more efficient in the hiring process for the purposes of the demonstration and therefore was used as the hiring agency.

For clinical service product lines involving patient visits for DoD and VA beneficiaries, the establishment of a joint referral/appointment process appeared necessary. However, during the course of this demonstration, a joint ancillary service (pathology) was selected for integration, so an appointment process was not required. A joint accessioning system was used to track ancillary workload as part of this demonstration (detailed information is found in the Hampton final report).

Metrics

To evaluate the SIDP, one overarching metric was to review and identify integration opportunities. Based on the ancillary service selected, the relevant leadership provided two initiative specific metrics to track workload recaptured and turn-around times as quality indicators. The metrics below were used in the evaluation of this demonstration:

Metric 1 – Review/Identify Integration Opportunities – Project’s Overarching Metric 

Metric 2 – External Workload Recapture – Initiative Specific

Metric 3 – External Workload/Services Expenditures

Metric 4 – Turn-around-time – Initiative Specific Quality Indicator 

The project’s overarching metric (Figure 13) was to review and analyze product lines and agency health care needs using the SIDP and other identified data sources with a target of 100% review every 12 months. Because of the ongoing changes in health care needs faced by both medical facilities, it was prudent to conduct frequent/periodic assessments of integration opportunities.

Figure 13 – Review / Identify Integration Opportunities
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Throughout this demonstration, two complete (100%) product line evaluations were conducted.  All comparable product lines were reviewed using the AF/VA Data Mart Tool and additional agency/medical facilities’ data sources. The top five product lines considered required further drill down and discussion with relevant leadership prior to submission of data to Executive leadership for possible product line selection. The goal of 100% annual review of all product lines was met.
For each identified/selected product line opportunity, established goals and targets for a decrease in the amount of outsourced care/services for both HVAMC and 1MDG were set. Pathology laboratory specimen recapture (Figure 14) was chosen for the demonstration. A goal of 100% recapture of outsourced specimen tests was set and achieved for 1MDG in the second quarter of FY07, by having the tests performed by HVAMC with the hire of a contract pathologist and histology-technologist, rather than sending the pathology labs to Wilford Hall Medical Center in San Antonio. Through consistent monitoring and communication between medical facilities, the goal to recapture workload was met.  
Figure 14 – External Workload Reduction
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For each staffing opportunity, goals and targets for monitoring quality and effectiveness of the recaptured outsourced care/service need to be established. For the Pathology product line, the quality indicator of specimen result turn-around time was used (Figure 15).

Figure 15 – Quality Indicator Turn Around Time
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From the onset of the project, the HVAMC and 1MDG pathology Departments held monthly meetings to review the accessioning process and develop action plans to enhance turn-around times. With consistent monitoring and process improvement measures, the goal to reduce specimen turn-around times was met. However, the goal to consistently reduce specimen turn-around time to less than five days was not achieved. It was determined that the cost for the added pathology service outweighed the expected return on investment by not meeting the turn-around expectations, and so the pathology contract was discontinued.

It is noted that the external workload/services expenditures metric was not used in the evaluation to support the pathology recapture initiative. This metric is necessary to measure and track the cost-effectiveness of staffing/services identified. The pathology recapture initiative was a decision made minus the use of the SIDP tool. If the SIDP was properly used, the pathology product line would have been scrutinized for its potential success in more detail before execution.  
Lessons Learned

The demonstration project’s major lessons learned were in the category of data sources, communications, product line evaluation and product line selection.
Through the demonstration project it was determined that, contrary to expectations, the AF/VA Data Mart Tool alone does not provide enough information to conduct a complete analysis. The tool has to be combined with other data sources as part of the joint staffing decision making process.
Communication up and down the leadership chain as well as laterally through both organizations is vital to the success of a joint integration project. Continuous coordination between agencies is critical. A joint approval mechanism must be accounted for in the planning process. Mutual input from senior leadership is fundamental in the determination of services to be provided using the SIDP.
During the evaluation process it became apparent that all costs associated with purchased care were not included in the evaluation. The HVAMC and 1MDG contract costs were added to the evaluation criteria to provide a comprehensive cost analysis of care being outsourced.

The evaluation criteria threshold for unique patients (such as dual eligible patients) produced the same score/results throughout the original evaluation. In order to make the criteria relevant to the process and have an effect on the overall scoring the threshold for unique patients was increased for subsequent evaluations.

The SIDP was not fully developed and therefore was not utilized when the pathology product line was selected as an initiative. Without the benefit of a data driven process, additional resources may result in unexpected cost. If the SIDP was in place the decision to go with the pathology product may not have been made; however, Executive leadership can always make a decision outside of the process. 
Conclusion
The SIDP is a manual tool that takes some of the subjectivity out of the decision making process when reviewing joint staffing and sharing initiatives. The SIDP is a support tool that works in conjunction with local decision making procedures. When the proper measuring criteria are used it will help identify health care product/service lines that should be taken into consideration when determining joint staffing and sharing initiatives.
More information on the Hampton demonstration project activities and lessons learned may be found in the Hampton site-specific final report.
Medical Information and Information Technology 

The goal of integrated information sharing for VA and DoD is to enable the Departments to better share the vast array of beneficiary data, medical records, and other health care information through secure and interoperable information systems. The sharing of information across the Departments is aimed to improve quality of care, access to care, and efficiency of medical operations. The NDAA IT demonstration projects developed and tested various means to share medical information electronically. These demonstrations complemented enterprise-level IT development efforts by evaluating the business impact of the IT solutions, developing and testing additional capabilities, and obtaining provider feedback on how the capabilities could be improved. Other objectives and goals for this project included: developing technical documentation to assist in standardizing DoD and VA information exchange for inpatient and outpatient note types; and define user interface requirements for displaying interagency data.
Four major IT solutions were evaluated in the demonstrations:

· Laboratory Data Sharing Initiative (LDSI).  LDSI software facilitates the electronic transfer/sharing of laboratory order entry and results retrieval between DoD, VA, and commercial reference laboratories. Either Department may function as the reference lab for the other with electronic orders and results retrieval.
· DoD/VA Credentials Sharing Interface.  The Centralized Credentialing and Quality Assurance System (CCQAS) and the VA Credentials Management System “VetPro” interface was designed to enable users to electronically request and transfer a subset of credentials data for shared providers

· Bidirectional Health Information Exchange (BHIE).  The BHIE capability enables the bidirectional, real-time sharing of allergy, outpatient pharmacy, inpatient and outpatient laboratory and radiology reports, inpatient notes, and demographic data between VistA and AHLTA/CHCS. BHIE also provides patient identification correlation to ensure that shared data is limited to shared patients in accordance with Health Insurance Portability and Accountability Act (HIPAA) requirements.  

· Digital Image Sharing.  The Digital Image Sharing demonstration project developed and validated a bidirectional medical image sharing capability using existing enterprise capabilities in both DoD and VA, such as Digital Imaging Network - Picture Archiving and Communications System (DINPACS) and VistA Imaging. The solution leverages BHIE to enable secure, HIPAA-compliant DoD/VA image sharing.  

Each project had a different focus for developing, implementing, and evaluating these IT solutions, as described in the following sections.

El Paso Site

Project Overview

William Beaumont Army Medical Center (WBAMC) and the El Paso Veterans Affairs Health Care System (ELPVAHCS) have had a close relationship for over thirty years. In 1987, WBAMC and the ELPVAHCS began planning efforts to establish a VA/DoD joint venture to build a new four-story VA outpatient clinic adjacent to WBAMC. The structure was specifically designed so the two structures are connected on each floor with open access between them.  ELPVAHCS officially opened in October 1995. 

