AUTHENTICATED
U.S. GOVERNMENT
INFORMATION

GPO

S. HrG. 109-498

INFORMATION AND TECHNOLOGY AT THE VA:
IS IT READY FOR THE 21ST CENTURY?

HEARING

BEFORE THE

COMMITTEE ON VETERANS AFFAIRS
UNITED STATES SENATE

ONE HUNDRED NINTH CONGRESS

FIRST SESSION
OCTOBER 20, 2005

Printed for the use of the Committee on Veterans’ Affairs

&

Available via the World Wide Web: http:/www.access.gpo.gov/congress/senate

U.S. GOVERNMENT PRINTING OFFICE
25-790 PDF WASHINGTON : 2006

For sale by the Superintendent of Documents, U.S. Government Printing Office
Internet: bookstore.gpo.gov Phone: toll free (866) 512—-1800; DC area (202) 512—-1800
Fax: (202) 512-2250 Mail: Stop SSOP, Washington, DC 20402-0001



COMMITTEE ON VETERANS AFFAIRS

LARRY CRAIG, Idaho, Chairman

ARLEN SPECTER, Pennsylvania Daniel K. Akaka, Ranking Member, Hawaii
KAy BAILEY HUTCHISON, Texas JOHN D. ROCKEFELLER IV, West Virginia
LINDSEY O. GRAHAM, South Carolina JAMES M. JEFFORDS, (I) Vermont

RICHARD BURR, North Carolina PATTY MURRAY, Washington

JOHN ENSIGN, Nevada BARACK OBAMA, Illinois

JOHN THUNE, South Dakota KEN SALAZAR, Colorado

JOHNNY ISAKSON, Georgia

LupE WISSEL, Majority Staff Director
D. NOELANI KALIPI, Minority Staff Director

1)



CONTENTS

DATE
SENATORS

Akaka, Hon. Daniel K., U.S. Senator from Hawaii ..........
Craig, Hon. Larry, Chairman, U.S. Senator from Idaho ..
Salazar, Hon. Ken, U.S. Senator from Colorado ...............
Thune, Hon. John, U.S. Senator from South Dakota ..........cccceevvveveiiieiiinenneeerennn.

WITNESSES

Mansfield, Gordon H., Deputy Secretary, Department of Veterans Affairs,
accompanied by: Robert N. McFarland, Assistant Secretary for Information
Technology and Chief Information Officer, Department of Veterans Affairs;
Robert Lynch, M.D., VISN 16 Director, VHA; and Jack McCoy, Associate
Deputy Under Secretary for Policy and Program Management, VBA

Prepared statement ...........cccooeiiiieiiiiiiiiee e
Responses to written questions submitted by:
Hon. Daniel K. ARAKA ......ccceeviiiiiiiiiieieciiececee et
Hon. John D. Rockefeller IV ........cccccoviiiiiiiiiiiiiiicinicceeceececeeee

Wohlleben, Paul, Partner, Grant Thorton, LLP, on Behalf of the Information

Technology Association 0f ATETiCaA ........cccecveeriieriieiiienieeieeeie et see et eve e eene
Prepared statement ...........ccccooeciiiieiiiiiiiiicceeee e

Koontz, Linda D., Director, Information Management Issues, United States

Government Accountability Office
Prepared statement ...........cccooeiiiieiiiiiiiiieeee e

Articles:
Improving Patient Care ...........cccceecvieeeiiiieeiiieecieeecee e ee e e svne e
Revamped Veterans’ Health Care Now a Model .........cccoocuievieniiinniinniianiene
Brief Report: Quality of Ambulatory Care for Women and Men in the

Veterans Affairs Health Care System .........cccccceeeciiieeiiiieeciieeecieeeeieeeens
Special Communication: Five Years After to Err is Human ..
Washington Monthly: The Best Care Anywhere ..............

U.S. News & World Report: America’s Best Hospitals ....

(I1D)

47
55

58
62
69
83






INFORMATION AND TECHNOLOGY AT THE VA:
IS IT READY FOR THE 21ST CENTURY

THURSDAY, OCTOBER 20, 2005

U.S. SENATE,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, D.C.

The committee met, pursuant to notice, at 10:05 a.m., in room
SR—-418, Russell Senate Office Building, Hon. Larry Craig (Chair-
man of the committee) presiding.

Present: Senators Craig, Thune, Isakson, Akaka and Salazar.

OPENING STATEMENT OF HON. LARRY CRAIG, CHAIRMAN,
U.S. SENATOR FROM IDAHO

Chairman CRAIG. Good morning, everyone. The Committee on
Veterans’ Affairs meets this morning to receive testimony on VA’s
effort to reorganize both the internal management structure of its
information technology programs and the financing of its IT devel-
opment projects. This is a critically important topic for oversight,
I think, by this committee.

I say in all seriousness to my colleagues that VA’s ability to pro-
vide quality health care, timely and accurate benefits decisions and
compassionate readjustment counseling for our veterans in the fu-
ture rests largely on its ability to modernize its IT infrastructure.
Tomorrow’s modernization requires strong, qualified, rigorous man-
agement today.

I want to stress that this is not a hearing intended to chide VA
for failures in its IT program management. In fact, VA has had nu-
merous successes in its IT programs, and I think we can be proud
of those successes. For example, I do not think there is a person
in the health care industry that is not overwhelmed by, and frank-
ly, jealous of VA’s electronic health records. Just recently, during
the events of Hurricane Katrina, we saw firsthand how important
the electronic records can be for our veterans.

That success did not go unnoticed to even Time Magazine, which
recently wrote in a story about medical care during Hurricane
Katrina,

“Throughout the chaos of Katrina, doctors treating displaced patients in the
Veterans Affairs system have had access to information that those outside the
VA are dreaming of: up to 20 years of lab results and 6 years worth of x-rays,

scans, doctors’ notes and medication records, available for all 5.2 million active
patients.”

This is truly a remarkable achievement.
Still, there have been some shortcomings in the management of
VA’s IT projects. Most recently there was a failure for the core fi-
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nancial and logistics system VA attempted to implement at the Bay
Pines Medical Center in Florida. In that case taxpayers spent hun-
dreds of millions of dollars, and VA spent thousands of man hours.
Still, at the end of the day, taxpayers and VA had nothing to show
for it. Clearly, Congress cannot continue to fund failures, especially
ones of that scale.

To the end, the Senate, through the Appropriations bill for
MilCon/VA, recently took action to protect taxpayers from large
scale project management failures. The fiscal year 2006 MilCon/VA
Appropriations bill places VA’s IT budget under one person. Fur-
ther, and perhaps more importantly, the bill withholds VA IT
project monies for the new Health-e-Vet project until VA reorga-
nizes its IT management, to make certain that the project is run
by a well-qualified project manager.

Changes such as this one will have consequences large and small
all across the Agency, and it is important that this committee un-
derstand those consequences and any tradeoffs that may come from
such a move. As has been pointed out to me on more than one occa-
sion, VA is one of the largest agencies in Government. A change
in management structure that will affect over 200,000 people must
be done in a thoughtful manner and implemented correctly.

The question before the committee today, that I hope we have
answers by our witnesses, is a very special one: How can we ensure
that the Department undertakes very costly projects to both up-
grade its IT programs and build newer programs so we see more
successes like those in the electronic health records systems, and
less very expensive failures such as the one that took place with
Core FLS?

To answer that question, and perhaps many others, we will hear
from witnesses from VA, the Government Accountability Office and
the Information Technology Association of America.

Before I call upon our witnesses, I would like to turn to my
Ranking Member, Senator Akaka, for any opening comments he
would like to make.

Danny.

OPENING STATEMENT OF HON. DANIEL K. AKAKA,
U.S. SENATOR FROM HAWAII

Senator AKAKA. Thank you very much, Mr. Chairman. I want to
thank you for this hearing. A hearing on this issue is long overdue,
as you state, and I am with you on your statement that you have
just made, and to let our witnesses know that we are doing this
to try to improve the system.

I also want to welcome all of our witnesses to this hearing.

In the recent past I can recall one IT hearing. I believe it was
a field hearing 2 years ago, chaired by my predecessor’s Ranking
Member, which focused on VA’s failed $300 million financial and
logistics IT system. By now we all have heard the story. It is a
story of unrealistic expectations and complete mismanagement of a
contractor, and it is a costly story, one which wasted taxpayer dol-
lars and caused failures in the delivery of medical care.

I would remind my colleagues that VA paid the contractor a
bonus after they knew that the system had failed. This was shame-
ful.
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Some would argue that we may soon have at our feet another IT
disaster. VA is in the midst of a major initiative to modernize its
VISTA system. Fortunately, VA had the wisdom to hire an expert
to evaluate the project and to identify the problems before they go
too far down this expensive road. Carnegie Mellon found major
problems with VA’s approach. The analysts at Carnegie Mellon
wrote, and I quote, “Current plans are not realistic given the com-
plexity and magnitude of the project and VA’s ability to carry them
out.” Hopefully, VA will be able to reverse course and solve these
problems.

I must question if VA had bitten off more of an IT solution than
it can chew, especially because the system which it was designed
to replace, is still in much demand in the health care sector. The
VA has had its IT successes. A much mentioned example is the
world class electronic medical records system, which proved its via-
bility and robustness in the days following Hurricane Katrina. Yet
with each endeavor, we must be cognizant of the bottom line. Given
VA’s limited health care budget, we cannot afford to sink millions
into IT solutions that may not be viable.

We have to figure out how we can become smarter and better in
the way we plan for and implement new or replacement IT solu-
tions. It is extremely important for our veterans and for taxpayers
that Congress ensures effective management of information tech-
nology within VA. It is all the more important because all veterans
have come to rely on IT solutions every day to faultlessly deliver
their benefits and services.

For me, the question confronting the committee today is whether
or not VA should be directed through legislation on how to solve
its IT problems.

Mr. Chairman, I look forward to this hearing and to eventually
cont%lnuing to work with you on this problem. Thank you very
much.

Chairman CRAIG. Senator Akaka, thank you very much. We have
been joined by our colleague, Senator Salazar.

Ken, do you have any opening comment?

OPENING STATEMENT OF HON. KEN SALAZAR, U.S. SENATOR
FROM COLORADO

Senator SALAZAR. Thank you, Chairman Craig and Senator
Akaka. Today we will discuss proposals to centralize VA’s informa-
tion technology system. I want to use my opening statement to
offer a cautionary note to all of you who will work on this very im-
portant project for the VA.

I agree that a centralized IT structure has the potential to elimi-
nate waste as much as $345 million a year, and to improve the
care of veterans. This is a notable and a very important goal. How-
ever, wonder about the VA’s ability to make this transformation
quickly. I fear that if we push VA too hard and too fast we may
set the agency up for failure and waste hundreds of millions of dol-
lars in the process, as we have some with many agencies at both
the Federal and State level as they implement new IT projects over
the last decade.

These Federal IT programs are expensive and we do have a
record of failure with many of these projects. The IRS and the FBI



4

are recent examples of failures. VA has also seen major IT prob-
lems with Core FLS, which was scrapped last year after $342 mil-
lion was wasted. HR Links was cancelled after $300 million was
spent. These are warning systems about what we had to do, or
warning signs about what we had to do as we move forward to cen-
tralization.

In addition, there is a deeply entrenched culture of decentraliza-
tion of VA. VA’s IT structure is inherently decentralized because of
its history. VistA, VA’s biggest IT success story, is a 30-year-old
outgrowth of DHCP. This program was developed by individual VA
programmers working without permission from VA Headquarters.
It worked because it was developed locally and was flexible. To this
day individual hospitals have excellent IT systems because of
VistA. I do not suggest that this system is perfect. Individual hos-
pitals have trouble sharing records, but transformation is espe-
cially risky because the VA may not have the capacity to make
such a large change.

I want to note four or five concerns that I have in terms of the
transition. First, this kind of transition requires buy-in from top
management. The VA’s record here is not particularly encouraging.
It took 5 years after the Clinger-Cohen Act before VA appointed a
full-time CIO. The VA CIO has since been slow in implementing
major reforms. VA’s leadership is opposed to the centralized model
espoused in the Gartner Report and in the House legislation as I
understand it.

Second, the transition cannot succeed without cooperation and
input from the individualized service networks and hospitals that
will use the product. In the past individual VA hospitals have been
reluctant to work with VA’s CIO or cede any budget authority.

Third, funding. VA’s CIO currently directly controls $50 million,
only 3 percent of VA’s total IT budget, 3 percent of the entire IT
budget for VA. The CIO’s office recently has had to cancel con-
ferences because of budgetary constraints. The CIO does not cur-
rently have the capacity to spend significantly more money.

Fourth, good contracting is a keystone to a successful project.
One of the main reasons VA’s recent IT have failed is the VA did
not have the capacity to establish good contracts and to oversee
them. Just last month, VA’s CIO, Robert McFarland, testified can-
didly that contracting delays held up the Gartner study for months.

Fifth, the length of service. GAO reported that it often takes as
many as 5 years for a CIO at a Federal agency to make an impact,
but the average tenure of a CIO is only 2 years. Mr. McFarland
testified that a centralized model is best long term for VA, but he
does not think he can accomplish this in his tenure. He likened this
task to, “pouring concrete with good rebar.”

I am raising these cautions now because I am pessimistic or have
given up on reforming the VA on this system. The VA definitely
needs to move forward towards centralization. Congress, however,
must work with the VA, and we must move forward with caution.

Given the VA CIO more budget authority and oversight would be
a step in the right direction, in my view, if it is done right and it
is done at the appropriate pace.

I thank the Chair, and I look forward to the hearing.

Chairman CRAIG. Ken, thank you very much.
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Now let us turn to our first panel. We have the Hon. Gordon H.
Mansfield, Deputy Secretary, Department of Veterans Affairs. He
is accompanied by the Hon. Robert N. McFarland, Assistant Sec-
retary for Information Technology and Chief Information Officer,
Department of Veterans’ Affairs.

We have two additional witnesses seated at the table: Dr. Robert
Lynch, VISN 16 Director, VHA; and Jack McCoy, Associate Deputy
Under Secretary for Policy and Program Management.

Welcome, gentlemen. We appreciate you being with us this morn-
ing. Before I ask your thoughts, we have just had another one of
our colleagues arrive.

Senator Thune, do you have any opening comments prior to us
going to the first panel?

OPENING STATEMENT OF HON. JOHN THUNE, U.S. SENATOR
FROM SOUTH DAKOTA

Senator THUNE. Mr. Chairman, I just want to thank you for
holding this hearing. I am very interested in the subject of informa-
tion technology and its application to health care, and I appreciate
the good work the VA has done in leading the way and pioneering
some of the technologies, and I am also pleased that they are mak-
ing some of those same technologies available to nongovernment
doctors and hospitals, and I am hopeful that in today’s high tech
world that it will become more possible to rapidly exchange infor-
mation electronically, and that these exchanges will, in fact, do a
lot to help the health care sector of additional patients.

I want to congratulate you for holding this hearing, and am anx-
ious to hear the testimony from our panelists today, and look for-
ward to working with the VA to continue to improve the quality of
care that they deliver to America’s veterans, and hope that we can
take some of the things that are happening in the area of electronic
medical records that is already under way at the VA and see that
more readily applied in other areas of our health care economy in
this country.

That is all I have, Mr. Chairman. Thank you.

Chairman CRAIG. Senator, Thank you very much.

Now we will turn to the panel, and Gordon, we will start with
your testimony first. Please proceed.

STATEMENT OF GORDON H. MANSFIELD, DEPUTY SECRETARY,
DEPARTMENT OF VETERANS AFFAIRS, ACCOMPANIED BY:
ROBERT N. MCFARLAND, ASSISTANT SECRETARY FOR IN-
FORMATION TECHNOLOGY AND CHIEF INFORMATION OFFI-
CER, DEPARTMENT OF VETERANS AFFAIRS; ROBERT LYNCH,
M.D., VISN 16 DIRECTOR, VHA; AND JACK McCOY, ASSOCIATE
DEPUTY UNDER SECRETARY FOR POLICY AND PROGRAM
MANAGEMENT, VBA

Mr. MANSFIELD. Thank you, Mr. Chairman, and Mr. Akaka and
Members of the committee. I am pleased to be here this morning
to discuss the VA’s ongoing activities in reorganization of our infor-
mation technology programs.

Before I start, I would just like to make the point that Dr. Lynch,
who is here with me, is the head of our largest health care net-
work, VISN 16, and this is the man who was on the scene in the
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efforts in Katrina and Rita, and he was the one that we were talk-
ing to from the VA Ops Center, and he was in charge of the folks
on the scene down there. I have to tell you that he is a personal
hero of mine for all the efforts he has done down there.

Chairman CRAIG. He certainly deserves our congratulations. It
was a job very well done.

Mr. MANSFIELD. Sir, I request that my full statement be entered
in the record, and I also request that the articles noted in the for-
mal statement be entered into the record, with your permission.

Chairman CRrRAIG. Without objection, all of your statements will
be a full part of the record.

Mr. MANSFIELD. Thank you. In starting I want to emphasize that
IT is a tool to be utilized to assist us to carry out the Department’s
reason for existence, to deliver services and benefits to our Nation’s
veterans. Last year we provided health care to 5.2 million veterans
out of 7.1 million that are enrolled. We provided compensation and
pension benefits to more than 3.5 million veterans and dependents.
We provided over 500,000 veterans and family members education
benefits, and 95,000 received vocational rehabilitation. We buried
95,000 veterans in our cemeteries. These large numbers are made
up of individuals who have earned the benefits we are charged
with delivering.

I believe we have an obligation to these millions of veterans who
operate by the principle that we must first do no harm, a part of
the Hippocratic oath that doctors take when they are treating pa-
tients, to do no harm. Secondly, we should deliver these services
and benefits that they require in a timely and efficient manner.
Our current IT system is assisting us in doing that now. We are
delivering those benefits each day, each month, and throughout the
year.

You mentioned the history. In the past we decentralized this sys-
tem, and this action gained us effectiveness. However, that effec-
tiveness has come with a loss of some efficiencies. For example, we
have situations where all three administrations, Benefits, Health
Care and Cemetery, are co-located on the same campus, yet each
is running a separate IT system.

For example, as an illustration, I point to the Hines VA Medical
Center in Chicago, where the Veterans Health Care Administration
has a major computing center, and within a few hundred yards the
Veterans Benefits Administration runs another major IT center.
These facilities are separated by a chain link fence, but that is in-
strumental in the picture because their IT systems are not con-
nected and we are not gaining efficiencies that are available.

Another example is Milwaukee, where we have a Cemetery Of-
fice, a Benefits Regional Office and a hospital all on the same cam-
pus, and the same thing is true.

As a result, when Mr. McFarland came to the VA in 2004, he rec-
ommended, and I agreed based on the history that has been dis-
cussed here in the introduction, that we had major issues in IT and
that we needed an outside consultant to review the total IT pro-
gram. The goal was to give us an “as is” view of the organization,
and we chose Gartner Corporation as a consultant to help us do
that. That consultant’s report also gave us not only an “as is”, what
the existing efforts were, but some recommendation or options on
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a “to be” position. They confirmed that the VA’s IT resources are
currently operated and managed within a highly decentralized
structure.

Assistant Secretary McFarland, our CIO, oversees right now a
staff, as mentioned, of about 350 individuals on a budget of roughly
40 to 50 million. While responsible for ensuring the success of all
the VA’s IT operations, he has no direct management control or or-
ganizational authority over the great majority of VA’s IT resources.
We can only provide policy guidance, budgetary review and general
oversight via indirect supervision.

Following a briefing on the Gartner Report, Secretary Nicholson
asked me to review the options provided with the CIO and the
Under Secretaries for Administration and recommend a course of
action. The senior management, the Secretary, myself, the CIO, the
Under Secretaries, believe that the federated model presented in
that report is the best answer for the VA. All IT operational service
delivery personnel and the budget associated with their support to
include all non-medical IT equipment, maintenance and contract
support, will come under the direct supervision of a national orga-
nization that reports directly to the CIO’s office.

For example, all cyber security personnel and programs will be
centralized to the Office of Cyber Security under the CIO. This or-
ganization will deliver all IT-related operational services to all ele-
ments of the VA based upon negotiated and formerly agreed upon
set of specific standard IT services delivered according to a clearly
understood and documented set of service level agreement stand-
ards.

The CIO clearly maintains overall responsibility for the success-
ful management of these resources and continues to provide budget
oversight policy and program management direction for the Depart-
ment in the model that we have chosen. Budget authority would
be centralized to the CIO. We know that this is a concern of the
Appropriations Subcommittee and we are in agreement with the
approps they have taken. Most IT employees will be under the
CIO’s authority, running the IT operations infrastructure for the
VA.

The chief difference is, one, selection, and our selection is that
administration IT employees will continue to do software develop-
ment and software application selections that are vital to health
care or benefits function. This will ensure that proper planning, de-
sign, integration and standardization requirements are followed
throughout the Department as we build our next generation sys-
tems. CIO will still have budget decision authority over all develop-
ment projects.

Let me close by pointing out why VA believes this plan is going
to work. First, we have reviewed and learned from the lessons of
the past, some of the incidences that have been presented here in
your introductory statements. We know that we must communicate
to our workforce the backing of the entire departmental leadership
from the Secretary on down, and I would make the point that while
the CIO is present for maybe only 2 years, if he has the direct
backing of the Secretary, then I believe that he can move forward
a lot quicker and get the job done, and that is part of what we are
depending on.
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Second, we need to take the time needed to explain this process
to the whole workforce. We also need to involve workforce in the
actual planning process to define changes needed and the timelines
needed to make effective change.

Third, we need to have a check, a recheck, and a third check to
make sure that all aspects of the plan and how, in being imple-
mented, are checked each and every step of the way. We must be
prepared to make adjustments as necessary, as we learn from our
implementation plan.

Fourth, we need to report to outside entities as appropriate, to
the Congress, to the VSO partners and to others who would be in-
terested in this area.

Fifth, we need to ensure right from the start all the way through
the finish, that senior leadership from the Secretary on down, are
continually following through on all planning and implementation.

Sixth, as mentioned, more than IT is being reorganized. Our Pro-
curement Office is also undergoing a change of leadership to better
enable us to deal with contracts and implementation.

The Secretary has recently made a decision to proceed with im-
plementing the federated model and reorganizing VA IT, and the
leadership represented here at this witness table is committed to
making that happen.

Thank you for inviting us here to discuss these important mat-
ters, and we look forward to answering your questions.

[The prepared statement of Mr. Mansfield follows:]

PREPARED STATEMENT OF GORDON H. MANSFIELD, DEPUTY SECRETARY,
DEPARTMENT OF VETERANS AFFAIRS

Thank you, Mr. Chairman. I am pleased to appear before this Committee on be-
half of the Secretary and the Department to discuss with you the Department of
Veterans Affairs (VA) information technology infrastructure reorganization assess-
ment.

The Department’s business is the health and well-being of our nation’s veterans.
To ensure mission success, it is imperative that we employ all means at our dis-
posal, including information technology, in the most effective way possible.

Some history of how VA’s IT infrastructure and organization have evolved may
prove useful to the Committee. For at least 25 years prior to 1990, VA’s IT program
was centralized. In July 1990, under a belief that decentralized operations provide
for better management of VA facilities, the Department decentralized resources to
the Administrations and staff offices for VA’s IT systems design and applications de-
velopment, systems operations, and systems oversight, along with four data proc-
essing centers. The remaining IT oversight program was placed under the Chief Fi-
nancial Officer (CFO). Then, in accordance with the Clinger-Cohen Act of 1996, VA
formally established the position of Assistant Secretary for Information and Tech-
nology (CIO), but the IT oversight program remained aligned under the CFO and
decentralization of VA’s IT program continued.

At his confirmation hearing in January 2001, Secretary-designee Principi stated
that he was committed to ending stove piped systems in VA.

Secretary Principi directed the centralization of the Department’s IT program, in-
cluding authority over personnel and funding, in the Office of the Assistant Sec-
retary for Information Technology effective October 1, 2002. A team of executives
from across VA was convened to design a centralized IT organization for VA. The
Secretary approved a centralized reorganization plan on May 14, 2003.

The result of this reorganization was a matrix organization which, over time, VA
came to realize was not best suited for a large, geographically dispersed organiza-
tion that is highly dependent on information technology to deliver services.

Robert N. McFarland was confirmed by the Senate on January 22, 2004 as the
second Assistant Secretary for Information and Technology and Chief Information
Officer (CIO). Under his leadership, a rigorous IT review process, disciplined project
management methodology and an IT portfolio management system have continued
to evolve. We are in the final phase of rebuilding our nationwide telecommuni-
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cations infrastructure, beginning the consolidation of some infrastructure assets,
and implementing aggressive cyber security and privacy programs to ensure the
protection of our information assets, infrastructure, and veterans’ personal informa-
tion. We submitted the VA Enterprise Architecture design to OMB in June 2005
and received a score of 3.0, significantly higher than the previous score of 1.25. We
continue to refine it.

A strong Enterprise Architecture is critical to any effort to bring down our stove
piped systems and replace them with integrated systems. The score of 3.0 dem-
onstrates progress in this information technology area and signals that we are
steadfastly working to build a foundation for systems integration and standardiza-
tion.

In the wake of the difficulties with CoreFLS, as a new Deputy Secretary, I asked
Assistant Secretary McFarland to undertake a study of our IT system and resources
and to pursue outside assistance, if necessary. In December 2004, he contracted
with The Gartner Group to conduct an Organizational Assessment of VA IT.

This assessment was to enhance the effectiveness of VA’s IT by first baselining
how it operates today, then developing organizational models to increase VA’s IT
value (in terms of greater efficiencies, economies of scale, and added business value),
and finally, charting the path VA IT can follow to deploy its new organizational
model to truly deliver value. The completed assessment was delivered to the Assist-
ant Secretary for Information and Technology and CIO in May 2005.

The study proposed five different alternatives, as follows.

Option 1—Status quo. Currently, VA IT resources are operated and managed
within a highly decentralized management structure. The Department’s CIO man-
ages a central office staff of approximately 350 government employees and a direct
budget of approximately $40 million per year. While the CIO is charged with overall
responsibility for the successful management of all VA IT resources (in fiscal year
05, $1.8 billion and approximately 5400 IT FTE) the CIO has no direct management
control or organizational authority over any of these resources. The CIO provides
policy guidance, budgetary review and general oversight via indirect supervision
(dotted line) of the Administration and staff office CIO’s. Within some of the Admin-
istrations, the CIO does not directly supervise or have authority over the majority
of IT resources in the field and must also provide policy guidance, budgetary review
and general oversight via indirect supervision.

Option 2—Regional Option. Under this option, VA would be divided into three to
five geographically based subdivisions. Within each of these, a Deputy CIO would
control all IT assets (Operations, Staff Functions, and Systems Development) and
be responsible for all service delivery within that region. These Deputy CIO’s would
report directly to the VA CIO.

Option 3—Administration-Centric Option. Under this option, VA would be divided
by Administration and Staff Offices and a Deputy CIO for each would control all
IT assets (Operations, Staff Functions, and Systems Development) and be respon-
sible for all service delivery within that Administration or Staff Office. These Dep-
uty CIO’s would report directly to the VA CIO.

Option 4—Federated Option. Under this option, VA would separate operational re-
sponsibilities and IT systems development responsibilities into separate domains.
All IT operational service delivery personnel and the budget associated with their
support (to include all non-medical IT equipment, maintenance, and contractor sup-
port) would come under the direct supervision of the CIO. This organization would
be charged with delivering all IT-related corporate services (such as electronic mail,
financial systems, telecommunications) to all elements of VA based upon a nego-
tiated and formally agreed upon set of specific standard IT services delivered accord-
ing to a clearly understood and documented set of service-level-agreement stand-
ards. Under a federated approach, IT mission/program systems development respon-
sibility remains with the Administrations or staff office business units. The Admin-
istrations and staff offices directly manage all mission/program systems—develop-
ment FTE and budget authority. The CIO clearly maintains overall responsibility
for the successful management of these resources and continues to provide IT budg-
et oversight, policy, and program management direction for the Department.

Option 5—Centralized Option. Under this option, all VA IT personnel resources,
assets, and budget would be under the direct supervision of the VA’s CIO. This cen-
tralized IT organization would be charged with delivering all IT-related corporate
operation and mission systems development services to all elements of the VA based
upon a negotiated and formally agreed upon set of specific standard IT services and
systems development standards delivered according to a clearly understood and doc-
umented set of service level agreement standards. Under this option the Adminis-
trations remain responsible for system and user requirements definition, service de-
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livery standards development, and end user participation in systems development
acceptance criteria development and testing.

The consultant’s report delivered an “as is” assessment that VA’s IT resources are
currently operated and managed within a highly decentralized structure. While the
Assistant Secretary for Information and Technology, our CIO, oversees a staff of ap-
proximately 350 VA employees and a budget of over $40 million, total VA IT re-
sources are approximately 5,400 full-time-equivalent employees with a budget of
some $1.8 billion. Despite having overall responsibility for ensuring the success of
VA’s IT operations, the Assistant Secretary has no direct management control or or-
ganizational authority over the great majority of VA’s IT resources. He can only pro-
vide policy guidance, budgetary review and general oversight via indirect super-
vision.

We are determined to move sequentially towards a “to be” model under the Fed-
erated Concept.

In the model we have chosen, the budget will be centralized to the CIO. Security
will be centralized under the control of the CIO. Development will require the CIO’s
review and budget approval. This model will also include a migration of most work-
ers to the control of the CIO, while leaving some employees under the control of the
administrations.

This will move us closer to greater efficiencies, centralized planning and standard-
ization. VA will bring in the necessary expertise to plan and manage this transition.
We will communicate our plans up and down the line so every employee under-
stands what is to be done. We will train and test to ensure employees can perform
the tasks at hand, and keep them motivated during the transition. We will have
timelines and goals that are agreed upon throughout the organization.

This is a plan that VA can execute.

It is important to note that the IT operation today has evolved over time and has
included the services of many talented and dedicated professionals. Their efforts are
paying off. For example, in terms of cyber security, VA IT systems are certified and
accredited for the first time. Additionally, external independent gateways have been
reduced.

We will build upon our successes. It is vital that any reorganization not adversely
impact services to veterans or unnecessarily affect our employees. Keeping in mind
that our department exists to serve veterans and their families, our first principle
will be to “do no harm” to the patients in our world class health care system, or
to the millions of beneficiaries that depend on checks being dispatched in a timely
and accurate manner. We know there are no simple “light-switch” solutions to be
found in any model, but we are committed to managing these changes for the good
of the Department.

Mr. Chairman, top-level executives of this Department have been involved in the
evaluation of alternative organizational models, and understand the importance of
this endeavor. There is an understanding that cultural change has to take place and
buy-in must occur at the lower-worker level. We also know that it isn’t just the IT
reorganization that is involved. The Department is considering changes at the CFO
level, in logistics, in finances, in our collections, and our efforts to comply with
OMB’s Circular A-123, “Management’s Responsibility for Internal Control.” We are
mindful of lessons learned and know for this change to be successful, we must col-
laborate.

As we implement this reorganization, we remain mindful of the successes recently
acknowledged—accomplishments with which our IT team had considerable involve-
ment. For example, in just the past 6 months, no fewer than five major publications
have attested to VA’s leadership of private and Government health care providers
across almost every measure.

e A Rand report published in the Annals of Internal Medicine ranked the overall
quality of VA medical care as significantly higher than any other health care system
in the country.

e An article in the Washington Monthly, entitled, “The Best Care Anywhere,”
rated VA as the recognized leader in the health care industry. It pointed out that,
10 years ago, veterans’ hospitals were in deep crisis—but that today, and I quote,
“VA is producing the highest quality care in the country. VA’s turnaround points
the way towards solving America’s health care crisis.”

e An editorial in the prestigious Journal of the American Medical Association, re-
ferred to VA as ‘a bright star’ within the health care profession for its cutting-edge
dedication to patient safety.

e Last month, in their review of ‘America’s Best Hospitals,” U.S. News and World
Report titled their article on VA as, ‘Military Might: VA Hospitals are Models of
Top-Notch Care.’
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e And just on August 22, on the front page, the Washington Post ran a headline
that read, “Revamped Veterans’ Health Care Now a Model.”

Further, on April 27, 2004 President Bush chose the VA Medical Center in Balti-
more to announce his commitment to ensuring that all U.S. citizens have an elec-
tronic health record in the next 10 years. In doing so, he held out VA’s fine example.
The reorganization of our resources will enable VA to be the benchmark in the de-
velopment and implementation of Health information technology solutions and
standards as envisioned by the President’s Initiative for Health IT as both an exam-
ple and national leader in this arena.

I would say all those assessments are right on target. We view the Veterans
Health Administration as the vanguard for national standards for electronic medical
records, now the rest of the nation does as well. Our health IT systems—and the
quality of our employees—helped us reap these headlines. Clearly, we are delivering
more services to more veterans each and every year. And, this was accomplished
under our current structure.

Our IT successes are also facilitating the business of claims processing and benefit
delivery in the face of daunting demands:

e VA provides monthly compensation and pension benefits totaling $32 billion to
over 3.5 million veterans and beneficiaries. Disability claims increased by 33% from
2000 to 2004. Last year alone, VA added nearly 240,000 new beneficiaries to the
compensation and pension rolls.

e By the end of fiscal year 2005, over 750,000 veterans received decisions on their
disability claims, with VA processing an additional 1.5 million pension, dependency,
and other adjustments to beneficiaries’ accounts. Even with the increased claims
volumes, we have reduced by 30 percent the length of time veterans must wait for
decisions on their claims over the last 3 years.

e We are also providing in excess of $2.5 billion in Education benefits to over
500,000 beneficiaries, and are working to rehabilitate nearly 95,000 service-disabled
veterans through our Vocational Rehabilitation and Employment Program.

I would also note that in December 2004, the American Customer Satisfaction
Index announced the National Cemetery Administration earned a customer satisfac-
tion rating of 95 out of a possible 100 points—the highest score ever received by
a federal agency or private organization. In the survey, both the ratings for respect
shown to loved ones and maintenance of VA cemeteries as National Shrines received
a score of 97.

