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The NDAA Demonstration Project Lessons Learned

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.  However, such 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 designed to test methodologies to improve the sharing and coordination of health care and health care resources in the category areas 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 review 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 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). The Alaska project evaluated areas for business collaboration through the formation of a Joint Venture Business Office (JVBO) 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. 

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.

The NDAA Information Technology (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.
The El Paso project paired William Beaumont Army Medical Center (WBAMC) and the El Paso Veterans Affairs Health Care System (ELPVAHCS) which have had a close relationship for over thirty years. 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 IT demonstration project. 
The Puget Sound NDAA Demonstration Project was conducted by the Madigan Army Medical Center (MAMC) and the Veterans Administration Puget Sound Health Care System (VAPSHCS), known as Team Puget Sound (TPS). 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.
One of the two San Antonio projects involved provider credentialing. The purose of the project was to demonstrate the potential benefits of an interface that enables bidirectional electronic transfer of credentialing data elements between the DoD’s Centralized Credentialing and Quality Assurance System (CCQAS) and VA’s Credentials Management System, “VetPro”. The CCQAS/VetPro interface facilitates the first time credentialing of providers across the Departments. 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.
The other project involved a Laboratory Data Sharing Initiative (LDSI) among Wilford Hall Medical Center (WHMC), Brooke Army Medical Center (BAMC), and the South Texas Veterans Health Care System (STVHCS). 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 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 Composite Health Care System (CHCS) component of the Armed Forces Health Longitudinal Technology Application (AHLTA)); 

· Improved turnaround times for making test results available to the VA providers, improving patient care; and improved productivity and reduced labor hours for laboratory technician staff.
Details and results of the NDAA Demonstration Projects are in the consolidated final report. The information contained in this document was a roll up of the lessons learned from both an enterprise level and at the site-specific level. They were submitted throughout the demonstrations’ lifecycle and are part of a central library of lessons learned. For a greater level of detail or additional information regarding any of the topics or sites outlined within the summaries, please contact the DoD/VA Program Coordination Office (DVPCO) at 703 681-4258, or email DVPCO@tma.osd.mil.

Overarching Demonstration Lessons Learned
The NDAA Demonstration Project produced a number of key takeaway lessons learned for corporate and local level consideration and implementation. 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 Demonstration Site Support 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 demonstration project buy-in did not appear to be universally acknowledged and accepted by the local relevant players prior to submission. 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.
· Continue to Implement the Intra-Governmental Payment and Collection (IPAC) Process between DoD and VA. Throughout the demonstration period 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 consistent 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 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 or electronic 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 level are universally explored, it is important for operational “field” experts to become integral components of corporate level development teams. 

· Increasing Sharing Initiatives will require Infrastructure Improvements as needed to Support Operation and Sustainment. 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 obstacles. Additionally, the infrastructure required to maintain information exchange between the DoD and VA must be improved to support enhanced sharing initiatives and efficient operations.
Site-Specific Lessons Learned Summary
The following list of site-specific lessons learned summaries were developed by the individual demonstration sites, and extracted from the final site reports. The site specific lessons learned identify problems and concerns encountered during the development of the demonstration projects and how the sites where able to overcome barriers and obstacles. The purpose for making these lessons learned summaries available is so that other sites may avoid making the same mistakes if they are interested in replicating portions of the completed NDAA demonstration projects for their local use.
Alaska Site – Budget and Financial Management Project

The major lessons learned from the Alaska Demonstration Project involved the need to maintain open and continuous communication among VA and DoD staff within the referral management and billing offices to effectively resolve patient issues. Additionally, flow charting business processes has assisted with maintaining uniformity and standardization within the business offices.

Single Business Office - Having the Joint Venture Business Office (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 joint business office was initially located off Elmendorf AFB in commercially leased space in Anchorage. At the end of the lease, the Joint Business Office was able to find suitable space within the Elmendorf AFB to preserve its effectiveness.

Flow Chart the Billing Process - As Current Procedural Terminology code billing methodology was developed and implemented for individual VA patients seen by 3MDG staff, 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 the billing process was an important element of the demonstration project success. 
Hawaii Site – Budget and Financial Management Project
The major lessons learned within the Hawaii Demonstration Project are related to the joint revenue cycle which is represented by nine high-level process steps: 1) Patient referral; 2) Patient check-in and authorization verification; 3) Encounter documentation; 4) Coding; 5) Billing and claims submission; 6) Claims processing; 7) Explanation of benefits; 8) Payment posting; and 9) Dispute resolution. 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 Referral Center - 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 appointing to specialty clinics is now handled by the VARC. A limited amount of decentralization still occurs to accommodate template changes due to clinic specificity. Clinics that remain decentralized are neurosurgery, oncology, infectious diseases, 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.