The project goal was to provide a mechanism to share patient medical information via electronic means regardless of treatment location or date of care. This was achieved through three initiatives (LDSI, BHIE, and Digital Imaging) over the life of the El Paso demonstration project. 
Project Achievement

LDSI

LDSI enables electronic exchange of laboratory orders and results via an interface between DoD’s CHCS component of AHLTA and VA’s VistA. LDSI implementation eliminates re-keying of orders and results in VistA and CHCS, decreasing the potential for errors caused from transcription, and increasing the speed of lab results availability between VA and DoD for treatment purposes. All of these benefits enhance patient safety and provider efficiency. LDSI was broken into two phases. LDSI Phase I was the implementation of the chemistry interface.  LDSI Phase II was the implementation of the anatomic pathology (AP) and microbiology (micro) interface.
Demonstration project responsibility for LDSI Phase I was to perform post implementation data validation. The tasks required to fulfill these goals were to develop and implement a data validation plan and then to continuously monitor for quality assurance. The data was audited on a regular basis by local demonstration project staff comparing laboratory results from VistA with those posted in CHCS.
For this demonstration, the DoD served as the reference laboratory for orders from VA providers.  For LDSI Phase II, the demonstration team performed system assessment for the laboratory package (AP and micro) to determine functionality level utilizing test patient data. This capability was initially demonstrated in the San Antonio demonstration for a limited number of tests, and is described in the San Antonio LDSI section below. El Paso implemented the Systematized Nomenclature of Medicine Clinical Terms (SNOMED CT) that was defined in the San Antonio demonstration. Since El Paso processes different tests, the El Paso team discovered that even with standardization, some terms still have local variability and have to be resolved at the local level during LDSI setup. The methodology to identify and resolve potential term discrepancies was developed and documented in El Paso.
BHIE

BHIE is a joint IT effort between VA and DoD. The BHIE capability tested in the El Paso project allows bidirectional real-time transfer of health care data between VA and DoD facilities in the following areas:  

· Outpatient Pharmacy
· Allergy
· Patient Correlation

· Surgical Pathology
· Cytology
· Microbiology
· Chemistry and Hematology
· Lab Orders
· Radiology

The El Paso BHIE project upgraded VistA and CHCS viewers to Remote Data Views (RDV) and Secure Health care Alliance Record Exchange (SHARE), respectively. This upgrade enables electronic retrieval and viewing patient data between all remote and sharing facilities. The BHIE interface uses standard Health Level 7 (HL7) message format which travels through a VPN allowing encryption and decryption of the data. This capability improves patient safety at both facilities by reducing information voids and duplicate tests/procedures. It also improves communication of medical information by making it more timely and accurate. Cost savings are realized in addition to providing a mechanism that shares patient medical information via electronic means regardless of treatment location or date of care. 

Local project responsibility for BHIE was to test and validate the functionality introduced by the BHIE project. The objective of this was to prove that the developed system satisfied the requirements agreed to by DoD and VA representatives as well as document the pass/fail performance of the software design parameters.  
A key initiative accomplished by the El Paso demonstration team was resolution of inconclusive shared patient matches. To comply with HIPAA requirements, BHIE limits data exchange only to patients who are registered in both DoD and VA systems (shared patients). The VA and DoD do not register patients the same way in their master databases. As a result, this made it difficult to match patient information between the two Departments. Any patient that did not match in both databases was placed on an inconclusive list. The project team developed a systematic method to resolve inconclusive matches. This issue was addressed through a national initiative which calls for the standardization of patient information processing across all government health care providing facilities throughout the nation.  

Digital Imaging

Digital Imaging is an interface that was created to give clinicians the ability to view shared patient information from the following modalities:  Digital Radiography (DX), Computed Radiography (CR), and Computed Tomography (CT) in a compressed reference quality. Phase II-A added the Magnetic Resonance (MR) modality with full-resolution images that are uncompressed diagnostic quality. Phase II-B goals are Mammography (MG) and Ultrasound (US). Phase II-B also extended Phase II-A capabilities to additional sites.

To implement this capability, the BHIE framework was modified to be able to locate and process digital images. Hardware and software were developed and installed to enable the VA’s VistA Imaging system and DoD’s Picture Archiving and Communications System (PACS) to communicate with and pass images to the BHIE framework for sharing. Since DoD’s PACS equipment is not standardized, the solution is designed to work with any commercial PACS.
After the capability was successfully implemented and tested in El Paso, it was planned for installation at several additional sites:

· Evans Army Community Hospital, Fort Carson, CO and the Denver VAMC (complete)
· Naval Health Clinic Great Lakes and the North Chicago VAMC (complete)
· Walter Reed Army Medical Center (WRAMC), National Naval Medical Center (NNMC) and the Washington DC VAMC (in progress)
· Richmond and Tampa VA Polytrauma Centers (in progress)
· Keesler Air Force Base and the Biloxi VAMC (pending)
These expansion sites enable the project to gather additional information on how an enterprise-wide image sharing solution might work. They provide a more comprehensive assessment of how shared images would be used to support clinical processes. They enable a better projection of the bandwidth requirements for sharing images. And, they provide better information on the users’ expectations on system and network response times.
Metrics

Utilization statistics for LDSI were selected as an indicator of the value of the capability. Figure 16 shows the number of chemistry tests exchanges via LDSI for El Paso between December 2005 and November 2007. These statistics represent all of the chemistry tests performed by WBAMC for the El Paso VA during that time.  

Figure 16
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El Paso tracked BHIE utilization by measuring the number of RDV queries from VA providers searching for DoD information, and SHARE queries from DoD providers searching for VA information. These statistics are presented in Figures 17 and 18.

Figure 17
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Figure 18
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The El Paso project determined that the SHARE utilization is significantly less than the RDV utilization for two reasons. The primary reason is the way the patients flow between VA and DoD. The VA refers beneficiaries to DoD for specialty care and uses BHIE to view the results of those referrals for subsequent care. However, the DoD typically only needs to access a few data elements (radiology reports and progress notes are the primary queries on the DoD side) prior to providing care to VA beneficiaries. The other factor influencing the difference between DoD and VA utilization of the BHIE information was that DoD providers have to open a separate application (SHARE) to view VA data, while the VA’s access to DoD data is through the same applications (RDV and VistAWeb) that are used to view VA data from other sites. This factor is being addressed in other efforts that integrate the DoD viewer with AHLTA to improve ease-of-use for the application.

The metrics used to evaluate and track the Digital Imaging capability were application usage, network performance, and clinician satisfaction. The workflow for using digital images is outlined in Figure 19.  This workflow is the basis for the digital imaging metrics.
Figure 19
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Application usage was defined as the amount of image data a provider queried over a set amount of time. Figures 20 and 21 summarize utilization statistics for DoD and VA sites. Utilization was relatively low due in part to identifying a limited number of users for the test. In addition, DoD providers have the option of using the Medical Image Viewer or their local PACS viewer and the new imaging viewer was not to be used for diagnostic purposes. One thing discovered was that the DoD providers used the new image viewer to look at local images more than remote VA images. This was due to the fact that the new viewer was much easier to access/use and if a patient had VA images they would be included in the results from the image search.

          Figure 20
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1. El Paso VA – Outpatient clinic with ambulatory surgery (72 users)

2. Denver VA – Tertiary care medical center (17 users)

3. North Chicago VA – Tertiary care medical center (20 users)

• Study List Requests include radiology reports when available.

• Try Again Responses indicate that an image is not available yet, but will be available 

later (e.g., from an archive).

• Lossless quality image requests are fully supported but have not been requested by VA 

testers to date.


Network performance (Figure 22) was defined as the amount of time a certain size image took to traverse the network between a DoD and VA site. The initial benchmark for reference quality images (lossy compression) at the start of the project was for images to be returned within 30 seconds. Several network performance studies were conducted. Based on these performance studies, we the viewers were optimized to ensure they used as little network resources as possible. All image types (CR, DX, MR, etc) with lossy compression traversed the network well within required timeframes. The lossless images were just outside the benchmark for lossy images.
        Figure 22
	Data Type
	Average Size (KBs)
	Response Time (seconds)

	Study List
	10
	8.8

	Thumbnail Quality Image
	4
	1.1

	Lossy Compressed Image
	87
	2.1

	Lossless Compressed Image
	2600
	36.8


Clinician satisfaction was determined by questionnaires given to the providers during and after formal testing of the viewers. A summary of results is provided in Figure 23. The questionnaires covered various functions of the imaging viewers. The providers rated the functions on a scale of 1 to 5 with one being the lowest and five being the highest. The providers ratings for each function of the viewers were four or higher. The only function that rated lower was speed. Speed averaged a rating of three. The speed was hampered due to the DoD and VA requirement to encrypt data being transferred between the two agencies. Modifications are currently being developed and tested to address this issue.
                    Figure 23
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• In response to the question “Are you satisfied with the Digital 

Imaging Module?”