The report called this finding “an outstanding score by any standard of ACSI
measurement and for any context, public or private.” NCA was able to achieve this
milestone through the support of IT in all aspects of cemetery and memorial serv-
ices, from the timely acquisition of veteran headstones with accurate inscriptions to
the nationwide gravesite locator available to the public on the World Wide Web.

This concludes my statement. Thank you, Mr. Chairman, for the opportunity to
%iscuss these important matters. I am prepared to answer any questions you might

ave.

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. DANIEL K. AKAKA
TO GORDON H. MANSFIELD

Question 1. VA’s IT budget will be centralized under the Chief Information Offi-
cer. Development of IT will require the CIO’s review and budget approval. How will
the CIO facilitate communication within VA to meet the individual IT of its health,
benefits and burial administrations?

Response. There are several points at which requirements for information tech-
nology (IT) on the part of the Department of Veterans Affairs (VA) administrations
and staff offices are communicated to the VA Chief Information Officer (CIO). First,
there is the development of the IT portfolio, which determines resource require-
ments, both financial and otherwise, for all of the projects, programs, and invest-
ments in IT throughout VA. Administrations and staff offices develop capital asset
plans (Exhibit 300s) for major investments, and provide funding information for
minor investments. These investments are deliberated by the VA Enterprise Infor-
mation Board (EIB), which is comprised of representatives from each administration
and major staff office. Decisions are made by this group as to whether investments
should be undertaken, modified, or cancelled. The EIB will also be the entry point
for a portfolio to become part of the program management milestone review process.

Once the IT portfolio is created, the EIB meets regularly to monitor the progress
of investments. Semi-annual program management reviews (PMRs) will be con-
ducted, one at mid-year to determine adherence to spend plans and to check year-
of-execution progress; and one at the receipt of the new fiscal year budget to ensure
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continued adequate resources for program execution. Emergent reviews will be per-
formed whenever programs break management thresholds that indicate negative
variance to sound program execution

Finally, the federated IT approach leaves development activity centered in the
most logical place—with the organization that will benefit from the results of the
development. The VA CIO will control the flow of funds based upon the information
provided through the EIB in the IT portfolio and program management monitoring
processes

Question 2. The Government Accountability Office recommended that the Sec-
retary develop a plan that describes how VA intends to use data from the Rating
Board Automation 2000. GAO recommended that VA conduct studies of the impair-
ments for which data reveal inconsistencies among VA regional offices. Please tell
the Committee if such a plan has been developed. VA’s computer programs are tools
that can be used to determine where inconsistencies exist and to develop better
training methods for VA employees.

Response. Veterans Benefit Administration (VBA) concurred in the Government
Accountability Office’s (GAO) recommendations. VBA’s Compensation and Pension
(C&P) Service initiated a pilot review selecting three disabilities for consideration,
including cases involving knees, hearing loss, and service connection for post trau-
matic stress disorder (PTSD). For those decisions where service connection was
granted, the evaluation assigned to the condition was also reviewed. A random sam-
ple of ratings completed on or after October 1, 2004, was selected for the study. The
data source was Rating Board Automation 2000 (RBA2000).

Integral to the pilot review was development of checklists to collect data to deter-
mine if there was inconsistency among raters and, if so, the cause of the variance.
VBA asked members of the Veterans Health Administration (VHA’s) Tennessee Val-
ley Healthcare System Center for Health Services to assess the value of the check-
lists that were developed, to analyze the review process and results, and to provide
recommendations for improvement.

Ultimately, the process was judged too lengthy and costly to continue with other
reviews. As an alternative course of action, VBA’s Office of Performance Analysis
and Integrity (PA&I) is working with C&P Service to gather data through RBA2000
to identify possible inconsistencies among regional offices in the award and denial
of compensation benefits for specific impairments.

PA&I and C&P are prioritizing body systems and/or diagnostic codes to be re-
viewed. Data will be extracted from the corporate database for specific diagnostic
codes in the rating schedule. PA&I has also extracted data for grants/denials of
service connection, and evaluations of service-connected conditions for the remaining
mental disorder diagnostic codes that use the General Rating Formula for Mental
Disorders. Data pulls for the most prevalent diagnostic codes for each subsequent
body system occur monthly and the projected completion date is June 2006.

Other data runs will be analyzed in conjunction with these body system data runs
to determine possible factors that may be affecting rating variance. Variables to be
analyzed include veteran characteristics, station characteristics, station perform-
ance, legal/representational issues, rating characteristics, and staff characteristics.

Question 3. The Gartner Report found that VA’s IT culture was resistant to
change. For example, in May 2003, the Secretary approved a plan for reorganization
of VA’s IT management structure. Yet, to date this reorganization has not yet been
implemented fully. What steps can you take to make VA more receptive to change
and allow you to fully implement pending and future IT management changes?

Response. The Secretary of VA has made a decision to proceed with implementing
the federated model in reorganizing VA IT and the leadership represented at the
Senate Committee on Veterans’ Affairs hearing on October 20, 2005, witness table
is committed to making it happen. An Information and Technology Realignment Of-
fice (ITRO) has been established to lead and manage the development and imple-
mentation of a federated information and technology program. The Executive Direc-
tor of the ITRO, reports to the Assistant Secretary for Information and Technology,
and will work in collaboration with VA’s Strategic Management Council in the de-
veloping and executing of the reorganization of IT in VA. The Strategic Management
Council is chaired by the Deputy Secretary and comprised of the Deputy Under Sec-
retaries, Assistant Secretaries, the General Council and other key senior officials.
Also, internally, and in parallel, a task force, comprised of senior budget officials
representing each administration and major staff office, has been working together
to develop a process for developing, implementing, monitoring, and managing a sin-
gle VA IT budget.

Question 4. How can VA provide incentives to contractors to take on the costly
and risky development work for IT programs, software, and systems?
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Response. VA will use the full range of contracting options open to it to provide
high quality information technology solutions that benefit our administrations and
staff offices and, ultimately, the Nation’s veterans. VA will choose the contracting
approach that makes the most sense based on a determination of technical, schedule
and cost risks involved in the particular program. If the particular contract involves
a well-proven commodity, VA will use a firm-fixed price vehicle. If there is increas-
ing risk, VA may choose to accept some of that risk through use of cost incentives.
If the effort is very risky, VA might use a time and materials approach. VA is not
committed to a “one-size-fits-all” approach when it comes to contracting for IT
equipment, software, and services. Each effort will be evaluated on its own merits
and the appropriate determination made to deliver the intended results in a timely
manner, staying within budget. Contracts would also be reviewed to ensure that the
contracting solution selected enhances the ability of the program to execute by con-
sidering innovative approaches such as performance-based maintenance concepts in
the upkeep of legacy software programs.

Question 5. One of the significant contributing factors to the problems associated
with the CoreFLS program was that the same contractor hired by VA to provide
independent advice and assistance were also given responsibility to implement the
program. One of the conclusions of the Carnegie Mellon report on CoreFLS was that
in allowing this, VA created a conflict of interest. What is VA doing to prevent con-
tractors hired to provide independent IT advice and assistance from then being
hired to implement the work and approach they recommend?

Response. VA’s program management and contracting personnel are trained in
Government ethics and work closely together to identify conflicts of interest and the
appearance thereof. Additionally, the one VA Enterprise Program Management Of-
fice (EPMO) was formed on August 8, 2004. It is designed to improve and stand-
ardize the management of IT projects and the IT portfolio by defining VA-wide poli-
cies, procedures and best practices, and providing tools to facilitate the successful
management, reporting an oversight of VA’s IT projects. When fully implemented,
EMPO will conduct periodic program management reviews (PMRs) of all major
projects. A key component of reviews will focus on the acquisition strategy, sup-
porting acquisition plans and implementation. This will provide a greater level of
scrutiny of the contracting process and ensure that contracting strategies are sound
and proper. Administrations will be encouraged to implement similar internal re-
views to ensure appropriate contracting methodologies are used.

Question 6. VBA has undertaken many steps to identify and reduce the significant
backlog in C&P claims processing application and adjudication. It still seems that
much more might be done to streamline and shorten this process, as well as to en-
sure that decisions are standardized across the nation. Using technology throughout
to enhance this process, incorporating industry best practices has seemed to lag in
VBA'’s efforts. Has VBA considered using a rules-based decision engine, such as is
used throughout the insurance industry, to help standardize at least the bodily in-
jury component of the claims adjudication process?

Response. From 2001 to 2003, VBA worked on the Compensation and Pension
Evaluation Redesign (CAPER) project, an initiative to enhance the disability evalua-
tion process and the exam request/return process for VBA claims adjudication.
CAPER explored the use of rules-based decision-making technology in evaluating
medical symptoms (the bodily injury component) under the VA Schedule for Rating
Disabilities (38 C.F.R., Part 4). Although VBA’s Information Technology Investment
Board (ITIB) determined in 2004 that IT resources should be redirected from
CAPER to other higher priority IT initiatives, some of the concepts developed for
CAPER were integrated into other VBA applications, such as the Compensation and
Pension Records Interchange (CAPRI) and medical examination templates.

Question 7. I understand a pilot program is underway at the Ft. Bragg BDD site
to include the compensation program in VBA’s efforts to automate some of the appli-
cation, exam and adjudication process. Please explain what is involved in this effort
and what role if any, Commercial-Off-The-Shelf (COTS) or other IT tools will play.

Response. Virtual VA will be used to pilot the paperless processing of (Benefits
Delivery at Discharge) BDD claims. Virtual VA is a web-based computer application
designed to electronically maintain all the documents in a veteran’s claims folder
and to simulate the paper workflow process of compensation claims. While Virtual
VA’s interfaces are custom designed, the solution employs widely accepted imaging
software, web components, and hardware. Predominantly, Virtual VA uses commer-
cial-off-the-shelf software (COTS) including:

FileNet, Macromedia, Oracle, Xerox software, Microsoft, Kodak scanners, Adobe,
Sun Servers, Active PDF Conversion Services, and IBM Servers.

To create the plan for a paperless BDD claims process, VBA reviewed the current
BDD business process and the existing functionality of the Virtual VA application.
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Specific IT enhancements/interfaces to existing applications are required to support
the paperless BDD business process, including:

1. Modification of existing Virtual VA workflow tracking functionality.

2. Automatic import of rating decisions created in RBA 2000

3. Data feeds from the Defense Manpower Data Center and creating a web inter-
face inquiry so that users can retrieve verified military history reports.

4. Automatic import of Compensation and Pension medical examination reports
generated by QTC (the contract provider of C&P exams at BDD sites).

5Almport of Compensation and Pension medical examination reports generated by

6. Creation of a web interface to capture imaged records from the Defense Per-
sonnel Records Imaging System.

Question 8. Please provide a detailed explanation of what VBA is doing to improve
the C&P application and exam process and adjudication. How are industry best
practices, such as rules-based decision engines and performance management tools,
being incorporated into these program enhancements?

Response. Modern Award Processing—Development (MAP-D) is a nationally de-
ployed application designed to facilitate and automate the development phase of
claims processing. MAP-D provides standard development paragraphs to use in com-
posing letters. In addition, it provides automatic and manual claims development.
The automatic development is rules-based development logic that was proven in a
prior beta application trial for original compensation claims. The automatic develop-
ment feature allows users to answer questions and enter basic veteran information.
The system determines what development needs to be initiated and generates it in
the form of letters, messages, and automatic requests for service information. The
goal of MAP-D was to provide an easy way for users to create and amend develop-
ment letters. To facilitate fast reaction to changes in policy or procedures, the para-
graphs were stored centrally. Currently, the MAP-D application is being maintained
through process improvements made with regular quarterly releases. The most re-
cent change was released on November 14, 2005. VBA is focused on improving the
letter generation capability over the next year, and expects to revalidate automatic
development and make modifications mandated by changes in the applicable laws
and regulations that govern the claims process. Compensation and Pension Records
Interchange (CAPRI) provides online access to veterans’ electronic health records
(EHRs) contained in the VHA system of records. It is also the IT application that
VBA uses to request and print VHA C&P examinations. The VA regional offices
(ROs) have used CAPRI since 2001 to electronically request C&P examinations from
VA medical centers (VAMCs). Upon receiving the electronic VBA C&P examination
request, VAMC personnel schedule the veteran for the required medical examina-
tions. Once all requested C&P medical examinations and corresponding worksheets
have been completed, the exams are loaded and stored electronically in CAPRI. Indi-
vidual C&P examination reports become a permanent record in the veteran’s EHR,
where they can be viewed and/or printed by claims adjudication personnel. C&P
Service has taken steps through CAPRI to standardize the VBA C&P examination
request. The CAPRI exam request organizes the 57 medical examination worksheets
by 14 body systems identified in the VA Schedule for Rating Disabilities. CAPRI
also gives VBA users a template that contains language common to requests for in-
creased evaluations, pension benefits claims, representation by a power of attorney,
and medical opinion requests. The “General Remarks” portion of the CAPRI C&P
exam request allows the user to customize exam requests as necessary. CAPRI also
uses rules-based technology to prevent a user from requesting a duplicate C&P med-
ical examination worksheet when a request for that particular exam is pending.

VBA and VHA continue to improve the exam process through the work of the
jointly funded and staffed Compensation and Pension Examination Program (CPEP)
office. The CPEP office is in the process of developing templates that map to the
CAPRI worksheets. The goal of the template development is to provide rules-based
technology to ensure that medical examiners complete the required information and
accurately reflect the information requested in the worksheet. It is hoped that use
of rules-based technology in the C&P medical examination report will decrease the
number of inadequate VHA medical examinations. Upon satisfactory completion of
the templates, VBA will work with VHA to determine whether to make use of the
template mandatory for VHA examiners.

VBA has also initiated a critical review of the QTC (VA exam contractor) tem-
plates to ensure that they track VBA’s examination protocols and properly solicit
medical evidence. The review will ensure that VBA decision makers receive accurate
and consistent medical evidence whether the examination is performed by VHA or
QTC. Under the terms of its contract with VA, QTC must reprogram its templates
to be consistent with VBA policy.
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Question 9. What thought has VA given to incorporating IT planning into new
hospital construction to ensure new VA medical facilities will be “digital hospitals”™—
to included “smart” HVAC, security, diagnostic, operating rooms, personnel informa-
tion, etc. that will allow VA to take advantage of an integrated facility infrastruc-
ture prior to opening the facility to patients?

Response. VA does in fact design in digital capability into our new and renovated
facilities. In the development of IT systems for new VA facility construction, VA
uses an integrated process with extensive coordination and communication among
the design team members. These teams include representatives from the local
VAMC, the Veterans Integrated Services Network (VISN) office, the Office of the
Assistant Secretary for Information and Technology, and the Office of Facilities
Management as well as a knowledgeable architectural and engineering consultant.
IT system configuration and integration are developed by the VAMC and IT staffs.
Supporting the IT systems with infrastructure systems are a range of design cri-
teria, including design manuals and master specifications, which outline VA require-
ments. The systems and supporting infrastructure are coordinated and implemented
by the design team for each specific project. Infrastructure elements, such as ad-
vanced heating ventilation and air conditioning, electrical and security system con-
trols, are outlined in VA criteria. System elements are important as is privacy, con-
trol of assess to data, HIPAA requirements, redundancy, procurement regulations,
and ease of use. For a new addition or renovation project at an existing VAMC, inte-
gration into existing systems and maintenance of ongoing operations are critical ele-
ments to consider. This project management approach results in IT systems that
function well and meet VA operational needs. In addition, VA regularly consults
with manufacturers to keep abreast of changes and improvements in all related
technologies.

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. JOHN D. ROCKEFELLER IV
TO GORDON H. MANSFIELD

Question 1. As VA works to improve and upgrade its IT, will there be a process
and consideration given to research opportunities? Will there be a sensitivity to de-
velop electronic records in such a way that the development of registries and shar-
ing of research data will be possible and affordable? Will an effort be made to find
IT solutions to provide access to valuable research and information about many dis-
eases fgcing both veterans and the general population, such as Alzheimer’s and de-
mentia?

Response. VA is developing and implementing a Health Data Repository (HDR)
to provide integrated views of patient data across VA sites of care. The HDR
functionality will include all of the domains of clinical data as well as notifications,
clinical reminders, decision support, and alerts. Additionally, VA is creating a Cor-
porate Data Warehouse (CDW) that will allow users to aggregate information from
the HDR and other sources to look at particular disease cohorts and population-
based health issues. The availability of the HDR and CDW promise to greatly en-
hance research opportunities and facilitate the creation of data marts and special
population registries for such things as Alzheimer’s, dementia, diabetes, etc. Demo-
graphics and vital sign measurements are available today in the HDR/CDW. Aller-
gies, outpatient pharmacy and hematology and chemistry laboratory tests will be
available by the middle of 2006 and other clinical domains will be added as they
are standardized. Restrictions on IT funding may slow down development and full
deployment of the HDR and CDW.

When the HDR and CDW are fully deployed, researchers will greatly benefit from
the following: (1) accessibility of national data clinical data; (2) improved data base
design that facilitates analyses; (3) economies of scale in data collection and proc-
essing; (4) centralized authoritative data source; and (5) standardized data and defi-
nitions.

Question 2. Please explain how the new system will cover IT issues dealing with
medical devices at local VAMCs and security issues.

Response. In collaboration with the Office of Cyber and Information Security
(OCIS), VHA mandated that all facilities create virtual local area networks (VLANS)
to isolate medical devices from the rest of the facility’s IT network by September
30, 2004. This was a starting point in VA’s defense-in-depth approach to networked
medical devices, which added a layer of protection to the medical devices across
VHA. By isolating all of the networked medical devices within the IT networks,
VHA has effectively reduced the exposure of critical hospital equipment and data
to risk of penetration by a worm, virus, or other cyber attack. VHA will continue
to work with OCIS’ Health Information Security Division (HISD) to develop sound
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guidance and provide direct assistance to VA facilities regarding security protections
for networked medical devices.

Question 3. How could the Office of Health Data and Informatics use automated
coding and automatic coding audits software from the commercial market to im-
prove the coding and auditing of VA records? Will part of the IT restructuring in-
clude a process to consider such opportunities?

Response. VA already evaluates and uses commercial off-the-shelf products and
will continue to do so under the new IT structure. The Office of Health Data and
Informatics has been involved with a number of vendors, reviewing coding products
that suggest they can automatically review and code inpatient and outpatient
records by using natural language processing tools. We are in discussions with sev-
eral VA sites and other non-VA organizations to undertake testing of these products.
The testing will help validate whether the benefits projected by the vendors can be
achieved in the VA environment.

Re-engineering the Computerized Patient Record System (CPRS) is a major VHA
initiative. The re-engineering of CPRS will include requirements that address cre-
ating a foundation for the concept of coded data as a by-product of documentation,
in order to minimize or eliminate provider involvement in the coding process. We
plan to provide automated coding audit functionality within CPRS that would auto-
review and code provider documentation and validate the accuracy of already coded
records. This type of functionality could provide audit results that would be used
to provide educational material for providers and coders, and, importantly, would
provide needed leverage to challenge insurance companies on denied claims. As VA
pursues automated coding, we must maintain awareness that, as yet, automated
coding is not an industry standard.

Again, VA is concerned that limits on IT funding will delay development and de-
ployment of the re-engineered CPRS.

Question 4. How could VA better use IT to more accurately audit inpatient and
outpatient records to more effectively recover funds through third party payers
under the Medical Care Cost Recovery provisions?

Response. All VA medical center facilities have installed the same Encoder/claim
scrubber product (Quadramed) which allows sites to ensure more consistency and
accuracy in bills submitted to third party payers. All claims go through a scrubber
with edits to ensure that the most accurate and complete claim is submitted to third
party insurers. VA continues to enhance the capabilities of this system and to fur-
ther train users to maximize system capabilities.

Chairman CRAIG. Gordon, thank you very much for that opening
statement and testimony.

Now let us turn to Robert McFarland, as I have introduced him,
Assistant Secretary for Information Technology, Chief Information
Officer, Department of Veterans Affairs, or should we just say the
person in charge?

Oh, I see, you are all together. The word has gone forth. All
right. With that in mind, now that I have introduced you again,
Bob, do you have any comments? I mean we have shifted all the
burden to you anyway.

Mr. MCFARLAND. Mr. Chairman, I have no prepared statement,
but I will be happy to answer any questions that you have. I am
excited to be here and talk about some of the things that we are
trying to do.

Chairman CRAIG. I think questions we do have, and thank you
all for being here. Your testimony describes the federated option as
put forth by the Gartner Report. Your testimony then goes on to
say that VA is determined to move towards a federated concept.
What is the difference, if any, between what Gartner recommended
you do under a federated option and what you have outlined as the
federated concept that you are moving towards? Can you bring us
into context on that?

Mr. MANSFIELD. Mr. Chairman, I was referring to the fact that
we understand that whatever we do here, there is not a light
switch answer. We cannot just flip a switch and it will happen. No
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matter what we do we have to take it by phases. We have to make
sure that the planning part of it is done correctly, and as I men-
tioned, checked and rechecked as we go forward. The comment
about moving towards is that we are going to plan, and then we
are going to start implementing, and that implementation will be
by phases, we believe, as we move forward, but we will go with the
federated model as outlined.

Chairman CRAIG. Was there universal agreement within the
Agency to go this way?

Mr. MANSFIELD. No, sir.

Chairman CRAIG. Who made the final decision?

Mr. MANSFIELD. As I mentioned, the Secretary tasked me with
working with the administrations and the CIO and our manage-
ment office to come up with what was the best consensus on how
to move forward, and I then brought that consensus to him, and
he (Ilnailde the decision that we would go forward with the federated
model.

Chairman CRAIG. I appreciate your broadly outlining the me-
chanics of the federated concept and your assurances that the goals
that are agreed upon throughout the organization will be cost effec-
tive and met with success. I intend to follow up with you and hold
you, and all of you, accountable for those assurance.

Will you commit to providing this committee with periodic re-
ports on your progress? What I am saying to you, to all of you, and
certainly to you, Gordon, is that we are going to work through this
with you. We want to know where you are and where you have
moved along the way. We do not want a report a year or two from
now that we spend hundreds of millions of dollars and somehow it
is not working.

Mr. MANSFIELD. Mr. Chairman, let me make the point that—to
preface my answer, which is yes—that we appreciate, No. 1, the bi-
partisan support we have gotten from this committee in your ef-
forts to help us along the way, and we understand that we do have
an obligation when taxpayer dollars are appropriated and given to
us to spend, that they be spent the way they should be spent, and
the results that we should get are gained. I would make the point
that we would be more than happy to provide whatever periodic re-
ports that you requested, and as I mentioned in my oral statement,
we intend to do that.

Chairman CRAIG. As you know, the Senate version of the MilCon/
VA Appropriation Bill points out the fact that no individual or of-
fice has final budget or programmatic authority to oversee the De-
partment’s IT effort, and the legislation suggests an internal reor-
ganization. Your testimony states that VA’s first goal of any reor-
ganization is to do no harm. First, do you believe the appropriation
bill’s language could do no harm to your current IT programs?

Mr. MANSFIELD. Yes, sir, I do believe that. We have had an op-
portunity to have extensive discussions with the staff of the com-
mittee, and we are in agreement with where they are going. We
have had an opportunity to be involved in how that language is
being put forth, and we also have done some preliminary planning
inside to be able to affect that if and when the bill is passed. We
believe that that is where we want to go, and this will help us cen-
tralize authority in the CIO and that will be an effective tool in us
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going forward to make the changes we want. As I said, we are
going through a process right now to plan to be able to implement
what would be required.

Chairman CRAIG. Secondly, how does this language complement
or compete with VA’s recent internal efforts to reorganize?

Mr. MANSFIELD. I think that it complements it in the fact that
if you look at the Gartner Report, one of their findings is that there
needs to be centralized control of the dollars to be able to make
sure that the standardization and efficiencies that we are looking
for are gained, and that is a part of the way to get there.

Chairman CRAIG. Senator Akaka, questions?

Senator AKAKA. Thank you, Mr. Chairman.

Secretary Mansfield, some in Congress are pursuing legislation
to direct VA to consolidate IT functions under the CIO. What
progress has VA made that would indicate if it can get its own IT
house in order without requiring Congress to get involved and pro-
vide a legislative solution?

Mr. MANSFIELD. Sir, as I mentioned, the VA went out and hired
the Gartner Consulting Group to come in and do the study. They
made presentations to myself and Mr. McFarland. We then briefed
the Secretary. Following that, he directed that I go forward and
come up with a consensus agreement if possible, and since then we
have been looking at ways to implement one of the options that
was presented, and we believe that we can start doing that very
soon. The Secretary has signed off on that as a directive to move
forward, to start the implementation of the federated model.

Senator AKAKA. The study that you mentioned, when was that
study done?

Mr. MANSFIELD. Finished in late May, sir.

Senator AKAKA. Of this year?

Mr. MANSFIELD. Yes, sir.

Senator AKAKA. Mr. Secretary, one of the problems identified
with some VA IT systems is the lack of effective and expert pro-
gram management during the design and fielding of IT systems.
How can VA compete with private industry to attract the best and
brightest minds in the IT field to ensure that we have effective pro-
gram management for current and even future IT initiatives?

Mr. MANSFIELD. Mr. Akaka, you point out a very big problem
that we have, not only in this area, but in many of the specialized
areas, in getting competent people into the system, given the hiring
system that exists and how we have to go through that. We have
started moving forward in this area, and I think I would ask Mr.
McFarland to talk about his setting up of a program management
office as we anticipate moving forward.

Mr. MCFARLAND. Sir, when I came here some 20 months ago, one
of the things that disturbed me was we were in a mode of edu-
cating and trying to build project managers, but we did not have
what I would call something similar to DOD, which is an enter-
prise project management office, where you have extremely experi-
enced project management people who have overseen large projects
and understand how to find the pitfalls through the process.

I came to the Secretary and the Deputy, and since I was only
able to affect the 2006 budget at that particular time, I inserted
some dollars and a structure in the 2006 budget to start to build
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such an office to oversee these large at-risk projects. The Deputy
and the Secretary were very much in favor of that idea, and have
since pulled that into the 2005 budget, and I have just recently
been able to hire a recently retired Navy captain that will head up
the enterprise project management office. He is extremely experi-
enced in managing extremely large programs, understands the
complexity of large programs, understands how to deal with risk,
and to be candid with you, we are going to supplement that office
with more of that kind of talent.

Now, we have an advantage here that we can compete in this
area with private industry. No. 1, we have the best mission in Gov-
ernment, and that is to serve our veterans. We can attract retiring,
very experienced ex-military to this environment because of that
mission, and in fact, I stole this gentleman from private industry,
and we were able to steal him because of this mission. I feel very
confident that we can bring in talent that can help us oversee these
projects in the future. It will take some time to build that office.
It will not be built overnight. We will have to deal with the most
at-risk projects in the beginning, and ultimately I would like to put
it through all of our projects.

Senator AKAKA. Thank you.

Dr. Lynch, I also want to add my commendation to you for your
actions during and after Hurricane Katrina. As we all know, the
Department of Veterans’ Affairs was lauded for what it did after
the disaster, and we are delighted to have you with us today. We
have been waiting for sometime to get an idea of how much it
would cost to rebuild the infrastructure. Where are you in your as-
sessment, and can you give an estimate of the related costs?

Dr. LyNcH. Thank you, Senator. First off, I very much appreciate
the kind words everybody has given to me personally regarding our
response to Katrina, but I want to say that all the VA responded
to Katrina, not just VISN 16. Certainly within my network, I shall
say I am very proud of the people that work for me, and I think
I have the real heroes working for me, and I think they deserve
all the credit. I am just the figurehead that gets to stand up in
front of them, and I want to make sure they get recognized.

I want to be sure I understand your question. Is the infrastruc-
ture, the physical infrastructure of the medical facilities that have
been damaged, not specifically IT issues.

We are working on those costs right now, and there have been
a number of engineering teams, for example, in New Orleans as-
sessing the viability of restoring that building. It looks like the
timelines for doing that, to fully bring it back to pre-Katrina, will
be several years, and the costs are quite significant. Of course, we
are assuming we want to try to mitigate the kind of vulnerabilities
that the flooding caused this time around. You have to realize that
while I am not aware of any final decision on the fate of the levees
in New Orleans, if there is an attempt to repair those levees to a
stronger strength, it will be, I am told, many, many more years be-
fore those are up to that level.

I think if you are going to restore a large health care facility in
New Orleans, you should mitigate your vulnerabilities. That is
going to be the approach we are recommending.
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The costs for that could run as high as $200 million, maybe even
go above that. There is a big debate about how much it is going
to cost to rebuild in the environment in a disaster areas because
costs are not normal.

The other options we are looking at are the possibility of
partnering with other entities down there, but that is in a very pre-
liminary stage. I wish I could say we had final answers to all of
this. I am dependent on the engineers to give me reports, and I am
just kind of sharing with you the best knowledge I have at this
point.

In Biloxi and Gulfport, I think everybody in the room is aware
of the CARES recommendation the Department put forward some
time ago, and it was already recommending that Gulfport ulti-
mately be closed and the services that were at Gulfport be reca-
pitulated on the Biloxi campus. There were projected costs associ-
ated with that. We will again have the issue of doing that in a
post-disaster environment. We are exploring moving that ahead, if
you will, at this point. Again, no final decision has been made.

There is a great demand for good, firm, hard numbers at this
point, and things change almost every day, and that is sort of
where the status stands right now. I appreciate the interest
though.

Senator AKAKA. Thank you very much. My time has expired.

Chairman CRAIG. Senator Akaka has asked an important ques-
tion. We plan on November 3rd to have the VA back—the Sec-
retary will be here—to give a detailed report on all aspects of
Katrina costs and possibilities of change and adjustment and what
we do to get everything back up to where it was or what adjust-
ments we make. At that time also, Danny, we will invite the Sen-
ators from the affected States to be with us at that hearing. We
wanted to give VA plenty of time to get their arms around these
figures and to assess and give us the detail that I think all of us
want to have to try to understand the impact of that. Is that a ten-
tative date or is that a real date now? It is a real date now, Novem-
ber 3rd.

With that, let me turn to Senator Salazar.

Ken.

Senator SALAZAR. Thank you, Chairman Craig.

Mr. McFarland, last month you appeared before this committee,
and as I recall, the comment that you gave to this committee was
that you personally believed that a centralized system would be the
best option, and I am sure you discussed your position with the VA.
What I would like to ask you to do is two things, first, explain to
me in layman’s language what the difference is between the fed-
erated system versus a centralized system in terms of IT. And then
second, what is it that changed your position from where you were
when you came before the committee?

Mr. MCFARLAND. Sir, I made those statements before the House
committee at a hearing I believe about a month ago, when I was
asked for my professional opinion on the Gartner study. I had stat-
ed then, and I will state now, my professional opinion was in line
with the Gartner study, based on my prior experience and having
worked in this industry for some 33 years.
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The issues of the differences between a centralized approach and
a federated approach are clearly, in layman’s terms, under a cen-
tralized approach, all development, application, selection and infra-
structure is run through one organization. In the most successful
environments, with that approach you wind up writing some very
detailed service level agreements with your customers, you have a
customer mentality, meaning the people that you provide service
to, and you build around their needs, and you bring them in to the
process of both development and operational control, and you de-
liver services based on the needs of your customers.

In a federated approach what you have is a IT infrastructure,
meaning the operations, the running of the tools, and the infra-
structure meaning the equipment and all the aspects that go along
with keeping the service running under a centralized management
structure, and you leave the development and application program
selection and the development of software, user-specific software, to
the administration in this case or to another organization. The fed-
erated approach is a step towards centralization, but it is clearly
delineated by having users continue in the administration to de-
velop their own specific software requirements, while the oper-
ational aspects of running applications and providing IT services is
managed through a central group.

Senator SALAZAR. Are you, Mr. McFarland, now at a point in this
position, comfortable that the centralized system is not something
that is the best option, and that moving forward with the federated
system is the best?

Mr. MCFARLAND. In my opinion, my personal opinion, the cen-
tralized option for the VA is a very big bang. This is a culture
steeped in decades of decentralized environment. You do not make
those kind of changes in any organization, especially one as deeply
rooted as this, overnight.

I still believe that in the long run, having IT centrally managed
is the successful way to run it. I believe you have to take steps to
get there, and the consensus with management is that the fed-
erated approach is the first step to do that, and I have agreed to
support what management wants to do.

Senator SALAZAR. Let me ask in terms of the dollars that you
now will have responsibility for, your organization is going to grow
very significantly in terms of the dollars that you would have re-
sponsibility for, as I understand it, from 1.4 billion that the CIO
has direct control, to I guess—no, from 50 million to 1.4 billion. So
your 50 million will go to 1.4 billion. Are you ready to assume that
kind of responsibility for those kinds of dollars as the CIO?

Mr. McFARLAND. I am not familiar with

Senator SALAZAR. Or are you scared?

[Laughter.]

Mr. McFARLAND. No.

Senator SALAZAR. That is a lot of money.

Mr. McFARLAND. Sir, I come from a corporation where I man-
aged far more than that, so I am not particularly afraid of that size
number. To be candid with you, that will take setting up an infra-
structure that does not exist in my office today. I am in the process
right now, and have just reviewed yesterday the first draft of the
IT Controllers Office, which will allow me to not only disburse the
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money, but be able to track it. That has not been something we
have done very successfully in the past.

It is my intent that I have responsibility to manage that kind of
sum, I will track that kind of sum one way or the other, and I will
make sure that that money will be spent on what it is designed to
be spent on, and nothing other than what it is designed to be spent
on. It will take some effort to do that. It will take some staff to do
that, and it will take process, which is currently not in place, but
it is possible and we have had some pretty good minds working it
now for about 2 weeks, and I think we are getting very close to
putting an organization together that could manage the money.

Senator SALAZAR. One more question, if I may, Mr. Chairman.

Is now the time to do this, or would it be best if you, in your cur-
rent position, and Secretary Nicholson and Secretary Mansfield
were to take another year to study and to figure out how you are
moving forward on this approach, as opposed to launching into
what seems to be such an expensive and difficult undertaking,
given the culture that we are dealing with here of independence on
each one of the systems that we deal with? I mean talk to me a
little bit about the timing question.

Mr. MCFARLAND. Sir, I am not an experienced Government em-
ployee. I come from the private sector, so I do not have the benefit
of history and how long it takes Government to get things done.

Senator SALAZAR. Do you have a comment on that, Secretary
Mansfield?

