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VA – 1995

• Paper Chart (available 60%)
• Hospitals Operated 

“Independently”
• Veterans Integrated Service 

Networks (VISNs) introduced
– 173 Med Centers, 218 Outpatient 

Clinics
• No Performance Measures 

– Baseline Performance Assessed 
1996

doucat01
Zone de texte 
Cette présentation a été effectuée le 26 octobre 2006, au cours du Symposium "Nouvelles technologies de l'information en santé publique : implications sur le terrain" dans lecadre des Journées annuelles de santé publique (JASP) 2006. L'ensemble des présentations est disponible sur le site Web des JASP, à l'adresse http://www.inspq.qc.ca/jasp.
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21 Veterans Integrated Service Networks21 Veterans Integrated Service Networks
VISNs are the Funding & Accountability Unit in VAVISNs are the Funding & Accountability Unit in VA
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1995: Creating VISN’s

Objective to transform 
from a “Hospital 
System” to a “Health 
System”

From “Safety Net” to 
“Health Promotion & 
Disease Prevention”

VA Performance 1995

FY199633%Tobacco Cessation Counseling

FY 96 Qtr 4 (includes high risk < 65)26%Immunizations: pneumococcal, patients 65 and older 

FY 96 Qtr 4 (includes high risk < 65)27%Immunizations: influenza, (note patients age groups) 

FY 9981%
Follow-up after Hospitalization for Mental Illness (30 

days)

FY 98 45%Hypertension: BP <= 140/90 most recent visit 

FY 97 Qtr 423%Diabetes: Renal Exam  

FY 96 Qtr 446%Diabetes: Eye Exam  

FY 98 Qtr468%Diabetes: Cholesterol (LDL-C) controlled (<130) 

FY 01 New Baseline 36%Diabetes: Cholesterol (LDL-C) controlled (<100) 

FY 97 Qtr 447%Diabetes: Cholesterol (LDL-C) Screening

FY 01 (FY 99 was <9.5 = 77%)24%Diabetes: Poor control HbA1c > 9.0% (lower is better)

FY 96 Qtr 451%Diabetes: HgbA1c done past year

FY 96 Qtr 470%Beta blocker on discharge after AMI

FY 98 (after AMI Only)76%LDL Cholesterol < 130 after AMI, PTCA, CABG

FY 99(after AMI Only)42%LDL Cholesterol < 100 after AMI, PTCA, CABG

FY 96 Qtr 534%Colorectal cancer screening

Date Measured (earliest recorded 
measurement period)VHA - Earliest Date MeasuresCLINICAL PERFORMANCE INDICATOR
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Trends: The Past Decade .  .  .

1995 – 2005

Health Care is:
More Expensive . . . 
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More Medications

+40%

+33%

Patient Safety & Quality Gaps 
Acknowledged

• “98,000 Hospital 
Patients Die Yearly 
Because of Adverse 
Events”
– (IOM, 1999)

• “Virtually Every Patient 
Experiences a Gap 
Between the Best 
Evidence and the Care 
They Receive”
– (IOM, 2001)
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Gaps (Opportunities) Remain
McGlynn et al, Health Affairs

2006:  Who is “VHA” . . . 
Veterans Health Administration

• VHA Today is . . .
– 5.3 million patients, ~ 7.6 million enrollees

• Increased from 2.5 million patients / enrollees in 1995 (+104%)
– ~ 1,400 Sites-of-Care, including 171 medical centers or hospitals, ~ 870 

clinics, 207 counseling centers, & long-term care programs
– > $30 Billion budget
– ~ 198,500 Employees (~14,500 MD , 58,000 Nurses, 33,000 AHP)

• ~ 10,000 fewer employees than 1995

– Affiliations with 107 Academic Health Systems
• Additional 25,000 affiliated MD’s and 35,000 residents & fellows in 14,000 slots
• ~ 90,000 trainees in all disciplines & 1,500 Health Professions Training Affiliations
• Nearly half US health professionals (>65% MDs) have some training in VA

– ~ 150,000 volunteers
– ~ $1.7B Research:  Rehab, Health Services, Clinical, Basic
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Who Are VA Patients ?
• Older

– 49 % over age 65 (increasing population > 85)
• Sicker

– Compared to Age-Matched Americans
• 3 Additional Non-Mental Health Diagnoses
• 1 Additional Mental Health Diagnosis

• Poorer
– ~ 70% with annual incomes < $26,000
– ~ 40% with annual incomes < $16,000