– 50 out of 154 users responded

• 44 users responded “Very Satisfied or Satisfied”

• 5 users responded  “Neutral”

• 1 user responded    “Dissatisfied”

• Key provider comments

– Several comments addressed specific requests for additional image manipulation 

features -- comments made early were addressed subsequent system iterations

– Intuitive layout, functional for use in less than 30 minute training

– Good response time in-house and from home via VPN

– Try to speed up the access times in the systems

– Ability to access and see data from DoD ad-hoc is great value

– We (El Paso VA) do a lot of business with DoD and the ability to view their images will 

save us resources by not repeating the same ones at the VA

– Beats a day and a half to track down a study at the VA

– Can help make determinations on care with comparisons available, that is why this is 

so important

– I am thrilled with it, cuts down on time for tumor boards 

– This is something we have needed for a long time


In conclusion, based on the project results, the new imaging viewers in both Departments were well received by providers, and quality and quantity of service for patient care can be increased substantially with this application.
Lessons Learned

A key lesson learned for LDSI AP/micro is that there may still be variability in SNOMED CT codes on the local level, specifically regarding collection sample terms. There are three databases that need to be considered: CoPath, CHCS and VA/VistA. Ambiguous SNOMED CT codes passing from VistA to CHCS to CoPath can cause a message that the collection sample is invalid or not defined and the performing facility will not be able to process the specimen. Mapping of specimens for Anatomic Pathology tests must be done very precisely for collection samples and specimens to be sent using LDSI from a VA/VistA facility to a CHCS facility. The performing CHCS facility should provide a list of allowable collection samples with each corresponding SNOMED CT and a list of specimens with each corresponding SNOMED CT. The list should include the test for which each collection sample and specimen are defined. The list of specimens must match the specimens in the CoPath dictionary of allowable specimens as well as the SNOMED CT for that specimen in the CHCS topography file.  

Implementation for all three capabilities was affected by restrictions on system access for local team members and implementation teams. All parties involved in the project must have access to the necessary systems and applications to support implementation and testing. Additional time may be required in the schedule for clearance to be granted through the institutional information security office.

The facilities need to communicate more effectively when system updates (hardware/software) are going to occur that could affect the exchanging of information. DoD/VA sharing IT solutions interface with multiple agency-specific systems (e.g., AHLTA/CHCS, VistA, laboratory equipment, and PACS). Any changes to these systems may disrupt the ability to share data.

Conclusions

The El Paso demonstration served as a key test site for LDSI and BHIE to enable these capabilities to be implemented DoD and VA-wide. In addition, for LDSI, the project team was instrumental in determining the specific impact of ambiguous SNOMED CT terms for AP/micro tests and was able to develop a solution to this problem. LDSI for chemistry tests is available for use throughout DoD and is actively being used on a daily basis between DoD and VA at several sites where one Department uses the other as a reference lab. The LDSI AP/micro capability will be made available enterprise-wide upon completion of testing. For BHIE, the team developed a systematic method to resolve inconclusive patient matches that was used to assist the enterprise in solving patient mismatches, to maximize the number of shared patients whose medical information is available through BHIE.

The El Paso project also developed and demonstrated the first operational capability to share digital images between DoD and VA using the BHIE framework. Technologies and components of the El Paso image sharing solution are being evaluated to develop the long term enterprise solution for image sharing.
More information on the El Paso demonstration project activities, lessons learned, and exportability may be found in the El Paso site-specific final report.
Puget Sound Site

Project Overview

The Puget Sound NDAA Demonstration Project was conducted by the Madigan Army Medical Center (MAMC) and the VA Puget Sound Health Care System (VAPSHCS), known as Team Puget Sound (TPS). MAMC and VAPSHCS have a strong clinical sharing program in place.  MAMC currently supports a 15 bed medical inpatient service for VAPSHCS patients many of which are admitted from the American Lake VA emergency room. Conversely, the majority of post discharge outpatient visits after a MAMC inpatient stay occur at VAPSHCS. In addition, MAMC and VAPSHCS have clinical sharing agreements for cardiothoracic and neurological surgery. An additional factor in the success of the NDAA project was the proximity of clinical end-users to the development team. Enterprise level initiatives do not have this access and are therefore limited in the ability to get requirements to a high level of refinement in the design phase when corrections are least costly. Collaboration between local sites and the enterprise is also a key to success seen in this project. 

Project Achievement

The overall goal of the Puget Sound NDAA Demonstration Project was to develop the capability to ensure that relevant computer-based patient information was readily accessible to clinicians at both VA and DoD sites and to identify user interface requirements to improve the display and usability of this information in support of patient care.

The Puget Sound NDAA Demonstration Project included three core components or sub-projects:

· Technical Documentation Development (TD).  The 2004 NDAA requires the DoD and VA to incorporate industry standards, such as HL7 Clinical Data Architecture Release 2 (CDA R2), to facilitate the exchange, integration, sharing and retrieval of electronic health information. Adhering to these standards will allow the DoD and VA to improve interoperability between their systems and provide a foundation for increased information sharing without the need for the development of new, integrated systems. The TD sub-project delineated these standards into implementation guidelines to be used for future DoD/VA data sharing efforts. 
· Information Exchange Technology (IET) for Inpatient Documentation.  The goal of the IET sub-project was to improve the continuity of care for shared patients by providing local development and implementing and testing enterprise-developed BHIE upgrades to increase the information available to be shared between the DoD and VA. This effort provided an operational capability to exchange and view document level data from non-AHLTA/CHCS, non-VistA systems, such as the DoD Clinical Information System (CIS), which is used for inpatient documentation. This sub-project also used the CDA R2 implementation guidelines developed under the TD sub-project to demonstrate the ability to use information standards for data sharing. Through this sub-project, DoD and VA developed the ability to share critical inpatient documentation, including discharge summaries, operative reports, history and physical notes, and consultation notes.
· User Interface Requirements (UIR) Development and Documentation.  The goal of the UIR sub-project was to define the requirements for the display of expanded clinical information between VA and DoD sites. This information is critical to ensuring clinical needs are met – a fundamental component required for the success of any health care application/interface development. The deliverable was a requirements document detailing desirable user interface features based upon input from clinicians/users.
Metrics

For the Puget Sound demonstration, numerous measures were considered by the team including capturing number of shared patients with VA and DoD data; number of times users accessed the sharing applications (SHARE and RDV/VistAWeb), identifying specific types of data accessed, and provider feedback about the usefulness and importance of the shared data to promoting quality and continuity of care for shared patients, among others.

The number of shared patients is illustrated in Table 3. The data for the following report was obtained locally from the MAMC CHCS host and the VAPSHCS VistA host. This report shows DoD Puget Sound kept appointments October 2007 to March 2008 that correlated with any VA Puget Sound visit in the last 18 months (Range: June 2006-Mar 2008). This report shows that the largest patient population using both the VA and DoD healthcare facilities in Puget Sound are the retirees. They make up 69% of the overall patient appointments at MAMC with a corresponding VA appointment in the last 18 months. This is contrary to where much of the focus has been, which is with the K61 population. The K61’s only made up 7% of the MAMC appointments with a corresponding VA appointment. 

	 
	Oct-07
	Nov-07
	Dec-07
	Jan-08
	Feb-08
	Mar-08
	 Total

	Retiree length of service
	2546
	2252
	2145
	2666
	2515
	2492
	14616

	Active Duty
	497
	378
	289
	272
	255
	203
	1894

	Veterans Administrative Beneficiary (K61)
	256
	170
	224
	248
	264
	268
	1430

	Active Duty Reservist
	143
	93
	78
	127
	116
	80
	637

	National Guard
	152
	127
	103
	124
	111
	101
	718

	Family Member Retired
	104
	94
	83
	0
	141
	89
	511

	Family Member Active Duty 
	96
	85
	78
	2
	69
	82
	412

	Retired Permanent Disability Retired List
	74
	70
	41
	73
	66
	68
	392

	**Other 
	104
	60
	93
	165
	77
	83
	582

	Total correlated visits for Month
	3972
	3329
	3134
	3677
	3614
	3466
	21192


 Table 3.  Correlated MAMC and VAPSHCS Visits

The SHARE usage statistics (Figure 24) show the queries made through the BHIE framework to retrieve remote DoD or VA data that successfully returned results. The raw data used for the usage statistics had many duplicate entries. There are at least two causes for the duplicate entries.  Prior to January 2008 the statistical data was results based, so an entry was made for every item returned. Therefore, 15 lab results would show up as 15 entries. After January 2008 the statistical data was query based and multiple entries for multiple results were removed. However, multiple entries were still present as a result of a user doing another query when the first one failed or took too long to return results. Duplicates were removed by comparing each entry in the list with the one before it. If it contained the same date, Patient ID, Query Type and USER_NAME as the entry immediately prior to it, it would not be counted. This was very effective in showing the actual number of users running a query for a specific data type for a particular patient on a particular day.