Mr. MANSFIELD. Yes, sir. It has been a part of the discussion on
how we arrive at the decision and how we look at how we are going
to implement it. In my testimony I believe I pointed out that it is
going to take us 12 to 18 months to get this done. I recognize, as
Mr. McFarland has indicated, we do not have all the people that
we need in house to be able to get this done. The first thing we
will have to do is to look for some consultants to come in and help
us arrange the plan, and then decide where along the way we may
need some outside help to get it done, as we move forward.

It is not something that is going to happen overnight, but I be-
lieve that it is time to say this is what we are doing. The decision
has been made by the Secretary, and as I said, the senior manage-
ment of the Department, working together to come up with an
agreement. You cannot always get 100 percent of what you want.
What you have to do is get the most you can. Mr. McFarland has
bought into this. The Health Care Administration has bought into
this. The Benefits Administration has bought into this. The Office
of Management has bought into this, and we are prepared to move
forward.

It will not be, as Mr. McFarland says, with a light switch ap-
proach, it will be done gradually. We need to send the word to the
organization that we are doing this. Then the next thing we need
to do is—a lesson learned from the last time—we need to involve
the people all the way down to the users in the planning process,
so they feel that what is going on here is something that they have
a part in and that the success of it is going to be something that
they are committed to, and that is going to take us a little bit of
time, as Mr. McFarland mentioned, in the cultural aspects.
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Then the other part of it too, and one of the reasons that I be-
lieve that we should choose this model, is my “do no harm” com-
ment. We are dealing with health care. We are dealing with pa-
tients. We are dealing with people in clinics or hospital beds, and
medical doctors with hands-on treatment, some of it assisted with,
helped with the tool of IT. In those areas we have to make sure
we do no harm, and that is a part of what we have to play into
here too.

Senator SALAZAR. Thank you. I very much look forward to work-
ing with Senator Craig and Senator Akaka and this committee, and
you to monitor the situation as you move forward.

Mr. MANSFIELD. If I might follow up, sir, I just would also make
the point that when you see in the report or when you hear the
big bang, then you want to stop and look at what this is. That re-
port gave us a risk versus rewards graph too that we talked about.
Even if we were going to complete centralization with everything
in Bob’s pocket, we still would have to go through the steps to get
there, and this is one of the steps to get there.

Right now the only difference that I see is that the development
phase, again with those clinical people involved and making sure
that the treatment of patients that they do is part of the process
for development and the benefits is a part of it. That is the one
step that is different. Security gets centralized in IT. The budget
dollars get centralized in IT. The standardization requirement gets
centralized in IT. That is how we get the efficiencies out of this sys-
tem and make it work better and deliver better services, and hope-
fully save some dollars that can then be translated into additional
benefits and additional health care.

Senator SALAZAR. Thank you.

Chairman CRAIG. Ken, thank you.

Senator Thune.

Senator THUNE. Thank you, Mr. Chairman.

I appreciate all of your responses and answers and testimony
very much, and I credit you for not resting on your laurels. I think
that in order to stay on the creative cutting edge, you have to con-
stantly be thinking of ways that you can approve and do things
better, and the VA has been recognized, as you have all noted, for
their many successes and improvements in the area of patient safe-
ty, and much of it related to the things that you are doing in terms
of technology.

I am especially interested in the technology component part of
health care for a lot of reasons. One is I represent a very diverse—
a very large area with a lot of real estate and not a lot of people,
and health care facilities all across the State. You have a big net-
work as well. I am also interested in it, because I think that elec-
tronic medical records has been proven to improve patient safety
to save lives. It has also been proven to save money, and those are
two things that are very important in terms of where we are head-
ed in health care.

I guess what I would like to ask you—and I appreciate the up-
date on where you are headed and look forward to working with
you and looking forward to working with the Chairman and this
committee as we provide the oversight that is necessary for you all
to deliver the very best possible health care services to America’s
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veterans. Looking at it in a broader context, we are having a de-
bate in this country too about how to take the model of what you
have done and duplicate that and use it in other areas of health
care.

One of the big issues that is raised is in operability standards
and how do different software packages in different health care fa-
cilities communicate with each other, thereby enabling them to
have one integrated system or database whereby a patient’s record
can be accessed from any particular facility, whether they are
somewhere in California or somewhere in South Dakota.

I am curious to know what you all have done—I am told at least
that you are working to provide or distribute scaled-down versions
of your software to nongovernment hospitals and doctors and physi-
cians—I am curious to know what has been the result of that ef-
fort? To what extent do hospitals have it? How many of them are
using it? Is there any indication that there is an effort to use the
software by doctors and hospitals that might be receiving it?

Dr. LyNcH. I think the release you are referring to is—some peo-
ple refer to it as VistA Lite, a basically available Federal code that
is given to the private sector, but it is a partnership with Health
and Human Services that was just announced in the last couple of
months. I believe August is when that went out. It is really in a
test phase in the community, so it would be premature to tell you
how that is going, but that is the intent of the test phase.

There are other Federal and private sector organizations that
have used VistA in its current iteration or various iterations of it,
the Indian Health Service for one. Some of the public health agen-
cies in this town are using VistA.

I think the thing that is probably most—when you realize how
many physicians and other allied health professionals in training
spend some time in their training in a VA medical center, you will
find that almost every physician who left their residency program
or medical school—nurses, what have you—in the last 6 to 10 years
is very familiar with VistA in one form or another. They just have
a hard time not laying hands on it at one time or another.

I think probably that is the biggest push for getting health care
providers to use the electronic health record, and I think you will
see—what I am hoping we will see is a consumer-driven demand
driven by providers, and it is generational. Within VA, I think it
was 6 years ago really, we put out the current version from the
providers’ perspective that we have now. That was when things
really blossomed, and we found that young physicians who grew up
at a time when the Internet and PCs were always part of their
lives had no problem adapting to it. Folks like myself, maybe a lit-
tle bit more of a struggle. I think we are going to see that this is
the natural trend of things.

What your question really gets to is will we have the tools ready
for them when the demand is there, and that is the standards that
I think that VA is participating with in Health and Human Serv-
ices and a lot of the President’s push towards the electronic med-
ical record, that will drive it. How that will exactly shake out, I
don’t know. What you are looking for is sort of what you have with
the Internet. It does not matter which brand of computer, which
operating system, even which attachment you put to your operating
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system. They all talk to each other because there are common
standards that allow them to communicate. That is what we are
pushing for.

Senator THUNE. I appreciate that. I would welcome, as this par-
ticular, I guess, new arrangement or relationship with some of the
non-government hospitals, as you start getting data back about
who 1s using it and how they are using it and what level of—what
sort of results they are getting, it would be very helpful.

Again, I appreciate the Chairman’s interest in the subject with
respect to the VA and the good work that you are doing there. I
also know that in an area like my State, technology can do wonder-
ful things, and telemedicine, things we are doing in that field as
well. I also believe when it comes to efficiency, saving money, and
saving lives, moving more toward electronic—and it is
generational. There is no question about that. One of the things
you hear most often is it is hard to get physicians and doctors who
have always transcribed things the old-fashioned way to actually—
and how do we provide incentives for them to be a part of the solu-
tion. I would welcome any additional insights that you have about
that as we go forward.

Thank you, Mr. Chairman.

Chairman CRAIG. Senator Thune, thank you.

Senator Isakson, you arrived while the panel was underway, so
please proceed. Do you have any opening comments along with
your questions?

Senator ISAKSON. I was here earlier and then had to step out for
a call, which I apologize for, and I came back in.

No, I have no opening statement. I do have——

Chairman CRAIG. Please proceed.

Senator ISAKSON. I do bring greetings from my 91-year-old fa-
ther-in-law, a retired Navy Commander, who in 1999 when I was
elected to the House lectured me on all the VA needed to do, par-
ticularly with regard to health care improvement, and he told me
last week it was remarkable how well they had done since I got to
Congress.

[Laughter.]

Senator ISAKSON. Being he is my father-in-law, I took total credit
for it, but I deserve none. I thought I would pass it on to all of you
because he is an absolute—Commander Davidson is an absolute
critic, and he has been very happy with the medical improvement,
Dr. Lynch and all the others.

I did come in during the testimony, so I had to go back and read,
and I just really have maybe one question and a follow-up.

In the federated model, it says here in Option 4 describing it as,
“All IT operational service delivery personnel and the budget asso-
ciated (to include all non-medical IT equipment, maintenance, and
contractor support) would come under the direct supervision of the
CIO.” Does that mean that the medical side of IT is not under that
direct supervision?

Mr. MCFARLAND. It means that all the medical devices and all
of the various medical pieces of equipment will stay under the su-
pervision of the hospital. Candidly, even—in my opinion, even in a
centralized form, that would be the same. No IT organization
should be making decisions on medical equipment that is needed
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to carry out health care. We should aid and support and try to help
with security, but we should never be in the mode of making those
decisions.

Senator ISAKSON. I concur with that, and to the best of my recol-
lection, most of the concerns about IT at VA have been non-medical
IT concerns. Is that not correct?

Mr. McFARLAND. I believe that is correct.

Senator ISAKSON. Which brings me to my next question. On the
next page, it says, “This model will . . . include a migration of
most workers to the control of the CIO, while leaving some employ-
ees under the control of the administrators.” How many adminis-
trators are there?

Mr. MCFARLAND. The breakdown, I can’t give you exact numbers,
but the breakdown is somewhere around 4,500 to 1,500 approxi-
mately. Most of the employees are operational in nature, meaning
they are involved in running and maintaining the infrastructure
that is out there. Those that would stay under the administrations
are those who are programmers and developers of the applications
themselves of the software that is designed to manage and run the
medical applications.

Mr. MANSFIELD. Sir, if I may interrupt, I think you are talking
about the number of administrations. We are pointing out there
that the health care, the Veterans Health Administration, would
maintain the development for products in their area. The Veterans
Benefits Administration would maintain the same for their area of
expertise, and then the Cemetery Administration. They would be
aligned under those three administrations.

Sel})ator ISAKSON. Are any of those stovepipes integrated at any
point?

Mr. MANSFIELD. Not now, but under the federated model, the
operational infrastructure would be integrated.

Senator ISAKSON. Then therein lies me to my point, I guess,
which is more of a statement. Mr. McFarland, I have great respect
for Dell and what you did and what that great company does. In
one of my jobs in my life, I was asked to take over the Department
of Education in Georgia in a crisis, which was the Y2K crisis where
they were trying to become compliant. They had 187 school sys-
tems, a State board of education. They had decided to select—the
software of their preference was SAV, which is very complicated
software. They had made the terrible mistake of letting all 187 sys-
tems attempt to customize the student information and the finan-
cial system, which led to a catastrophic $45 million disaster and a
last-minute patch to become Y2K compliant.

Anytime I read that we are going to centralize, but some of the
employees are going to be under the supervision of the administra-
tors and not the CIO, I worry that a department or an adminis-
trator working with a consultant or an outside vendor trying to
customize could take what otherwise should be a baseline system
and cause not only irreparable difficulty but tremendous cost. You
can comment on that any way you want to.

Mr. McFARLAND. I share your concern more than you realize. Let
me say that under where I think we are headed, I will have budg-
etary control. I can promise you this. I will not sign off on any
budgeted item, including development projects, that do not keep in
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concert with an enterprise architecture, and if they are looked at
as being custom solutions that do not fit the environment, I simply
won’t fund them. We may have some battles in that area, and I
welcome them. I share your concern.

If you look at the big recent failure of Core FLS—you have de-
scribed a little bit what happened in Georgia—lack of standardiza-
tion will eat you alive in this world in IT. Without standardization
and without standard practices, you cannot apply automation. It
does not matter whether we would have made Bay Pines work or
not. You could not have picked that system up and laid it into an-
other hospital or another facility without customizing it again.
That is because we did not have any standardization in place.

Those are the areas that I think we can manage, and I intend
to manage those through the budget process.

Senator ISAKSON. I am glad to hear that, because in the end, not
because people would intentionally want cost overruns, but most
administrative people are closer to my age and they do not have
the computers that my kids have that allow them to do all these
things instinctively. They start customizing or start asking consult-
ants to provide things which can be done but run you off into some
unbelievable cost overruns and problems. Your knowledge is very
satisfying to me, and if you can manage through that process in the
budget, then I think this federated model will work.

Thank you, Mr. Chairman.

Chairman CRrAIG. Thank you, Senator Isakson. The question is:
How did you do?

Senator ISAKSON. How did I do?

Chairman CRAIG. In the Department of Education in Georgia.
Now that you have led us down that path:

Senator ISAKSON. I got elected to Congress, Mr. Chairman. I
don’t know whether that is because they wanted to get rid of me
or because it worked.

[Laughter.]

Senator ISAKSON. I will share with Mr. McFarland actually the
results of that, but not on camera.

[Laughter.]

Chairman CRAIG. In other words, special expressions belie the
camera.

All right. A couple of last questions of this panel. You had men-
tioned the enterprise architecture design. I see OMB scored it at
a 3 in contrast to a previous 1.25 score. Mathematically, that is a
100-percent improvement.

Now, what does that exact—what does that tell us about enter-
prise architecture? How much better and is it good enough?

Mr. MCFARLAND. I'd love to tell you that getting a 100-percent
improvement in my grade was a wonderful thing, but I would have
to be honest and fair with you and tell you that when I got here,
we were nowhere where we needed to be. We have made great
progress. I was very lucky to attract an enterprise architect to the
agency some 9 or 10 months ago, and he has done incredible work
in getting us moving towards where we need to go. We are not
there yet. We still have to try to reach, I believe, a 4.0, and that
additional one point is a significant enterprise. I believe we will get
there.
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Enterprise architecture is an evolving thing. You just don’t get
one and then put it in the drawer and everything is fine. It will
continue to evolve. It will have to evolve based on the needs of the
agency, and we will have to evolve it based on the needs of the
Government, because the Government has, OMB has a very strict
interpretation of enterprise architecture, and we have had some
challenges in getting ourselves in line with that. We will get there,
and that is the umbrella that fits over all of our applications and
all of our environment to make sure there is commonality. We will
never break up these stovepipes if we do not have a strong enter-
prise architecture to do it with.

Chairman CRAIG. Okay. I thank you for that comment, Mr.
McFarland, and I think all of us recognize the difficulty of change,
especially inside organizations as old, with the positive reputation
that VA has; at the same time, a frustration on the part of all of
us of costs and cost overrun and the inability to get our arms
around them and manage them. It is pretty hard sometimes to go
home to the taxpayer and try to explain why a couple hundred mil-
lion dollars or more just got blown away, or it is no longer oper-
ating or it is non-functional. We went through this with, you know,
other agencies of Government as we try to make these changes and
bring them into modern approaches.

Consultants are brought in, and sometimes effectively used,
sometimes not. Gordon, we talked about the Gartner study and its
costs. What were its costs in reality?

Mr. MANSFIELD. The costs were between $800,000 and $1 mil-
lion, I believe. Is that right?

Mr. McFARLAND. Yes, sir. It was somewhere, if I remember cor-
rectly, around $875,000, I believe.

Chairman CRAIG. That is viewed as money well spent?

Mr. MANSFIELD. Yes, sir.

Mr. MCFARLAND. Yes, sir, I believe it was.

Chairman CRrAIG. I don’t ever want the record to show that that
is pocket change, but it was pocket change well spent in the con-
text of things. Thank goodness that you feel it was appropriately
spent, and that is a manageable amount of money in most of our
view when it comes to what we are doing here.

Gentlemen, thank you very much. We will have you back again—
and again, and I say that because we want to know what you are
doing and how it is going on. I will only ask you to leave with this
note: As I have told the Secretary, there don’t deserve to be sur-
prises in any of this. We are all in this together because we have
one goal in mind, and I think, Secretary Mansfield, you expressed
it well in your opening statement. The wiser we can spend the dol-
lars, the more dollars we can get to the ground to serve veterans.
We thank you all for being here this morning.

Mr. MANSFIELD. Thank you, Mr. Chairman.

Chairman CRAIG. Our second panel is made up of Paul
Wohlleben?

Mr. WOHLLEBEN. Very good, Mr. Chairman.

Chairman CRAIG. Did I pass the test, Paul?

Mr. WOHLLEBEN. You did. That was fantastic. Thank you.

Chairman CRAIG. Partner, Grant Thornton, on behalf of the In-
formation Technology Association of America; and Linda Koontz,
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Director of Information Management for Government Account-
ability Office.

With that, Paul, Linda, thank you for being with us. Please pro-
ceed. Paul, we will start with you.

STATEMENT OF PAUL WOHLLEBEN, PARTNER, GRANT THORN-
TON, LLP, ON BEHALF OF THE INFORMATION TECHNOLOGY
ASSOCIATION OF AMERICA

Mr. WOHLLEBEN. Thank you, Mr. Chairman. Good morning. My
name is Paul Wohlleben. I am a Partner with Grant Thornton of
Chicago, Illinois, an international accounting and management con-
sulting firm.

In my role as a witness before you this morning, however, I am
representing the Information Technology Association of America.
ITAA provides global public policy, business networking and na-
tional leadership to promote the continued rapid growth of the in-
formation technology industry. ITAA consists of approximately 350
corporate members throughout the United States in a global net-
work of 67 country’s IT associations. ITAA members range from the
smallest IT start-ups to industry leaders.

Modern organizations, whether Government or commercial, use
IT to help them achieve their missions. For most organizations, IT
is both a major component of cost and a key resource in managing
business operations and in satisfying customers. This morning I
will describe how many of ITAA’s member companies employ, align
and operate their IT assets to best align them with the organiza-
tion’s missions, improve productivity and maximize the return on
their investments. Additionally, this discussion will address our po-
sition on the placement and the role of the Chief Information Offi-
cer in any large enterprise.

Let me begin by stating that leading companies operate using an
organizational strategy drawn from their major business and mis-
sion objectives. In developing such a strategy, leading companies
consider the role of all key resources in accomplishing that strat-
egy, including information technology. It is a position of ITAA that
in most cases a successful organization’s CIO will be part of the
senior management team that develops that overarching strategy.
Such involvement by the CIO increases the probability that IT will
be properly leveraged to achieve the desired outcomes.

Once an organization’s business and mission strategy had been
defined, including the basic contributions expected from IT, the
CIO needs to develop the strategies and plans that define how IT
will be best deployed across the organization to make those con-
tributions. I will refer to this as the IT strategy. The CIO must en-
sure that the IT strategy is aligned to the organization’s business
and mission strategy, meaning that each IT investment can be
linked back to the organizational goal or objective that it supports.

A key component of the IT strategy is the enterprise architec-
ture. The enterprise architecture provides views into how the orga-
nization operates, its key desired outcomes, the technology infra-
structure that provides computing capability, the data that is used
in the organization in the application systems that support the or-
ganization. ITAA believes it is imperative for the CIO to have suffi-
cient authority to produce, deploy and maintain the IT strategy, in-
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cluding the enterprise architecture. It is particularly important
that the CIO be able to keep them current with a changing busi-
ness and mission environment, and to ensure that they serve as
the standard road map for all IT investment, planning and execu-
tion.

The development of the IT strategy and the use of the strategy
to guide the organization during the implementation projects de-
signed to move the organization from the current to the target
states cannot be accomplished by the CIO organization alone. The
entire enterprise will be affected by the IT strategy. The entire en-
terprise must be represented in the process that develops and over-
sees the execution of the strategy. This is, in effect, a component
of organizational governance. ITAA believes that the CIO must
have appropriate authority, organizational placement, and peer re-
lationships to ensure that an effective process exists for this organi-
zational governance.

I have touched on a number of key roles that must be success-
fully addressed to ensure that an organization’s IT investments are
both efficiently and effectively utilized. The CIO must have effec-
tive control over the planning, authorization, resourcing and imple-
mentation of all IT. Effective control means that the CIO can dele-
gate the implementation of IT as long as the CIO retains oversight
and sufficient management mechanisms in place to ensure compli-
ance with CIO approved plans. We believe the CIO should not dele-
gate enterprise level planning, authorization and resourcing re-
sponsibilities.

Let me turn my attention to the organizational placement of the
CIO. While ITAA recognizes the impact that attributes like culture
and management style have on determining how to organize to op-
timize effectiveness, we believe that an organization is best able to
leverage its IT if a CIO reports to the organization’s most senior
official. Such placement sends an important signal to the rest of
the organization about the value of information technology in its
management, and better enables the CIO to ensure an effective IT
governance process. It better positions the CIO to develop working
relationships with other key senior executives in an organization’s
leadership.

We also believe that with such high organizational placement
comes a responsibility to reach out to the organization to develop
effective collaboration and governance processes. A seat at the ex-
ecutive table must be used to inject IT into the strategic main-
stream, and not to isolate it from the rank and file. Elevating the
CIO in combination with effective collaboration will help ensure
that the broad needs of the organization are reflected in the IT re-
quirements, and that efforts to standardize both IT and business
processes receive appropriate representation.

To summarize, IT is a critical component in helping organiza-
tions like VA realize their strategic objectives. To harness the value
of IT, the CIO maps agency mission and business process objectives
to an information technology strategy. An enterprise architecture
translates IT strategy into an actionable blueprint for moving from
the here and now to where we want to be. Although the CIO is ulti-
mately responsible for the effective alignment of IT performance
with agency mission, goals and objectives, this individual does not
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and must not operate in a vacuum. To be effective, the process
must enjoy widespread agency support and buy-in, and must origi-
nate from the top down.

I thank you for the opportunity to testify before the committee
this morning. I will be pleased to answer any questions you may
have. ITAA will also be glad to meet with Members of the com-
mittee and their staffs on the important issues that are raised dur-
ing this hearing.

Thank you.

[The prepared statement of Mr. Wohlleben follows:]

PREPARED STATEMENT OF PAUL WOHLLEBEN, PARTNER, GRANT THORNTON, LLP,
ON BEHALF OF THE INFORMATION TECHNOLOGY ASSOCIATION OF AMERICA

Good morning. My name is Paul Wohlleben. I am a Partner with Grant Thornton
LLP of Chicago, Illinois, an international accounting and management advisory
services firm.

In my role as a witness before you, I am representing the Information Technology
Association of America. ITAA provides global public policy, business networking,
and national leadership to promote the continued rapid growth of the Information
Technology (IT) industry. ITAA consists of more approximately 350 corporate mem-
bers throughout the U.S. and a global network of 67 countries’ IT associations. ITAA
members range from the smallest IT start-ups to industry leaders in the Internet,
software, IT services, ASP, digital content, systems integration, telecommunications,
and enterprise solution fields.

Modern organizations, whether commercial or government, use IT to help them
achieve their missions. For most organizations, IT is both a major component of cost
and a key resource in managing business operations and satisfying customers. This
morning, I will describe how many of ITAA’s member companies employ, align, and
operate their IT assets to best align them with their organization’s missions, im-
prove productivity, and maximize the return from their investments. Additionally,
this discussion will address our position on the placement and role of the Chief In-
formation Officer (CIO) in any large enterprise.

Let me begin by stating that leading companies operate using an organizational
strategy drawn from their major business and mission objectives. In developing such
a strategy, leading companies consider the role of all key resources in accomplishing
that strategy, including IT. It is the position of ITAA that in most cases, a success-
ful organization’s CIO will be part of the senior management team that develops
that overarching strategy. Such involvement by the CIO increases the probability
that IT will be properly leveraged to achieve the desired outcomes.

Once an organization’s business and mission strategy has been defined, including
the basic contributions expected from IT, the CIO needs to develop the strategies
and plans that define how IT will be best deployed across the organization to make
those contributions. I will refer to this as the IT strategy. The CIO must ensure that
the IT strategy is aligned to the organization’s business and mission strategy, mean-
ing that each IT investment can be linked back to the organizational goal or objec-
tive that it supports. Ideally, the contribution of the IT investment can be measured
in terms of how well it supports the relevant overarching organizational goal or ob-
jective.

A key component of the IT strategy is the enterprise architecture (EA). The EA
provides views into how the organization operates, its key desired outcomes, the
technology infrastructure that provides computing capability, the data that is used
in the organization, and the application systems that support the organization. In
leading organizations, the EA consists of both a current snapshot of the organiza-
tion’s IT infrastructure, called the ‘as is’ architecture, and a snapshot of the target
infrastructure, called the ‘to be’ architecture. IT modernization plans are then devel-
oped with the intent to move from the ‘as-is’ to the ‘to-be’ states. ITAA believes it
is imperative for the CIO to have sufficient authority to produce, deploy and main-
tain the IT strategy, including the enterprise architecture. It is particularly impor-
tant that the CIO be free to keep them current with a changing business and mis-
sion environment and to ensure that they serve as the standard roadmap for all IT
investment planning and execution.

The development of the IT strategy, and the use of the strategy to guide the orga-
nization during the implementation projects designed to move the organization from
the current ‘as-is’ to the target ‘to-be’ states, cannot be accomplished by the CIO’s
organization alone. The entire enterprise will be affected by the IT strategy; the en-
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tire enterprise must be represented in the process that develops and oversees the
execution of the strategy. This is, in effect, a component of organizational govern-
ance. ITAA believes that the CIO must have appropriate authority, organizational
placement, and peer relationships to ensure that an effective process exists for orga-
nizational governance.

I have touched on a number of key CIO roles that must be successfully addressed
to ensure that an organization’s IT investments are both efficiently and effectively
utilized. The CIO must have effective control over the planning, authorization,
resourcing, and implementation of all IT. Effective control means that the CIO can
delegate the implementation of IT as long as the CIO retains oversight and suffi-
cient management mechanisms in place to ensure compliance with CIO-approved
plans. We believe the CIO should not delegate enterprise-level planning, authoriza-
tion and resourcing responsibilities.

Let me turn attention to the organizational placement of the CIO. While ITAA
recognizes the impact that attributes like culture and management style have on
determining how to organize to optimize effectiveness, we believe that an organiza-
tion is best able to leverage its IT if a CIO reports to the organization’s most senior
official. Such placement sends an important signal to the rest of the organization
about the value of IT and its management and better enables the CIO to ensure
an effective IT governance process. It better positions the CIO to develop working
relationships with other key senior executives in an organization’s leadership.

We also believe that with such high organizational placement comes a responsi-
bility to reach out to the organization to develop effective collaboration and govern-
ance processes. A seat at the executive table must be used to inject IT into the stra-
tegic mainstream, not isolate it from the rank and file. Elevating the CIO will help
ensure that the broad needs of the organization are reflected in IT requirements and
that efforts to standardize both IT and business processes receive appropriate rep-
resentation.

To summarize, IT is a critical component in helping organizations like the VA re-
alize their strategic objectives. To harness the value of IT, the CIO maps agency
mission and business process objectives to an information technology strategy. An
enterprise architecture translates IT strategy into an actionable blueprint for mov-
ing from the here and now to the where we want to be. Although the CIO is ulti-
mately responsible for the effective alignment of IT performance with agency mis-
sion, goals and objectives, this individual does not and must not operate in a vacu-
um. To be effective, the process must enjoy widespread agency support and buy-in,
and must originate from the top down.

I thank you for the opportunity to testify before the Committee on Veterans’ Af-
fairs. I will be pleased to address any questions you may have. ITAA will also be
glad to meet with the Members of the Committee and their staffs on the important
issues raised in this hearing.

Chairman CrAIG. Thank you very much for that testimony, and
also thank you for that invite. We will continue to work with you
as we go through this.

Now, Linda, let us turn to you, Linda Koontz, Director of Infor-
mation Management, GAO.

STATEMENT OF LINDA D. KOONTZ, DIRECTOR, INFORMATION
MANAGEMENT ISSUES, UNITED STATES GOVERNMENT
ACCOUNTABILITY OFFICE

Ms. KooNTZ. Thank you, Mr. Chairman. I am pleased to be here
today to discuss the organization of VA’s information technology
program. I will be discussing our previous work on the role of Chief
Information Officers in the Federal Government and in the private
sector, as well as providing information on the evolution of the CIO
position at VA.

As you know, under the Clinger-Cohen Act the Congress has
mandated that Federal CIOs play a central role in managing infor-
mation technology within Federal agencies. In this way CIOs can
help ensure that agencies manage their information functions in a
coordinated and integrated fashion, and thus improve the efficiency
and effectiveness of Government programs and operations.
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In 2004 we reported that Federal CIOs were responsible for most
of the key management areas we identified as required by statute
or critical to effective information and technology management. All
the CIOs were assigned responsibility for five key areas, for exam-
ple, enterprise architecture and IT investment management, al-
though they sometimes reported that they shared responsibility for
these areas with other organizational units.

Our past work also identified a number of organizational charac-
teristics that contribute to CIO success. First, successful CIOs work
with supportive senior executives who embrace the central role of
technology in accomplishing mission objectives, and include the
CIO as a full participant in senior decision-making.

Second, successful CIOs have legitimate and influential roles in
leading top managers to apply IT to business problems and needs.
Placement of the position at an executive management level in the
organization is important, but in addition, CIOs earn credibility
and produce results by establishing effective working relationships
with business units.

Third, successful CIOs structure their organizations in ways that
reflect a clear understanding of business and mission needs. This
understanding is a prerequisite to aligning the CIO’s office to best
serve the agency. To do this, CIOs also need knowledge of business
processes, market trends, the agency’s current systems and avail-
able IT skills.

To be successful, Federal CIOs must overcome a number of chal-
lenges. For example, according to a little over 80 percent of the
CIOs, one major challenge is implementing effective IT manage-
ment practices in such areas as information security, enterprise ar-
chitecture, investment management, and e-Government.

In a study that we recently released, CIOs at leading private sec-
tor organizations reported responsibilities and challenges that were
similar to those of their Federal counterparts. These private sector
companies used both centralized and decentralized organizational
structures, and several of the CIOs spoke of their efforts to achieve
the right balance. In addition, most private sector companies had
executive committees with authority and responsibility for gov-
erning major IT investments.

In recent years the CIO position at VA and the Department’s IT
management, have received increased attention from VA leader-
ship. For 2% years after the passage of the Clinger-Cohen Act in
1996, the Department went without a CIO. For 2 years after that
the CIO role was held by an executive who also had other major
responsibilities. The Department then had an acting CIO for 1
year, and in August 2001 it appointed a full-time permanent CIO.

Subsequently, the Department proposed further strengthening
the CIO position and centralizing IT management, recognizing that
aspects of the VA computing environment were particularly chal-
lenging and required substantial management attention. In par-
ticular, the Department’s information services and systems were
highly decentralized, and a large proportion of the Department’s IT
budget was controlled by the VA’s administrations and staff offices.

To address these challenges the Secretary issued a memo in 2002
announcing that IT functions, programs and funding would be cen-
tralized under the Department level CIO.
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Although we have not reviewed the current status of this pro-
posed realignment or VA’s current organizational structure, it re-
mains our view that this realignment held promise for building a
more solid foundation for investing in IT resources and improving
the Department’s accountability over those resources.

The additional oversight afforded the CIO could have a signifi-
cant impact on the Department’s ability to more effectively account
for and manage its approximately $2.1 billion in planned IT spend-
ing.

Mr. Chairman, that completes my statement. I would be happy
to answer questions.

[The prepared statement of Ms. Koontz follows:]

PREPARED STATEMENT OF LINDA D. KOONTZ, DIRECTOR, INFORMATION MANAGEMENT
IsSUES, UNITED STATES GOVERNMENT ACCOUNTABILITY OFFICE

Mr. Chairman and Members of the Committee:

Thank you for inviting us to take part in your discussion of the information tech-
nology organization at the Department of Veterans Affairs (VA) and the role of the
Chief Information Officer (CIO). In carrying out its mission of serving our nation’s
veterans, the department relies heavily on information technology, for which it is
requesting about $2.1 billion in funding for fiscal year 2006. The CIO will play a
vital role in ensuring that this money is well spent and that information technology
is managed effectively. As we have previously reported, an effective CIO can make
a significant difference in building the institutional capacity that is needed to im-
prove an agency’s ability to manage information and technology and thus enhance
program performance.

At your request, we will discuss the role of CIOs in the Federal Government,
present for comparison the results of our study of private-sector CIOs, and provide
a historical perspective on the roles and responsibilities of VA’s CIO.

In developing this testimony, we reviewed our previous work in this area. All
work covered in this testimony was performed in accordance with generally accepted
government auditing standards.

RESULTS IN BRIEF

Since the Clinger-Cohen Act established the CIO position in 1996, federal CIOs
have played a central role in managing information and technology within federal
agencies. According to CIOs at major departments and agencies,” they generally held
wide responsibilities and reported to their agency heads or other top level managers.
In general, CIOs reported that they were responsible for key information and tech-
nology management areas; for example, all the CIOs were responsible for five key
areas (capital planning and investment management, information security, IT
human capital, strategic planning for information technology and information re-
source management, and enterprise architecture). In carrying out these responsibil-
ities, the tenure of federal CIOs was often less than the length of time that some
experts consider necessary for them to be effective and implement changes: the me-
dian tenure was about 2 years, and the most common response regarding time re-
quired to be effective was 3 to 5 years. In contrast, CIOs were generally helped in
carrying out their responsibilities by the background and experience they brought
to the job. Although their background was varied, most had background in informa-
tion technology (IT) or related fields, many having previously served as CIOs; many
also had business knowledge related to their agencies, having previously worked ei-
ther at the agency or in an area related to its mission. Other factors that help CIOs
meet their responsibilities effectively are described in guidance that we have issued;
key among these are (1) being supported by senior executives who recognize the im-
portance to their missions of IT and an effective CIO; (2) playing an influential role
in applying IT to business needs; and (3) being able to structure their organizations
appropriately. At the same time, CIOs cited several challenges, of which the two
most frequently mentioned were implementing effective IT management and obtain-
ing sufficient and relevant resources.

