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NETWORK 2 PERFORMANCE MANAGEMENT POLICY
1.  PURPOSE: This VA Healthcare Network Memorandum establishes Network 2 policy pertaining to managing performance and the associated procedures used to analyze, understand, and improve the quality of patient care, support services and associated business processes. 

2.  POLICY:  It is policy that within the VA Healthcare Network Upstate New York structure that the improvement of the quality of care and services is accomplished through a comprehensive, systematic approach that aligns improvement activities with its established vision, mission and quantifiable strategic goals and establishes objective measures/performance targets for tracking progress and advancing high performance.  The Network will provide guidance to support the integration, coordination, design, deployment and maintenance of key performance management functions in support of this approach. 
The philosophy of the VA Healthcare Network Upstate New York is that VISN 2 Leadership, Performance Management and all VISN 2  employees are committed to attaining the highest possible level of patient care outcomes. Furthermore, the organization is committed in advancing an environment that promotes a protective and nurturing climate for the improvement of patient safety.  In support of this philosophy, the Performance Management Office will facilitate the achievement of VISN 2 Quality Care  and Safety Goals through data analysis and education with a  customer focused collaboration in order to get actionable information that will support data driven decisions that improve quality of care and patient safety for our Veterans.

a. The management of the Network’s performance will be guided by Public Law, VA Regulations, VHA Directives, Department of Veterans Affairs Under Secretary for Health’s  “Quality Accountability Framework”, and the Baldrige Healthcare Criteria for Performance Excellence utilizing the Plan-Do-Study-Act improvement model (Attachment D).

b. Each Medical Center will ensure at least the following VISN 2 Performance Management support components are systematically carried out:

1.  Patient Safety Management

     2.  Risk Management

     3.  Utilization Management

     4.  Safety (Environment of Care)

     5.  Patient Advocacy

     6.  Credentialing and Privileging

     7.  Coordination of OWCP (Workmen’s Comp)

     8.  Coordination of EPRP (External Peer Review)

     9.  Coordination of Performance measures 
9.    
10.  Continuous Quality Improvement promotion
  11.   Coordination of accreditation activities, and 
Other locally selected functions may be assigned to the local Performance Management staff as appropriate.
3.  RESPONSIBILITY:
a. Network Director: Establishes the overall direction of the Network’s Performance Management Program.  Sets expectations for and reinforces commitments to Performance Management tenets and practices at all levels of the organization.  Ensures that adequate resources are allocated for the Performance Management Program. 

b. Chief Medical Officer (CMO): Allocates an appropriate amount of time for direct participation and/or consideration of the design, deployment and evaluative components of the functions of VISN performance management and improvement.  The CMO has the authority, in conjunction with Chief of Staffs and Associate Directors Patient/Nursing Services, to represent the collective perspective of all network clinical providers in Network-level performance management and improvement activities.  To that end, he/she ensures that the findings from local annual assessments are aggregated and considered in VISN-wide strategic planning.

c. Network Quality Management Officer (NQMO) and Local Performance Management Managers: Provides program coordination and leadership in all quality and performance management processes throughout the Network.  The NQMO ensures that the systematic approach to measurement and improvement of Network-wide/local clinical and administrative performance is used.  This includes ensuring that “Lessons Learned” are identified and communicated appropriately.  The NQMO represents the interests of the Network in all VA Central Office interactions on related performance management matters. 

d. Executive Leadership Council (ELC):  The ELC is the advisory board to Network Director, assists in defining mission, vision, and goals, ensures high quality patient care delivery through an evaluation of organizational performance, evaluates achievements of Network goals and objectives through the periodic assessment of key performance data and patient care data, and monitors strategic direction.  The ELC consists of Network Director, Medical Center Directors, Network Care Line Directors, Network Chief Medical Officer, Network Quality Management Officer, Community Leaders, Veteran Service Organization Representative, Union Representation, and Associate Director for Patient/Nursing Service, Chief of Staff, Network Chief Financial Officer, Network Chief Operations Officer, Network Chief Information Officer, and Employee Veteran. 

e. e.  Operations Board:  The Operations Board is responsible for Network Operations and issues requiring action, coordinates Network-wide actions and priorities, evaluates operational performance and issues requiring action, and provides oversight to the six Network Committees (Health System Committee, Strategic Planning Committee, Finance & Resource Committee, Informatics & Data Management Committee, Human Resources Committee, and Communications Committee).  The Operations Board   consists of Network Director, Medical Center Directors, Network Care Line Directors, Network Chief Medical Officer, Network Quality Management Office, Network Chief of Operations Officer, Network Chief Finance Officer, Chief Information Operations and Representative Chief of Staff.   Performance Management is a sub council under the Health Systems Committee.
f.  Network, Medical Center Directors, and Local Leadership: Ensure that operational performance aligns with Headquarters and Network direction and plans.  Leaders work collaboratively toward mutual benefit in order to remove barriers to excellence, foster consensus, share resources, empower employees, and make decisions/take action based on facts.  Leaders ensure that performance management and improvement priorities are set at least annually, that there is appropriate collection and distribution/communication of related key evaluative data, and that assessment of key performance results is performed, and that actions taken.

g.  The Local Line Manager(s):  Each local line:  Evaluates the effectiveness of its line performance through conducting an annual performance assessment (Attachment A).   