 Figure 24
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Comparing the total number of SHARE queries with the total number of correlated DoD appointments in Table 3 during the same timeframe, it is obvious that the remote data retrieval capability through SHARE is not being used to its maximum potential. This is caused by several factors listed below:

· Users have to log on to another system in order to view the data: Users consistently stated during the UIR sub-project interviews that they do not like logging on to another system to get data.

· Lack of user awareness that the system even exists: User are not aware of the SHARE interface, what data is available and where to find it. Local training is conducted to increase awareness.  

· Lack of system reliability for several weeks at a time: Clinicians would try to use it and remote queries would not return any data. After two or three similar occurrences, the users would not return. The most dramatic instance of this occurred in the fourth quarter FY07. In the third quarter FY07 TPS marketed and trained MAMC users about an upcoming capability of viewing progress notes from the VA. When this capability was unreliable and rolled back in the fourth quarter FY07, many users were disappointed and did not continue using SHARE.

· Military personnel rotations: Military personnel are fairly transitional, rotating in and out of a duty station frequently. In the third quarter FY07 TPS highlighted SHARE by making clinic visits at many of the departments and included it in our training guide that was handed out to residents and interns. This resulted in an increased usage. However, most military personnel are scheduled to rotate out early summer to early fall and usage tends to fall. As a result, every year there has to be a retraining effort. 

From the first quarter of FY07 to the third quarter of FY08, there was a fairly consistent increase in the number of queries for remote data. That can be attributed to the training provided at MAMC. However, there have been occasional peaks and valleys. These are usually attributed to a new BHIE rollout in which a small group of users were involved in testing and training which increased the numbers during that time frame, followed by a drop after the testing and training was complete.

Since the SHARE data only shows queries that were done through the BHIE framework, they do not show how many people are using SHARE to view local CHCS and CIS data. Although it is not possible to show the number of people using SHARE to only view local data, feedback from multiple users indicates that people like the availability of local data through SHARE and they like the ease of use.

The RDV/VistAWeb usage statistics (Figure 25) show the queries done through the BHIE framework to retrieve remote DoD or VA data. 

Figure 25
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From first quarter FY07 to third quarter FY08, there was a fairly consistent increase in the number of RDV queries. The utilization of RDV/VistAWeb is significantly higher than SHARE utilization. This can be attributed to the fact that RDV is incorporated into the CPRS system that VA clinicians use as a part of their everyday documentation of patient care and use of RDV was already incorporated into the VA’s normal business operations as the method to retrieve data from other VA sites. The usage information that was provided by BHIE shows queries for data from all RDV sites, including other VA’s remote data. 

Figure 26 shows the RDV/VistAWeb utilization by query type. As more data became available as a result of each BHIE rollout, the utilization increased. One data type worth noting is “progress notes”. In the second quarter FY07, there was a significant increase in the queries for that data type. That can be attributed to the availability of MAMC outpatient progress notes as a result of the TPS development effort. As additional data were made available, additional queries were made to retrieve that data, causing a rapid rise in queries for progress notes. As more capabilities are added, such as vital signs and problem list, it is anticipated that usage will steadily rise.

Figure 26
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Lessons Learned

Enterprise to local site communication was one of the most challenging issues experienced throughout the project. The problem is partially rooted in the organizational complexity of the environment and remains a tremendously difficult challenge to overcome. The importance of addressing communication regularly at every opportunity cannot be over emphasized. The lesson learned is that enterprise level work must include an ongoing dialogue with local sites, especially when contracting for work with specific local implications. When requirements are handed over to technicians and programmers not in regular contact with end-users, the resulting product, while a worthy effort, often misses the mark requiring re-design after production. The cost at that point is much higher compared to identifying and adjusting design problems in the design phase.
Throughout the Puget Sound NDAA project, several significant changes were made to existing systems, and new applications or interfaces were also made available. While working with individual providers, TPS discovered that clinicians were often unaware of new capabilities and information about use and availability. A comprehensive training plan should be included as part of an overall effort to enhance and deploy new technologies. The local training staff at MAMC collaborated with the MAMC Department Administration Officers and Department Chiefs to facilitate clinic wide orientation and demonstrations to provide invaluable training. One-on-one customer interaction is critical to identify gaps and maintain awareness of the overall user/customer experience. Clinicians and end-users are extremely busy and every effort should be made to maximize training opportunities while minimizing disruptions of provider clinical duties. Designing applications to workflow or incorporating new applications and workflow is an effective strategy for efficient training for new releases. Another method is to review training material with the end user in mind; this was demonstrated when TPS effectively reduced a complex, 110 page training document to 10 pages, dramatically increasing the ability of clinicians to learn about and take advantage of new capabilities.
Conclusions

The demonstration project was successful in developing the technical architecture for the exchange of clinical and patient information between MAMC and VAPSHCS. The development contains global-wide applications for both DoD and VA. In developing this process, TPS has established itself as a site uniquely qualified and capable of identifying and developing products that can and have been implemented nationally.  

The deliverables for the Technical Documentation sub-project were two HL7 CDA Implementation Guides and a set of Views documents including Operational, System and Technical views. The products were approved by the Health Architecture Information Group (HAIG) and have since been used to support enterprise development by facilitating implementation of HL7 CDA standards. This is a critically important step towards interoperability not only between various DoD sites but ultimately between the DoD and the VA. 

The IET portion of the project resulted in successful development of solutions created and tested on the local level through TPS, and then implemented on an enterprise level at other locations.  The first example can be seen with the solution to share Inpatient Discharge Summaries between MAMC to the VAPSHCS. The bidirectional solution for Discharge Summaries was then exported to all VA sites and to fourteen other DoD sites that use CIS for inpatient documentation. This work was also expanded to make nearly 30 additional note types available for sharing through BHIE.
In addition to the technology developed and the exportable benefits, local solutions were the first to incorporate the standards defined in the TD sub-project; specifically the HL7 CDA R2 standards outlined in the Implementation Guides. 

The UIR effort provided valuable insight into the characteristics clinicians identified as most important in enhancing their use of shared data to improve the quality and continuity of patient care.  In addition to clinical considerations, the UIR also consider the user’s needs, patterns of work, experience, perspectives, situations and environments. The deliverable was a UIR document that detailed at a relatively high level the desirable user interface features that should be included in future development based upon input from clinician users of current applications available in both VA and DoD.
Additional information may be found in the Puget Sound demonstration final report.
San Antonio Site (Credentialing)

Project Overview

The Credentialing Demonstration Project was established to demonstrate the potential benefits of an interface that enables bidirectional electronic transfer of data elements used in the credentialing process between the DoD’s CCQAS and VA’s VetPro. The CCQAS/VetPro interface facilitates the first time credentialing of providers across the Departments.

Project Achievement

The objective of the joint credentialing project was to eliminate duplication of effort when VA and DoD facilities independently verify credentials on the same licensed practitioners. Projected tangible benefits included cost savings achieved through operational efficiencies gained by sharing medical staff and using one site for primary source verification of non-time-limited information. Sharing data during the credentialing process would save time. Standards for quality and quantity of work performed by the credentialing staff would be developed and implemented at all locations. The ability to identify and deploy providers appropriately in the case of a local, national or international emergency would be enhanced. Accuracy and consistency of data entry and data validation would improve. Electronic data validation would improve data quality. The use of shared data would reduce mistakes commonly seen with dual data entry. Communication and collaboration between facilities would improve. Credentialing staff job satisfaction would improve when process changes resulted in workflow efficiencies, time savings, and standardized work processes. An effective credentialing system would enhance the ability of VA/DoD facilities to monitor incoming providers for the requisite knowledge and skills to serve the beneficiaries.