Private-sector CIOs reported responsibilities, challenges, and approaches to infor-
mation and technology governance that are similar but not identical to those of their
federal counterparts. Most of the private-sector CIOs we contacted had either sole
or shared responsibility for the key management areas we explored, which cor-
responded to those that we reported on in our federal agency review. Among the
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areas in which most of the private-sector CIOs had or shared responsibility, 18 or
more of the 20 we contacted cited five information and technology management
areas (capital planning and investment management, information security, human
capital for managing information resources, systems acquisition, and e-commerce);
the first three of these were also responsibilities of all federal CIOs, and the last
two were responsibilities of 90 percent of federal CIOs. The challenges cited by the
private-sector CIOs were also similar to those cited by federal CIOs. Both private-
sector and federal CIOs noted improving various IT management processes (e.g., IT
investment decision making), developing IT leadership and stalls, working with en-
terprise architectures, and ensuring the security of systems. To manage their IT, the
private-sector companies used both centralized and decentralized organizational
structures: in some, authority is centralized in the CIO’s office, while in others, it
is decentralized in the business units, depending on other events in the company
such as strategic realignments and acquisitions. Most of the private-sector compa-
nies had executive committees with authority and responsibility for governing major
IT investments. Many private-sector CIOs also told us that they were making efforts
to move toward common business processes, such as by instituting cross-organiza-
tional teams to work on developing enterprise wide systems and standards.

With regard to VA, both the CIO position and IT management have received in-
creased management attention over time. After going for 2 years after the passage
of the Clinger-Cohen Act without a CIO, followed by 2 years with an executive
whose time was divided among CIO and other major duties, and then 1 year with
an acting CIO, the department appointed a full-time permanent CIO in August
2001. Since then, the department proposed further strengthening the position and
centralizing IT management, recognizing that aspects of its computing environment
were particularly challenging and required substantial management attention. In
particular, the department’s information systems and services were highly decen-
tralized, and a large proportion of the department’s IT budget was controlled by the
VA’s administrations and staff offices. To address these challenges, the Secretary
issued a memo in 2002 announcing that IT functions, programs, and funding would
be centralized under the department-level CIO. Although we have not reviewed the
current status of this proposed realignment or VA’s current organizational struc-
ture, it remains our view that the proposal held promise for improving IT account-
ability and enabling the department to accomplish its mission. The additional over-
sight afforded the CIO could have a significant impact on the department’s ability
to more effectively account for and manage its approximately $2.1 billion in planned
IT spending.

VA comprises three major components: the Veterans Benefits Administration
(VBA), the Veterans Health Administration (VHA), and the National Cemetery Ad-
ministration (NCA). VA’s mission is summed up in its mission statement, a
quotation from Abraham Lincoln: “to care for him who shall have borne the battle
and for his widow and his orphan.” VA carries out this mission by providing benefits
and other services to veterans and dependents.

The department’s vision is to be a more customer-focused organization, func-
tioning as “One VA.” This vision stemmed from the recognition that veterans think
of VA as a single entity, but often encountered a confusing, bureaucratic maze of
uncoordinated programs that put them through repetitive and frustrating adminis-
trative procedures and delays. The “One VA” vision is to create versatile new ways
for veterans to obtain services and information by streamlining interactions with
customers and integrating IT resources to enable VA employees to help customers
more quickly and effectively. This vision will require modifying or replacing sepa-
rate information systems with integrated systems using common standards to the
information across VA programs and with external partner organizations, such as
the Department of Defense. Accordingly, effective management of its IT programs
is vital to VA’s successful achievement of its vision and mission.

Table 1 shows a breakdown of VA’s approximately $2.1 billion IT budget request
for fiscal year 2006. Of the total, VHA accounted for approximately $1.8 billion, VBA
approximately $150 million, and NCA approximately $11 million. The remaining
$84 million was designated for the department level.

Table 1.—Breakdown of VA's Fiscal Year 2006 Information Technology Budget Request

[in millions]
Organization Request In percent
VHA $1835 88%
VBA 150 1%
NCA 11 <1%
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Table 1.—Breakdown of VA’s Fiscal Year 2006 Information Technology Budget Request—
Continued
[in millions]

Organization Request In percent

Department 84 4%

Total $2,080
Spune: GAO analysis VA data.

CIO PLAYS MAJOR ROLE IN FEDERAL IT MANAGEMENT

The Congress has long recognized that IT has the potential to enable federal
agencies to accomplish their missions more quickly, effectively, and economically.
However, fully exploiting this potential presents challenges to agencies. Despite sub-
stantial IT investments, the federal government’s management of information re-
sources has produced mixed results. One of the ways in which the Congress has ad-
dressed this issue was to establish the CIO position; an agency’s CIO is to serve
as the focal point for information and technology management within an agency. In
1996, the Clinger-Cohen Act established the position of agency CIO and specified
responsibilities for this position. Among these responsibilities, the Act required that
the CIOs in the 24 major departments and agencies have information resources
management (IRM) as their “primary duty.”

The Congress has mandated that CIOs should play a key leadership role in ensur-
ing that agencies manage their information functions in a coordinated and inte-
grated fashion in order to improve the efficiency and effectiveness of government
programs and operations.”

CIO RESPONSIBILITIES AND REPORTING RELATIONSHIPS

CIOs have responsibilities that can contribute significantly to the successful im-
plementation of information systems and processes. In July 2004, we reported on
CIO roles, responsibilities, and challenges (among other things) at 27 major agen-
cies. For this work, we identified major areas of CIO responsibilities that were ei-
ther statutory requirements or critical to effective information and technology man-
agement. Altogether, we identified the 13 areas shown in table 2.

Table 2.—Major Areas of CIO Responsibility

Area of responsibility IT capital planning and investment management

Description Planning and management of IT capital investments
Applicable laws 44 U.S.C. 3506(h), 40 U.S.C. 11312 & 11313

Records management Ensuring that agency implements and enforces records

management policies and procedures under the Federal
Records Act 44 U.S.C. 3506(f)
Information dissemination* Ensuring that information dissemination activities meet pol-
icy goals such as timely and equitable public access to
information 44 U.S.C. 3506(d)

Information disclosure* Ensuring appropriate information 44 U.S.C. 3506(g) access
under the Freedom of Information Act

Privacy Ensuring agency compliance 44 U.S.C. 3506(g) with the Pri-
vacy Act and related laws

Area of responsibility Description

Statistical policy and coordination .............ccccoevovrirerirniinneinns Performing statistical policy and coordination functions, in-

cluding ensuring the relevance, accuracy, and timeliness
of information collected or created for statistical pur-
poses

Applicable laws 44 U.S.C. 3506(e)

Source: GAO analysis.

“Three areas of responsibility-enterprise architecture; systems acquisition, devel-
opment, and integration; and government initiatives—are not assigned to CIOs by
statute; they are assigned to the agency heads by law or guidance. However, in vir-
tﬁallycalé agencies, the agency heads have delegated these areas of responsibility to
their CIOs.
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For our later private-sector study, we combined Information dissemination and In-
formation disclosure into a single function in order to increase these functions’ rel-
evance for private-sector CIOs.

According to our report, CIOs were generally responsible for the key information
and technology management areas shown in the table, although not all CIOs were
completely responsible for all areas.” For example:

All the CIOs were responsible for the first five areas in the table (capital planning
and investment management, enterprise architecture, information security, IT/IRM
strategic planning, and I'T/IRM human capital).

More than half had responsibility for six additional areas (major government ini-
tiatives, systems acquisition, information collection/paperwork reduction, records
management, information dissemination, and privacy).

F;awer than half were responsible for two areas (information disclosure and statis-
tics).

It was common for CIOs to share responsibility for certain functions, and in some
cases responsibilities were assigned to other offices. For example, systems acquisi-
tion responsibility could be shared among the CIO and other officials, such as a pro-
curement executive or program executive; disclosure could be assigned to general
counsel and public affairs, while statistical policy could be assigned to offices that
deal with the agency’s data analysis. Nevertheless, even for areas of responsibility
that were not assigned to CIOs, agency CIOs generally reported that they contrib-
uted to the successful execution of the agency’s overall responsibilities in that area.

In carrying out their responsibilities, CIOs generally reported to their agency
heads. For 19 of the agencies in our review, the CIOs stated that they had this re-
porting relationship. In the other 8 agencies, the CIOs stated that they reported in-
stead to another senior official, such as a deputy secretary, under secretary, or as-
sistant secretary. In addition, 8 of the 19 CIOs who said they had a direct reporting
relationship with the agency head noted that they also reported to another senior
executive, usually the deputy secretary or under secretary for management, on an
operational basis. According to members of our Executive Council on Information
Management and Technology, what is most critical is for the CIO to report to a top
level official.

TENURE AND BACKGROUNDS OF CIOS

Federal CIOs often remained in their positions for less than the length of time
that some experts consider necessary for them to be effective and implement
changes. At the departments and agencies included in our review, the median time
in the position of permanent CIOs whose time in office had been completed was
about 23 months. For career CIOs, the median was 32 months; the median for polit-
ical appointees was 19 months. To the question of how long a CIO needed to stay
in office to be effective, the most common response of the CIOs (and former agency
IT executives whom we consulted) was 3 to 5 years. Between February 10, 1996,
and March 1, 2004, only about 35 percent of the permanent CIOs who had com-
pleted their time in office reportedly had stayed in office for a minimum of 3 years.
The gap between actual time in office and the time needed to be effective is con-
sistent with the view of many agency CIOs that the turnover rate was high, and
that this rate was influenced by the political environment, the pay differentials be-
tween the public and private sectors, and the challenges that CIOs face.

In contrast, the CIOs at the 27 agencies were generally helped in carrying out
their responsibilities by the background and experience they brought to the job. The
background of the CIOs varied in that they had previously worked in the govern-
ment, the private sector, or academia, and they had a mix of technical and manage-
ment experience. However, virtually all had work experience or educational back-
grounds in IT or IT-related fields; 12 agency CIOs had previously served in a CIO
or deputy CIO capacity. Moreover, most of them had business knowledge related to
their agencies because they had previously worked at the agency or had worked in
an area related to the agency’s mission.

SUCCESS FACTORS AND CHALLENGES OF CIOS

To allow CIOs to serve effectively in the key leadership role envisioned by the
Congress, federal agencies should use the full potential of CIOs as information and
technology management leaders and active participants in the development of the
agency’s strategic plans and policies. The CIOs, in turn, must meet the challenges
of building credible organizations and developing and organizing information and
technology management capabilities to meet mission needs.

In February 2001, we issued guidance on the effective use of CIOs, which de-
scribes the following three factors as key contributors to CIO success:
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e Supportive senior executives embrace the central role of technology in accom-
plishing mission objectives and include the CIO as a full participant in senior execu-
tive decision making.

o Effective CIOs have legitimate and influential roles in leading top managers to
apply IT to business problems and needs. Placement of the position at an executive
management level in the organization is important, but in addition, effective CIOs
earn credibility and produce results by establishing effective working relationships
with business unit heads.

e Successful CIOs structure their organizations in ways that reflect a clear under-
standing of business and mission needs. Along with knowledge of business proc-
esses, market trends, internal legacy structures, and available IT skills, this under-
standing is necessary to ensure that the CIO’s office is aligned to best serve agency
needs.

The CIO study that we reported on in July 2004 also provides information on the
major challenges that federal CIOs face in fulfilling their duties. In particular, CIOs
view IT governance processes, funding, and human capital as critical to their suc-
cess, as indicated by two challenges that were cited by over 80 percent of the CIOs:
implementing effective information technology management and obtaining sufficient
and relevant resources.

EFFECTIVE IT MANAGEMENT

Leading organizations execute their information technology management respon-
sibilities reliably and efficiently. A little over 80 percent of the CIOs reported that
they faced one or more challenges related to implementing effective IT management
practices at their agencies. This is not surprising given that, as we have previously
reported, the government has not always successfully executed the IT management
areas that were most frequently cited as challenges by the CIOs-information secu-
rity, enterprise architecture, investment management, and e-gov.

SUFFICIENT AND RELEVANT RESOURCES

One key element in ensuring an agency’s information and technology success is
having adequate resources. Virtually all agency CIOs cited resources, both in dollars
and staff, as major challenges. The funding issues cited generally concerned the de-
velopment and implementation of agency IT budgets and whether certain IT
projects, programs, or operations were being adequately funded.

We have previously reported that the way agency initiatives are originated can
create funding challenges that are not found in the private sector. For example, cer-
tain information systems may be mandated or legislated, so the agency does not
have the flexibility to decide whether to pursue them. Additionally, there is a great
deal of uncertainty about the funding levels that may be available from year to year.

The government also faces long-standing and widely recognized challenges in
maintaining a high-quality IT workforce. In 1994 and 2001, we reported on the im-
portance that leading organizations placed on malting sure they had the right mix
of skills in their IT workforce. About 70 percent of the agency CIOs reported on a
number of substantial IT human capital challenges, including, in some cases, the
need for additional staff. Other challenges included recruiting, retention, training
and development, and succession planning.

In addition, two other commonly cited challenges were communicating and col-
laborating (both internally and externally) and managing change.

COMMUNICATING AND COLLABORATING

Our prior work has shown the importance of communication and collaboration,
both within an agency and with its external partners. For example, one of the crit-
ical success factors we identified in our guide focuses on the CIO’s ability to estab-
lish his or her organization as a central player in the enterprise. Ten agency CIOs
reported that communication and collaboration were challenges. Examples of inter-
nal communication and collaboration challenges included: (1) cultivating, nurturing,
and maintaining partnerships and alliances while producing results in the best in-
terest of the enterprise; and (2) establishing supporting governance structures that
ensure two-way communication with the agency head and effective communication
with the business part of the organization and component entities. Other CIOs cited
activities associated with communicating and collaborating with outside entities as
challenges, including sharing information with partners and influencing the Con-
gress and OMB.
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MANAGING CHANGE

Top leadership involvement and clear lines of accountability for making manage-
ment improvements are critical to overcoming an organization’s natural resistance
to change, marshaling the resources needed to improve management, and building
and maintaining organization-wide commitment to new ways of doing business.
Some CIOs reported challenges associated with implementing both changes origi-
nating from their own initiative and changes from outside forces. Implementing
major IT changes can involve not only technical risks but also non-technical risks,
such as those associated with people and the organization’s culture. Six CIOs cited
dealing with the government’s culture and bureaucracy as challenges to imple-
menting change. Former agency IT executives also cited the need for cultural
changes as a major challenge facing CIOs. Accordingly, in order to effectively imple-
ment change, it is important that CIOs build understanding, commitment, and sup-
port among those who will be affected by the change.

Effectively tackling these reported challenges can improve the likelihood of a
CIO’s success. Until these challenges are overcome, federal agencies are unlikely to
optimize their use of information and technology, which can affect an organization’s
ability to effectively and efficiently implement its programs and missions.

The CIO Position in the Private Sector Has Similarities to the Federal CIO Posi-
tion.

In September 2005, we reported the results of our study of CIOs at leading pri-
vate-sector organizations, in which we described the CIOs’ responsibilities and
major challenges, as well as private-sector approaches to information and technology
governance.

The set of responsibilities assigned to CIOs in the private sector were similar to
those in the federal sector. In most areas, there was little difference between the
private and federal sectors in the percentage of CIOs who had or shared a particular
responsibility. In 4 of the 12 areas—enterprise architecture, strategic planning, in-
formation collection, and information dissemination and disclosure—the difference
between the private- and federal-sector CIOs was greater; in each case, fewer CIOs
in the private sector had these responsibilities. In all, the six functions least likely
to be the CIO’s responsibility in the federal sector were equivalent to the five func-
tions least likely to be his or her responsibility in the private sector. Some of the
federal CIOs functions, such as information collection and statistical policy, did not
map directly to the management areas in several of the private-sector organizations
we contacted.

Figure 1 compares federal and private-sector CIO responsibilities for the 12 areas,
showing the percentage of CIOs who had or shared responsibility for each area.

FIGURE 1: COMPARISON OF THE EXTENT TO WHICH PRIVATE-SECTOR AND FEDERAL CIOs
ARE RESPONSIBLE FOR MANAGEMENT AREAS.

Federal CIOs Private CIOs.

Source: W.

Among the private-sector CIOs, it was common to share responsibility with either
business units or corporate functional areas; these sharing relationships accounted
for almost a third of all responses. Among federal CIOs, the sharing of responsibility
was not described in as many areas.

CHALLENGES IDENTIFIED BY PRIVATE-SECTOR CIOs

Approximately half of all the private-sector CIOs described four major challenges:

o Aligning IT with business goals was cited by 11 of the CIOs. This challenge re-
quires the CIOs to develop IT plans to support their companies’ business objectives.
In many cases this entails cross-organization coordination and collaboration.

e Implementing new enterprise technologies (e.g., radio frequency identification,
enterprise resource planning systems, and customer relationship management sys-
tems) was cited by 8 of the CIOs. This challenge requires the broad coordination
of business and corporate units.

e Controlling IT costs and increasing efficiencies was cited by 9 of the CIOs. Sev-
eral CIOs explained that by controlling costs and providing the wane or better serv-
ice at lower cost, they are able to contribute to their companies’ bottom lines. A few
CIOs also said that they generate resources for new investments out of the re-
sources freed up by cost savings.

e Ensuring data security and integrity was cited by 9 of the CIOs. Closely associ-
ated with this challenge was ensuring the privacy of data, which was raised by 6
CIOs.
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Pidgit(ilonal management challenges commonly raised by the private-sector CIOs
included:

e developing IT leadership and skills (7),

e managing vendors, including outsourcing (7),

e improving internal customer satisfaction (5).

lAad(éitional technical challenges commonly raised by the private-sector CIOs in-
cluded:

. irzrl;;lementing customer service/customer relationship management (CRM) sys-
tems (7),

o identifying opportunities to leverage new technology (6),

e integrating and enhancing systems and processes (5), and

e rationalizing IT architecture (5).

The challenges mentioned by the private-sector CIOs overlapped with those men-
tioned by Federal CIOs in our previous study. Improving various IT management
processes was mentioned by several private-sector CIOs (e.g., IT investment decision
making) as well as by federal CIOs, as was developing IT leadership and skills. In
technology-related areas, both private-sector and federal CIOs mentioned working
with enterprise architectures and ensuring the security of systems as challenges. Al-
though the challenges mentioned by private-sector CIOs resembled those mentioned
by federal CIOs, there were a few differences. Private-sector CIOs mentioned chal-
lenges related to increasing IT’s contribution to the bottom line—such as controlling
costs, increasing efficiencies, and using technology to improve business processes—
while federal CIOs tended to mention overcoming organizational barriers and ob-
taining sufficient resources.

IT GOVERNANCE IN THE PRIVATE SECTOR

When asked to describe how the governance of information management and tech-
nology is carried out in their companies, 16 of the 20 private-sector companies told
us that they had an executive committee with the authority and responsibility for
governing major IT investments. As part of the governance of IT assets in their com-
panies, nine of the CIOs said that they shared responsibility for IT investment man-
agement and that their involvement ranged from providing strong leadership to re-
viewing plans to ensure that they complied with corporate standards.

Many of the private-sector CIOs were actively working to increase coordination
among business units to enhance their governance process. Seven of the CIOs de-
scribed efforts under way to implement enterprise-wide financial and supply chain
systems, which will move the companies to common business processes. Six CIOs
also described using cross-organizational teams (sometimes called centers of excel-
lence), which drive these broad collaborative efforts and others, such as the estab-
lishment of standards and common practices.

With regard to the governance of the development of new systems, many of the
private-sector CIOs described a process in which they collaborated closely with busi-
ness units and corporate functional units in planning and developing systems to
meet specific needs.

The extent of the CIOs’ involvement ranged from providing strong leadership and
carrying out most activities to reviewing the other components’ plans to ensure that
they complied with corporate standards.

With regard to sharing authority for decisions on the management of IT assets,
several CIOs spoke of balancing between centralization and decentralization of au-
thority and described their efforts to move between the two extremes to find the
right balance. The appropriate balance depended on other events occurring in the
companies, such as major strategic realignments or acquisitions. For example, one
CIO described his current evolution from a relatively decentralized structure—an
artifact of a major effort to enable growth in the corporation—to a more centralized
structure in order to reduce costs and drive profits.

ROLES AND RESPONSIBILITIES OF THE CIO POSITION AT VA HAVE EVOLVED OVER TIME

Since enactment of the Clinger-Cohen Act in 1996, the roles and responsibilities
of VA’s Chief Information Officer have evolved. From lacking a CIO entirely, the de-
partment has taken steps to address the challenges posed by its multiple wide-
spread components and its decentralized information technology and services. In
June 1998, VA assigned CIO responsibility to a top manager. However, we reported
in July 1998 that the person holding the CIO position at VA had multiple additional
major responsibilities, as this person also served as Assistant Secretary for Manage-
ment, Chief Financial Officer, and Deputy Assistant Secretary for Budget. According
to the Act, the CIO’s primary responsibility should be information and technology
management. Noting that VA’s structure was decentralized, its IT budget was large,
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and its CIO faced serious information and technology management issues, we rec-
ommended that the Secretary appoint a CIO with full-time responsibilities for IRM.
Concurring with the recommendation, VA established the position of Assistant Sec-
retary for Information and Technology to serve as its CIO.

As of May 2000, however, the position of Assistant Secretary for Information and
Technology was vacant, and as we reported at the time, it had been unfilled since
its creation in 1998. The Secretary then created and filled the position of Principal
Deputy Assistant Secretary for Information and Technology, designating that person
as VA’s acting CIO until an Assistant Secretary could be appointed. The Secretary
also realigned IRM functions within VA under this position, which reported directly
to the Secretary.

As we reported, the Principal Deputy Assistant Secretary was involved in IT plan-
ning issues across the department. In addition to advising the Secretary on IT
issues, he served as chair of the department’s CIO Council and as a member of the
department’s Capital Investment Board, and he worked with the CIOs in VBA and
VHA (at the time, NCA had no CIO). According to this official, one of his priorities
was to ensure that IT activities in VBA and VHA were in concert with VA’s depart-
ment-wide efforts.

In August 2001, VA filled the CIO position. In March 2002, we testified that this
hiring was one of the important strides that the Secretary of Veterans Affairs had
made to improve the department’s IT leadership and management, along with malt-
ing a commitment to reform the department’s use of IT.

On June 29, 2003, the CIO retired after a tenure of almost 2 years (about the
median length of tenure for federal CIOs, as discussed above); the current CIO was
confirmed in January 2004.

Figure 1 is a time line showing the history of the CIO position at VA since the
passage of the Clinger-Cohen Act.

Figure 1: Time Line of CIO Tenure at VA
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VA PROPOSED TO REALIGN ITS IT ORGANIZATION IN RESPONSE TO IT
MANAGEMENT CHALLENGES

Our prior work highlighted some of the challenges that the CIO faced as a result
of the way the department was organized to carry out its IT mission. Among these
challenges was that information systems and services were highly decentralized,
and the VA administrations and staff offices controlled a majority of the depart-
ment’s IT budget. For example, in VA’s information technology budget for fiscal year
2002 of approximately $1.25 billion, YHA controlled about $1.02 billion (over 80 per-
cent), whereas the department level controlled about $60.2 million (less than 5 per-
cent).

In addition, we noted that there was neither direct nor indirect reporting to VA’s
cyber security officer—the department’s senior security official—thus raising ques-
tions about this person’s ability to enforce compliance with security policies and pro-
cedures and ensure accountability for actions taken throughout the department. The
more than 600 information security officers in VA’s three administrations and its
many medical facilities throughout the country were responsible for ensuring the de-
partment’s information security, although they reported only to their facility’s direc-
tor or to the chief information officer of their administration.

Given the large annual funding base and decentralized management structure, we
testified that it was crucial for the departmental CIO to ensure that well-established
and integrated processes for leading, managing, and controlling investments are
commonplace and followed throughout the department. This is consistent with the
finding in our CIO review that implementation of IT management practices was a
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challenge; over half of federal CIOs identified IT investment management specifi-
cally.

Recognizing weaknesses in accountability for the department’s IT resources and
the need to reorganize IT management and financing, the Secretary announced a
realignment of the department’s IT operations in a memorandum dated August
2002. According to the memorandum, the realignment would centralize IT functions,
programs, workforce personnel, and funding into the office of the department-level
CIO. In particular, several significant changes were described:

e The CIOs in each of the three administrations-VHA, VBA, and NCA—were to
be designated deputy CIOs and were to report directly to the department-level CIO.
Previously, these officials served as component-level CIOs who reported only to their
respective administrations under secretaries.

e All administration-level cyber security functions were to be consolidated under
the department’s cyber security office, and all monies earmarked by VA for these
functions were to be placed under the authority of the cyber security officer. Infor-
mation security officers previously assigned to VHA’s 21 veterans integrated service
network would report directly to the cyber security officer, thus extending the re-
sponsibilities of the cyber security office to the field.

Beginning in fiscal year 2003, the department level CIO would assume executive
authority over VA’s IT funding.

In September 2002, we testified that in pursuing these reforms, the Secretary
demonstrated the significance of establishing an effective management structure for
building credibility in the way IT is used, and took a significant step toward achiev-
ing a “One VA” vision. The Secretary’s initiative was also a bold and innovative step
by the department—one that has been undertaken by few other federal agencies.
For example, of 17 agencies contacted in 2002, 8 reported having component level
CIOs, none of which reported to the department level CIO. Only one agency with
component-level CIOs reported that its department-level CIO had authority over all
IT funding.

We also noted that the CIO’s success in managing IT operations under the re-
alignment would hinge on effective collaboration with business counterparts to
guide IT solutions that meet mission needs, and we pointed out the importance of
the three key contributors to CIO success described in our 2001 guidance (discussed
earlier).

Although we have not reviewed the current status of this proposed realignment
or VA’s current organizational structure, it remains our view that the proposed re-
alignment held promise for building a more solid foundation for investing in and im-
proving the department’s accountability over IT resources. Specifically, under the re-
alignment the CIO would assume budget authority over all IT funding, including
authority to veto proposals submitted from sub-department levels. This could have
a significant effect on VA’s accountability for how components are spending money.

To sum up, the CIO plays a vital role in ensuring that VA’s funds are well spent
and in managing information technology to serve our nation’s veterans. In our view,
the realignment of VA’s IT organization proposed in 2002 held promise for improv-
ing accountability and enabling the department to accomplish its mission. The addi-
tional oversight afforded the CIO could have a significant impact on the depart-
ment’s ability to more effectively account for and manage its proposed $2.1 billion
in planned IT spending.

Mr. Chairman, this concludes my statement. I would be pleased to respond to any
questions that you or other Members of this Committee may have at this time.

Chairman CRAIG. Thank you very much, Linda.

Paul, you stated in your testimony that the CIO should not dele-
gate enterprise level planning, authorization or resourcing respon-
sibilities, and that the CIO should report to the organization’s most
senior officer. Can you cite an example of another government enti-
ty with whom ITAA organizations have contracted, that from your
vantage point, have achieved this organizational structure, and
how has that led to a successful IT strategy?

Mr. WOHLLEBEN. Mr. Chairman, I do not believe that I can cite
a single large department that has achieved all aspects of that.
There are some small independent agencies that I think have
moved in the direction where the CIO is charged, responsible, and
executes against all of those.
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By the same token, I have not pursued a study of all of those or-
ganizations. I am sort of speaking from an ad hoc basis.

Chairman CRAIG. All right. Also in your testimony you stated
that the IT business process must originate from the top down. VA,
however, believes that much of the credit for its success in elec-
tronic health records is directly due to some very decentralized ini-
tiatives. Do you believe that there is an appropriate balance to be
struck between planning, authorization, resourcing and implemen-
tation of a macro-program level, and less centralization at a micro-
project level? In short, should VA vest total control in its CIO?

Mr. WOHLLEBEN. My experience with Government organizations
in general—and I would prefer not to speak to VA specifically be-
cause I do not claim to be an expert on their internal culture—but
in general, our position at ITAA is that the planning that involves
the vision and the strategy needs to be centrally controlled and
that should be a duty of the CIO. That involves the control of the
strategy and the budgeting and resourcing of that strategy in terms
of execution plans.

Depending on the nature of an organization and its mission, the
execution of that plan could be accomplished centrally or could be
accomplished in a more decentralized approach where those re-
sponsibilities are delegated.

If T could further explain that, where you have an organization
that has, across the enterprise their mission is either the same or
has attributes of a common mission, the centralized model is one
that can be executed. Where you have missions that differ, where
people at the local level who are executing that mission understand
how you carry out that mission much better, it is imperative that
those people be involved in the design of the systems that are going
to support them. If they are not, our finding, and I believe the find-
ing in both commercial and in Government sectors over time, has
been that those systems are not able to be developed to meet those
requirements of the people who are actually executing the work
and carrying out the mission.

Chairman CRAIG. Linda, your testimony has indicated that the
average tenure of Federal CIOs is less than the length of time that
any consider necessary to implement the policies that a CIO is ex-
pected to implement. VA is certainly no exception. With that said,
should the Government expect CIOs to do less, or do we believe
that there are any strategies the Government can implement to en-
courage CIOs to remain in their positions longer?

Ms. KooNTz. When we did our study on Federal CIOs that we
issued in 2004, I think that we said the average tenure was around
23 months, which was about 2 years. CIOs at the same time said
that staying in a position for about 3 to 5 years was really the
amount of time that was needed in order to show any kind of re-
sults or to make an impact.

Some of the major things that were cited in terms of the turnover
by CIOs were the differences in salary between the private sector
and the public sector, and also the scope of responsibilities that are
involved in being a public sector CIO. We actually have some ongo-
ing work looking at various governance models, and we are con-
tinuing to study the appropriate responsibilities for a CIO in a pub-
lic setting.



44

Chairman CRAIG. Most private sector companies authorize and
govern major IT investments by executive committees, we are told,
and I think you reference that also, Paul. The Federal Government
is not a private sector corporation. Still, do you believe the Govern-
ment should consider management of large IT investments through
the use of an executive committee, and do you think this could help
our continuity efforts, given that different committee members may
stay with Government employment for longer tenures than the av-
erage CIO? I mean in examining this, has that been a part of your
consideration?

Ms. KOONTZ. Yes, that has clearly been part of our consideration.
When we talk about an executive committee responsible for over-
seeing IT investments, I think what we are talking about is having
some kind of IT investment process. What we have noted from our
studies is that, just as my colleague here mentioned in his testi-
mony, that developing systems is a collaborative process, and both
the CIOs and the business units need to be involved. Bringing to-
gether the executives who all have a stake in this, including the
CIO, to make decisions about investments, is very, very important.
If you have a strong investment process in place, I think it actually
transcends changes in individual personnel or even maybe changes
in administrations that take place because you have a strong proc-
ess for bringing the right people to the table.

One feature that we think is critical though in an investment
management process is that the CIO have veto power over pro-
posed investments, and the reason is, is that in that way the CIO
can ensure that any proposed projects that are brought to him by
the administrations or that are centrally proposed, fit with the en-
terprise architecture and they meet the various network and other
standards that are in place, and that they meet security require-
ments. He uses an enterprise architecture in order to ensure that
there is an enterprise approach, and that systems are not duplica-
tive, but they are integrated.

So, yes, that is a feature that is important in both the private
and the public sectors, and can help any organization do more ef-
fective IT management.

Chairman CRAIG. Paul, any comments on that question?

Mr. WOHLLEBEN. I would agree, Mr. Chairman. The way I would
describe the introduction of the enterprise architecture into an or-
ganization and the utility, the enterprise architecture, if agreed to
by the senior leadership team as capturing the intended business
processes and the use of technology that the organization is moving
towards, it gives the CIO and whatever governance committee is
being used to look at IT investments, something to compare the in-
vestments, and gives them a very, very strong tool to enforce com-
pliance to a blueprint to move to the future, or to veto investments
that are not in compliance, and it is a tool that is just now coming
onto the scene in the Federal Government, but maturing to the
point where it is useful.

Chairman CRAIG. We have a wunique challenge here in
transitioning government into the 21st century, gaining the effi-
ciencies that we see in the private sector in these areas, and still
sustaining core missions as attended. Even with executive commit-
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tees, the reality of the politics involved when you have an executive
committee of 575 Members of the United States Congress——

[Laughter.]

Chairman CRAIG. Yet, I would suggest in all of that frustration
the absolute need for continuance, continuity and all of that for the
sake of those who these agencies serve, but also the efficiency of
the resources that are employed in these agencies.

We appreciate your testimony, and we will more than likely be
back, ask you to revisit this along the way, as we stay in tune with
what the VA is doing. We are not going to say “attempting to do,”
but “will be doing” to get the kind of changes necessary, and the
evolution of the culture to where it is most efficient.

Thank you all very much for being with us today, and the com-
mittee will stand adjourned.

[Whereupon, at 11:40 a.m., the committee was adjourned.]
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Background: The Veterans Health Administration (VHA) has
introduced an integrated electronic medical record, performance
measurement, and ofher system changes directed at improving
care. Recent comparisons with other delivery Systems have been
Fimited to a small set of indicators.

Objective: To compare the quality of VHA care with that of care
in a national sample by using a comprehensive quality-of-care
measure.

Design: Cross-sectional comparison.

points [95% C), 14 to 18 percentage polnts]), chronic disease care
(72% vs. 59%; difference, 13 percentage points {Ci, 10 to 17
percentage pointsl), and preventive care (64% vs. 44%; differ-
ence, 20 percentage points [T}, 12 to 28 percentage points]), but
not for acute care. The VHA advantage was most prominent in
processes targeted by VHA perdormance measurement (66% vs.
43%; difference, 23 percentage points [Cl, 21 lo 26 percentage
points]} and least prominent In areas unrefated to VHA perfor-
mance measurement (55% vs. 50%; difference, 5 percentage
points {Cl, 0 to 10 percentage poinis]).

Limitations: t d residual diff In patient charac-

Setting: 12 VHA health care systems and 12

Patients: 596 VHA patients and 992 patients identified through
random-digit dialing. All were men older than 35 years of age.

Measurements: Between 1997 and 2000, quality was measured
by using a chart-based qualily instrument consisting of 348 indi-
cators targeting 26 conditions. Results were adjusted for cluster-
ing, age, number of visits, and medical conditions.

Results: patients from the VHA scored significantly higher for
adjusted overall quality (67% vs. 51%; difference, 16 percentage

teristics, a lower response rate in the national sample, and differ-
ences in documentation practices could have contributed to some
of the observed differences.