Tracking Care Authorizations - 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.
Using the Intra-governmental Pay and Collection System - 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.
Augusta Site – Coordinated Staffing and Assignment Project

The major lessons learned from the Augusta Demonstration Project involved the need to have available experienced and well train management staff, knowledgeable in the hiring and benefit entitlement provisions of Title 5 and 38 in support current and future joint sharing opportunities.

Maintaining Experienced Nurse Managers - 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.  

Knowledge of Title 5 and 38 - 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.
Balanced Preceptor to Student Ratio - 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.
Hampton Site – Coordinated Staffing and Assignment Project

The demonstration project’s major lessons learned were in the category of data sources, communications, product line evaluation and product line selection in support of the Staffing Integration Decision Process (SIDP) analysis model developed and used by the site.

Using Adequate Data Sources to Conduct Proper Data Analysis - 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 for joint staffing and health care product line requirements. The tool has to be combined with other data sources as part of the joint staffing decision making process. 
Continuous Communication - 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.
Maintain Accurate Health Care Cost Data - During the product line 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.

El Paso Site - Medical Information and Information Technology
The El Paso project’s primary lessons learned involve local efforts required to mediate laboratory terminology to ensure LDSI operates properly, ensuring that the implementation team has the required access to local systems, and managing the configuration of systems and application that interface with DoD/VA sharing systems.

Mediating Local Variations in Laboratory Terms - A key lesson learned for Laboratory Data Sharing Initiative (LDSI) Anatomic Pathology (AP)/ Microbiology (Micro) is that there may still be variability in Systematized Nomenclature of Medicine -- Clinical Terms (SNOMED CT) codes on the local level, specifically regarding collection sample terms. Although the San Antonio LDSI project standardized most SNOMED CT codes, there were still terms that needed to be mediated in El Paso.  There are three databases that need to be considered: CoPath (DoD’s pathology specimen analysis system), CHCS and VA’s Veterans Health Information System and Technology Architecture (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.  

Access to Systems and Applications - 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.

System and Application Configuration Management - 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 Picture Archiving and Communication System (PACS).  Any changes to these systems may disrupt the ability to share data.
San Antonio (Credentialing) Site - Medical Information and Information Technology

This project’s lessons learned addressed the need to have a solid business case before implementing an IT solution, the potential for policy changes to facilitate sharing of credentials information, and the impact of the credentialing process timeline on appointment wait times.

Business Case for IT Solutions- 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.

Policy for Acceptance of Credentials Information across Agencies - During the estimation of the time/cost savings resulting from the use of the interface, it was noted that a major difference between the DoD and VA in the times to process applications is the policy on accepting an Interfacility Credentials Transfer Brief (ICTB) from the other Department.  The DoD typically requires 2 hours to process an application from a VA provider, while the VA required about 4 hours to process a DoD provider application.  This is because DoD will accept an ICTB from the VA while the VA will not accept an ICTB from the DoD.  A policy/business process change to enable the VA to accept an ICTB from DoD would have high impact on level of effort and time, even without automation.
Impact of Appointment Delays Due to Credentialing Processing Time - 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 CHAMPUS Maximum Allowable Cost (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.
San Antonio (LDSI) Site - Medical Information and Information Technology

The San Antonio LDSI demonstration lessons learned addressed the need for a business case for laboratory service sharing to fully achieve the benefits of using LDSI, and the local staff skill set requirements to support implementation.

Business Case for Laboratory Sharing - 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.

Adequate Staff Support for Implementation - 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, including a trained Automated Data Processing Application Coordinator (ADPAC).
Puget Sound Site - Medical Information and Information Technology

The Puget Sound demonstration lessons learned were in the categories of communication between DoD/VA enterprise developers and local implementers, and an approach for efficient and effective provider training for new capabilities.
Communication between Enterprise-level Developers and Local Implementers - Enterprise to local 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.
Provider Training Approach - 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.
Conclusion

Details and results of the NDAA Demonstration Projects are in the consolidated final report and individual site reports. 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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