The CCQAS/VetPro interface was designed to enable users to:

· Electronically request and transfer credentials data for shared providers

· Electronically communicate discrepancies found in the data that is exchanged

· Generate reports that identify the shared providers in their system

The data transfer consists of four messages transmitted in Extensible Markup Language (XML) format over a Hypertext Transfer Protocol Secure (HTTPS) connection. The four messages are:

· Request Provider Credentials

· Acknowledge Receipt of Request (an automated message to notify the requestor if the requested record exists or not)

· Send Provider Credentials

· Acceptance/Discrepancy Report

The interface may be used for first time credentialing only, and does not support reappointment.  It also does not support privileging. It assists with exchange of required non-time-limited data such as schools and degrees. The Joint Commission (TJC) requires that each facility perform primary source verification of time-limited information such as licenses; therefore, the interface cannot be used for these items. In addition, the interface only supports a one time exchange of an electronic credentials file between VetPro and CCQAS. If another credentials manager at a different time and/or a different location requests the credential file, a second record for the same provider may not be passed and processed.
Metrics
Based on the business need in the San Antonio area, only one provider was credentialed using the interface. Therefore, it was not possible to obtain actual metrics on the time savings/cost avoidance achieved through the use of the interface. However, the credentialing coordinators that participated in the project were able to provide an estimate of the potential cost avoidance achieved for each provider whose credentialing is supported by the interface. The credentialing staff labor savings analysis (Table 4) is presented below:

	Shared Provider
	Labor for

Manual PSV
	School Document Fees
	Manual PSV Cost*
	Labor for PSV via Interface
	School Document Fees
	Electronic PSV Cost*
	Cost Savings per Provider

	DoD to VA
	6 hours
	$10 - 50
	$190 - 230
	0.5 hours
	$0
	$15
	$175 - 215

	VA to DoD
	2 hours
	$0
	$60
	0.5 hours
	$0
	$15
	$45


Table 4 – *Labor at $30 per hour.

The labor for manual Primary Source Verification (PSV) for non-time-limited information (e.g., education verification) when a DoD provider is applying at the VA was substantially higher than the reverse situation because the VA did not accept an Interfacility Credentials Transfer Brief (ICTB) from DoD, while DoD would accept the VA ICTB for PSV. Therefore, in cases where a VA provider applied at a DoD facility, the DoD credentialers only had to quality check the ICTB information and enter it as appropriate in CCQAS. 
At the time of the demonstration, the VA did not accept the ICTB from DoD since the VA had no formal policy for the sharing of credentials. TJC requires that if a hospital bases its decision in part on information obtained from another entity, the hospital using the information should have confidence in the completeness, accuracy, and timeliness of that information. To achieve this level of confidence, TJC encourages the hospital to thoroughly evaluate the entity providing the information initially and then periodically as appropriate, providing ten principles to guide the evaluation.
Such an evaluation was completed for the information exchanged through the electronic interface between CCQAS and VetPro, but the VA did not conduct a formal evaluation for a non-electronic exchange of information between VA and DoD. Therefore, VA did not accept the DoD ICTB and VA credentialers had to perform a full PSV for DoD providers. However, DoD had determined that the VA ICTB is sufficiently complete and accurate, and TJC concurred that the manual process to accept the VA ICTB meets the intent of its standards. Upon receipt of this concurrence, DoD implemented a policy to accept an ICTB from the VA, 
The cost to operate and maintain the CCQAS/VetPro Interface (assuming no software changes or upgrades to either the interface or the application systems) is approximately $115,000 per year.  Assuming a fifty-fifty split between DoD-to-VA and VA-to-DoD shared providers, nearly 1000 providers per year would have to seek joint credentialing to offset the annual cost of the interface. During the two year demonstration period, there were only five cases where joint credentialing was requested—four cases where a DoD provider went to the VA facility and one case where a VA provider went to an Army facility. Only one provider was actually credentialed using the interface due to technical issues it was not available to support the credentialing process in the other four cases.  

These metrics indicate that there is not a sufficient financial return on investment (ROI) to support the use of the interface. The project team identified other potential non-financial benefits, such as data quality, streamlined business processes, credentialing staff satisfaction, and provider satisfaction. However, there was not sufficient utilization to assess the impact of these benefits, and it is unlikely they would offset the low financial ROI.  

Lessons Learned
The primary lesson learned through this project is that a decision to proceed with a project should be based on a clear business case before an automated solution is developed and deployed. In this case, not only was there a lack of demand for the IT capability, the cost saving with each use was shown to be marginal, and the non-financial impact (e.g., data accuracy) did not provide a compelling case for automation. In addition, one of the anticipated effects of the interface was that it would encourage joint credentialing since the process was streamlined. This effect was not seen during the demonstration project even though efforts were made to increase provider and administrator awareness and to promote the interface. Many of these factors could have been identified through a complete and accurate business case analysis prior to development of the interface.

During the estimation of the time/cost savings resulting from the use of the interface, it was noted that a major difference between DoD and VA timeframes to process applications was their policy on accepting an ICTB from the other Department. The DoD typically required 2 hours to process an application from a VA provider, while the VA required about 6 hours to process a DoD provider application. This was because DoD would accept an ICTB from the VA while the VA would not accept an ICTB from the DoD. Although other sites with significant DoD/VA sharing, such as Great Lakes/North Chicago have implemented a local VA policy to accept the ICTB, there is currently no VA enterprise policy. A policy/business process change following a formal evaluation and development of an agreement between VA and DoD for the sharing of credentials information in accordance with TJC standards will enable the VA to accept an ICTB from DoD. The ability to accept the ICTB from DoD would have high impact on level of effort and time, even without automation.
In addition, the VA may incur additional costs due to the 30 – 60 day wait time for receiving verification documentation from educational institutions. During that time, VA patients would typically be seen at the affiliate medical school facility, and the VA would reimburse at the CMAC rate. Since DoD provider services are reimbursed at CMAC-10%, a DoD provider in place earlier would save 10% of the CMAC rate for the service professional fees, and may save a substantial amount in facility, supply, and administrative fees. As an example, data provided by the South Texas Veterans Health Care System Medical Sharing Coordinator indicated that for specialty services such as general surgery, the cost difference in professional fees could be approximately $7,000 over 30 days. However, the VA will often accept spikes in appointment wait times to avoid sending patients out until additional internal staff is available. Acceptance of the ICTB would negate this wait time and associated costs.
Conclusions
While the CCQAS/VetPro interface was shown to be technically feasible, there is not sufficient need for joint credentialing at this time to warrant the continued operation and sustainment of the interface. However, if the business need arises in the future and there is an adequate business case analysis, the interface may be re-established with approval of the HEC Information Management/Information Technology (IM/IT) work group. Additional information on how the capability could be re-established may be found in the San Antonio Credentialing demonstration project final report.

San Antonio Site (LDSI)

Project Overview

San Antonio federal health care supports a large population of both veteran and DoD beneficiaries. Both the DoD and the VA have large medical centers in the San Antonio area as well as several clinics, including the North Central Federal Clinic (NCFC), a joint facility that opened in late 2006. VA and DoD have been working together in San Antonio for over 30 years.   Wilford Hall Medical Center (WHMC), Brooke Army Medical Center (BAMC), and the South Texas Veterans Health Care System (STVHCS) function as a partnership under the San Antonio Federal Health Consortium to promote sharing and identify opportunities for improved resource utilization to maximize the use of resources and infrastructure that will result in improved services for beneficiaries. 

The mission of the San Antonio LDSI project was for the VA and DoD to become fully connected for bidirectional exchange of electronic information related to patient laboratory test orders and results in all areas of the laboratory service (i.e., chemistry, anatomic pathology (AP) and microbiology test subscripts). The expected results included:

· Reduction in medical errors from manually entering/transcribing lab data from DoD facilities into the VA (VistA) system (or if DoD patients are seen at the STVHCS, their lab results would be available in the DoD CHCS component of AHLTA); 

· Improved turnaround times for making test results available to the VA providers, improving patient care; 

· Improved productivity and reduced labor hours for laboratory technician staff.