Conclusions: Patients from the VHA received higher-quality
care according to a broad measure. Differences were. greatest in
areas where the VHA has established performance measures and
actively monitors performance.

s methods for mcasuxing the quality of medical care

Ann intern Med. 2004,141:938-945. o gk ory
For author afifations, see end of text
men principles and a p hip berween chers and

gets for quality i

have marured, wid d quality problems have be-
come increasingly evident (1,72). The solution to these
problems is much less obvious, however, pnmcu[arly with
regard to large dclwcry sym-.ms Many observers have sug-

P 7).
As Jha and colleagues (8) have shown, since these
changes hdve been nmp!emcmcd VHA pexfmmance has
outpac:d that of Medicare in the specific areas targeted.
heless, whether this has extended be-

gested that imp: systems, ic per-
formance monitoring, and coordination of care are neces-
sary to cnhance the quzlnty oi medical care (3) Alxhou.gh
the usc of integr systesns (i g elec-
tronic medical records) and performance indicators has be-
come more common throughout the U.S. health care s-ys~

yond the relatively nasrow scope of the performance mea-
sures is unknown. Beyond that study, the data comparing
VHA care with other systems of carc are sparse and mixed.
For example, patients hospitalized at VHA hospitals were
more Iikdy than Medicare patients to receive angioxcnsin-

zyme inhibitors and thrombolysis after myo-

tem, most providers are not part of a larger i
delivery system and continue to rely on traditional infor-
mation systems (4).

An exception is the Veterans Health Administration
(VHA). As the fargest delivery system in the United States,
the VHA has been tecognized as a leader in dewlcping a

more coordinated system of care. Beginning in dxe carly

card.ul mfzrcr.on {9). On the other hand, VHA patients
were less likely to receive angiography when indicated and
had higher mortality rates after coromary arery bypass
grafting than patients in community hospitals (10, 11).
Kerr and colleagues found that carc for diabetes was betrer
in almost every dimension in the VHA system than in
ial managed care (12). More extensive compari-

19905, VHA Tead institated both 2 sophi
dlectronic medical record system and a quality measure-
ment approach that holds regional managers accountable
for several processes in preventive care and in the manage-
ment of common chronic conditions (5, 6). Other changes
include a system-wide commitment to quality improve-

sons, especially of outpatient care, are lacking. To address
these issues, 2 more comprehensive assessment of quality is
needed.

Using a broad measure of quality of care that is based
on medical record review and was developed outside the

Impraving Patienc Carcis  special sction within Armabs supported in pare by the U.S. Deparament of Heakds 2nd Husnan Services (HHS) Ageacy for Healtheare Research and Qualicy
{AHRQ). The opinions expresscd in this artcke are those of the authors and do nox sepresen the posiion or endorserest of AHRQ or HHS.

(47)
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VHA, we compared the quality of outpatient and inparient
care ameng -2 samples: 1) z national sample of patients
drawn from 12 communites and 2) VHA paticns from 26
facilities in 12 health care systems located in the southwest-
ern and midwestern United States (13). We analyzed per-
formance in the years after the institution of routine per-
formance measurement and the elecronic medical record.
Using the extensive ser of quality indicators included in the
measurement system, we compared the overall quality of
care delivered in the VHA system and in the United States,
as well as the qualiry of acute, chronic, and preventive cate

Fable 1. Conditions and Number of indicators Used in
Compatisons

Condition

Alcohol abuse

Asthma .

Arial fibdation !

Genign prostatic hyperplasia

Cancer pain and palfation .-

Cesebrovascutar disease

Colarects cancer '

Community-acquited pheumortia
" Chronic obstructive pulmonary disease™

Cotonary artery disease®

by b

Type of Condltion  indicators,

across 26 conditions. In addition, we evaluated wheth
VHA performance was better in the specific areas targeted
by the VHA quality management system.

MeTHODS
Development of Quality Indicators
For this srudy, we used quality indicarors from

RAND’s Quality Assessment Tools system, which is de- .

scribed in more detail elsewhere (14~17). The indicators
included in the Quality Assessment Tools system are pro-
cess quality measures, are moge readily agionable than oue-
comes measures, require less risk adjusunent, and follow
the structure of national guidclines (18, 19). After review-

ing established narional guidelines and the medical litera- |

ture, we chose a subset of quality indicators from the Qual-
ity Assessment Tools system that represented the spectrum

of ourpatient and inpatient care {that is, screening, diagno-

sis, treatment, and follow-up} for acute and chronic con-
ditions and preventive care processes representing the lead-
ing causes of morbidity, death, and health care use among
older male patients. The Appendix Table {available at worw
annals.org) lists the full indicator set, which was deter-
mined by four 9-member, muldspecialty expert panels.
These panels assessed the validity of the proposed indica-
_ tors using the RAND/University of California, Los Ange-
Jes-modified Delphi method. The experts rared the indi-
cators on a 9-point scale (1 = not valid; 9 = very valid),
and we accepted indicarors that had a median validity score
of 7 or higher. This method of selecting indicators is reli-
able and has been shown to have content, construct, and
predictive validity (20-23). Of the 439 indicators in the
Quality Assessment Tools system, we included 348 indica-
tors across 26 conditions in our study and excluded 91
indicators that were unrelated to the targer populadon (for
example, those related to prenatal care and cesarean sec-
tions). Of the 348 indicarors, 21 were indicators of overuse
{for example, patients with moderare 10 severe asthma
should not teceive B-blocker medications) and 327 were
indicators of underuse (for cxample, paticnts who have
been hospitalized for heart failure should have follow-up
contact within 4 weeks of discharge).
Two physicians independently classified each indicaror
according ro the type of care delivered; the function of the
indicated care (screening, diagnosis, treatment, and follow-

Diabetes®
Oyspepsia and peptic ulcer disease
Headache
Congestive heart failure®
Hip fracture
Hypestipldemia
‘Hypertension*
tow back pain, acute
Orthopedic conditions
Osteoarthritis
Prostate cancer
Senfle cataract
Sexually transmitted diseases
Urinary tract infection
Preventive care®

Total

Acute or chronic
Chiohk :

REYE

* Targeted within che Veterans Health Administration indicstor st

up); and whether the indicator was supported by a fan-
domized, controfled trial, another type of controlled wrial,
or other evidence. Type of care was classified as"acuce (for
example, in patients presenting with dysuria, presence or
absence of fever and flank pain should be elicited), chronic
{for cxample, patients with type 2 diabetes mellitus in
whom dietary therapy has failed should receive oral hypo-
glycemic therapy), or preventive {for example, all patients
should be screened for problem drinking). In addition, we
further classified the indicarors inte 3 mutnally exclusive
categories according 1o whether they corresponded ro the
VHA performance indicators that were in use in fiscal year
1999. Twenty-six indicators closely marched the VHA in-
dicators, 152 involved conditions that were targeted by the
VHA indicators but were not among the 26 matches, and
170 did not match the VHA measures or conditions. We
performed a similar process to produce a fist of 15 indica-
wrs that marched contemporaneous Health Plan Employer
Datz and Information Sex (HEDIS) performance measures
(24). Table 1 shows the conditions targeted by the indica-
tors, and Table 2 gives an example indicator for each of the
conditions or types of care for which condition- or type-
specific comparisons were possible.
Identifying Participants

Patients were deawn from 2 ongoing qualitp-of-care
studies: a study of VHA patients dnd a random sample of
adules from 12 communities (13). The VHA padents were
drawn from 26 dinical sites in 12 health care systems lo-
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Tuable 2. Example Indicators of Quality of Care*

rologic
Avoldance of nifedipine for
nis with acute M1
Theophylline levels during COPD
exacerbation if receiving
hyline

Follow-up after
. hospitalization

- blgod préssur
" persistently uncontre
Acetaminophen trial for
patients with new
diagroses who need
pharmacotherapy

* A full tist of che indicators is induded in the Appendix Table {awailable at

www.anmals.org). COPD = chron

ic obstructive pulmonary distase; CT = com-
pued womography: ML= dial ofarces

MRI = magnetic resonance in-

cated in 2 Veteans Integrated Service Nerworks in the
midwestern and southwestern United States. These net-
works closely match the overall Veterans Affairs system
with regard o medical record review and survey-based
quality mieasures (25, 26). We sclected patients who had
had at least 2 outpatient visits in each of the 2 years be-
tween 1 October 1997 and 30 September 1999. A toral of
106 576 patients met these criteria. We randomly sampled
689, oversampling for chronic obstructive pulmonary dis-
ease (COPDY), hypertension, and diabetes, and were able to
locate records for 664 patients (a2 record location rate of
96%). Because of resource constraints, we reviewed a ran-
dom subset of 621 of these records. Stnce this sample con-
wined only 20 women and 4 padents younger than 35
years of age, we further reswicted the sample to men older
than 35 years of age. Thus, we included 596 VHA patients
in the analysis. All of these patdents had complete medical
records.

The methods we used to obuain the national sample
have been described elsewhere {13) and are suramarized
here. As part of a nationwide study, residents of 12 large
metropolitan areas {Boston, Massachusetts; Cleveland,
Ohio; Greenville, South Carolina; Indianapolis, Indiana; -
Lansing, Michigan; Little Rock, Arkansas; Miami, Floridz;
Newark, New Jerscy; Orange County, California; Phoenix,
Arizona; Seawtle, Washington; and Syracuse, New York)
were contacted by using random-digit dialing and were
asked to complere & wlephone survey (27). To ensuze com-
pasability with the VHA sample, we included only men
older than 35 years of age. Between October 1998 and

August 2000, we relcphoned 4086 of these participanc:
and asked for permission to obtain copies of their medica
tecords from all providers (both individual and instiou
tional) that they had visited within the past 2 years. Wi
received verbal consent from 3138 participants (77% o
those contacted by relephone). We mailed consent formu
and received writeen permission from 2351 pasticipann
(75% of thoase who had given verbal permission). We re.
ceived at least § medical record for 2075 participants (88%
of those who had returned consent forms). We excluded
participants who had not had at least 2 medical visits in the
past 2 years w further ensure comparability with the VHA
sample. Thus, our final national sample included 992 per-
sons. The rolling abstraction period (October 1996 o Au-
gust 2000} substantially overlapped the VHA sampling pe-
riod. The average overdap was 70%, and all records had at
feast 1 year of overlap. Seven hundred cight {71%) of the
992 persons in the national sample had complete medical

‘records. On the basis of data from the original telephone

survey, we determined that participants in the pational
sample were more likely to be older, white, and betrer
educated; to have higher income levels; and to have less
than excellent health compared with eligible nonpartici-
pants (13).
Chart Abstraction

We sent photocopics of all of the medical records o 1
of 2 cenual areas for abstraction. For VHA patients, we
abstracted data on all care received berween Ocrober 1997

“and Seprember 1999; for patients in the national sample,

we ahstracted data on all care received in the 2 years before
the date of recruitment. We used computer-assisted ab-
swraction software on a Microsoft Visual Basic 6.0 platform
(Microsoft Corp., Seattle, Washington), which allowed us
to tailor the manual chart abstraction to the specific record
being reviewed and provided interactive data quality checks
(consistency, range), calculations (for example, high blood
pressure), and classifications (for example, drug class).
Twenty wained registered nurse abseractors collected the
data. To assess intertater reliability, we reabseracted charts
for 4% of the participants selected at random. According
1o the K statistic, average reliability in the national sample
was substandial to almost perfect (28) at 3 levels: presence
of a condition (x = 0.83), indicator chigibility (x = 0.76),
and indicator scoring (x = 0.80) (13).

Statistical Analysis

All analyses were conducted by using SAS, version 8.2
(SAS Institure, Cary, North Carolina). The unit of analysis
was adherence 1o a given indicator in a given patient. For
each indicator, we determined the criteria that made par-
ticipants eligible for the process specified in the indicator
{yes or no). We then determined whether participants had
received the specified process each time an indication was
noted in their medical record (yes, no, or proportion). We
determined aggregate indicator scores for each summary
category (that is, acute, chronic, and preventive care;



50

Quality of Case in the Vererans Healdh Adminisuzion | IMPROVING Parient CARE

Table 3. Vet Health Administration and I Sample Characleristics*
Chasacteristic ighted VHA Natiopal ized VHA dized National Standardized
Sample (n = 596} Sample {n = 952 Sample (n = 596} Sample (0 = 992)
IAverage age.y T 1 SR e R AR T e T g T YT et
Average acute conditions, .40 0.26 038
* Averdge thionic condiions 5 - . 1 1155 2.22 - 212
coPD, % 3 72 12
5 Cordhary artery disease, %2 .7 260 18 e 230 S 28
Depression, % 13 97 14
#1 Diabetes, % 1w - 36 30
Hypedipidemia, % 21 2% %
* Fypeitension, % < 66 .
_ Osteoarthiitis, % % 3 . 13
. Anniial odtpatient visits, n 7.1 EI 5 w78

screening; diagnosis; treatmeng and follow-up) by dividing
all instances in which participants rectived recommended
care by the total number of instances in which the care
should have been received. We constructed the scores as
proportions ranging from 0% to 100%, adjusting for clus-
tering of indicators within patients. Because of dustering
of the data, we used the bootstrap method o estimate
standard errors for all of these scores {29).

We applied sampling weights to represent the original
populations from which the 2 samples were drawn and 1o
adjust for nonresponse. We also used weights to standard-
ize the patients for characteristics common among the
VHA populadon: COPD; hypertension; diabetes; and age
categories ranging from 35 to 50 years of age, 51 to 63
years of age, and older than 65 years of age. Sampling
weights were applied at the individual level; indicators were
implicitly weighted on the basis of prevalence of cligibiliry.
Although we repor weighted results because we believe
they are most representative, weighting did not affect -the
direction or significance of any reported results.

We used #tests or chi-square tesrs with bootstrapped
standard errors to compare the standardized VHA and na-
tional samples according o populaton characteristics; ag-
gregace quality of care; subsets of indicators related to
acute, chronic, and preventive care; subsets of indicators
related to function of care; subsets of indicatars supported
by randomized; controlled trials; subsets of indicators sim-
ilar to those used by the VHA in its performance measure-
ment system; and chronic conditions that affected more
than 50 patients from both samples, including COPD,
coronacy artery disease, depression, diabetes, hyperdipid-
emia, headache, hyperiension, and ostcoarthritis. We used
fogistic regression to compare the rates ar which the respec-
tve samples received the care specified in the indicators.
This allowed us to adjust for factors beyond the standard-
ization, including age as an integer variable, number of
chronic and acute conditions, and number of outpatient
visies. We calculared adjusted scores after raking into ac-
count clustering of indicitors at the individual patient
level. For the logistic regression models, standard errors
and confidence intervals were adjusted for the clustering of

* COPD = chronic ebstructive pulmonary discase; VHA= Vererans Health Administenion.

indicators within patients by using the sandwich estimator
(30).

To rest the sensitivity of our results to geography and
insurance, we also estimated models confining the national
sample to the 6 communities nearest the 2 VHA regions
and to respondents with insurance. To test the senskivigy
of our results to compl of doc ion, we esti-
mated models restricted to patients with completre records
and to the subset of indicators with high likelihood (labo-
ratory tests and radiology) and less Likelihood (counscling
and education) of complete documenuation. Since the
number of visits could represent an intervening variable
between the comparison samples and quality, we also ran
models that did not adjust for the number of visits. Finally,
1o test the sensitivity of our results to the type of indicator
ser used, we compared the adjusted performance of the
VHA and the community on the subset of indicators that
marched the widely accepred HEDIS indicator ser.

Role of the Funding Source

The funding agencies (Veterans Affairs Health Services
Research and Development Service, the Robert Wood
Johnson Foundation, the Centers for Medicare & Medic-
aid Services, the Agency for Healthcare Research and Qual-
ity, and the California HealthCare Foundation) did not
participate in the data collection or analysis or in intetpre-
tation of the results. Veterans Affaies officials received ad-
vance copies of the manuscript for comment.

ResuLts
Characteristics of the Study Samples

Table 3 presents the characteristes of the VHA and
national samples, with and without weighting for sam-
pling, ponse, and dardization for age categories
and the prevalence of COPD, hypertension, and diabetes
in the VHA sample. After standardization, there were no
seatistically significant differences in the age of the partici-
pants or the number of chronic conditions, although pa-
tients in the national sample had slightly more acute con-
ditions. There were also no significant differences in the
tates of chronic conditions between the 2 samples, with the
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Table 4. Adjusted Adherence 1o Indicators by Category®

VHA Sample

indicater

Difference (35% CI).

Naticnal Sample
tage points

Category

Etigible Mean
tvents,
nt %

1144367
5924 72

S 1ra65 6
557 73

394 1598 55

Nor-VHA 124
performance |
conditions.

Eligible Mean

Indicators,
Events, Score,
n

Patients,
n

- 18961 51 16 {1410 18) -,
22 824 7396 9 10t

19 RRRREY 1 . 668 5977 10{-2102n i
37 179 1117 Pl 3({-31016}

18114026}
13{8 to 1B}
o2 5 3
13 (81020
8{~1i018) ®
2012 tv 28)
=23t &)
22 20%026)
2B BIe
15{121018)
RETA IR T
24211 26)

497 T 62

P 121040 15)

5@ t010)

* Adjusted for age, number of chronic eondifions, number of acme conditions, and aumber of outpariens visits. COPD = chroaic obstructive pulmonary diseasss VHA =

Veterans Health Admisistration.
+ Number of unique indicatons i category with at least 1 eligible paticnt.

# The sumber of eligible cvents is che nurobes of times indicators in the category weve wriggeced.

exception that VHA parients had a somewhat higher prev-
alence of osteoarthritis. Patients from the VHA also had 2
significantly greater number of outpatient visits per year
9.2 vs. 7.9; P < 0.001).

Comparisons of Quality of Care

Table 4 presents the results of our analyses comparing
the quality of care between the standardized VHA and
national samples, adjusting for age and for the number of
chronic conditions, acute conditions, and outpatienc visits.
Sixteen of the 348 indicators had no cligible patients in
cither sample, leaving 294 indicators and 596 patients on
which to base the VHA scores and 330 indicators and 992
patients on which o basc the national scores. Ovenali,
VHA patients were more likely than patients in the na-
tional sample to receive the care specified by the indicators
(67% vs. 51%; difference, 16 percentage points [C1, 14
18 percentage points]). Performance in the VHA outpaced
that of the national sample for both chronic care (72% vs.
59%; difference, 13 percentage points [Cl, 10 o 17 per
centage points}) and preventive care (64% vs. 44%; differ-
ence, 20 percentage points {Cl, 12 to 28 percentage
points}), but not for acute care {53% vs. 55%:; difference,
—2 percentage poinss {CL —9 to ~4 percentage points]).
In particular, the VHA sample received significantly better

care for depression, diabetes, hyperlipidemia, and hyper- -

tension. The VHA also performed consistently berer
across the eptire spectrum of care, induding screening, di-
agnosis, treatment, and foll p. These differences in

quality of care held truc when we considered only those
indicators (7 = 72) supported by randomized, controlled
wials {57% vs. 45%; difference, 12 percentage points [Cl,
3 to 20 percentage points]). ’

Assoclations with Performance Measurement

To test the association between performance and per-
formance measurement within the VHA, we restricted the
analysis of overall quality to processes and condirions spe-
cifically addressed by the VHA performance measurement
set. When we restricted the analysis to specific indicators
that closely masched the performance measures targeted by
the VHA, VHA parients had a substantially greater chance
of receiving the indicated care than did pasients in the
national sample (adjusted scores, 67% vs. 43%; difference,
24 percentage points [CL 21 to 26 percentage points]).
Patients from the VHA were also more likely than national
patients to receive care in the conditions or areas specified
by the VHA indicator set, even when the processes covered
by the indicators were substantially differenc (70% vs.
58%; difference, 12 percentage points {CI, 10 to 15 per--
centage poinws]). The difference between VHA patients
and pational patients in conditions or areas not covered by
the VHA performance measurement system barely reached
conventonal levels of statistical significance (55% vs. 50%;
diffcrence, 5 percentage points [CI, 0 1o 10 percentage
poinss}).
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Sensitivity Analyses
Confining the analyses to patients in both samples
who had complete records did not change the direction or
-significance of any reported results. The VHA advanuge
was largest in indicators most likely o have possible un-
derdocumentation (adjusted performance for counseling
and education, 45% vs. 26%; difference, 19 percentage
points {C1, 14 10 30 percentage points]}, but even in fab-
oratory tests and radiology, an area that would be less sen-
sitive to documentation differences, there was also a sub-
stantial difference (67% vs. 52%; difference, 15 percentage
points [CI; 11 1o 19 percenage points}). Confining the
analysis to the 6 nartionally sampled metropolitan areas
dosest to the 2 VHA regions also did not change the di-
rection or significance of any result, nor did excluding un-
insured patients from the national sample. Models char did
not adjust- for che number of visits had the same VHA
effects as those thac did adjust for number of visits. Patients
from the VHA also still received more indicated care (ad-
jusced races, 60% vs. 39%; difference, 21 percentage points
{Cl, 16 1o 26 percentage points]) whea the analyses were
confined to the overlap of our indicacor ser and HEDIS
measures, the most commonly used natonal performance

indicator set for managed care.

Discussion

Using the RAND Quality Assessment Tools broad
measure of quality of care, we found that adherence w0
recommended processes of care in 2 VHA regions typically
exceeded that in 2 comparable national sample in 12 com-
munities. These findings persisted when we adjusted the
samples for age, number of acuce and chronic conditions,
and number of outpatient visits and when we examined
only processes supported by randomized, controlled trials.
In addidon, we found that the differences between the
VHA and national sample were preatest in processes sub-
ject 1o the VHA performance measurement system. The
“halo effect” of better VHA care exrended 10 measures of
processes in the same eondition or area that were not spe-
cifically measured by the VHA performance system; how-
ever, this effect decreased greatdly in unrelated aress. Acute
care, COPD care, osteoarthritis cate, and coronary artery
disease care were exceptions to the pattern of berter care in
the VHA, although our power to distinguish quality dif-
ferences was limited by the small number of patients with
COPD in the rational sample {(n = 62).

To date, the VHA has not targeted acuce care or o5~
1eoarthrits care as part of its intensive performance mea-
surement system (6}, Coronary artery disease, on the other
hand, has been the subject of quality improvement efforts
both inside and ouwside the VHA, including those spon-
sored by the American Heart Association {31-33). Indeed,
many previous comparisons between VHA and national
samples outside the VHA performance set have fnvolved
patients with corenary artery disease and have yielded

mixed resuits (10). That we found licde difference berween
the care provided to patients with coronary artery disease
in the VHA and in a I sample is consi with
other findings and could be the result of comparable qual-
ity measurement programs for this condition in the United
States and in the VHA. On the other hand, predominandy
outpatient-based quality improvement efforts for diabetes
have also been implemented in both the VHA system and
other institutions, and our analyses showed that the VHA
outperformed the national sample for diabetes care. The
difference may be due to more effective ourpatient VHA
quality improvement for diabetes, but further research is
needed 1o investigate the roots of this discrepancy.

Although our study is ene of the most comprehensive
comparisons between VHA patients and national patients,
it has limitations. First, our analysis is based on a compar-
ison of 2 different study samples. Although we used robust
sratistical techniques to account for any differences be-
tween the samples, we could not adjust for the somewhart
different geographic diswibutions or abstraction periods,
although there was a great deal of overlap in both areas.
Fusrthermore, in other analyses, we have not observed any
large geographic variations in the aggrepare indicator scores
for che national sample, and our resalts did not change
when we confined the national sample to the 6 communi-
ties closest to the 2 Veserans Affairs regions (34). Our
study also relied on patient recollection of provider visits in
the national sample. It is possible that patients received
care from additional providers but did not recall or that we
did not receive all available chares. However, we found that
confining our analyses 1o patients with complete records
did not change the resubts, and persons with missing charts
were likely o have higher quality scores {13). We lack daca
on whether patients in the natiopal sample were also re-
ceiving care at the VHA, or vice versa. Other stdies have
found evidence of co-management between VHA and non-
VHA providers {35). To the extent that this co-manage-
mene occurred, it would probably lead o an underestimare
of the differences between the 2 groups. An additional
fimitation of our srudy is that there were o few men
younger than 35 years of age and too few women in our
VHA sample 1o analyze care for these subgroups. For
women, limited data from other studies indicate a VHA
advantage in breast cancer screening (7). While the Quality
Assessment Tools syscem is quite broad, it cannet represent
all of medical care, and there are probably gaps in the
indicator set. Last, the evidence grading system for Quality
Assessment Tools is based on a simple measure of research
design. More predise evidence categories might have altered
our analysis of the effect of level of evidence on the com-
parison between the VHA and national samples, but it is
difficult 1o tel] whether the differences would be accentu-
ated or diminished.

Several unmeasured padent characteristics could have
biased our results. The response rate was lower in the na-
tional sample than in the VHA sample, underrepresenting
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ethnic minorities and the poor and exacerbating the natu-
ral difference in prevalence between the VHA and the
United States as a whole. Ethnic minorities and people
with low incomes generally receive lower-quality care (36,
37), although these disparities have not yet been examined
by using the Quality Assessment Tools system. If we had
been able to adjust for these variables, the differences in
quality of care that we observed may have been even
greater. Parients from the VHA also tend 1o have more
severe disease than patients outside the VHA, and it is
possible that severity of disease influences care quality (38).
However, the process indicators we used are dinically pre-
cise, and all eligible patients should have received the indi-
cated care regardless of disease severity. In any case, our
findings persisted even when we adjusted for number of
condidons.

One of the purported advantages of the electronic
medical record {which was universally available in the
VHA sites) is more thorough documenaton. Indecd, the
volume of the VHA medical records we reviewed was
farger than thar of the national sample; it took almost one
and a half times fonger to abstrace daa from the VHA
saraple, although some of this differcnce was no doubr due
1o the higher number of visits and conditions. Some of the
observed differences may be due to mare thorough docu-
menution for VHA patients rather than more thorough
medical care. In constructing the indicaror.set, expert pan-
elists were instructed to include indicators only where the
absence of documentation itself would be evidence of poor
care. Even 50, 1 VHA study found gaps of only approxi-
mately 109 berween documencation in the medical record
and actual care provision among standardized patients (39,
40). Furthermore, the VHA patients received more care
both in indicarors that are sensitive to documentadion prac-
tices (counseling and education) and those that are insen-
sitive (laboratory tests and radiology). Therefore, it seems
unlikely that different documentation practices alone could
account for all of the differences we observed. Instead,
other aspects of the electronic medical record, such as no-
tation cemplates that structuee physician—patient interac-
tion or computerized reminders targering performance
roeasures, may account for the difference.

The implications of these datz are impormant to our
understanding of quality management. The VHA is the
largest health care system o have implemented an elec-
tronic medical record, routine performance monitoting,
and other quality-related system changes, and we found
rhat the VHA had substanially better quality of care than
a natiopal sample. Our Anding that performance and per-
formance measurement are strongly related suggests that
the measuremnent cfforts are indeed contributing to the ob-
served differences. Performance measurement alone seems
unlikely to account for alt the differences; the VHA seored
betier even on HEDIS fneasures widely applied in man-
aged care seuings {(but not in other sertings) ouside the
VHA. Our study was not designed to determine which

other mechanisms might be acting to improve VHA care,
but other studies have suggested thar they might include
computerized reminders, sanding ordets, improved inter-
provider communication, facility performanee profiling, le-
veraging of academic affiliations, accountability of regional
managers for performance, and a more coordinated deliv-
ery system (5, 6, 41, 42). More research is needed to esti-
mate the relative effects of these practices. As more coordi-
nated systems of medical care delivery develop, our data
support the use of the types of informaton and quality
management systems available in the VHA.

From the Vererans Affairs Greater Los Angeles Healthcare System and
David Geffen School of Medicine at University of California, Los Ange-
fes, Los Angeles, and RAND Health, Santa Monica, California; and
Veterans Affairs Ann Arbor Healtheare System and University of Mich-
igan, Ann Arbor, Michigan.

Acknowledgments: The authors acknowledge the invahuable contribu-
tions of Landon Donsbach, Alison DeCristofaro, Jennifer Hicks Curtis,
Liisa Hiarx, Euseka Moline, Jill Baker, Peggy Wallace, Karen Ricei, Anne
Griffin, Rena Hasenfeld Garland, and the Vererans Affairs sice investiga-

s,

Grant Support: This study was funded by a Vewerans Affairs Health
Services Research and Development grant. Drs. Asch and Kerr were
funded by Veterans Affairs Health Services Research and Development
Career Development Awards. The initial development of the indicators
was funded by the Centers for Medicare & Medicaid Services and the
Agency for Healthcare Research and Quality (grant no. 5U18HS09463-
03). The California HealthCare Foundation {grant no. 98-5005) funded
development of the chare abstraction tool. The Robert Wood Johnson
Foundation {grant no. 0-6192) funded work with the national sample
{design, sampling, and conduct}.

Potential Financial Conflicts of Interest: None discosed.

Requests for Single Reprints: Steven M. Asch, MD, MPH, West Los
Angeles Veterans Afairs Medical Center, Mail Code 111G, 11300
Wilshire Boulevard, Los Angeles, CA 90073 email, Sicven
Asch@emed.va.gov.

Current author addresses are available at www.annals.org.

References

1. Schuster MA, McGlymn EA, Brook REL How good is the quality of heakth
care in the United Smres? Milbank Q. 1998:76:517.63, 509. [PMID: 9879302}
2. Crossing the Quality Chasm: A New Health System for the 21st Century.
Tnstinuee of Medicine Committee on Quality of Health Care in America. Wash-
ingron, DC: Nationa! Aczdemy Pr, 2001.

3. Steinbesg EP. Improving the qualicy of care~—can we practice what we preach?
{Editorial] N Engl j Med. 2003;:348:2681-3. [PMID: 12826644}

4. Adaros K, Cortigan JM, eds. Priesity Arcas for Nationa} Acion: Tranderming
Health Care Quality. lasiitute of Medicine Comritter on Identifying Priority
Arcas for Quality Improvemcat, Board on Health Care Services Washingron,
DC The Nasional Academies Pr; 2003,

5. Kizee KW, Demalds JG, Feusser JR Reinventing VA health care: system-
atizing quality improvement and quality inaovation. Med Care. 2000:38:17-16.
{PMID: 10843266}

6.}113195:1 ] The measurernmnt of quality of care in the Vewrans Health Ad-
mintsuation. Med Care. 1996;34:MS53-68. [PMID: 8558688}



54

Quality of Care in the Vercrans Health Adminiscation | IMPROVING PATIENT CARE

DC: National Comeaitsee for Qualicy Assur-

pical Specifications. Washi

7. Demakis JG, McQueea 1, Kizer KW, Feussner JR. Quatity Enk
Research Initiatve {QUERI): A collaboration berween research and d.umzl prac-
dice. Med Care. 2000:38:117-25. {PMID: 10843267}
8. Jha AK, Pedin B, Kizex KW, Dudley RA. Efect of the transformarion of the
Vearans Affairs Health Care System on the quality of care. N Engl | Med
2003:348:2218-27. {PMID: 12773650] .
9. Petersen 1A, Nommand SL, Leape 11, McNeil B}. Comparison of use of
medicasions 2fter acute myocardial infarction in the Veterans Health Adminisma-
don and Medicare. Ciraularion. 2001;104:2898-904. (PMID: 11739303)
10. Petexsen LA, Notmaod SL, Leape LL, McNeil B}. Regionalization and the
undensse of angiography in the Veterans Affirs Health Care System as compared
with 2 feefor-serice spnem. N Engl ] Med. 2003;348:2209-17. [PMID:
127736491
11. Roscathel GE, Vaughan Sarrzin M, Hannan EL. In-hospial morwliy
following coronary ancry bypass graft surgery in Veterans Health Administration
and private secror hospials. Med Care. 2003:41:522-35. [PMID: 12665716}
12. Kerr EA, Genoff RB, Kiein SL, Selby JV, Piete JD, Curb JD, o ol
Diaberes care quality in the Veteras Affzirs Health Care System 2nd commercial
2 care: the TRIAD study. Ann Intemn Med. 2004:141:272-81. [PMID:
15313743}
13, McGlynn EA, Axch SM, Adams J, Keescy J, Hicks ], DeCristofaro A, ex 2l
“The guality, of health care delivered to adulis in the United Stares. N Engl ] Med.
2003;348:2635-45. [PMID: 12826639)
14. Asch SM, Kerx EA, Hamilwon EG, Reifel JL, McGlyan EA, eds. Quality of
Cauc for Onoologic Condisinns and HIV: A Review of the Lirerature and Qualiy
Indicators. Sants Monica, CA: RANEJ Health; 2000,
15. Malin JL, Asch SM, Kerr EA, McGlynn EA. Evafuating the quality of cancer
care: development of cancer quality indicators for a global quality assessment taol
Cancer, 2000:88:703-7. [PMID: 10649266}
16. Kerr EA, Asch SM, Hamilton EG, McGlynn EA, eds. Quafity of Care for
General Medical Conditions: A Review of the Lireramuse and Quality Indicarors.
Sarita Monics, CA: RAND Healdh; 2000
17. Keer EA, Asch SM, Hamilton EG, McGlyna EA, eds. Quality of Care for
Cardiopulmonary Conditions. Sazhm Monica, CA: RAND Health; 2000.
18. McGlynn FA, Asch SM. Developing 2 dinical pedfarmance measure, Am }
Prev Med. 1998;14:14-21. {PMID: 9566932)
19. McGlyno EA, Kexr EA, Asch SM. New approach to assessing dlinical quality
of care for women: the QA Tool system. Womens Health Issues, 1999;9:184-92,
[PMID: 10405590
20, Brook RH. The RAND/University of Californis, Los Angeles appropriate-
ness method. In: McCormick KA, Moor: SR, Sieget RA. Clinical Practice Guide-
line Devel Meshodol i Rockvilie, MD: US. Public
Healch Semc: 1994:59-70. A.HCPR publicadon no. 95-0009.
21. Shekelle PG, Chassin MR, Park RE. Assessing the predicive validity of the
RAND/UCLA appropriateness method criteria for praforming carorid endaster-
ectommy. Int ] Technel Asscss Health Care. 1998:14:707-27. [PMID: 9885461]
22. Shekeile PG, Kaban JP, Bemstein 8], Leape LL, Kamberg CJ, Park RE.
The reproducibility of 2 method o identify dhe ovesiise and underuse of medical
procedures. N Engl ] Med. 1998:338: 1383~95, PMID: 9637810}
BanthL,Pn&REKahzn]P M g the dlinical consis of pan-

ance; 1999,

25. Nagonal Perfarmance Daes Ferdback Center for Office of Quality and Per-
formance. 1999 Newwork Pedotmance Report. Washington, DC: Office of
Quality and Performance, Veterans Healdh Administrarion; 2004,

26, Survey of Healtbcare Expesiance of Pasiests (SHEP). Washmgrcm, BC: O
fice of Quality and Pe Veterans Healch Admio

27. Kemper P, Blumenthal D, CarnganIM. CumnghnmPl,thSM Gross-
sman JM, ex al. The design of the tracking study: 2 I } study
of bealth system change and 7 effects on people. Inquity. 1996;33:195-206.
{PMID: 8675282} .