• Changing Demographics
– 4.5% female overall

• Females:  22.5% of outpatients less than 50 years of 
age

Public Accountability to Veterans & USA

OMB Accountabilities (GPRA)
Congressional Accountabilities 

VA Mission & Goals

VHA Mission => Strategic Goal Areas
(Q, A, S, FS, CE, CH)

Measure Alignment, Vetting, Priority 
Reconciliation

Creation of Director’s Performance Contract

Performance Mgmt Work Group

USH / Policy / Planning => VISION

Internally Identified 
Opportunities & Priorities

Past Performance

Performance Analysis, Measurement and 
Reporting

Office of Quality & Performance

Performance Measure Development

Office of Quality & Performance (OQP)

Clinical 
Recommendations
& Support Tools:

Office of Quality & Perf

National Clinical Practice 
Guideline Council

National Clinical Program 
Offices

Under Secretary for Health’s   Performance Accountability Contract 

Executed by Office of Under Secretary for Health with VA’s Clinicians & Managers

VHA’s Performance Contract

Formally Executed 
between Under 
Secretary for Health 
and Administrative & 
Clinical Leadership

Development Involves 
Clinicians & Managers, 
HQ & Field

Supports Strategic Plan 
( Links Mission, 
Strategy, Tactics )
Explicit accountability 
for performance

Supported by 
Information & 
Advanced Technologies

|-------------Contract Development Cycle-----------|
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3.  SATISFACTION:

• 2000:  79 of 100 on external American Customer 
Satisfaction Index (Univ. of Michigan) Outpt Care

• 2001:  82/100 Inpatient & 83/100 Pharmacy
• Significantly better than private health sector average of 68

– Loyalty Score of 90 and Customer Service Score of 87 were healthcare 
benchmarks!

• 2002:  Repeat Performance – Healthcare Benchmark 
• 2003:  Repeat Performance – Healthcare Benchmark  
• 2004:  Repeat Performance – Healthcare Benchmark 
• 2005:  Repeat Performance – Healthcare Benchmark 

1. QUALITY: RAND Study - Asch, McGlynn et al
Annals of Internal Medicine 2004;141:938-945

“VHA scored significantly
higher… on 294 quality metrics”
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VA Today
• Preventive Health / Disease Management:

– Flu Vax: Yes (81%), Pneumo: Yes (94%)
– HTN (74% < 140/90 )
– DM 

• A1c > 9 or not checked  (<13%)
• Retinal Exam (73%)
• Monofilament Sensory Test Foot (83%)
• LDL < 120  (81%)

– CAD
• Tobacco Screening (>99% x1; 82% x3)
• 3x national rate cessation 

– Current use 27% VA - vs 33% Military*, 22.5% US)
* Varies by service & rank

– Other
• CRC CA Screening (74%), Prostate CA 

Counseling 

“ . . .  Overall, VHA patients 
receive better care than 
patients in other settings”
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4. FUNCTION: Reduced Age-Adjusted 
Amputation Rates in Diabetics
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Overall 7.94 6.24 5.42 4.53 4.4 4.04

Major 3.61 2.78 2.4 1.95 1.84 1.72

Minor 4.33 3.46 3.03 2.59 2.55 2.32
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Annals of Internal Medicine, August 17, 2004

“Overall 2 of 3 intermediate outcomes were 
better for patients in the VA system than for 
patients in commercial managed care.”

Ten Year Cumulative Percent Change in Costs
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VHA Cost Per Patient Avg. Medicare Payment/Enrollee Medical CPI

VHA Cost Per Patient - -0.3% 0.8% -6.2% -8.6% -6.5% -7.3% -9.1% -4.6% 0.8%

Avg. Medicare Payment/Enrollee 6.4% 14.9% 14.9% 12.8% 14.9% 25.5% 31.9% 40.4% 44.7%

Medical CPI - 3.3% 5.9% 9.8% 13.5% 18.4% 23.7% 29.5% 34.7% 39.4%

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

• VHA Cost per Patient–
Total Medical Care 
Obligations (including 
MAMOE) per Total 
Unique Patients 
(including non 
Veterans)

• Average Medicare 
Payment per 
Enrollee—Medicare 
Program Benefits per 
Enrollee 
(www.cms.hhs.gov/res
earchers/pubs/dataco
mpendium)

• Medical Consumer 
Price Index-- Bureau 
of Labor Statistics 
(household “out of 
pocket” medical 
expenses including 
insurance and co-
payments)

6.  COST-EFFECTIVENESS:
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The Lay Press Notices

• “The Best Medical Care In The U.S.”, Business Week, July 17, 2006

• “What’s behind the VA hospital turnaround?”, NBC, March 15, 2006

• “Veterans' Care Praised, Finally”, The National Journal (DC), February 
11, 2006

• “A New Kind of Care in a New Era of Casualties”, The New York Times, 
January 31, 2006

• “VA Care Is Rated Superior to That in Private Hospitals”, Washington 
Post, January 20, 2006

• “Revamped Veterans' Health Care Now a Model”, Washington Post, 
Monday, August 22, 2005.