Project Achievement

This project was executed in two phases:

· Phase I:  Implementation of bidirectional data sharing between the three facilities for chemistry subscripts:
· Phase II:  Development and implementation of bidirectional data sharing for micro and AP tests.
In Phase I, seven chemistry tests were successfully transmitted bidirectionally between the VA’s hospital, Audie L. Murphy Division (ALMD) and BAMC in the last quarter of 2005. ALMD initiated the transactions by transmitting the laboratory test orders to BAMC. Then, once results were available, BAMC transmitted the results electronically to ALMD. Live production began at that time with more than 3,000 chemistry tests accessioned through September 2007. Since the implementation of LDSI Phase I, tests have been added or dropped based on the specific business needs of the facilities.  

In support of Phase II, the DoD Clinical Information Technology Program Office (CITPO) enhanced the CHCS component of AHLTA to support the current structure of the Logical Observation Identifier Names and Codes (LOINC) by updating the LOINC files stored in CHCS; and captured SNOMED CT codes for collection samples, specimens, organism names and results shared with the VA.
The VA and DoD technical teams, including the local lab IT specialist from WHMC, worked together to update the SNOMED CT and LOINC codes and standardize the list of micro and AP tests by a thorough review of each specimen test, and the associated terminology files. The San Antonio team resolved mismatches for the majority of the etiology and topography codes and terms used enterprise-wide and updates were distributed to all CHCS hosts via system patches (no changes were required to VistA). The team found that there was too much local variation in the collection sample and antibiotic susceptibility files for enterprise-level mismatch resolution.  These terms and codes will have to be matched locally for future LDSI AP/micro installations.

In September 2006, the new DoD/VA NCFC, a Joint Incentive Fund Project, was included in testing of LDSI Phases I and II. Since the NCFC Lab was operated by WHMC in support of VA and DoD clinics co-located in the new facility, it was agreed that this would be an excellent test of the exportability of LDSI for both chemistries and AP/micro. Originally, 34 chemistry tests were mapped for use by the NCFC.

System Acceptance Testing (SAT), which required passing live patient data, was completed for three AP/micro tests: 1) an acid-fast bacillus (AFB) test for tuberculosis for ALMD; 2) a potassium hydroxide (KOH) for the NCFC; and 3) a wet prep test for the NCFC.  Live production of AFB was completed in the third quarter of 2007; however, this test is no longer shared because ALMD has developed an internal capability to perform this test. KOH and wet prep tests went live in August 2007, and sharing of these tests continues to grow.

Metrics

The initial metrics reported for the project were the utilization statistics for the chemistry tests (Phase I) that were processed between ALMD lab and BAMC lab and by WHMC for the North Central Federal Clinic (Figures 27 and 28). For ALMD to BAMC test, an average of 126 tests per month was processed between October 2005 and September 2007. Note that these are rare tests that could not be performed in house at ALMD. The NCFC tests averaged over 16,000 per month. This number is significantly higher than the number of tests performed at BAMC because it is not limited to rare tests and includes tests ordered by providers during routine treatment of patients.

Figure 27
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Figure 28
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As the AP/micro capability came on line in May 2007, utilization statistics also were gathered for those tests. At the time of the project, BAMC was performing only one AP/micro test for ALMD – a tuberculosis (TB) test (Figure 29). Average utilization was approximately 160 tests per month. The Air Force at the NCFC began performing two women’s health tests for the VA after the project ended. In October and November of 2007 a total of nine tests were processed.

Figure 29
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Initially, the following metrics were considered: cost savings, time (labor) savings, and decrease in turn-around time. For the chemistry tests performed at BAMC for ALMD, the total annual cost avoidance was estimated to be approximately $10K, with 30% of the total attributed to labor hours saved. The AP/micro tests should show more significant labor savings because of the amount of transcription required for those tests.  However, specific metrics were not obtained in the demonstration because the AP/micro capability was not available until late in the project. Table 5 shows the approximate annual cost avoidance/savings by automating the tests. Costs were pulled from CMAC and Local Commercial Labs.

	Tests
	# of Tests
	Current Cost
	Previous Cost
	Cost Avoidance
	Time/ Test
	Hours Saved

	Aldosterone
	367
	$9.06 
	$25.00 
	$5,849.98 
	4 min
	24.5

	Beta-2- Microglobulins
	75
	$8.88 
	$22.75 
	$1,040.25 
	4 min
	5.0

	DHEA Sulfate
	74
	$6.23 
	$8.86 
	$194.62 
	4 min
	4.9

	HCG Beta Subunit
	261
	$6.59 
	$6.42 
	($44.37)
	4 min
	17.4

	Insulin
	762
	$6.23 
	$6.73 
	$381.00 
	4 min
	50.8

	C-Peptide
	102
	$9.33 
	$7.41 
	($195.84)
	4 min
	6.8

	Free T3
	153
	$6.50 
	$6.75 
	$38.25 
	4 min
	10.2

	
	
	
	Total
	$7,263.89
	Total
	119.6

	
	@ $25/hr 
	$2,990.00

	
	
	
	
	Total Cost Avoidance
	$10,253.89


Table 5
All in all, turnaround time using LDSI was shorter than the manual method because it eliminated several duplicated manual steps. In particular, the time was reduced between receipt of results by the requesting lab and the availability of results to the providers by eliminating the need to re-transcribe results and loading into VistA. Again, this effect is more significant for AP and micro tests due to the complexity and length of those results reports.

A major advantage of the electronic system was to eliminate any potential for transcription errors. Early on it was determined that this would be a very difficult metric to measure because there was no means within the VA system to retrieve this kind of information after the fact. In many cases the error would be caught and corrected immediately or during a quality assurance check. To identify other errors related to transcription of lab results would result in a major manpower effort to research each patient record. This was found to be impractical and this metric was not considered reasonably measurable.

Lessons Learned

An extremely important lesson learned involved developing a business case for utilizing a reference laboratory. Selection of a reference laboratory is driven by the business case (that is, who can do the work at the most affordable rate). The availability of LDSI can broaden the options because when lab results are available electronically, factors such as turn-around time and the potential for transcription errors are not barriers to sharing.

Another important lesson learned addressed local resource requirements for implementing the capability. It is important that sites wishing to use LDSI commit staff with the appropriate skill set to assist with the local implementation and support of the capability. The LDSI demonstration project in San Antonio began with activating Phase I. Since the software had already been made available at both the VA and the DoD sites, the major work to be done was to perform the file construction for the chemistry portion. This involved constructing the lab files and tables to match the DoD lab files.  However, the ALMD lab did not have a trained Automated Data Processing Application Coordinator (ADPAC) to perform this task. This problem eventually resulted in a substantial delay in getting Phase I completed in San Antonio. It also had a negative impact on implementing the additional chemistry lab tests selected for sharing later in the project. Due to lack of resources and competing priorities, the additional tests have not been implemented to date.

Conclusions

The NDAA LDSI Demonstration Project showed that use of LDSI provides substantial benefits to each agency. It negates the need to re-transcribe test results, thereby precluding potentially critical transcription errors, making results available in a timelier manner, and saving significant level of effort for laboratory personnel, particularly for complex results found in AP/micro test results. Additional information on this project may be found in the San Antonio LDSI demonstration project final report.

Key Findings and Lessons Learned
Key Findings with Exportable Capabilities
Over the past 5 years the work conducted by DoD and VA demonstration project sites have benefited local health care initiatives and contain exportable features that may be of interest to other sites. The findings produced as a result of these demonstration projects may also have far reaching global enterprise implications for future DoD and VA sharing collaboration within the three major health care categories reviewed.

Budget and Financial Management

The development of the individual itemized patient billing methodology used by the Alaska project team provides a win-win situation for both the DoD and VA. Though the itemized bill does not contain a listing of all expended resources and supplies used for an episode of care, it does contain enough information to identify and track treatment and services by diagnosis and procedure codes on each patient, and to bill accordingly. This process allows the DoD to more accurately negotiate reimbursement rates for VA patients seen in DoD facilities. Additionally, accurate use of diagnosis and procedure codes on individual patients allows the VA to obtain workload credit since all claims entered into their VistA fee package must include CPT and ICD-9 codes associated with each individual episode of care. The individual bill allows the VA to capture workload credit and maximize its third party insurance collections. Individual billing using CPT code methodology has also enabled accurate VERA vesting of VA patients which results in equitable distribution of VHA budget to the Veterans Integrated Service Networks.