28. Landis R}, Koch GG. The measirencn of observer 2grmement for cazegor-
ical data. Biomenics. 1977:33:6159-74.

29. Efron B, Tibshirani R. An Inroduction 1o the Boastap. New York: Chap-
man and Hall; 1993,

30. Rogess WHL Regression sandard ercors in clustered samples, Stata Technical
Bulledin. 1993:13:19-23.

31. LaBresh KA, Glildick R, Lijesrrand J, Peco R, Eimdt AG. Using “get with
the guidefines” w improve cardiovascular secondary prevention. Jr Comum J Qual
Saf. 2003:25:539-50. {PMID: 14567263}

32. Every NR, Filin SD, Sales AE, Keane A, Ritchie JR. Quality Enhancernent
Rescarch Iniriative in ischemic heare disease: 3 qualiy faitiative from the Depan-
meat of Verrrans Affairs. QUERT THD Executive Comiminee, Med Care. 2000; .
38:149-59. [PMID: 10843270}

33. Fiha SD. Does VA health re measure up? [Bditorial] N Engf § Med.
2000:343:1963-5. [PMID: 11136270)

34. Kerr EA, McGlynn EA, Adams }, Keesey §, Asch SM. Profiling dhe quality
of care in twelve communitics: resubs from die CQI study. Healch AR Ml
wood). 2004;23:247-56. [PMID: 15160823}

35. Jonea D, Hendricks A, Comstock G, Rosers A, Chang BH, Rothendler J, &t
al. Eye examinations for VA patients with disberes: suzndardizing performance
mezsures. Int § Qual Health Care. 2000,12:97-104. {PMID: 10830666}

36. Peterson ED, Wright SM, Dabey J. Thibanlt GE. Racial variztion in candixc
produre use and survival following acute myocardial infanction in the

ment of Vewerans Affairs. JAMA. 1994:271:1175-80. [PMID: 8151875]

37. Mayberry RM, Miki F, Ofili E. Racial and etbnic differences in acixss o
medical care. Med Care Res Rev. 2000;57 Suppl 1:108-45. {PMID: 11092160
38. Dedier J, Singer DE. Clisog Y, Moore M, Adas S Processes of care, dlness
sevesity, and outoomes in the of a0 &
academnic hospitals. Arch Intern Med. 2001;161:2099- 104, [PMID' 11570938}
39. Luck }, Peabody JW. Us\ng standardised patients to measure physicians’
precice: validation study using audio recopdings. BMJ. 2002;325:679. {PMID:
12351358

40. Peabody JW, Luck J, Glassman P, Dresselliaus TR, Lee M. Comyparisan of
vignemes, standardized patients, and chart abscraction: 2 prospective validation
saudy of 3 methods for ing qualiry. JAMA. 3:1715-22. [PMID:
10755498}

41. Kires KW. The "new VA™ a narjonal for health care quality
Am | Med Qual. 199%;14:3-20. [PMID: 10446659) ’

elises appropriateness rarings: the case o{camnary artery bypass surgery. Health
Policy. 1997:42:135-43. [PMID: 10175621}
24. National Commite for Quality Assurance. HEDIS 2008. Volume 2, Tech-

42. Corrigan JM, Edea ], Smith BM, eds. Leadesship by Example: Coardinating
Govemment Roles in Fnproving Health Care, Quality. Washingron, DC: Com-”
wittee on Enhancing Federal Healthosre Quality Programs; 2002



55

Advertisement

washinglonpost.com

Revamped Veterans' Health Care
Now a Model

By Gilbert M. Gaul e e )
Wyashlingtr:m Pc)s:l gtaff Writer T}‘!”_}l\ ‘ ol

day, August 22, 2005; AOL IS o . N
Mond, August afford health

For years, the Department of Veterans Affairs’
sprawling health care system was criticized by
veterans groups and government investigators as a
dangerous backwater of medicine. Report after report
portrayed it as suffocating from top-heavy
bureaucracy, dirty and unsafe hospitals, and little or no
accountability. Thousands of eligible patients opted to
get their care elsewhere.

insurance?

But in the past decade, largely unnoticed by the public, the system has undergone a dramatic
transformation and now is considered by some to be a model.

Researchers laud the VA for its use of electronic medical records, its focus on preventive care and its
outstanding results. The system outperforms Medicare and most private health plans on many quality
measures, including diabetes care, managing high blood pressure and caring for heart attack patients.
Demand at veterans clinics and hospitals is soaring -- so much so that Congress last month appropriated
$1.5 billion in emergency funds to cover a budget shortfall that the department did not anticipate.

Some experts point to the VA makeover as a lesson in how the nation's troubled health care system
might be able to heal itself.

"If you take a five- or six-year perspective, I think what the Veterans Health Administration has done is
stunning," said Donald M. Berwick, president and chief executive of the Institute for Healthcare
Improvement. "It's especially impressive because this is a massive system that works in a fishbowl, is
under tremendous scrutiny and has constrained resources.”

Since 1995, the VA says, the number of patients it is treating has doubled, to about 5.2 million. At the
same time, the department reports that it has trimmed its staff by about 12,000 people, opened hundreds
of outpatient clinics and shifted its focus to primary care, while cutting costs per patient by about half.

"If we've proved anything . . . in the last 10 years, it is that quality is less expensive," said Jonathan B.
Perlin, the acting undersecretary for health.

The VA's new medicine is on display at the bedside. One recent moming in Room 148 on the third floor
of the Baltimore VA Medical Center, nurse Diane Bailey prepared to give Francis Xavier Lee, 79, a
World War I veteran, medication for asthma.

In most hospitals, Bailey would rifle through charts attempting o decipher a physician's scrawled
instructions. At Lee's bedside, she logged on to a laptop computer containing the patient's medical
history and a list of medication he was scheduled to receive.

Bailey scanned Lee's bar-code bracelet to ensure his identity, then typed in the time and dose of each
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medication. If she were to hit the wrong key or enter the wrong information, the computer program
would signal her to correct the mistake.

Initially, Bailey said, she was concemed about using the computer, but now she is a huge fan, "It's all
right here," she said, pointing to the patient's electronic medical record. "Everything I need. It makes my
job a lot easier.”

The VA's metamorphosis began in the early 1990s, when it was under attack and worried about its
fature. Officials turned to Kenneth W. Kizer. A physician and former Naval Reserve officer, Kizer had
earned kudos for helping restructure health services for the state of California.

"Everyone said, 'You're a fool,' " he recalled. " "There isn't an agency in the government as sclerotic as
the VA. Why go in and waste your time?" "

But Kizer was looking for a new challenge. Over the next five years, he and aides reorganized the VA's
unwieldy network of 172-plus hospitals and 132 nursing homes into 22 self-contained systems
responsible for providing all patient care. The VA also shifted some specialists to its new outpatient

clinics.

At the same time, the department invested heavily in computers and software. They link distant clinics
to urban teaching facilities and allow VA physicians to access patient records wherever they happen to
be.

These days, computers are used to measure everything at VA sites with an aim toward improving care.
Dorothy A. Snow, acting chief of staff in Baltimore, pores over pages of weekly statistics on how her
facility compares with others in the area as well as its own performance over time. Areas requiring
attention are highlighted in yellow. Most are blue or red, signaling that Baltimore has met or exceeded
its targets.

In 1990, before Baltimore began tracking its performance, rates of screening for breast and cervical
cancer were 50 percent and 17 percent, respectively. In 2003, they were 88 percent and 87 percent. "The
computers are an effective way of driving performance," Snow said.

By contrast, private physicians in Medicare's sprawling fee-for-service system receive little fee&back
from the huge federal insurance program and lag behind VA doctors on numerous quality indicators,
according to half a dozen recent studies by VA and academic researchers.

Medicare officials point out that the VA has the advantage of being an integrated delivery system -- that
is, a health plan in which most of the doctors are salaried employees and all care is coordinated and
tracked. In Medicare, physicians work for themselves and patients are free to pick and choose their
services. Still, Perlin pointed out, "we were an integrated delivery system before, and no one said we had
an advantage."

Veterans organizations applaud the VA makeover, saying surveys show that most of their members are
satisfied with the medical care they get. At the same time, they worry that tight budgets are forcing some
veterans to wait months for an appointment.

"The quality of care has improved greatly, and we are grateful for that," said Peter S. Gaytan, director of
veterans affairs for the American Legion. "But the timeliness of care is suffering. We have vets waiting
in line because the funding is inadequate to meet the need.”
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Unlike Medicare, the VA is expected to work within a budget. Recently, Congress criticized the
department's leaders for underestimating the demand for services in light of the fighting in Afghanistan
and Iraq. At June hearings, VA officials said the model they used to develop the 2005 budget relied on

three-year-old data.

In June, the Bush administration told Congress that the VA would need more money this year, and
revised its request for fiscal 2006, boosting the department's health budget by $2 billion . Still, much of
the increased demand for services predates Afghanistan and Iraq, and appears to coincide with the
department's new reputation for quality.

A large part of that shift is the result of the investment in computers. The 75,000 physicians who are
full-time, salaried doctors or affiliated with the Veterans Health Administration have access to a detailed
electronic record of every patient. It includes every visit, prescription, surgery and test a patient receives.
Doctors can call up prior visits, enter blood pressures and blood sugar levels, access the latest research,

and tap into treatment guidelines -- all with the click of a mouse.

If a patients moves ~- say, from Baltimore to San Francisco - her record follows. If a physician in the
VA's Pocomoke City, Md., outpatient clinic wants to check how his patient is faring after surgery in
Baltimore, he can read the notes online. In the past, only one doctor could access a chart at a time. Now

anyone can, at any time.

"If I want to check one of my patients from home, I can do it before I go to bed,"” Snow said. "It's made
my job so much more fun. I'm more effective.”

Perlin estimated that it costs the VA about $78 per patient per year to operate the electronic health
record. "Roughly the equivalent of not repeating one blood test," he said.

Later this year, the VA plans to allow patients to access their electronic medical records over the Internet
through its My HealtheVet. "The patient is often the forgotten partner in health care,” Perlin said.
Sharing the records "recognizes a person has interests in how his care is managed.”

The target for the rollout: Veterans Day in Novernber.

© 2005 The Washington Post Company
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BACKGROUND: Gender differences in inpatient quality of care are well
known. However. whether men and women receive equivalent ambula-
101y care is less well understood.

OBJECTIVE: To study.gender differences in quality of care for patients
receiving prisnagy care in the Veterans Affairs {(VA} Health Care System.
DESIGN: Cross-sectional samples of VA enyollees during Sscal years
1999 to 2000.

PARTICIPANTS: Samples of 6.442 10 86,405 men and women treated
at VA facilities for whom at least 1 of @ quality measures was available.
MEASUREMENTS: Appropriate general preventive services {pneumo-
coeceal vaccr inati canecer

and specific services for diabetes (annual hemoglobin Alc {HbAlc test
ing. good glycemic control. annual diabetic eye exam). hypertension
{good blood pressure controll. or prior myocardial infarction {use of -
blockers or aspirin}.

RESULTS: In adjusted analyses. there were ne substantial gender dif-.

ferences in rates of appropriate care. For women compared with men.
the adjusted relative risk for appropriate care ranged from 0.96 for
blood pressure control (95% confidence interval: 0.93 to 0.99; P=.02)
to 1.05 for HbAlc<8.0% {95% confidence interval: 1.03 to 1.07:
P<O1}). ly if by age care be-
tween men and women in 8 of the 14 subgroups evaluated.

ated eq

CONCLUSIONS: In this {arge nationa} health care system that predom-
inantly serves men, the quality of ambulatory care is equivalent for
women and men OB NUMEToUs Measures.,

KEY WORDS: gender; quality: veterans; prevention; diabetes mellitus.
DOL: 10.1111/).1525-1497.2005.0160.x
J GEN INTERN MED 2005; 20:762-765.

M en and women do not always receive equivalent care,’*
and these differences may be because of nonclinical
factors. Women often receive poorer care after admission for
congestive heart.! coronary heart disease,*® and other com-
mon medical conditions.? I contrast, gender differences in the
quality of ambulatory medical care are largely unexplored, al-
though limited data suggest that disparities may exist in this
setting as well ®

The Department of Veterans Affairs (VA} runs the largest
integrated health care system in the United States. Although
men make up a large majority of veterans who receive care in

The authors have no conflicts of interest {o declare.,

The results were presented at the 2004 Society of General Jternal
Medicine annual conference and the annual meeting of VA Health
Services Research and Development.
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the VA, women now comprise nearly 10% of the 4 million users
and are a rapidly rising group. Given the rising numbers of
women in military service in recent decades, the number of
wornen seeking care in the VA is expected to grow. While recent
data suggest dramatic improvement in quality of care for vet-
erans,” it is unclear whether men and women have shared-
equally in this advancement. Using common indicalors. we
sought to determine whether gender differences exist in the
quality of ambulatory care in this large. national health care
system.

METHODS
Design

We used data from VA External Peer Review Program® to assess
quality of care during fiscal years 1999 to 2000 {October 1,
1998 to September 30. 2000). External Peer Review Program
data are derived from cross-sectional samples of medical
records reviewed by trained abstractors with high interrater
reliability scores (x 0.90)" and oversight both from the Con-
gressional committees of VA and the Government Accounting
Office.® The study protocol was approved by the Institutional
Review Boards of the Boston VA Health Care System and Brig-
ham and Women's Hospital.

Patients with 2 years of continuous enroliment in the VA
and at least 1 ambulatory visit in the previous 12 months were
eligible for sampling. A randoim sarple of all patients within
each of the 22 regional networks was obtained annually in ad-
equate numbers {6 ensure reproducible precision for estimat-
ed rates in each network.'® In addition, random samples of
patients with prevalent chronic diseases {e.g.. diabetes. is-
chemic heart disease, and chronic obstructive pulmonary dis-
ease} were selected in each network, and women were
oversampled.

Quaility Indicators

We studied 9 quality measures that are equally appropriate for
women and men, including 3 preventive measures {vaccina*
tions and cancer screening tests) and 6 chronic disease man-
agement measures (e.g.. annual retinal exarns in diabetics}
{Appendix. available online). These indicators were developed
by the VA and are similar to measures developed by the Na-
tional Comunittee for Quality Assurance to assess health plans
in the Health Plan Employer Data and Information Set
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Accepted for publication March 21, 2005



(HEDIS].'! Each of the guality measures reflects recommen-
dations made in national guidelines, 14

Siatistical Analysis

We measured the association between gender and individual
quality measures using prevalence ratios and 2 tests. This
Study had a statistical power of greater than 95% power to de-
tect a 3% differenice in adherence rates in each of the quality
markers, except for patients with prior myocardial infarction
M) {aspirin and P-blocker use), where this study had 80%
power {o detect a 6% difference in rates.

59

Subsequently, using multivariate logistic regression and '

generalized estimating equations to adjust for age and insti-
tutional characteristies {number of honsestaff. number of hos-
pital beds, and region of the country}, we assessed whether
gender was independently associated with each guality méas-
ure and converted odds raties {ORs} to relative risks using
standard methods.?® We tested for interactions of gender with
age and hospital characteristics as predictors of adherence to
quality indicators. Because we were aware a priori that women
were younger and that age was related to adherence to quality
indicators, we chose to stratify our multivariate analyses by
age {<65 vs > 65 yearsl. except for post-M! use of aspirin and
B-blockers because fewer than 100 women were eligible for
these measures. All analyses were performed using Stata 7.0
{College Station, TX}.

- RESULTS

The sample sizes for the 9 quality measures ranged from 6,695
post-MI patients to 86,405 patients eligible for pneumococeal
vaccination {see App ‘Wornen rep d between 13%
and 23% of the samples {Appendix} for most of the guality
measures, except for post-MI patients {1.4%). Women were
younger than men. There were small although statistically
significant differences in facility and geographic characteris-
tics for men and women sampied for these quality measures
{Table 1}.

Adherence to quality indicators ranged from 47% for
blood pressure control to 98% for aspirin among patients with
a prior MI {Table 21. In unadjusted analyses, women were less
likely to receive 5 of the 9 appropriate services and more likely
to receive the other 4. Adjusting for differences in age and hos-
pital characteristics, we found that women and men received
comparable care, with relative risks for women compared with

Table 1. Boseline Characteristics of Men and Women in the EPRP

Sample®

Choracleristics Women, % (n) Men, % (n) P Value
Age ! 59.9 66.4 <.001
Region <.001

Northeast 25 {2,000} 21 £15.006)

Midwest 25 {1,934} 33 {23.450}

South 26 12,063} 27 (19,3351

West 24 (3,847} 20 {14,244) .
Hospital size {na. of beds} 309 307 8BS
Urban hospitai % {rd 38 8.027} 34 (72,879} «<.001
High technology % {n} 32{7.615) 3368429 <.001
Acadernic hospital % {n) 40 (10.114) 42{69.445 <001

*For those eligible for the pneumococeal vaccine.
EPRP. Externaf Peer Review Program.

men ranging from 0.96 for adequate blood pressure control to
1.05 for good glycemic control {Table 2). While sorme of the dif-
ferences between men and women were Statistically signifi-
cant, the magnitude and differences direction of these
differences were small and inconsistent.

In additional multivariable analyses stratified by age, men
and women received comparable care in nearly all subgroups
{Fig. 1}. Among the 14 subgroups. women had higher rates of
appropriate care for 7 measures, while men had higher rates
for the other 7. The odds ratios {women compared with men}
for the subgroups ranged from 0.78 {pneumococcal vaccina-
tion among those less than 65 years old} to 1.13 themoglobin
Alc {HbAlc) control among those younger than 85 years old}.
Differences in 5 of these 14 subgroup analyses were statisti-
cally significant. Among those younger than 85 years of age,
women were more likely to receive appropriate HbAle testing
{OR 1.13, 95% confidence interval 1.03 to 1.25) and adequate
hypertension control (OR 1.09, 95% confidence interval 1.00
to 1.18) but less likely to receive a pneumococcal vaccine {OR
0.78, 95% confidence interval 0.73 to 0.83). Among older pa-
tients, women were less likely to receive adequate hyperten-
sion control {OR 0.82, 95% confidence interval 0.75 to 0.90}
and pneurmococcal vaceination {OR 0.92. 5% confidence in-
terval 0.86 to 0.99}.

DISCUSSION

Among patients treated in the VA health care systern, we found
rernarkably similar quality of ambulatory care for women and
men for both preventive services and chronic disease manage-
ment. Quality of care was high for most services, but even in
situations where care was less than optimal {e.g., blood pres-
sure management). men and women received similar care.

Although gender differences in the guality of ambulatory
care are jargely unexplored. prior studies suggest that women
may receive lower quality of care in these settings. Women
receive low rates of secondary cardiac prevention,'® although
few studies have performed direct comparisons with men.
Among known gender differences in the quality of ambulato-
ry care, women with coronary heart disease have lower rates of
cardiac referral’”-*® after an admission for an MI and may re-
ceive lower rates of appropriate diabetes care'® than men. One
recent evaluation of 10 commercial and 9 Medicare health
plans found that women were less likely to receive §-blockers
after an Ml and that women receive lower rates of diabetes
preventive measures. © Hertholz et a1.*° similarly found lower
rates of critical cardiovascular drug use among women
discharged with an acute ML Schneider et al.?* found no
variation in HEDIS measures by sex among Medicare man-
aged care patients.

Equal care for men and women should be interpreted in
the context of significant gains in quality that the VA has
achieved over the past 8 years.”22® in the middle of the
1990s, the VA undertook a major reengineering program to
improve guality by decentralizing clinical management to 22°
regional networks, instituting performance measurement
programs, and creating a data collection system {o monitor
quality.” Further, in an effort to improve care to women, VA
dedicated special primary care clinics for women only. Over
haif of VA hospitals have specialized Women's Health Clinics.
although a majority of women enrollees receive most.or nearly
all their care in general medical clinics.*® Veterans Affairs
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Toble 2. F of A Core by Gender with Prevalence Rafios
Quality indicotor Wormen, % Men, % tnadjusted Relative Risk PVolue Adjusted Refative Risk (95% Ci} P value
Pnewmococecal vaceination 74.0 C78.7 0.93 <.01 0.98 {0.97-0.99) <.01
Influenza vaccination 734 76.5 0.96 <.01 exs
Colorectal cancer sereening 68.9 © 69.9 0.99 03 X 10
Diabetic eye exam screen 67.0 68.6 0.98 01X 0.98 {0.96-1.00} B4
Annual HbAle 84.7 ‘943 101 -30 1.00 {0.99~1.01} 71
HbAlc <8.0% 61.1 62.0 0.99 20 1.05 (1.03-1.07} <.01
Aspirin after M1 97.8 97.3 1.01 74 1.00 (0.96-1.02) 72
B-blocker after M1 95.7 95.0 1.01 T8 1.01 {0.95-1.03} -75
Blood pressure < 140/90 mmtig 48.0 47.4 1.0t AT 296 {0.93-0.99} 02

ME: mijocardial infarction: HbA e, hemoglobin 4 lc; CI. confidence interval.

Adjusted for age, region of country, hospital size, hospital location {urban vs nonurban). academic status of hospital or ctinic.

quality improvement efforts targeted gender-specific meas-
ures, which led to VA outperforming the i;ﬁvatc sector with
higher rates of both mammography and cervical cancer
screening.” It may be that broad-based guality improvement
efforts may reduce variations in care and this may belp explain
the gender parity in quality of ambulatory care.

Qur study has important limijtations. First, we were una-
ble to adjust for several potentially important confounders
such as sociceconomic status, comorbidities and health sta-
tus, and utilization rates, all of which could be associated with
quality of care. However. female enrollees in the VA are more
likely to be poor and unemployed,®® have lower functional
status®®, and health status®® than male erwollees. Purther,
adjusted for age. women enrollees have lower rates of VA uti-
lization than their male counterparts.”” Therefore, these fac-
tors are likely to bias us toward finding worse care for women.
Secoad. while we found generally high-quality care. there were
still areas where men and women both received less than op-

RR for receiving quality care, women versus men

—~— Age 263
HbA lc done ey Agﬁ <6S
Eye exam done s Age 2 65
el Age <65
HbAalcs80% b Age265
et Aget < 65
BP < 140/90 ram Hg s} Age265
¢ Age <65
Paeumococeal vaccine 1 Age265
ot Age < 65
Influenza vacdine ] Age 2 63
b Age< 65
Colorectal Cancer Screen S Age 265
for  Age <65
; —+
03 10 30

Female: Male Relative Risk

FIGURE 1. Risk rotio with 95% confidence infervat (CI) fof receiving
quoiity core, stratified by oge. Post-myocardiat infarction (M) po-
Hents not anciyzed in subgroups because of smal somple size ond
fack of interaction by age group.

timal care, such as hypertension management. While the qual-
ity of hypertension care improved in the VA from 1995 through
2000, and while rates of adequate blood pressure control in the
VA are comparable with the private sector,?® these are still ar-
eas that require improvememnt. Finally, because we used proc-
ess measures to assess quality of care, we could not discern
whether women and men have equal outcomes.

In conclusion. we found remarkably similar quality of care
for women and men in outpatient preventive services and
chronic disease management in the VA, This equal care may
be related to the large strides in quality that the VA has
achieved in the past decade.

The data were provided by the Office of Quality and Perform-
ance: VA Central Office. Dr. Jha was funded in port by the
Office of Qualty and Performance. Veterans Heolth Adminis-
tration. and by on institutionol National Research Service
Award (#8I32HS500020- 16} from the Agency for Heaithcore Re-
search and Quality. We are indebted to Drs. Jennifer Haos and
Eric Schneider for their thoughtful cornments and suggestions
on an eartier draft of the monuscript.
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W SPECIAL COMMUNICATION

Five Years After To Err Is Human
What Have We Leamed?

Lucian L. Leape, MD
Donald M. Berwick, MD

IVE YEARS AFTER THE INSTITUTE
of Medicine (1OM) reported that
as many as 98000 people die
annually as the résult of medi-
cal errors and called for a national ef-
fort to make health care safe, it is time
to assess our progress. Is health care
safer now? And, if not, why not?

The IOM’s report, To Err Is Human:
Building a Safer Health System,' galva-
nized a dramarically expanded level of
conversation and concern about pa-
tient injuries in health care both in the
United States and abroad. Patient safety,
atopic that had been little understood
and even less discussed in care sys-
tems, became a frequent focus for jour-
nalists, health care leaders, and con-
cerned citizens.

Small but consequential changes
have gradually spread through hospi-
tals, due largely 1o conceried activities
by hospital associations, professional
societies, and accrediting bodies. All
hospitals have implemented some new
practices to improve safety. Fewer pa-
tients die from accidental injection of
concentrated potassium chloride, now
that it has been removed from nursing
unit shelves?; fewer patients have com-
plications from warfarin, now that many
taking anticoagulants are being treated
indedicated clinics®; and serious infec-
tions have been reduced in hospitals
that have tightened infection control
procedures {(J. Whittington, written
communication, March 2005; K.
McKinley, Geisinger Clinic, written
communication, April 2005;and P. Pro-
novost, Johns Hopkins Hospital, writ-
ten communication, January 2005).*

Five years ago, the Institute of Medicine (IOM) called for a national effort
to make health care safe. Although progress since then has been slow, the
1OM report truly “changed the conversation” to a focus on changing sys-
tems, stimulated a broad array of stakeholders to engage in patient safety,
and motivated hospitals to adopt new safe practices. The pace of change is
likely to accelerate, particularly in implemen}aﬁon of electronic health rec-
ords, diffusion of safe practices, team training, and full disclosure to pa-
tients following injury. if directed toward hospitals that actually achieve high
tevels of safety, pay for performance could provide additional incentives. But
impre t of the magnitude envisioned by the IOM requires a national
commitment to strict, ambitious, quantitative, and well-tracked national goals.
The Agency for Healthcare Research and Quality should bring together all
stakeholders, including payers, to agree on a set of explicit and ambitious

goals for patient safety to be reached by 2010.

JAMA. 2005:293.2384-2390

Although these efforts are affecting
safety at the margin, their overall im-
pact is hard to see in national statis-
tics. No comprehensive nationwide
monitoring system exists for patient
safety, and a recent effort by the Agency
for Healthcare Research and Quality
(AHRQ) to get a national estimate by
using existing measures showed little
improvement.®> Although that esti-
mate was largely based on insurance
claims data, measures known to have
low sensitivity for detecting quality im-
provement, little evidence exists from
any source that systematic improve-
ments in safety are widely available.

Perhaps inevitably, critics have
pushed back against viewing safety as
a problem of science-—of system de-
sign. Public support for improving
patient safety often wurns instead on
fixing blame. Despite the widely dis-
seminated message from the IOM that
systems failures cause most injuries,
most individuals still believe that the

major cause of bad care is bad phy-
icians, and that if miscreant clinicians
were removed everything would be ali
right.* Some have claimed that the em-
phasis on systems, and particularly, not
blaming individuals for errors, will
weaken accountability for physician
performance.” Related concerns have
led 1o legislation imposing stricter re-
porting requirements on hospitals and
physicians.* The latest surge in the mal-
practice premiwm crisis has deflected
interest of lawmakers from error pre-
vention 1o an effort to put caps on mal-
practice settlements. .
Although the proven measured
fruits of the IOM report so far are few,
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its impact on attitudes and organiza-
tions has been profound. In additon,
thanks to research sponsoréd by
AHRQ, health care leaders have also
learned a great deal about safety that
they did not know in 1999. In sum,
the groundwork for improving safety
has been laid these past 5 years but
progress is frustratingly slow. Building
a culture of safety is proving to be an
immense task and the barriers are for-
midable. Whether significant progress
will be achieved in the next 5 years
depends on how successfully those
barriers are addressed.

Our goal is to summarize what has
happened, analyze the reasons why im-
provement has not been greater, and
make recommendations for what needs
to be accomplished to realize the IOM’s
vision.

What Have We Accomplished?

The effects of the IOM report are evi-
dent in at least 3 important areas: view-
ing the task of error prevention, enlist-
ing the support of stakeholders, and
changing practices.

Viewing the Task of Error Prevention,
First, the 1OM report profoundly
changed the way many health care pro-
fessionals and managers think and talk
about medical errors and injury. W truly
changed the conversation. Although a
substantial minority among both clini-
cians and the lay public continue to
doubt that injury and mortality rates are
as high as the IOM dlaimed 5*™ subse-
quent data from various sources sug-
gest that the IOM may have substan-
dally underestimated the magnitude of
the problem.!"'¢ Nosocornial infections
alone, most of which are preventable, ac-
count for more than 90000 deaths per
year," and hospital-acquired blood-
stream infections alone may rank as the
eighth leading cause of death in the
United States.' Few individuals now
doubt that preventable medical injuries
are a serious problem. Far more physi-
cians and nurses today ask not whether
there is a problem but rather what they
can do aboutit

The concept that bad systems, not
bad people, lead to the majority of er-

rors and injuries, which is a crucial sci-
entific foundation for improvement of
safety in all successful high-hazard in-
dustries, has become a mantra in health
care. Skeptics abound but more and
more health care leaders appear to ac-
cept the corollary that blaming indi-
viduals is nsually neither fair nor ef-
fective as a mainstay approach in
pursuit of safety. Interest in technolo-
gies to support safer care has in-
creased, most especially with respect 1o
comnputer-assisted physician order-
entry systems; the decades-old stalled
discussions about electronic health care
records have acquired new life. Before
the 1OM report, deficient safety was
simply not a problem widely known in
the health care industry. Now, it is.

Some ambiguity exists about the re-
fationship between safety as a desired
characteristic of health care and the
broader issues of health care quality in
general. The IOM Roundtable on Qual-
ity of Care categorized threais to qual-
ity in 3 broad families: overuse (receiv-
ing treatment of no value), underuse
(failing to receive needed treatment),
and misuse {errors and defects in treat-
ment).” In its narrowest form, a focus
on safety addresses only the third fam-
ily, that is, a subset of the whole do-
main of quality of care.

However, mistakes by caregivers that
tead to physical injuries are much less
acceptable to patients than overuse or
underuse, and cause {ar more emo-
tional reaction. indeed, the focus on ac-
tive harm—misuse—may help ex-
plain the intense public interest in safety
compared with quality improvement in
general. Health care professionals, too,
may feel far worse if they harm a pa-
tient directly than if they provide in-
appropriate care.

As attention to patient salety has
deepened, the boundaries among over-
use, underuse, and misuse have blurred.
1t seems logical that patients who fail
to receive needed treatments or who are
subjected to the risks of unneeded care
are also placed at risk for injury every
bitas objectionable as direct harm from
a surgical mishap. Operationally, the
terrain of quality is becoming more uni-
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fied. Importantly, itis much clearer now
that the most effective method 1o im-
prove either safety or quality overall is
to change the systems.

Enlisting the Support of Stakeholders.
The second major effect of the IOM
report was to enlist a broad array of
stakeholders, some quite surprising, 10
advance patient safety. The first suake-
holder was the federal government.
Responding to the IOM recommenda-
tion, the US Congress in 2001 appro-
priated $50 million annually for pa-
tient safety research. That support,
although a tiny fraction of the $28 hil-
ton budget for the National Institutes
of Health, was enough o enlist hun-
dreds of new investigators into patient
safety research, essentially launching the
academic base for that work. Research
in error prevention and patient safety be-
came 2 legitimate acadernic pursuit.

Unfortunately, in 2004 afier only 3
years of support, federal funding for pa-
tient safety research through AHRQ be-
came almost entirely earmarked to-
ward studies of information technology.
As crucial as such technologies are, this
reallocation revealed a serious misun-
derstanding of the broad array of re-
search that will be needed to address
the safety problem, and is quickly starv-
ing the new recruits who would have
pursued aspects of safety other than in-
formation technology.

Congress, however, did codify AHRQ
as the lead federal agency for patient
safety and AHRQ established a Center
for Quality lmprovement and Safety,
which has become the leader in edu-
cation, training, convening agenda-
setting workshops, disseminating in-
formation, developing measures, and
facilitating the setiing of standards. De-
spite its fimited budget, AHRQ has been
an important voice for safety through
its support for evaluating best prac-
tices, demonstrations to enhance re-
porting of adverse events, errors and
near misses, its development of pa-
tient safety indicators now used by
many hospitals, and its development of
aroadmap of evidence-based best prac-
tices used by the National Quality Fo-
rum (NQF).
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The Veteran's Health Administra-
tjon quickly emerged as a bright star in
the constellation of safety practice, with
system-wide implementation of safe
practices, training prograrus, and the es-
tablishment of 4 patient-safety re-
search centers.

A host of nongovernmental organi-
zations have made safety a priority. The
Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) has
led the way, tightening up accountabil-
ity within health care organizations and
requiring hospitals to implement new
safe practices.’? The NQF, a public-
privaie partnership to develop and ap-
prove measures of quality of care, de-
veloped a consensus process that
generated siandards for mandatory re-
porting® and created a list of high-
impact evidence-based safe practices
that the JCAHO and other organiza-
tions are now beginning to require hos-
pitals to implement.” The Centers for
Medicare & Medicaid Services and the
Centers for Disease Control and Pre-
vention have joined with more than 20
surgical organizations in a new pro-
gram 1o reduce surgical complica-
tions,* and many other specialty soci-
eties, particularly the American College
of Physicians, have incorporated safety
topics into their meetings, education,
and research.

The National Patient Safety Foun-
dation, originally housed by the Ameri-
can Medical Association, has become
a major force in increasing awareness.
Although the National Patient Safety
Foundation remains short of stable
funding, it has gained a national fol-
lowing and the annual conferences are
a wellspring of education and re-
search findings in patient safety.’® The
Accreditation Council on Graduate
Medical Education and the American
Board of Medical Specialties are en-
gaged in a massive effort to define corn-
petencies and measures in each spe-
cialty, both for residency training and
continuing evaluation of practicing
physicians.”