Develops and deploys an annual local line Performance Improvement Plan (Attachment B).  This plan is submitted to the Local Leadership Council for review, support, and integration into local improvement plan that complies with accreditation requirements. The plan is deployed locally and shared with the VISN Executive Leadership Council. 

Reports quarterly on progress with the PIP  (Attachment C)
      h.  The local Executive Committee of the Medical Staff: Provides leadership for local process measurement, assessment, and improvement of key processes related to patient care.  These processes include though are not limited to: the assessment and treatment of patients, the use of medication; the use of blood and blood components, pain management, patient safety, operative and other procedures; the efficiency of clinical practice patterns; the significant departures from established patterns of clinical practice; the education of patients and families; the coordination of care with other practitioners and hospital personnel; the accurate, timely and legible completion of patient’s medical record; autopsies, and peer review.  The Medical Staff Executive Council is responsible to ensure that the findings, conclusions, recommendations, and actions taken to improve organization performance are communicated to appropriate medical staff members.  
      i.  Knowledge Management Officer (KMO): Ensures that key performance data and information that is needed and critical to the objective/comparative understanding of performance and learning, is validated and easily accessible by the end user.

      j.  Local Performance Management Managers Group: Provides the Medical Center Directors and/or the NQMO with evaluative input, process design, policy drafts, and improvement action recommendations for review and consideration.

      k.  Performance Management Council:  Provides the VISN-wide forum for the cross-functionally review of the performance management processes, provision of education, communication, planning, and integration of approaches. 

      l.  All VISN employees:  Participate actively in performance improvement by contributing their knowledge and skills toward continuously assessing and improving the quality of services they provide.

      m.  VISN Strategic Planner:  The VISN Planner aggregates the findings of strength and the opportunities for improvement found in the Annual Assessments for review and consideration as part of the annual strategic planning process
4.  PROCEDURES: 

a. 
b. 
c. 
d. The integration and coordination of the Performance Management components is accomplished through monthly videoconferences with Local Performance Managers. Face-to-face meetings and periodic retreats will be scheduled as needed.  Network PSM, C&P, OWCP,  UM, Environmental Care Management   (put in when the meetings and how long) will have monthly video meetings. Related minutes are reviewed/approved by the NQMO and distributed across the Network.  Members focus on the design, deployment, and effectiveness of the performance management functions in order to standardize to the best practice(s) for:

     1.  Evaluating and comparing performance results

     2.  Identifying performance excellence and opportunities to improve

     3.  Tracking of effectiveness of current approaches/activities

     4.  Identifying future actions and recommendations

     5.  Leading and managing relevant change 

e. Each LLC reviews the effectiveness of the existing local improvement plans that are prepared by the local lines in accordance with Attachment A.  The LLC annually coordinates the integration of the local lines’ Performance Improvement Plans that are prepared in accordance with Attachment B.  Local Lines report to LLC on progress with plans in accordance with Attachment C, on at least a quarterly basis, for inclusion and distribution with minutes. 

5.  REFERENCES:

JCAHO Accreditation Manuals for Hospitals

NCQA Survey Guidelines for the accreditation of Managed Care Organizations (7/98-6/99).  

VA Upstate New York Healthcare Network Policy: Network Organizational Structure
The “New VA”: A National Laboratory for Healthcare Quality Management, The American Journal of Medical Quality, February 1999, Kenneth W. Kizer, M.D., M.P.H.

DVA Total Quality Improvement Implementation Guide, 1994

Network Care Line Implementation Plan, December 1996

6.  RESCISSIONS:  Network Memorandum 10N2-26-98 dated October 1, 1998.

7.  FOLLOW-UP RESPONSIBILITY:  Carol Ann Bedford, Network Quality Management Officer/Associate Clinical Manager 518-626-7325.

8.  AUTOMATIC RESCISSION DATE:  September 6, 2006.


WILLIAM F. FEELEY

 
Network Director

ATTACHMENTS: A, B, C, D
DISTRIBUTION:   Medical Center Directors

                             Network Care Line Managers

                             VISN 2 Web Site 

ANNUAL PERFORMANCE ASSESSMENT FOR THE ______ LOCAL LINE

1.  PURPOSE:

The purpose of this annual assessment is to systematically review performance associated with the _____ Line’s yearly Performance Improvement Plan at (site).  This assessment supports the principles of Plan-Do Study-Act and continuous quality improvement.

2.  RESPONSIBILITY:

1. The Medical Center Directors and Local Leadership Council (LLC) members will coordinate and integrate local assessments in alignment with key internal and external requirements. 