• “The Best Care Anywhere”, Washington Monthly, January/February 
2005 
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VA Receives 2006 Innovations in 
Government Award

• WASHINGTON – The Department of Veterans 
Affairs’ (VA) model system of electronic health 
records, developed with extensive involvement 
of front-line health-care providers, has won the 
prestigious “Innovations in American 
Government Award.” The annual award, 
sponsored by Harvard University’s Ash Institute 
for Democratic Governance and Innovation at 
the Kennedy School of Government and 
administered in partnership with the Council for 
Excellence in Government, honors excellence 
and creativity in the public sector.

VistA (Veterans Health Information Systems &Technology Architecture)

• Records are available 
• Continuity is real across the system
• Reduced errors, provider order entry with 

reminders and alerts
• Images are available (not just X-rays)
• Records are complete
• Cost effective ($80/patient/year)
• Clinical data available for analysis and 

performance management



12



13

VA’s Electronic Health RecordVA’s Electronic Health Record

Every medical center has 
the Computerized Patient 
Record System . . .

Every medical center has 
the Computerized Patient 
Record System . . .

Bar-Coded Medication 
Administration
BarBar--Coded Medication Coded Medication 
AdministrationAdministration

5.85 Sigma Performance5.85 Sigma Performance
Helped hold per prescription costs virtually constant for 5 yearHelped hold per prescription costs virtually constant for 5 years (~2s (~2½½% / year)% / year)
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Why is IT a Central Strategy ?
Healthcare in the U.S., presents Multiple Challenges

• Information:
– 1 in 7 hospital admissions 

occurs because care providers 
do not have access to 
previous medical records.*

– 12% of physician orders are 
not executed as written* 

– 20% of laboratory tests are 
requested because previous 
studies are not accessible.*

– 1  in 6.5 hospitalizations 
complicated by drug error

• 1 in 20 outpatient 
prescriptions 

*  PITAC (President’s Information 
Technology Advisory Committee, 2004)

• Effectiveness:
– Safety Gap: 98,000 Americans die 

each year from medical errors
– Quality Gap: Virtually every patient 

experiences  a gap in care from best 
evidence

– Compassion Gap:  Not Patient-
Focused

• Efficiency:
– Value Gap:  Health care inflation 

• Inferior outcomes per dollar
– 31% Waste Estimated (Woolhandler)

• Un-insurance / Under-insurance
– American health care is reactive, not 

preventive, predictive
– Patients / Payers (Govt) / Providers 

increasingly concerned about Value
• Competitiveness

Reliability Challenges 
Remain

10-1 10-2 10-3 10-4 10-5 10-6

• Immunization:  55 – 94% (VA 94%)

• B-Blocker p MI:  70 – 98% (VA 98%)

• Airline Baggage Handling:  > 99.9999
• Airline Safety: > 99.999999

Frequency of Failures Occurring
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Community

Informed,
Activated
Patient

Productive
Interaction

Health System

Prepared,
Proactive
Practice Team

Self-management
Support

Clinical
Information
System

Decision
Support

Delivery
System
Design

Model for Care Coordination

Optimal Patient Outcomes

Optimal Population Outcomes

CARE COORDINATION

Care Coordinator
Becomes Aware that the 
Patient Is Beginning to

“Get Into Trouble,”

Proactively, The Patient
Is Called To Come Into 

Clinic  . . .

Or Visited at Home!

Before S/He “Crashes”
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Remote Physiological Monitoring
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The Future

• Care is patient centered 
• Patients are informed partners
• New venues for care
• Customized care in the age of Genomics
• Need for decision support systems
• Technology will support interoperability of 

EMRs akin to the internet
• Will we be ready?

. . . Abraham 
Lincoln

To Care for Him Who Shall Have 
Borne the Battle , and for His 
Widow, and His Orphan . . .