The Institute for Healthcare linprove-
ment has helped hospitals redesign their
systems for safety through demonstra-

tion projects, system changes, and train-
ing in implementation of safe prac-
tices for thousands of physicians,
nurses, and pharmacists. Several Qual-
ity Improvement Organizations have
become skilled at helping hospitals re-
duce medication injury rates and other
hazards.

Regional coalitions have sprung up
across the country to facilitate stake-
holders to work together to set goals,
collect data, disseminate information,
and provide education and iraining to
improve safety. The original list of
medication safety practices for hospi-
tals was disseminated in 1999 by the
Massachusetts Coalition for the Pre-
vention of Medical Errors and later
adopted by the American Hospital As-
sociation. Several large, integraied

-health care systems, notably Kaiser-

Permanente, Ascension, and the Vet-
eran’s Health Administration, have
been leaders in implementing new
safe policies and practices. Hospital
group-purchasing organizations, such
as VHA and Premier, have made ma-
jor commitments to disseminating
safety information and practices.

Purchasers and payers have entered
the arena, pariicularly the Leapfrog
Group, formed by a number of major US
corporations. The Leapfrog Group has
strongly encouraged the adoption of a
number of safer practices in hospitals,
including computerized physician or-
der entry systems, proper staffing of in-
tensive care units, and the concentra-
tion of highly technical surgery services
in high-volume centers. The most re-
cent *Leap” focuses on implementa-
tion of the NQF's Sale Practices.

But the most important stakehold-
ers who have been mobilized are the
thousands of devoted physicians,
nurses, therapists, and pharmacists at
the ground level—in the hospitals and
clinics—who have become much more
alert to safety hazards. They are mak-
ing myriad changes, streamlining medi-
cation processes, working together 1o
eliminate infections, and trying io im-
prove habits of teamwork. The level of
commitment of these frontline profes-
sionals is inspiring, Most are making

changes, not primarily in response to
mandates, but rather to improve the
quality of care for their patients.
Changing Practices. The third effect
of the IOM report was to accelerate the
changes in practice needed to make
health care safe. Initially, adoption of
new safe practices was entirely volun-
tary. Some hospitals responded to vec-
ommendations for medication safety
from regional coalitions or the Ameri-
can Hospital Association. Other orga-
nizations sent teams to Institute for
Healthcare Improvement programs that
trained them in rapid cycle improve-

" ment and the application of human fac-

tors principles in the redesign of their
pracesses. Still others began 1o change
practices in response to the Leaplrog
Group mandate.

Following the 2002 publication by
the NQF of a list of 30 evidence-based
safe practices ready for implementa-
tion, the JCAHO in 2003 required hos-
pitals to implement 11 of these prac-
tices, including improving patient
identification, communication, and sur-
gical-site verification. Additional prac-
tices have been added for implemen-
tation in 2005.

It is 100 soon 10 evaluate the effect
of the JCAHO requirements, and few
large controlled studies of previously
implemented changes have been per-
formed. However, time-series data from
hospitals and systems that have been
working to improve safety are encour-
aging. The results achieved in imple-
menting 12 practice changes are pre-
sented in the TABLE.*** {f these results
were replicated nationwide, the im-
pact would be substantial.

. Finally, a major practice change oc-
curred in teaching hospitals in 2003
when all residency training programs
implemented new residency training
work hour limitations. These limita-
tions were promulgated by the Accredi-
tation Council on Graduate Medical
Education and based on strong but not
previously acknowledged scientific in-
formation on the relationships be-
wween fatigue and errors at work 3%
While these work hour restrictions are
an enormous step forward, they do not
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address the most important cause of fa-
tigue: sleep deprivation due to ex-
tended duty shifts. Recent studies have
provided specific evidence of the per-
nicious effect of sleep deprivation on
resident performance.”

Barriers to Progress

The diversity and level of engagement
in improving safety in health care is im-
pressive. Ten years ago, no one was talk-
ing about patient safety. Five years ago,
before the I0M report, 2 small num-
ber in a few pioneering places had de-
veloped a strong commitment, but its
impact was limited and most of health
care was unaffected. Now, the major-
ity of health care institutions are in-
volved to some extent and public aware-
ness has soared. A growing patient
safety movement is afoot.

But if so much activity is going on,
why isn’t health care demonsteably and
measurably safer? Why has it proved
so difficubt to implement the practices
and policies needed 1o deliver safe pa-
tient care? Why are so many physi-
cians still not actively involved in pa-
tient safety efforts? What needs to be
done to accelerate the pace of improve-
ment in patient salety?

The answers 1o these questions are to
be found in the culture of medicine, a
culure that is deeply rooted, both by
custom and by training, in high suan-
dards of autonomous individual perfor-
mance and a commitment 10 progress
through research. ltis the same culture
that in the latter half of the 20th cen-
tury brought profound advances in
biomedical science and delivered un-
precedented cures o millions of US in-
dividuals. This culture is technically au-
dacious and productive; many of today’s
most powerful drugs and treatments
were not available as recently as 2 de-
cades ago.

However, these advances created
challenges to safety not faced by other
hazardous industries that have suc-
ceeded far better than medical care in
becoming safe, even ultra-safe. The first
such challenge is complexity. Modern
health care technology is almost cer-
tainly more corplex than that of other
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Table. Clinical Effectiveness of Safe Practices

intervention Resulis
Perioperative antibiotic pratocol  Surgical site infections decreased by 93%*
Physician computer order enry  81% Reduction of medication ATOFST

Pharmacist rounding with team

6% Reduction of preventable adverse drug events™

78% Reduction of prevertable adverse drug events®

Protacot enforcement

85% Reduction in central venous fine infections}

92% Reduction in central venous line infectionst

Cardiac arrests decreased by 15%%

Rapid response teams
Reconcliing medication 90% Reduction in medication erors™
practices
Reconcifing and standardizing 60% Reduction in adverse drug events over 12 mo {rom 7.6 per
rmedication practices 1000 doses to 3.1 per 1000 dosesy™
£4% Reduction in adverse drug events in 20 mo {from 3.8 per
1000 doses to 1.39 per 1000 doses)*
Standardized insulin dosing Hypoglycernic episodes decreased 63% {rom 2.95% of patients
10 119
90% Reduction in cardiac surgical wound infections (from 3.9%
of patients to 0.4%)§
Standardized warlarin dosing Qut-of-range international normalized ratio decreased by 60%
{from 25% of tests to 100%™
Team training in labor and 50% Reduction in adverse oulcomes in preterm Jetiveriesf}
delivery

Trigger tool and autornation

Adverse drug events reduced by 75% between 2001 and 20035

Ventitator bundie protocol

Ventiator-associated preumonias decreased by 62%*

*J Wi written commurication. March 2005.

Hingion,
1P. Pronovost, Johns Hopkrs Hospital, written ccmnmcatxan Jaruary 2005,

3R, Shannon, written comevnication, January 2005.

eisinger Cliric, writtens communication, Aprl 2005

§K. McKiniey, G
{iB. Sachs, Bath fsraet Doaconess Medical Center, wrttten communication, October 2004,

industries. The dean of safety research-
ers, Professor James Reason, has ob-
served that health care is also more
complex than any other industry he
knows in terms of relationships, with
more than 50 different types of medi-
cal specialties and subspecialties inter-
acting with each other and with an
equally large array of allied health pro-
fessions (oral communication, Octo-
ber2003). The more complex any sys-
tem is, the more chances it has o fail.

A second challenge is medicine’s te-
nacious commitment to individual, pro-
fessional antonomy. Creating cultures
of safety requires major changes in be-
havior, changes that professionals eas-
ily perceive as threats to their author-
ityand y. Overlay this d d
to change individual behavior with the
challenges of learning a nonblaming
systems-oriented approach to errorsand
establishing new lines of accountabil-
ity, and it is not surprising that progress
in achieving safety in health care is slow.

Fear poses a third major challenge.
Many physicians greeted the horren-

dous mortality data published by the
1OM with dishelief and concern that the
information would undermine public
trust. The normal human resistance to
change was amplified by fear of loss of
autonomy, antipathy toward atiempts
by others outside the profession to im-
prove practice, and skepticism about the
new concept that systems failures are
the underlying cause of most human er-
rors. An understandable fear of mal-
practice liability inhibits willingness to
discuss, or even admit, errors.

The combination of complexity, pro-
fessional {ragmentation, and a tradi-
tion of individualism, enhanced by a
well-entrenched hierarchical author-
ity structure and diffuse accountabil-
ity, forms a daunting barrier to creat-
ing the habits and beliefs of common
purpose, eamwork, and individual ac-
countability for successful interdepen-
dence that a safe culture requires.

In addition to these powerful cul-
tural factors, lack of leadership at the
hospital or health plan level impedes
progress. Changing the culture, even
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changing a few practices and policies,
requires that all personnel share a com-
mon vision and personally own safety.
This cannot happen without commit-
ment at the top level of the organiza-
tion. Although the JCAHO requires all
hospitals to implement safe practices,
and the NQF has issued a clear state-
ment about the responsibility of
boards;* few of the chief executive of-
ficers and boards of hospitals and health
plans have made safety a true priority
in their institutions or committed sub-
stantial resources toward safery.

Another key barrier to making
progress is a paucity of measures. lden-
tifying problems, measuring progress,
and demonstrating that improvement
has been achieved all depend on the
availability of robust measures. Some ex-
ist, such as measures of specific types of
infections, certain laboratory tests (blood
glucose), AHRQ's recent promulgation
ofaset of patient safety indicators, and
the Institute for Healthcare Improve-
ment’s trigger tools for measurement of
harm,* but many more measures are
needed. More global measures are es-
pecially necessary, such as the Adverse
Qutcomes Index developed by the Qual-
ity Assurance Committee of the Ameri-
can College of Obstetricians and Gyne-
cologists, which is-used in labor and
delivery and includes weighted values
for all complications (B. Sachs, Beth Is-
rael Deaconess Medical Center, writ-
ten communication, October 2004).
Measures are crucially necessary to be
able to demonstrate that changes im-
prove safety and decrease costs.

The current reimbursement struc-
ture works against improving safety and
actually rewards less safe care in many
instances. For example, insurance com-
panies sometimes will not pay for new
practices that reduce errors, such as an-
ticoagulation dlinics operated by nurses,
new information technologies, or coun-
seling of patients by retail pharma-
cists. However, payers often subsidize
unsafe care quite well, although un-
knowingly. In most industries, de-
fects cost money and generate war-
ranty claims. In health care, perversely,
under most forms of payment, health

care professionals receive a premium for
adefective producy; physicians and hos-
pitals can bill for the additional ser-
vices that are needed when patients are
injured by their mistakes.™

What Do We Need to Do?

Despite these formidable barriers,
health care is well poised to increase the
pace of improving patient safety in the
near future. As a result of the ad-
vances by the many stakeholders over
the past 5 years, a critical mass of in-
formed and concerned physicians.
nurses, pharmacists, administrators,
risk managers, and other individuals is
in place to help organizations make sab-
stantial changes. Not only do these
highly motivated individuals have the
skills and knowledge needed to make
changes, they have the tools they need
in the form of tested and effective safe
practices awaiting implementation.

Dramatic advances are likely within
the next 5 years in at least 4 important
areas: implementation of electronic
health records; wide diffusion of proven
and safe practices, such as those ap-
proved by the NQF; spread of training
on teamwork and safety; and fulf dis-
closure to patients lollowing injury.

The electronic health record may be,
finally, an idea whose time has come.
Many of the technical problems, such
as the lack of standards for data ele-
ments and ensuring interoperability that
have held back adoption, are resolved
or well on their way to solution. The
federal government has appointed an
information technologies czar, Dr David
Brailer, within the Deparument of Health
and Human Services to oversee and
stimulate dissemination. Major payers
and health care systems have begun to
realize that the substantial up-frontin-
vestment that is required to put sys-
tems in place in every hospital and ev-
ery physician’s office will be paid back
handsomely within a few years by in-
creases in efficiency and decreases in
charges for costly adverse events.

The pace of adoption of safe prac-
tices will almost certainly accelerate.
The JCAHO and several payers, includ-
ing Centers for Medicare & Medicaid

Services, have indicated their interest
in furthering the adoption of the NQF
proven safe practices. As hospitals have
wrestled with implementing the ini-
tial set ol practices required by the
JCAHO over the past 2 years, they have
developed considerable expertise in
making changes, and the capacity of the
Quality Improvement Organizations to
help them has also grown. Hospitals will
now be able to implement new prac-
tices faster, and will find increasing in-
centives to do so.

Training physicians, nurses, and
other professionals to work in teams is
another idea whose time seems to have
come. The interest in team training has
grown rapidly over the past several
years, abetted by the adoption of simu-
lation techniques. The Accreditation
Council on Graduate Medical Educa-
tion has now articulated practice-
based learning and systems-based prac-
tice as 2 of the core professional skills
to be inculcated in all approved resi-
dency training schemes. Whole sys-
terns and hospitals are now providing
team training to their entire medical
staffs.

Finally, the ethically embarrassing de-
bate over disclosure of injuries to pa-
tients is, we strongly hope, drawing to
a close. Although actual practice still lags
far behind the rhetoric.* few health care
organizations now question the impera-
tive to be honest and forthcoming with
patients following an injury. As evi-
dence accumulates that full disclosure
does not increase the risk of being sued,
it is becoming easier for physicians and
nurses 1o do what they know is the right
thing—tell the patient everything they
know when they know it.

These advances will be welcomed
and will have a measurable impact on
reducing medical errors and injuries
over the next 3 years. However, these
advances represent only a small frac-
tion of the work that needs 10 be done.
A truly national response 1o the IOM's
call to reduce preveniable patient in-
juries by 90% requires that every health
care board, executive, physician, and
nurse make improving safety an abso-
lutely top strategic priority—fully equal
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1o the corporate priority of financial
health. At a national level, such a com-
mitment has yet to emerge; indeed, it
is not in sight.

1f the experience of the past 5 years
demonstrates anything, it is that nei-
ther strong evidence of ongoing seri-

ous harm nor the activities, examples, .

and progress of a courageous minority
are sufficient to generate the national
commitment needed to rapidly ad-
vance patient safety. Such 2 commit-
ment is not likely to be forthcoming
without more sustained and powerful
pressure on hospital boards and lead-
ers-——pressure that must come from out-
side the health industry.

Mobilizing Pressure for Change

Where will this pressure come from?
In England, the governmental re-
sponse has been 1o establish a Na-
tional Patient Safety Agency under the
National Health Service, charged with
stimulating and coordinating safety ef-
forts throughout the system.* In the
current US political climate, it is hard
to imagine a similar effort by the fed-
eral government within the foresee-
able future,

Can public outrage provide the pres-
sure needed for change? Although sur-
veys continue o show the public is con-
cerned about medical errors and
sensational cases provoke bursts of out-
rage, public concern is evanescent and
thus an inadequate motivator for
change. Even campaigns from patient
advocacy groups** have failed to stir
many boards of trustees of hospitals 1o
call for major erganizational changes.

What about regulation? One of the
star players in the safety movement over
the past 5 years has been the JCAHO,
which has steadily increased the de-
mands on hospitals to take patient
safety seriously and indicated its com-
mitment 10 continue to press for adop-
tion of more proven safe practices. But
regulation works as a sustainable force
for change only when those organiza-
tions being regulated see those changes
to be in their longer-run self-interest.
The threat of decertification can pro-
duce evanescent, compliant behav-

fors, but it seems insufficient to do the
job of transforming cultures, where the
deeper solutions lie.

Can reimbursement provide the pres-
sure for change? The current method
of financing health care not only fails
to provide incentives for safe care, itre-
wards unsafe care. That can change, and
in fact, is changing. The pay for per-
formance movement is gathering steam.
Experiments with bonuses for physi-
cians and plans who achieve goals of
‘providing needed care, such as annual
eye examinations for patients with dia-
betes mellitus, are well under way. Un-
der the recent Medicare Moderniza-
tion Act, the Centers for Medicare &
Medicaid Services is launching some
important and promising demonstra-
tion experiments that may offer evi-
dence on the effect of improved pay-
ment schemes on safety efforis.

Whether these schemes will resultin
measurable improvements in safety re-
mains to be seen. An important con-
cern is whether current performance
measures have sufficiently high sensi-
tivity and specificity to accurately iden-
tify safer care when used in report cards
or reimbursement plans. A second ques-
tion is whether we have a sufficient
number of validated measures to have
asignificant impact on safety, oron re-
imbursement. Finally, it seems likely
that pay for performance, like all other
methods of reimbursement, will have
its own unanticipaled perverse incen-
tives that could undermine its effec-
tiveness.

A better approach would be 1o favor
in-payment hospitals and physicians
who actually achieve high levels
of safety. What about incentive bo-
nuses for driving levels of ventilator-
associated pneumonia, surgical site in-
fections, or central line infections to
zero, or close to zero? These levels have
already been achieved in a small nurn-
ber of hospitals committed to safe care
(P. Pronovost, Johns Hopkins Hospi-
tal, written communication, January
2005).* Payment incentives could ac-
celerate widespread adoption of these
practices with savings in life and money
that would be enormous.
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1t may be equally important 10
begin to create negative financial con-
sequences, or at least disincentives
rather than financial rewards, for hos-
pitals and other health care organiza-
tions that continue to tax the public
and their patients with the burden of
unsafe practices and resulting compli-
cations. Payment should not reward
poor safety. In this regard, the recent
decision by payers in Minnesota to
cease paying hospitals for serious pre-
ventable adverse events™ makes good
sense and should be eraulated by pay-
ers nationwide.

Setting Safety Goals

But for nationwide impact, we cannot
rely on these piecemeal efforts to pro-
vide the pressure needed for change. if
the payers and other parties are 10 have
asignificant impact on patient safety in
the next 5 years, their efforts must be
aligned behind common national safety
goals. The most important single step
that should be taken by the United
States to align the forces of change
would be to set and adhere to strict, am-
bitious, quantitative, and well-tracked
national goals.

In November 2004, at the Common-
wealth Fund-1OM meeting commemo-
rating the fifth anniversary of the 10M
report, participants called for a con-
certed effort to set clearly defined
achievable goals for improving pa-
tient safety over the next 5 years—
goals with measurable end points.

We call upon the AHRQ o bring
together the JCAHO, NQF, American
Hospital Association, American Medi-
cal Association, Leapfrog Group, and
all of the major payers, including the
Centers for Medicare & Medicaid Ser-
vices, to agree on a set of explicit and
ambitious goals for patient safety to be
reached by 2010. The list provided by
the Commmonwealth Fund-10M would
be a good place to start. It is shory,
concrete, and achievable. This list
called for 2 90% reduction in nosoco-
mial infections, a 50% reduction in
medication errors, 3 90% reduction in
errors associated with high-harm
medications, and 100% elimination of
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the NQF “never” list.” In its 100000
Lives campaign,® the Institute for
Healthcare Improvement has adopted
these as well as so-called rapid
response teams to prevent failures to
rescue.” Not only would these results
measurably improve safety overall, but
also achieving them would require
institutions to make a high-level com-
mitment and to develop effective
teams, 2 critical elements of the cul-
ture change that is needed.

Technically, results like these are not
out of reach. With sufficient will and
leadership, they lie entirely within our
grasp. The primary obstacles to achiev-
ing these resuits for the patients who de-
pend on physicians and health care or-
ganizations are no longer 1echnical; the
obstacles lie in beliefs, intentions, cul-
tures, and choices. All of those can
change. The most important lesson of the
past 5 years since the 1OM spoke out on
one of the major public health issues of

our time is that we will not become safe
until we choose to become safe.
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The Best Care Anywhere

Ten years ago, veterans hospitals were dangerous,
dirty, and scandal-ridden. Today, they're producing the
highest quality care in the country. Their turnaround
points the way toward solving America's health-care
crisis.

' By Phillip Longman

Quick. When you read “veterans hospital,” what comes to mind? Maybe you recall
the headlines from a dozen years ago about the three decomposed bodies found near

- a veterans medical center in Salem, Va. Two turned out to be the remains of
patients who had wandered months before. The other body had been resting in place
for more than 15 years. The Veterans Health Administration (VHA) admitted that
its search for the missing patients had been “cursory.”

Or maybe you recall images from movies like Born on the Fourth of July, in which
Tom Cruise plays a wounded Vietnam vet who becomes radicalized by his shabby
treatment in a crumbling, rat-infested veterans hospital in the Bronx. Sample
dialogue: “This place is a fuckin' slum!”

By the mid-1990s, the I
reputation of veterans hospitals Subscribe Online Now &

had sunk so low that
conservatives routinely used Save 33% Off CO\ er Price
their example as a kind of ——

reductio ad absurdum critique of
any move toward “socialized
medicine.” Here, for instance, is
Jarret B. Wollstein, a right-wing
activist/author, railing against
the Clinton health-care plan in
1994: “To see the fiiture of
health care in America for you
and your children under
Clinton's plan,” Wollstein
warned, “just visit any Veterans
Administration hospital. You'll find filthy conditions, shorthges of everything, and
treatment bordering on barbarism.”
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And so it goes today. If the debate is over health-care teform, it won't be long .
before some free-market conservative will jump up and say. that the sorry shape of

- the nation's veterans hospitals just proves what happens when government gets into
the health-care business. And if he's 4 true believer, he'll thén probably go on to
suggest, quoting William Safire and other free marketers, that the government
should just shut down the whole miserable system and provide veterans with health-
care vouchers.

Yet here's a curious fact that féw conservatives or liberals know. Who do you think
receives higher-quality health care. Medicare patients who are free to pick their own
doctors and specialists? Or aging veterans stuck in those presumably filthy VA
hospitals with their antiquated equipment, uncaring administrators, and incompetent
staff? An answer came in 2003, when the prestigious New England Journal of
Medicine published a study that compared veterans health facilities on 11 measures
of quality with fee-for-service Medicare. On all 11 measures, the quality of care in
veterans facilities proved to be “significantly better.”

Here's another curious fact. The Annals of Internal Medicine recently published a
study that compared veterans health facilities with commercial managed-care
systems in their treatment of diabetes patients. In seven out of seven measures of
quality, the VA provided better care. It gets stranger. Pushed by large employers
who are eager to know what they are buying when they purchase health care for
their employees, an outfit called the National Committee for Quality Assurance
today ranks health-care plans on 17 different performance measures. These include
how well the plans manage high blood pressure or how precisely they adhere to
standard protocols of evidence-based medicine such as prescribing beta blockers for
patients recovering from a heart attack. Winning NCQA's seal of approval is the
gold standard in the health-care industry. And who do you suppose this year's
winner is: Johns Hopkins? Mayo Clinic? Massachusetts General? Nope. In every
single category, the VHA system outperforms the highest rated non-VHA hospitals.

Not convinced? Consider what vets themselves think. Sure, it's not hard to find vets
who complain about difficulties in establishing eligibility. Many are outraged that
the Bush administration has decided to deny previously promised health-care
benefits to veterans who don't have service-related illnesses or who can't meet a
smct means test. Yet these grievances are about access to the system, not about the
ho-get in. Veterans groups tenaciously defend

. *The quality of care is outstanding,” says
eterans a‘ﬁ'alrs and rehabﬂltatmn at the American

"txonstop heaith—care quality experts, praises the
opyas” spectacular > The venerable Institute of

VHA 's “integrated health information system, including its
gpe:formance measures ‘o improve quality, is cons1dered one of
the best in the nation.”" T

If this gives you cognitive dissonance, it should. The story of how apd why the
VHA became the benchmark for quality medicine in the United States suggests that
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much of what we think we know about health care and medical economics is just
wrong. It's natural to belicve that more competition and consumer choice in heaith
care would lead to greater quality and lower costs, because in almost every other
realm, it does. That's why the Bush administration—which has been promoting
greater use of information technology and other quality improvement in health
care—also wants to give individuals new tax-free “health savings accounts” and
high-deductible insurance plans. Together, these measures are supposed to
encourage patients to do more comparison shopping and haggling with their
doctors; therefore, they create more market discipline in the system. '

But when it comes to hicalth care, it's a government bureaucracy that's setting the
standard for maintaining best practices while reducing costs, and it's the private
sector that's lagging in quality. That unexpected reality needs examining if we're to
“have any hope of understanding what's wrong with America's health-care system
and how to fix it. It turns out that precisely because the VHA is a big, government-
run system that has nearly a lifetime relationship with its patients, it has incentives
for investing in quality and keeping its patients well—incentives that are lacking in
for-profit medicine. : ‘

Hitting bottom

By the mid-1990s, the veterans health-care system was in deep crisis. A quarter of
its hospital beds were empty. Government audits showed that many VHA surgeons
had gone a-year without picking up a scalpel. The population of veterans was falling
sharply, as aging World War II and Korean War vets began to pass away. At the
same time, 2 mass migration of veterans from the Snowbelt to the Sunbelt
overwhelmed hospitals in places such as Tampa with new patients, while those in
places such as Pittsburgh had wards of empty beds.

Serious voices called for simply dismantling the VA system. Richard Cogan, a
senior fellow at the Center on Budget and Policy Priorities in Washington, told The
New York Times in 1994: “The real question is whether there should be a veterans
health care system at all.” At a time when the other health-care systems were
expanding outpatient clinics, the VHA still required hospital stays for routine
operations like cataract surgery. A patient couldn't even receive a pair of crutches
without checking in. Jts management system was so ossified and top-down that
permission for such trivial expenditures as $9.82 for a computer cable had to be
approved in Washington at the highest levels of the bureaucracy.

Yet few politicians dared to go up against the powerful veterans lobby, or against
the many unions that represented much of the VHA's workforce. Instead, members
of Congress fought to have new veterans hospitals built in their districts; or to keep
old ones from being shuttered. Three weeks before the 1996 presidential election, in
part to keep pace with Bob Dole's promises to veterans, President Clinton signed a
bill that planned, as he put it, to “furnish comprehensive medical services to all’
veterans,” regardless of their income or whether they had service-related
disabilities.

So, it may have been politics as usual that kept the floundering veterans bealth-care
system going. Yet behind the scenes, a few key players within the VHA bad begun
to look at ways in which the system might heal itself. Chief among them was
Kenneth W. Kizer, who in 1994 had become VHA's undersecretary for health, or, in
effect, the system's CEQ. ‘
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A physician trained in emergency medicine and public health, Kizer was an outsider
who immediately started upending the VHA's entrenched bureaucracy. He oversaw
a radical downsizing and decentralization of management power, implemented pay-
for-performance contracts with top executives, and won the right to fire
incompetent doctors. He and his team also began to transform the VHA from an .
acute care, hospital-based system into one that put far more resources into primary
care and outpatient services for the growing number of aging veterans beset by

- chronic conditions. .

By 1998, Kizer's shake-up of the VHA's operating system was already earning him
management guru status in an era in which management gurus were practically
demigods. His story appeared that year in a book titled Straight from the CEO: The
World's Top Business Leaders Reveal Ideas That Every Manager Can Use
published by Price Waiérhouse and Simon & Schuster. Yet the most dramatic
transformation of the VHA didn't just involve such trendy, 1990s ideas as
downsizing and reengineering. It also involved an obsession with systematically
improving quality and safety that to this day is still largely lacking throughout the
rest of the private health-care system.

Amercia's worst hospitals -

To understand the larger lessons of the VHA's turparound, it's necessary to pause
for 2 moment to think about what comprises quality health care. The first criterion
likely to come to'mind is the presence of doctors who are highly trained, committed
professionals. They should know a lot about biochemistry, anatomy, cellular and
molecular immunology, and other details about how the human body works—and
have the academic eredentials to prove it. As it happens, the VHA has long had
many doctors who answer to that description. Indeed, most VHA doctors have
faculty appointments with academic hospitals.

But when you get seriously sick, it's not just one doctor who will be involved in
your care. These days, chances are you'll see many doctors, including different
specialists. Therefore, how well these doctors communicate with one another and
work as a team matters a lot. “Forgetfulness is such a constant problem in the
system,” says Berwick of the Institute for Health Care Improvement. “It doesn't
remember you. Doesn't remember that you were here and here and then there. It
doesn't remember your story.”

Aure all your doctors working from the same medical record and making entries that
are clearly legible? Do they have a reliable system to ensure that no doctor will
prescribe drogs that will interact harmfully with medications prescribed by another
doctor? Is any one of them going to take responsibility for coordinating your care so
that, for example, you don't leave the hospital without the right follow-up
medication or knowing how and when to take it? Just about anyone who's had a
serious illness, or tried to be an advocate for a sick Joved one, knows that all too
often the answer is no.

Daectors aren't the only ones who define the quality of your health care. There are
also many other people involved—nurses, pharmacists, lab technicians, orderlies,
even custodians. Any one of these people could kill you if they were to do their jobs
wrong. Even a job as lowly as changing a bedpan, if not done right, can spreada
deadly infection throughout 2 hospital. Each of these people is part of an overall
system of care, and if the system lacks cohesion and quality control, many people
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will be injured and many will die.”

Just how many? In 1999, the Institute of Medicine issued a groundbreaking study,
titled To Err is Human, that still haunts health care professionals. It found that up to
98,000 people die of medical errors in American hospitals each year. This means
that as many as 4 percent of all deaths in the United States are caused by such
lapses as improperly filled or administered prescription drugs—a death toll that
exceeds that of AIDS, breast cancer, or even motor vehicle accidents.

Since then, a cavalcade of studies have documented how a lack of systematic
atiention not only to medical errors but to appropriate treatment has made putting
yourself into a doctor's or hospital's care extraordinarily risky. The practice of
medicine in the United States, it turns out, is only loosely based on any
scientifically driven standards. The most recent and persuasive evidence came from
study by Dartmouth Medical School published last October in Health Affairs. It
found that even among the “best hospitals,” as rated by U.S. News & World Report,
Medicare patients with the same conditions receive strikingly different patterns and
intensities of care from one another, with no measurable difference in their
wellbeing,

For example, among patients facing their last six months of life, those who are
checked into New York's renowned Mount Sinai Medical Center will receive an
average of 53.9 visits from physicians, while those who are checked into Duke
University Medical Center will receive only 20.9. Yet all those extra doctors’ visits
at Mount Sinai bring po gain in life expectancy, just more medical bills. By that
measure of quality, many of the country's most highly rated hospitals are actually its
shoddiest. .

Worse, even when strong scientific consensus emerges about appropriate protocols
and treatments, the health-care industry is extremely slow to implement them. For
example, there is little controversy over the best way to treat diabetes; it starts with
keeping close track of a patient's blood sugar levels. Yet if you have diabetes, your
chances are only one-out-four that your health care system will actually monitor
your blood sugar levels or teach you how to do it. According to a recent RAND
Corp. study, this oversight causes an estimated 2,600 diabetics to go blind every
vear, and anther 29,000 to experience kiduoey failure. : .

All told, according to the same RAND study, Americans receive appropriate care
from their doctors only about half of the time. The results are deadly. On top of the
98,000 killed by medical errors, another 126,000 die from their doctor’s failure to
observe evidence-based protocols for just four common conditions: hypertension,
heart attacks, pneumeonia, and colerectal cancer.

Now, you might ask, what's so hard about preventing these kinds of fatal lapses in

heatth care? The airline industry, after all, also requires lots of complicated

teamwork and potentially dangerous technology, but it doesn't wind up killing

hundreds of thousands of its customers each year. Indeed, airlines, éven when in

bankruptey, continuously improve thefr safety records. By contrast, the death toll

dﬁ';m medical errors alone is equivalent to a fully loaded jumbo-jet crashing each
y. .

Laptop medicine
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Why doesn't this change? Well, much of it has changed in the veterans health-care
system, where advanced information technology today serves not only to deeply
reduce medical errors, but also to improve diagnoses and implement coordinated,
evidence-based care. Or at least so I kept reading in the professional literature on
health-care quality in the United States. I arranged to visit the VA Medical Center
in Washington, D.C. to see what all these experts were so excited about.

The complex’ main building is a sprawling, ifnposing structure located three miles
north of the Capitol building. When it was built in 1972, it was in the heart of
Washington's ghetto, a neighborhood dangerous enough though one nurse 1 spoke
with remembered having to lock her car doors and drive as fast as she could down
Irving Street when she went home at night.

Today, the surrounding area is rapidly gentrifying. And the medical center has
evolved, too. Certain sights, to be sure, remind you of how alive the past still is
here. In its nursing home facility, there are still a few veterans of World War L.
Standing outside of the hospital's main entrance, I was moved by the sight of two
elderly gentlemen, both standing at near attention, and sporting neatly pressed
Veterans of Foreign Wars dress caps with MIA/POW insignias. One turned out to
be a survivor of the Bataan Death March. '

But while history is everywhere in this hospital, it is also arnong the most advanced,
modern health-care facilities in the globe—a place that hosts an average of four
visiting foreign delegations a week. The hospital has a spacious generic lobby with
a food court, ATM machines, and a gift shop. But once you are in the wards, you
notice something very different: doctors and nurses wheeling bed tables with
wireless laptops attached down the corridors. How does this change the practice of
medicine? Opening up his laptop, Dr. Ross Fletcher, an avuncular, white-haired
cardiologist who led the hospital's adoption of information technology, begins a
demonstration.

With a key stroke, Dr. Fletcher pulls up the medieal records for onie of his current
patients—an 87-year-old veteran living in Montgomery County, Md. Normally,
sharing such records with a reporter or anyone else would, of course, be highly
unethical and illegal, but the patient, Dr. Fletcher explains, has given him
permission. :

Soon it becomes obvious why this patient feels that getting the word out about the
VHA's information technology is important. Up pops a chart showing a daily record
of his weight as it has fluctuated over a several-month period. The data for this
chart, Dr. Fletcher explains, flows automatically from a special scale the patient
uses in his home that sends a wireless signal to a modem.

Why is the chart important? Because it played a key role, Fletcher explains, in
helping him to make a difficult diagnosis. While recovering from Lyme Disease and
a hip fracture, the patient began periodically complaining of shortness of breath.
Chest X-rays were ambiguous and confusing. They showed something amiss in one
lung, but not the other, suggesting possible lung cancer. But Dr. Fletcher says he
avoided having to chase down that possibility when he noticed a pattern jumping
out of the graph generated from the patient's scale at home.