The DoD/VA Revenue Cycle process improvements implemented by the PHCC has incorporated industry practices and procedures that have improved the patient authorization and referral management process, and the billing and payment collection process between TAMC and the VAPIHCS. Revenue cycle process improvements included centralization of the DoD/VA referral center, and implementing an electronic document and referral management tool. The purpose of the tool will assist with improving authorization/referral process efficiency and expedite retrieval of documents needed to assist with accurate billing using the BHIE framework. Data continues to be collected to support the effectiveness of the automated tool.

Though not implemented as part of its demonstration, the Hawaii demonstration team collected industry accepted requirements for a charge master billing system that supports coding accuracy and charge recovery that should be considered if a Military Heath, enterprise-wide, charge master software system is designed and developed. 

Coordinated Staffing and Assignment

The Augusta project was successful in using the VA Title 38 hiring authority for clinical positions supporting joint VA and DoD health care services. Specifically, the project hired Neurosurgeons under the Title 38 process (which has more flexibility than the DoD hiring process) to support the care of both VA and DoD patients. The project also identified the need to hire and/or train HR specialists who are familiar with both Title 38 and 5 provisions and functions so that appropriate guidance to management directors and supervisors is provided on administrative and disciplinary type issues.

The Augusta project was also successful in implementing a consolidated Critical Care Internship Program. The joint hiring of critical clinical staff has had a positive impact for maintaining continuity of services and cost avoidance at both facilities.

The establishment of a Nurse Float Pool resulted from collaboration between nursing executives from the Augusta VAMC and DDEAMC. Their goal was to recruit and appoint RNs to staff a joint float pool to service the needs of either facility when a critical staffing shortage occurred. The Nurse Float Pool was not utilized by DDEAMC because of concerns with high attrition of Army nurse managers and the need for them to become well versed in both Title 38 and 5 provisions and union rules. The Augusta VAMC was able to take advantage of the float pool as their managerial staff was stabilized and the float pool staff was hired under Title 38. The Augusta VAMC experienced significant cost avoidance, by minimizing overtime pay to their assigned VA nursing staff without a decline in quality of care due to the use of float pool nurses.

The SIDP developed by the Hampton demonstration project, is a data-driven analytical matrix-type tool that is used to support the joint staffing and integrated service decision process. It can be labor intensive depending on the criteria selected and the data sources used to weigh the courses of action, but it provides a measurable, systematic and unbiased approach to support executive decision making.

Medical Information and Information Technology

The IT projects successfully demonstrated several capabilities that were later implemented across the DoD and VA. In addition, the projects demonstrated the value of enterprise development organizations working closely with local teams to get more direct feedback from system users and enable the IT solutions to be updated to provide better support to the clinicians providing direct patient care.

The LDSI AP/micro capability demonstrated at El Paso and San Antonio was shown to provide more reliable and accurate laboratory order entry and results retrieval across the agencies. In addition, it enables more efficient use of laboratory staff resources since complex AP/micro test results do not have to be re-transcribed into the ordering laboratory information system.  

The BHIE capability demonstrated at El Paso and Puget Sound provides DoD and VA an effective mechanism to exchange data for shared patients to improve continuity of care. The efforts at El Paso provided a systematic method to resolve inconclusive patient matches so that more shared patient data is now available through BHIE. The Puget Sound demonstration made inpatient data, including data from DoD’s inpatient documentation system, CIS, available through BHIE. This capability has now been implemented throughout the DoD and VA.  

The digital image sharing capability developed at El Paso demonstrated the value of sharing images between the DoD and VA. This capability is being evaluated with DoD/VA enterprise-wide initiatives to share images, and the technologies developed for the demonstration will be leveraged for use in the enterprise image sharing solution.

The Credentials sharing capability developed at San Antonio was shown to be technically feasible. However, at the time the demonstration project was executed there was not a sufficient business case to offset the sustainment cost of the credentials sharing interface. As new DoD/VA sharing models are implemented, such as the Capt. James A. Lovell Federal Health Care Center at Great Lakes/North Chicago, the need for credentials sharing may increase, and the technologies and lessons learned from this project may be useful to support emerging DoD/VA sharing initiatives.

Key Project Lessons Learned

Throughout there were a number of key lessons learned from the demonstration project. These key lessons are:

· Corporate versus Local Project Management Hiring. The demonstration sites hired their own Project Managers (PMs) to support the projects. In general the PMs performed admirably; however, the locally hired PMs did not always understand or implement the guidance provided by the DVPCO Oversight Team. If a like demonstration is performed in the future, the office responsible for the project should have a more active role in the selection and administration of the PM duties and responsibilities.

· Foster a Bottoms-up Change Management Approach. There were instances where project buy-in did not appear to be universally accepted by the local relevant players. It is important that all relevant parties are engaged in the change process and that consensus is reached among applicable parties so there are no surprises.   

· Process Change Requires Continuous Training. As part of the change management process, appropriate and continuous education and training must take place when introducing new or evolving processes that may cause a cultural shift or change in the way business is routinely conducted. This is particularly important for the DoD since personnel turnover is a common occurrence.

· Continued Implementation of the IPAC Process between DoD and VA. Throughout the demonstration it was evident that IPAC was not the only method used to transfer funds between the DoD and VA. The Treasury Department has mandated the IPAC system as the only method to facilitate intra-governmental fund transfers. Both Departments must establish use of the IPAC system to transfer funds in support of current and future DoD/VA sharing initiatives and joint market opportunities.   

· Initiate a Joint Collaborative Leadership Structure. All the demonstration projects endorsed the local development and use of a joint collaborative executive council or committee used in the planning and implementation of DoD/VA sharing and joint initiatives. This structure ensures that continuing support for sharing initiatives will exist beyond the demonstration period.  

· Business Needs Should Drive DoD/VA Data Sharing Solutions.  Data driven solutions whether manual (Hampton’s SIDP) or electronic (Hawaii’s DR tool) are not created in a vacuum, but are driven by the business requirements to achieve set goals and objectives. In addition, IT solutions must be substantiated by a business case analysis to prove that the business need for information sharing is commensurate with the level of effort and cost associated with implementing and sustaining the IT solutions.

· Installation/Readiness Checklist to Facilitate Deployment Capabilities.  Sites must ensure they have the required hardware, correct software versions, and appropriate local staff support for deploying new IT capabilities. A checklist can help smooth this process. 

· Corporate Enterprise and Local DoD/VA Sharing Solutions must be Congruent. To ensure that sharing ideas and solutions at both the field and corporate levels are universally acceptable, it is important for operational “field” experts to become integral components of corporate level development teams to jointly explore and develop solutions. 

· Increasing Sharing Initiatives will require Infrastructure Improvements to Sustain Operations. DoD and VA policies and practices affecting: health care operations; staffing and resourcing; funding; construction; etc., should be reviewed ahead of time to identify potential sharing impediments. Additionally, the infrastructure required to support information exchange between the DoD and VA must continually improve to promote efficient joint sharing operations and new sharing initiatives.
Dissemination of Results, Policy Review and Conclusion
Dissemination of Demonstration Results  

The capabilities developed and findings of the demonstrations may be useful to existing and emerging efforts for DoD/VA sharing. Therefore it is important to make this information readily available to local and enterprise organizations pursuing sharing.

To make the demonstration results accessible to sites pursuing local sharing initiatives, the final reports and lessons learned from the demonstrations will be posted to the DVPCO web site. It is possible to also post this information to both the VA and MHS intranet sites for wider dissemination. In addition, the DoD Service Surgeon General Offices, DoD/VA sharing managers and the VHA-DoD Liaison and Sharing Office staff will have copies of the reports. As these offices work with local sites to assist them in developing sharing agreements, they will be able to provide the local sites with the appropriate reports to enable other sites to leverage the products, findings, conclusions, and recommendations from the demonstration projects.

At the enterprise level, the demonstration findings may be useful in several areas. For example, current initiatives to investigate additional ways to implement DoD/VA sharing, such as Joint Market Opportunities and HEC Workgroup studies, can benefit from the demonstration lessons learned and may be able to leverage the specific capabilities developed in the demonstrations. In addition, current enterprise-driven IT initiatives, such as the Clinical/Health Data Repository (CHDR), the Joint Inpatient Electronic Health Record, and the Digital Image Sharing Joint Incentive Fund (JIF) projects can use requirements and technical components developed in the IT demonstrations to facilitate the development and implementation of the next generation of sharing solutions. The Integrated Program Office mandated by the FY08 NDAA also may benefit from the IT demonstration results. 