The chart clearly showed that the patient gained weight around the time he
experienced shortness of breath. This pattern, along with the record of the hip
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fracture, helped Dr. Fletcher to form a hypothesis that turned out to be accurate. A
buildup of fluid in the patient's lung was causing him to gain weight. The fluid
gathered only in one lung because the patient was consistently sleeping on one side
to cope with the pain fiom his hip fracture. The fluid in the lung indicated that the
patient was in immediate need of treatment for congestive heart failure, and,
fortunately, he received it in time.

The same software program, known as VistA, also plays a key role in preventing
medical errors. Kay J. Craddock, who spent most of her 28 years with the VHA as a
purse, and who today coordinates the use of the information systems at the VA
Medical Center, explains how. In the old days, pharmacists did their best to
decipher doctors' bandwritten prescription orders, while nurses, she says, did their
best to keep track of which patients should receive which medicines by shuffling 3-
by-5 cards.

Today, by contrast, doctors enter their orders into their laptops. The computer
system immediately checks any order against the patient's records. If the doctors
working with a patient have prescnbed an inappropriate combination of medicines
or overlooked the patient's previous allergic reaction to a drug, the computer sends
up a red flag. Later, when hospital pharmacists fill those prescriptions, the computer
system generates a bar code that goes on the bottle or intravenous bag and registers
what the medicine is, who it is for, when it should be administered, in what dose,
and by whom. )

Each patient also has an ID bracelet with its own bar code, and so does each nurse.
Before administering any drug, a nurse must first scan the patient's ID bracelet, then
her own, and then the barcode on the medicine. If she has the wrong patient or the
wrong medicine, the computer will tell her. The computer will also create a report if
she's late in administering a dose, “and saying you were just too busy is not an
excuse,” says Craddock.

Craddock cracks a smile when she recalls how nurses reacted when they first were
ordered to use the system. “One nurse tried to get the computer to accept her giving
an IV, and when it wouldn't let her, she said, 'you see, I told you this thing is never
going to work.' Then she looked down at the bag.” She had mixed it up with
another, and the computer had saved her from a career-ending mistake. Today, says
Craddock, some nurses still insist on getting paper printouts of their orders, but
nearly alt applaud the computer system and its protocols. “It keeps them from
having to run back and forth to the nursing station to get the information they need,
and, by keeping them from making mistakes, it helps them to protect their license.”
The VHA has now virtually eliminated dispensing errors.

In speaking with several of the young residents at the VA Medical Center, I realized
that the computer system is also a great aid to efficiency. At the university hospitals
where they had also trained, said the residents, they constantly had to run around
frying to retrieve records—first upstairs to get X-rays from the radiology
department, then downstairs to pick up lab results. By contrast, when making their
rounds at the VA Medical Center, they just flip open their laptops when they enter a
patient's room. In an instant, they can see not only all of the patient's latest data, but
also a complete medical record going back as far as the mid-1980s, including
records of care performed in any other VHA hospital or clinic.

Along with the obvious benefits this brings in making diagnoses, it also means that
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residents don't face impossibly long hours dealing with paperwork. “Tt lets these

twentysomethings go home in time to do the things twentysomethings like to do,”

says Craddock. One neurologist practicing at both Georgetown University Hospital

and the VA Medical Center reports that he can see as many patients in a few hours
* at the veterans hospital as he can all day at Georgetown.

By this summer, anyone enrolled in the VHA will be able to access his or her own
complete medical fecords from a home computer, or give permission for others to
do so. “Think what this means,” says Dr. Robert M. Kolodner, acting chief health
informatics officer for the VHA. “Say you're living on the West Coast, and you call
up your aging dad back East. You ask him to tell you what his doctor said during
his last visit and he mumbles something about taking a blue pill and white one.
Starting this summer, you'll be able to monitor his medical record, and know
exactly what pills he is supposed to be taking.”

The same system reminds doctors to prescribe appropriate care for patients when
they leave the hospital, such as beta blockers for heart attack victims, or eye exams
for diabetics. It also keeps track of which vets are due for a flu shot, a breast cancer
screen, or other follow-up care—a task virtually impossible to pull off using paper
records. Another benefit of electronic records became apparent last September
when the drug-maker Merck announced a recall of its popular arthritis medication,
Vioxx. The VHA was able to identify which of its patients were on the drug within
minutes, and to switch them to less dangerous substitutes within days.

Similarly, in the midst of a nationwide shortage of flu vaccine, the system has also
allowed the VHA to identify, almost instantly, those veterans who are in greatest
need of a flu shot and to make sure those patients have priority. One aging relative
of mine—a man who has had cancer and had been in and out of nursing homes—
wryly reports that he beat out 5,000 other veterans in the New London, Conn., area
for a flu shot. He's happy that his local veterans hospital called him up to tell him he
qualified, but somewhat alarmed by what this implies about his health.

The VistA system also helps to put more science into the practice of medicine. For
example, electronic medical records collectively form a powerful database that
enables researchers to look back and see which procedures work best without
having to assemble and rifle through innumerable paper records. This database also
makes it possible to discover emerging disease vectors quickly and effectively. For
example, when a veterans hospital in Kansas City noticed an outbreak of a rare
form of pneumonia among its patients, its computer system quickly spotted the
problem: All the patients had been treated with what tarned out to be the same bad
batch of nasal spray.

Developed at taxpayer expense, the VistA program is available for free to anyone
who cares to download it off the Internet. The link is to a demo, but the complete
software is nonetheless available. You can try it out yourself by going to :
http:/fwww1.va.gov/CPRSdemo/. Not surprisingly, it is currently being used by
public health care systems in Finland, Germany, and Nigeria. There is even an
Arabic language version up and running in Egypt. Yet VHA officials say they are
unawate of any private health care system in the United States that nses the
software. Instead, most systems are still drowning in paper, or else just starting to
experiment with far more primitive information technologies.

Worse, some are even tearing out their electronic information systefns. That's what
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happened at Cedars-Sinai Medical Center in Los Angeles, which in 2003 turned off
its brand-new, computerized physician order entry system after doctors objected

- that it was too cumbersome. At least six other bospitals have done the same in
recent years. Another example of the resistance to information technology among
private practice doctors comes from the Hawaii Independent Physicians
Association, which recently cancelled a program that offered its members $3,000 if
they would adopt electronic medical records. In nine months, there were only two
takers out of its 728 member doctors. ‘

In July, Connecting for Health-—a public-private cooperative of hospitals, health
plans, employers and government agencies—found that persuading doctors in
small- to medium-sized practices to adopt electronic medical records required
offering bonuses of up to 10 percent of the doctors' annual income. This may partly
be due to simple téchno-phobia or resistance to change. But the broader reason, as
we shall see, is that most individual doctors and managed care providers in the
private sector often lack a financial incentive to invest for investing in electronic
medical records and other improvements to the quality of the care they offer.

This is true even when it comes fo implementing low-tech, easy-to-implement
safety procedures. For example, you've probably heard about surgeons who operate
on the wrong organ or limb. So-called “wrong site” surgery happens in about one
out of 15,000 operations, with those performing foot and hand surgeries particularly
likely to make the mistake. Most hospitals try to minimize this risk by having
someone use a magic marker to show the surgeon where to cut. But about a third of
time, the VHA has found, the root problem isn't that someone mixed up left with
right; it's that the surgeon is not operating on the patient he thinks he is. How do
you prevent that?

QObviously, in the VHA system, scanning the patient's ID bracelet and the surgical
orders helps, but even that isn't foolproof. Drawing on his previous experience as a
NASA astronaut and accident investigator, the VHA's safety director, Dr. James
Bagian, has developed a five-step process that VHA surgical teams now use to
verify both the identity of the patient and where they are supposed to operate.
Though it's similar to the check lists astronauts go through before blast off, it is
hardly rocket science. The most effective part of the drill, says Bagian, is simply to
ask the patient, in language he can understand, who he is and what he's in for. Yet
the efficacy of this and other simple quality-control measures adopted by the VHA
makes one wonder all the more why the rest of the health-care system is so slow to
follow.

‘Why care about guality?

Here's one big reason: As Lawrence P. Casalino, a professor of public health at the
University of Chicago, puts it, “The U.S. medical market as presently constituted
simply does not provide a strong business case for quality.”

‘Casalino writes from his own experience as a solo practitioner, and on the basis of
over 8§00 interviews he has since conducted with health-care leaders and corporate
health care purchasers. While practicing medicine on his own in Half Moon Bay,
Calif, Casalino had an idealistic commitment to following emerging best practices
in medicine. That meant spending lots of time teaching patients about their diseases,
arranging for careful monitoring and follow-up care, and trying to keep track of
what prescriptions and procedures various specialists might be ordering.
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Yet Casalino quickly found out that he couldn't sustain this commitment to quality,
given the rules under which he was operating. Nobody paid him for the extratime
he spent with his patients. He might have eased his burden by hiring a nurse to help
with all the routine patient education and follow-up care that was keeping him at the
office too late. Or he might have teamed up with other providers in the area to
invest in computer technology that would allow them to offer the same coordinated’
care available in veterans hospitals and clinics today. Either step would have
improved patient safety and added to the quality of care he was providing, But even
had he managed to pull them off, he stood virtually no chance of seeing any
financial return on his investment. As a private practice physician, he got paid for
treating patients, not for keeping them well or helping them recover faster.

The same problem exists across all health-care markets, and its one main reason in
explaining why the VHA has a quality performance record that exceeds that of
private-sector providers. Suppose a private managed-care plan follows the VHA
example and invests in a computer program to identify diabetics and keep track of
whether they are getting appropriate follow-up care. The costs are all upfront, but
the benefits may take 20 years to materialize. And by then, unlike in the VHA
system, the patient will likely have moved on to some new health-care plan. As the
chief financial officer of one health plan told Casalino: “Why should I spend our
money to save money for our competitors?”

Or suppose an HMO decides to invest in improving the quality of its diabetic care
anyway. Then not only will it risk seeing the return on that investment go to a
competitor, but it will also face another danger as well. What happens if word gets
out that this HMO is the best place to go if you have diabetes? Then more and more
costly diabetic patients will enroll there, requiring more premium increases, while
its competitors enjoy a comparatively large supply of low-cost, healthier patients.
That's why, Casalino says, you never see a billboard with an HMO advertising how
good it is at treating one disease or another. Instead, HMO advertisements generally
show only healthy families.

In many realms of health care, no investment in quality goes unpunished. A telling
example comes from semi-rural Whatcom County, Wash. There, idealistic health-
care providers banded together and worked to bring down rates of heart disease and
diabetes in the country. Following best practices from around the country, they
organized multi-disciplinary care teams to provide patients with counseling,
education, and navigation through the health-care system. The providers developed
disease protocols derived from evidence-based medicine. They used information
technology to allow specialists to share medical records and to support disease
management.

But a problem has emerged. Who will pay for the initiative? It is already greatly
improving public health and promises to bring much more business to local
pharmacies, as more people are prescribed medications to manage their chronic
conditions and will also save Medicare lots of money. But projections show that,
between 20071 and 2008, the initiative will cost the local hospital $7.7 million in lost
revenue, and reduce the income of the county's medical specialists by $1.6 million.
An idealistic commitment to best practices in medicine doesn't pay the bills. Today,
the initiative survives only by attracting philanthropic support, and, more recently, a
$500,000 grant from Congress. }

For health-care providers outside the VHA. system, improving quality rarely makes
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financial sense. Yes, a hospital may have a business case for purchasing the latest,
most expensive imaging devices. The machines will help atiract lots of highly-
credentialed doctors to the hospital who will bring lots of patients with them. The
machines will also-induce lots of new demand for hospital services by picking up

all sorts of so-called “pseudo-diseases.” These are obscure, symptomless

conditions, like tiny, slow-growing cancers, that patients would never have
otherwise become aware of because they would have long since died of something
else. If you're a fee-for-service health-care provider, investing in technology that
leads to more treatment of pseudo-disease is a financial no-brainer.

But investing in any technology that ultimately serves to reduce hospital )
admissions, like an electronic medical record system that enables more effective
disease management and reduces medical errors, is likely to take money straight
from the bottom line. “The business case for safety...remains inadequate...[for] the
task,” concludes Robert Wachter, M.D.,, in a recent study for Health Affairs in
which he surveyed quality control efforts across the U.S. health-care system.

If health care was like a more pure market, in which customers know the value of
what they are buying, a business case for quality might exist more often. But
purchasers of health care usually don't know, and often don't care about its quality, .
and so private health-care providers can't increase their incomes by offering it. To
begin with, most people don't buy their own health care; their employers do. -
Consortiums of large employers may have the staff and the market power necessary
10 evaluate the quality of health-care plans and to bargain for greater commitments
to patient safety and evidence-based medicine. And a few actually do so. But most
employers are not equipped for this. Moreover, in these days of rapid turnover and
vapishing post-retirement health-care benefits, few employers have any significant
financial interest in their workers' long-term health.

That's why you don't see many employers buying insurance that covers smoking
cessation programs or the various expensive drugs that can help people to quit the
habit. If they did, they'd be being buying more years of healthy life per dollar than
just about any.other way they could use their money. But most of the savings
resulting from reduced lung cancer, stroke, and heart attacks would go to future
employers of their workers, and so such a move makes little financial sense.

Meanwhile, what employees value most in health care is maximum choice at
minimal cost. They don't want the boss man telling them they must use this hospital
or that one because it has the best demonstrated quality of care. They'll be their own
judge of quality, thank-you, and they'll usually base their choice on criteria like:
“My best friend recommended this hospital,” or “This doctor agrees with my
diagnosis and refills the prescriptions I want,” or ] like this doctor's bedside
manner.” If more people knew how dangerous it can be to work with even a good
doctor in-a poorly run hospital or uncoordinated provider network, the premium on
doctor choice would be much less decisive, but for now it still is.

And so we get results like what happened in Cleveland during the 1990s. There, ai;
well-publicized initiative sponsored by local businesses, hospitals and physicians
identified several hospitals as having significantly higher than expected mortality
rates, longer than expected hospital stays, and worse patient satisfaction. Yet, not
one of these hospitals ever lost a contract because of their poor performance. To the
employers buying health care in the community, and presumably their employees as
well, cost-and choice counted for more than quality. Developing more and better
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quality measures in health care is a noble cause, but it's pot clear that pixtting more
information into health-care markets will change these hard truths. )

Health for service

So what's left? Consider why, ultimately, the veterans health system is such an
outlier in its commitment to quality. Partly it's because of timely, charismatic
leadership. A quasi-military culture may also facilitate acceptance of new
technologies and protocols. But there are also other important, underlying factors.

First, unlike virtually all other health-care systems in the United States, VHA has a
near lifetime relationship with its patients. Its customers don't jump from one health
plan to the next every few years. They start a relationship with the VHA as early as
their teens, and it endures. That means that the VHA actually has an incentive to
invest in prevention and more effective disease management. When it does so, it
isn't just saving money for somebody else. It's maximizing its own resources.

The system's doctors are salaried, which also makes a difference. Most could make
more money doing something else, so their commitment to their profession most
often derives from a higher-than-usual dese of idealism. Moreover, because they are
not profit maximizers, they have no need to be fearful of new technologies or new
protocols that keep people well. Nor do they have an incentive to clamor for high-
tech devices that don't improve the system's quality or effectiveness of care.

And, because it is a well-defined system, the VHA can act like one. It can
systematically attack patient safety issues. It can systematically manage information
using standard platforms and interfaces. It can systematically develop and
implement evidence-based standards of care. It can systematically discover where
its care needs improvement and take corrective measures. In short, it can do what
the rest of the health-care sector can't seem to, which is to pursue quality
systematically without threatening its own financial viability.

Hmm. That gives me an idea. No one knows how we're ever going to provide health
care for all these aging baby boomers. Meanwhile, in the absence of any near-term
major wars, the population of veterans in the United States will fall dramatically in
the next decade. Instead of shuttering under-utilized VHA facilities, maybe we
should build more. What if we expanded the veterans health-care system and
allowed anyone who is either already a vet or who agrees to perform two years of
community service a chance to buy in? Indeed, what if we said to young and
middle-aged people, if you serve your community and your country, you can make
your parents or other loved ones eligible for care in an expanded VHA system?

The system runs citcles around Medicare in both cost and quality. Unlike Medicare,
it's allowed by law to negotiate for deep drug discounts, and does. Unlike Medicare, .
it provides long-term nursing home care. And it demonstrably delivers some of the
best, if not the best, quality health care in the United States with amazing efficiency.
Between 1999 and 2003, the number of patients enrolled in the VHA system
increased by 70 percent, yet funding (not adjusted for inflation) increased by only
41 percent. So the VHA has not only become the health care industry's best quality
performer, it has done so while spending less and less on each patient. Decreasing
cost and improving quality go hand and hand in industries like autos and
computers—but in health care, such a relationship virtually unheard-of, The more
people we can get into the VHA, the more efficient and effective the' American
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health-care system will be.

We could start with demonstration projects using VHA facilities that are currently
under-utilized or slated to close. Last May, the VHA announced it was closing
hospitals in Pittsburgh; Gulfport, Miss.; and Brecksville, Ohio. Even after the
closures, the VHA will still have more than 4 million square feet of vacant or
obsolete real estate. Beyond this, there are empty facilities available from bankrupt
HMOs and public hospitals, such as the defunct D.C. General. Let the VHA take
over these facilities, and apply its state-of-the-art information systems, safety
systems, and protocols of evidence-based medicine. .

Once fully implemented, the plan would allow Americans to avoid skipping from
one health-care plan to-the next over their lifetimes, with all the discontinuities in
care and record keeping and disincentives to preventative care that this entails. No
matter where you moved in the country, or how often you changed jobs, or where
you might happen to come down with an illness, there would be a VHA facility
nearby where your complete medical records would be available and the same
evidence-based protocols of medicine would be practiced. '

You might decide that such a plan is not for you. But, as with mass transit, an
expanded VHA would offer you a benefit even if you didn't choose to use it. Just as
more people riding commuter trains means fewer cars in your way, more people
using the VHA would mean less crowding in your own, private doctor's waiting
room, as well as more pressure on your private health-care network to match the
VHA's performance on cost and quality. ‘

Why make public service a requirement for receiving VHA care? Because it's in the
spirit of what the veterans health-care system is all about. It's not an entitlement; it's
recognition for those who serve. America may not need as many soldiers as in the
past, but it has more néed than ever for people who will volunteer to better their
communities.

Would such a system stand in danger of becoming woefully under-funded, just as
the current VHA system is today? Veterans comprise a declining share of the
population, and the nuimber of Americans who have personal contact with military
life continues to shrink. It is therefore not surprising that veterans health-care issues
barely register on the national agenda, even in times of war. But, as with any
government benefit, the broader the eligibility, the more political support it is likely
to receive. Many veterans will object to the idea of sharing their health care system
with non-vets; indeed, many already have issues with the VHA ftreating vets who do
not have combat-related disabilities. But in the long run, extending eligibility to
non-vets may be the only way to ensure that more veterans get the care they were
promised and deserve.

Does this plan seem too radical? Well, perhaps it does for now. We'll have to let the
ranks of the uninsured further swell, let health-care costs consume larger and larger
portions of payrolls and household budgets, let more and more Americans die from
medical errors and mismanaged care, before any true reform of the health-care
system becomes possible. But it is time that our debates over health eare took the
example of the veterans health-care system into account and tried to learn somg
lessons from it.

Today, the Bush administration is pushing hard, and so far without much success, to
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get health-care providers to adopt information technology. Bush's National
Coordinator for Health Care Information Technology, Dr. David Brailer, estimates
that if the U.S. health-care system as a whole would adopt ‘electronic medical
records and computerized prescription orders, it would save as much as 2 percent of
GDP and also dramatically improve quality of care. Yet the VHA's extraordinary
ability to outperform the private sector on both cost and quahty suggests that the -
rest of the Bush administration's agenda on health care is in conflict with this goal.

The administration wants to move American health care from the current employer-
based model, where companies chose health-care plans for their workers, to an
“ownership” model, where individuals use much more of their own money to
purchase their own health care. But shifting more costs on to patients, and
encouraging them to bargain and haggle for the “best deal” will result in even more
jumping from provider to provider. This, in turn, will give private sector providers
even fewer incentives to invest in quality measures that pay off only over time. The
Bush administration is right to question all the tax subsidies going to prop up
employer-provided health insurance. But it is wrong to suppose that more choice
‘and more competition will solve the quality problem in American health care.

VHA's success shows that Americans clearly could have higher-quality health care
at lower cost. But if we presume-—and it is safe to do so—that Americans are not
going to accept the idea of government-run health care any time soon, it's still worth
thinking about how the private health-care industry might be restructured to allow it
to do what the VHA has done. For any private health-care plan to have enough
incentive to match the VHA's performance on quality, it would have to be nearly as
big as the VHA. It would have to have facilities and significant market share in
nearly every market so that it could, like the VHA, stand a good chance of holding
on to customers no matter where they moved.

It would also have to be big enough to achieve the VHA's economies of scale in
information management and to create the volumes of patients needed to keep
specialists current in performing specific operations and procedures. Not »
surprisingly, the next best performers on quality after the VHA are big national or
near-national networks like Kaiser Permanente. Perhaps if every American had to
join one such plan and had to pay a financial penalty for switching plans (as, in
effect, do most customers of the VHA); then a business case for quality might exist
more often in the private health-care market. Simply mandating that all health-care
providers adopt electronic medical records and other quality protocols pioneered by
the VHA might seem like a good idea. But in the absence of any other changes, it
would likely lead to more hospital closings and bankrupt health-care plans.

As the health-care crisis worsens, and as more become aware of how dangerous and
unscientific most of the U.S. health-care system is, maybe we will find a way to get
our minds around these strange truths. Many Americans still believe that the U.S.
health-care system is the best in the world, and that its only major problems are that
it costs too much and leaves too many people uninsured. But the fact remains that
Americans live shorter lives, with more disabilities, than people in countries that
spend barely half as much per person on health care. Pouring more money into the
current system won't change that. Nor will making the current system even more
fragmented and driven by short-term profit motives. But leamning from the lesson
of%’er;d by the veterans health system could point the way to an all-American
solution.
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Military Might

TODAY'S VA HOSPITALS ARE MODELS OF TOP-NOTCH CARE

By Christopher J. Bearon

hree summers ago, Augustin
Martinez's skin was yellow. He
was in pain. And physicians at
Kaiser Permanente, his usual
source of care, were baffled. The
frustrated Martinez, a retired Lockheed
Martin engineer in San Jose, Calif.,
asked his brother, a New York physi-
cian, for advice. After consulting col-
leagues, his brother advised himtogo to
the Department of Veterans Affairs hos-
pital in nearby Palo Alto. Martinez, a
former Navy petty officer 2nd class, was
entitled to VA care (eligibility depends
on several factors, including date and
length of military service, injury, and in-
come). But bis brother’s recommenda-
tion took him by surprise. Better care at
a VA hospital? But he went—and was
quickly diagnosed with pancreatic can-
cer by Sherry Wren, chief of general
surgery, who operated on him within
days. He has relied on VA hospitals and
clinics ever since. “They run a good
ship,” says Martinez, now age 72.

That they do, say healthcare experts.
Routinely criticized for decades for in-
different care, attacked by Oliver Stone
in Born on the Fourth of July, the vA
health system has performed major
surgery on itself. The care provided to
5.2 million veterans by the nation’s
largest healthcare system has improved
so much that often it is the best around.
And in the new VA, patient safety is a
particular priority. Before making the
first incision, for example, surgeons
conduct a five-step audit to be sure they
don'’t cut into the wrong body part or
person. Doctors and nurses are unusu-
ally conscientious about hand hygiene,
1o reduce infections caused by carrying
germs from one patient to another.

Technology helps, as would be ex-
pected. Martinez is particularly im-
pressed by the computerization of pa-
tient records. When he visits, his doctors

AT E.Ca
call up a patient's brain s

and nurses instantly call up his medical
records, including test results (his cho-
lesterol is high and he suffers from asth-
ma), CT scans, and medications via lap-
top, which has become as ubignitous a
tool at VA facilities as a stethoscope.

the VA have changed over.

“The information is right at your fin-
gertips, right at the bedside, right when
you're making decisions,” Wren says. Be-
sides giving her a quick snapshot of a pa-
tient’s progress, the system automati-

Paperdelay. But comp T

are more than a convenience. if all pa-
tient information could be reviewed on

cally displays the latest and best studies
and guidelines for that patient’s condi-
tion. The screen also prompts her about
i . If she calls up the

a computer sereen and d with
each new test and observation, studies
suggest that many of the medical errors
that kill hospital patients would be pre-
vented. Keeping everything on paper has
been shown to delay eare, force 1 in every
5 ]ab tests to be repeated, and cause un-
necessary hospitalizations. But switch-
ing to computerized records can cost
millions of dollars at a single hospital, so
relatively few medical centers outside

:ecord of a diabetic patient, for example,

she is reminded to perform or schedule

foot and eye exams, which diabetics must

bhave regularly to prevent amputation
or blindness.

Such prompting is largely why the VA

i 2 pr of patie ages 65

and older against pneumonia versus 29

percent 10 years ago, says Jonathan B.

Perlin, the top doctor in the Department of

Photography by Jim Lo Scalze for USNEWR
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Veterans Affairs. Outside
the V4, he says, the rate av-
erages below 55 percent.
“The increase not only has
saved the lives of 6,000 pa-
tients with emphysema,”
says Perlin; “we've halved
hospitalizations for {pa-
tients with] community-
acquired pneumonia.”
And the computerized
system reduces medication
errors, blamed for thousands
of deaths in hospitalized pa-
tients, by flagging an order if
there’s a possible drug inter-
action, if the dosage doesn't
mateh a doctor’s order, or if
there is a potential allergic
reaction. Retired Army Sgt.
Maj. Lance Sweigart of Lau-
rel, Md., takes six medica-
tions for arthritis, high cho-
lesterol, and depression. The

61-year-old Sweigart says he has “never got-
1en the wrong medication” at VA facilities

in Baltimore.

All drugs carry bar codes, as do pa-

tients’ ID bracelets. Both
are scanned before a med-
ication is administered to
make sure the drug and pa-
tient match and last-
minute order changes are
caught. It’s not yet sophis-
ticated enough to offer the

HELLD, HYGIENE. To avoid infe

says Harvard School of Public Health
professor and renowned patient-safety
advocate Lucian Leape. “Recent evi-
dence shows [that care at the VA sys-

201204

Al

BESTROOM

3, VA staffers strive for clean hands.

uate surgical quality. Iten-
abled VA surgeons to re-
duce postoperative deaths
by 27 percent and post-sur-
gical complications by 45
percent. Recently pub-
lished studies have found
that the VA rates much bet-
ter than Medicare fee-for-
service providers in Il
basiec measures of quality,
such as regular mammo-
grams and counseling for
smokers. Late last year, the
Annals of Internal Medi-
cine published a study
showing that the vA had
“substantially better quali-
ty of care” than other
providers in many of near-
ly 350 indicators of quali-
ty, such as screening and
treating depression, dia-
betes, and hypertension.

Overhauling a system of 157 hospi-
tals, 134 nursing homes, and 887 clin-
ies is never finished. Recent reports by
the inspector general of the Depart-

ment of Veterans Affairs

* Routinely criticized for indifferent

_ care, the VA health system has
performed major surgery on itself.

have highlighted such
problems as cancellation
of surgeries, unexpected
deaths, and radiology
backups at VA facilities in

appropriate dosage, but Is-

abel Sotomayor, a nurse at the va Med-
ical Center in Washington, D.C.,
system snags one or two potential errors
every day during her medication rounds.

The impact of such changes is real,

saysthe

tem] is at least as good as, if not better,”
he says, than care delivered elsewhere.
In the 1990s, for example, the VA began
using a new way—since adopted by the
American College of Surgeons—to eval-

Florida. Surgeries have
had to be canceled at some
facilities because surgical

supplies were unavailable or improp-
erly sterilized. But John Daigh, who as
assistant inspector general for health-
care inspections is responsible for ex-
posing such flaws, says that va top

s

These are a few of the
changes the VA has put in
place to make patients safer.

FALLS

PROBLEM: In older patients,
falls were the top cause of in-
jury and the No. 1 cause of
deaths resulting from injury.
SOLUTION: Bedside floor mats.
Putting the bedside table, calt
button, and light switch with-
in easy patient reach. Qutfit-
ting at-risk patients with hip
protectors. °

DIDIT WORK? In a six-month
trial at 31 VA facilities, there

were 62 percent fewer major
injuries from falls.

INFECTIONS

PROBLEM: Infections caused by
an antibiotic-resisiant strafo of
Staphylococcus aires, largely
spread by heafthicare workers'
hands, were kifing patients or
making them very il

SOLUTION: in 2001, the VA's
Pittsburgh Healtficate System
mounted a hand hygiene cam-
paign, raising awareness of
the need for disinfecting
hands and for gloving and
using gowns and masks, and

making sure such supplies
were always al hand. At the
same fime, infection monitor-
ing was increased.

4D 1T WORK? Such infections
have been cut 85 percent in
the genesal surgical unit, 50
percent in the surgical ICU.

BLOOD THINNERS
PROBLEM: Delays in foliow-up
care for discharged patierts
taking blood thinners such as
warfarin, which can cause
bleeding complications if
patients are not carefully
monitored.

SOLUTION: The VA Ann Arbor
Healthcare System in Michigan
recently requiréd doctors fo en-
sure that these discharged pa-

tients are seen withiin a week in

one of its clinics, Their blood
levels and medication dosage

can be checked, and they tan

be counseled about diét, be-

cause certain foods interfere
with blood thinners.

DID IT WORK? it's too:early for
clinical results, but reportediy
alt such patients have had
follow-ups, 1ab tests; and
couriseling within one week of
discharge.




5 Aftzirs Medical Center in Washington, B.C., bar codes 0 drugs and patiert 1Ds reduce errors.

brass haven’t retreated into denial.
They “have stepped up to the plate and
fixed the problems” that his investiga-
tors uncover.

That, too, is evidence of a seismic
shift, brought about not by high-tech
breakthroughs but by a fun-
damental change in va cul-
ture. A new emphasis, on

their patient care, lmkmg, for example,
how many heart-attack

pltal errors that kill tens of thousands of
To culti a “culture of safe-

ded beta blockers and as-
pmn to job reviews. And the perfor-
mance for each facility was made pub-
lic, which turned out to be a major

ty" at the VA, he created a National Cen-
ter for Patient Safety, and to head itup
hebrought in James Bagian, a former as-
tronaut who had investigated the space

shuttle Challenger acci-

The VA rates much better than

dent for NASA.
Bagian's hire was “one of

patient safety and on a
work ethic that stresses

Medicare fee-for-service providers

the smartest things [Kizer}
dld ” says Leape. Both an

of the
processes and procedures
that go into caregiving, ar-

in 11 basic measures of quality.

and physician,
Bag)an brought to the VA
unique skills and a zealous

rived in 1994 when Ken-

neth Kizer, former director of Califor-
nia’s Department of Health Services, was
tapped to ran the VA health empire. His
mission, as he saw it, was to ke the

motivator. “People competed like hell,”
says Kizer, now president of the non-
pmﬁt National Quality Forum, which

unwieldy system into one of the world’s
safest and ﬂnest Kizer started holding
istrators, am

directly accountable for the quahty of

ps national dards for as-
sessing the quality of healthcare.
Kizer was immersed in studies of pa-
tient safety years before the Instituie of
Medicine’s jolting report in 1999 of hos-

commitment to safety. “It

was like being in two different worlds,”
says of the move from NASA to the
VA, "One had a very constructive and me-
thodical approach to how we identify
problems, decide whether they are worth
fixing and then fix them versus one that
was done much more like a cottage in-
dustry, where decisions are based on



BALANCING ACT. Bedside floor mal

what’s my opinion or how do I feel about
it today, which is not how you should run
‘healthcare today.”

Outloud Bagian wanted people to re-
port mistakes or close calls in treating
patients. Such intelligence was crucial if
safety was to be improved, because many
errors happen because of a flawed sys-
tem rather than a careless individual—~a
chart mix-up that could have ended in
surgery on the wrong patient, the incor-
rect medication given to a patient be-
cause it was stored next to another one
with nearly the same name. At today’s
VA hospitals, patient safety teams iden-
tify every step that led up to a blunder or
close call to determine needed changes.

and easy-to-reach ¢

For example, the VA has instituted a
process to ensure that surgeons oper-
ate on the correct person or body part.
One step includes asking patients to say
their full names and birth dates out loud
and to identify the body part to be cut.
Bagian’s greatest challenge was shift-
ing the attitudes of VA staffers. Few peo-
ple reported a gaffe, for fear that they or
the person who made it would suffer.
“The VA had the most punitive, hardest
culture I had ever seen,” says Kizer; he
and Bagian wanted to change the VA's
punishment-oriented ways to an open,
nonpunitive environment. But the staff
didn’t begin to respond until top man-
agers showed they were serious. In the

new VA, for example, man-
agers could be fired, fined,
and even jailed for retaliat-
ing against workers who file
mistake reports.

Reports began coming
in. More than 200,000
close-call and error reports
have been filed at the va
without anyone being pun-
ished. “Staff gets to have
input about how to provide
better care,” says Sotomay-
or, a VA nurse for 15 years.
“The attitudes of people
have changed.” They take
pride in the results, such as
a decline in patient falls
and a pacemaker re-
designed by the manufac-
turer because of a close call.
And other hospitals have
noticed. Jennifer Daley,
chief medical officer and
senior vice president of
clinical guality at Tenet
Healtheare Corp., is using
the VA as a blueprint to im-
prove performance at the
nation’s second-largest for-
profit hospital operator.

“There is room for im-
provement,” says Bagian.
“We're not perfect, make no mistake
about it.” But now the drive to enhance
safety has become an accepted part of the
VA. Caregivers on the front lines turn in
a'steady flow of ideas, such as requiring
that doctors key in the full name rather
than the first few letters when ordering a
prescription. That minimizes the chance,
say, that a patient who needs clonidine,
ablood-pressure medicine, will get cloza-
pine, an antipsychotic.

in Martis imply app
that he took his brother’s advice. “I was
fortunate I was a veteran, Otherwise, 1
don’t know what else I would have
done,” Martinez says. “I don’t think I
would be here today.” »
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