Policy Review 

The demonstrations highlighted several challenges to sharing that may be addressed through policy refinements. These challenges include staffing, reimbursement, and data sharing constraints.

Staffing for joint facilities or shared services presents several challenges. First, DoD and VA operate under different hiring authorities – Title 5 and Title 38. This makes personnel management complex, and may create issues when staff hired under different authorities must work together. The creation of a joint personnel policy that combines excerpts from both titles, creating a “hybrid” policy specifically designed to support the hiring and determination of pay scales for joint initiatives, may alleviate some of these issues.  

Payment for shared services and fund transfers between local DoD and VA health care sites are problematic. A charge master billing system solution for DoD could facilitate improved local billing accuracy and payment between VA, DoD and collections from Other Health Insurance companies. Additionally, IPAC is the standardized interagency fund transfer process and should be used by all DoD and VA health care facilities with sharing agreements in place.
Finally, the current data sharing agreement limits the information exchange between the agencies to shared patients only to meet HIPAA requirements. Although strides have been made to resolve inconclusive patient “matches” across the agencies, there are still patients that do not correlate due to nomenclature differences in patient identification. Data for these patients cannot be shared. A broader sharing relationship between the agencies may alleviate this constraint on data sharing. This will become more important as efforts to develop joint information systems, such as the inpatient electronic health record, reach maturity. 

Conclusion

To reiterate, the VA/DoD Joint Strategic Plan mission is to improve the quality, efficiency, and effectiveness of the delivery of benefits and services to Active Duty Service members, military retirees and their families, and veterans through an enhanced DoD and VA partnership that supports the common goals from the strategic plans of both Departments.

Overall the NDAA demonstration projects were successful in providing sharing initiatives and collaborative ideas that warrant further exploration for both short and long term sharing solutions. It is envisioned that ideas, findings, conclusions and recommendations from the demonstration sites will have a positive impact on all future DoD/VA joint ventures and sharing initiatives within the various joint market areas.
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� DoD functional experts under the former Clinical Information Technology Program Office (CITPO) now fall under the Defense Health Information Management System (DHIMS), while experts under the former Resources Information Technology Program Office (RITPO) are under the Defense Health Systems Program Office (DHSPO).  


� Public Law (P.L.) 97-174, “The Veterans’ Administration (VA) and the Department of Defense (DoD) Health Resources Sharing and Emergency Operations Act.” This Act amends Title 38 of the United States Code (U.S.C.) Section 8111, for the purpose of promoting greater sharing of health care resources between the Veterans Health Administration (VHA/VA) and the Department of Defense (DOD).


� Under the auspices of the Master Sharing Agreement (2003-FRS-0024A) between VAPIHCS and TAMC, Joint 


Policy #08-020 Authorization Guidelines for Provision of Outpatient Care at TAMC, TAMC will notify VAPIHCS within 5 business days of referral disposition. It is the goal of the Joint Venture Referral Group to continue to refine processes and improve response time with the delivery of the Referral Management module of "DR", resulting in decreased response times to process consults and appoint patients to meet industry standards. 
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User Satisfaction

Based on DoD and VA User Feedback Surveys 

Sep 07 and May 08

		In response to the question “Are you satisfied with the Digital Imaging Module?”

		50 out of 154 users responded

		44 users responded “Very Satisfied or Satisfied”

		5 users responded  “Neutral”

		1 user responded    “Dissatisfied”

		Key provider comments

		Several comments addressed specific requests for additional image manipulation features -- comments made early were addressed subsequent system iterations

		Intuitive layout, functional for use in less than 30 minute training

		Good response time in-house and from home via VPN

		Try to speed up the access times in the systems

		Ability to access and see data from DoD ad-hoc is great value

		We (El Paso VA) do a lot of business with DoD and the ability to view their images will save us resources by not repeating the same ones at the VA

		Beats a day and a half to track down a study at the VA

		Can help make determinations on care with comparisons available, that is why this is so important

		I am thrilled with it, cuts down on time for tumor boards 

		This is something we have needed for a long time
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Data Requests by DoD Users

- 	Requested/Received differences are “try-again” case: Image will be available later (e.g., images obtained from an archive)

- 	Reference (Lossy) and diagnostic (Lossless) quality image counts include all images in each study requested

		Site		# VA 
Patients Accessed		# VA 
Items
Requested		# VA 
Items
Received		# VA Items Requested

		Study List		Thumbnails		Lossy Compression Images		Lossless Compression Images

		El Paso WBAMC
11 users
(4/14-6/24/08)		58		4121		4096		109		968		2928		91

		Colorado EACH 
20 users
(4/14-6/24/08)		66		6190		6171		106		1420		4581		64

		Chicago GLNHC 
14 users
(4/14-6/24/08)		48		4375		4367		78		1072		3117		100
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Typical Clinical Workflow

		Clinician requests image study list for a patient

		Study List is returned along with reports and thumbnails

		Clinician determines if data/image is relevant to current encounter

		If so, clinician requests reference (lossy compression) image

		Clinician may then request lossless image if needed	



Because of workflow, amount of data transferred is significantly less than anticipated
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VA Requests to DoD Grouped by VA Site

1. El Paso VA – Outpatient clinic with ambulatory surgery (72 users)

2. Denver VA – Tertiary care medical center (17 users)

3. North Chicago VA – Tertiary care medical center (20 users)

		Study List Requests include radiology reports when available.

		Try Again Responses indicate that an image is not available yet, but will be available later (e.g., from an archive).

		Lossless quality image requests are fully supported but have not been requested by VA testers to date.
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		Category and Site						Allocated Funds

				FY 2003		FY 2004		FY 2005		FY 2006		FY 2007		Total Project

		Budget & Financial Mgmt

		Alaska		$0		$246,000		$1,016,454		$1,149,332		$1,165,000		$3,576,786

		Hawaii		$0		$779,000		$908,040		$652,500		$2,246,215		$4,585,755

		Sub Total		$0		$1,025,000		$1,924,494		$1,801,832		$3,411,215		$8,162,541

		Staffing & Assignment

		Augusta		$0		$25,000		$483,000		$1,238,000		$1,286,663		$3,032,663

		Hampton		$0		$181,000		$11,000		$314,800		$120,368		$627,168

		Sub Total		$0		$206,000		$494,000		$1,552,800		$1,407,031		$3,659,831

		Info Mgmt & Info Tech

		El Paso		$0		$204,125		$1,178,676		$3,916,745		$4,083,684		$9,383,230

		Puget Sound		$0		$2,486,300		$4,372,420		$6,647,725		$6,773,000		$20,279,445

		San Antonio

		Credentialing		$0		$726,000		$605,000		$30,000		$0		$1,361,000

		LDSI		$0		$552,139		$1,989,992		$872,000		$269,400		$3,683,531

		Sub Total		$0		$3,968,564		$8,146,088		$11,466,470		$11,126,084		$34,707,206

		Total		$0		$5,199,564		$10,564,582		$14,821,102		$15,944,330		$46,529,578
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Sheet1

				Oct '05		Nov		Dec		Jan '06		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct *		Nov		Dec		Jan '07		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep

		Insulin		60		68		78		53		62		104		61		60		50		48		83		35		44		20		47		40		38		79		53		59		85		25		64		27

		Aldosterone		21		26		35		42		19		25		37		27		28		26		46		35		0		0		0		0		0		0		0		0		0		0		0		0

		C-Peptide		10		10		9		7		7		5		5		14		12		8		8		7		6		4		2		7		2		7		7		10		3		3		7		13

		DHEA-S		3		8		7		7		3		5		8		5		10		2		9		7		5		5		4		6		6		6		4		3		4		4		5		5

		Free T3		13		9		13		11		14		14		12		19		10		12		14		12		9		13		21		10		19		9		16		11		13		10		14		16

		HCG Beta, Quant		25		18		20		16		13		25		29		22		27		23		23		20		27		22		19		19		10		21		25		26		21		23		41		19

		Beta 2-Microglobulins		3		8		5		6		7		4		4		10		6		10		10		2		8		9		9		3		5		8		10		6		7		5		8		8

		Total		135		147		167		142		125		182		156		157		143		129		193		118		99		73		102		85		80		130		115		115		133		70		139		88
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* Number of tests performed by BAMC for ALMD reduced from 7 to 6 in October 2006.
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