2. The local _____ Line and its subordinate work units are accountable for conducting an annual line assessment that evaluates accreditation compliance, identifies progress with organizational plans, identifies key areas for improvement, and measures the effectiveness of actions/interventions aimed at improvement.  The _____ Line managers are also responsible for informing other effected care/management systems lines of key outcomes and assessment results that may have possible impact on overall operations.

3. The employees within _____ Line actively participate in performance management/improvement activities by contributing their knowledge and skills toward continuously assessing and improving the quality of the care/services they provide.  Staff members also other end users with data and/or information, necessary to assess and improve performance, in a complete and timely manner.

3.  KEY FACTORS AND FINDINGS:
1. The identification of key needed improvements is the result of a systematic evaluation of the _____ Line’s key functions related to complying the defined mission, vision, values, business plans/priorities and other local factors, including: 

a. Local _____ Line’s strategic initiatives and actions;

b. The VHA 6 for 2007;

c. The VISN key business initiatives and Critical Success Factors;

d. The local Line’s current performance priorities;

e. The Local Line’s unmet tactical and strategic initiatives;

f. The local Line’s accreditation compliance with the JCAHO major functions or systems system with functions as it may result in potential opportunity for improvement.   

2. The degree of current compliance and related opportunities for improvement are:  

	Accreditation Factors
	Within Scope (y/n) 
	Compliant?

(y/n) 
	Potential Improvement

(specify)

	Patients Rights & Organizational Ethics
	
	
	

	Assessment of Patients
	
	
	

	Care of Patients
	
	
	

	Patient and Family Education
	
	
	

	Continuum of Care
	
	
	

	Improving Organizational Performance
	
	
	

	Leadership
	
	
	

	Management of the Environment of Care
	
	
	

	Management of Human Resources
	
	
	

	Management of Information
	
	
	

	Surveillance, Prevention & Control of Infection
	
	
	

	Governance
	
	
	

	Management
	
	
	

	Medical Staff
	
	
	

	Nursing
	
	
	


3. Additional opportunities for performance improvement as identified from review are as follows:

	External Factors
	Potential Improvement (specify)

	VHA 6 for 2007
	

	VHA/VISN Business expectations
	

	External Peer Review Program
	

	Inspector General, Medical Inspector
	

	Veteran Service Organizations
	

	Other
	

	Internal factors
	Potential Improvement (specify)

	Patient/Customer Needs & Satisfaction
	

	High Impact to Clinical Services
	

	Utilization Mgt
	

	Risk Mgt
	

	Patient Safety Mgt
	

	Resources (budget, manpower, etc)
	

	Quality Controls
	

	HR-competency
	

	HR-Staffing Effectiveness Indicators
	

	JCAHO Patient Safety Goals
	Potential Improvement (specify)

	Patient Identification
	

	Caregiver Communication
	

	High Alert Medications
	

	Eliminate wrong Patient/site/procedure
	

	Infusion Pumps
	

	Clinical Alarms
	

	Local High Volume Activities (list)
	Potential Improvement (specify)

	(describe)
	

	
	

	
	

	Local High Risk Activities (list)
	Potential Improvement (specify)

	(describe)
	

	
	

	Local Problem Prone Activities (list)
	Potential Improvement (specify)

	(describe)
	

	
	


4.  ACHIEVEMENTS:  

The following achievements have been identified as a best practice, or have achieved high performance targets, or have objectively improved significantly through the course of the performance year (specify).

1.   _________________
2.   _________________
3.   _________________(etc)

5.  DEPLOYMENT & ACCOUNTABILITY:

1. The local Line’s annual assessment is submitted to the LLC in November and is conveyed to external entities through publication of LLC minutes. 

     2.  The local Line’s annual assessment is made available and explained, as appropriate, to all employees.

ANNUAL PERFORMANCE IMPROVEMENT PLAN (PIP)

FOR THE _____ LOCAL LINE
1.  PURPOSE:

Consistent with managing care/service delivery close to the source, the purpose of this Performance Improvement Plan (PIP) is to systematically select and improve key areas of the local (XXX) Line’s performance, at (site).  It supports the principles of continuous cycles of quality improvement.

2.  RESPONSIBILITY:

1. The Local Leadership Council (LLC) members coordinate and integrate local improvement activities consistent with its key internal and external requirements. 

2. The local (XXX) Line and its subordinate work units annually development of a Line-specific PIP, based on an annual assessment, that aligns with accreditation compliance, VISN plans, establishes objective performance targets for key areas for improvement, and measures ongoing and comparative progress toward those targets.  Line managers are also responsible for informing affected others of strategic/tactical direction, performance, and actions that may have possible impact on operations. 

3. The (XXX) employees are expected to actively participate in PIP activities by contributing their knowledge and skills toward continuously assessing and improving the quality of their care/service in the identified key areas.  Staff is also responsible for supplying the data and/or information necessary to assess and improve performance in a complete and timely manner.

3.  KEY FACTORS:

The (XXX) Line’s needed key improvements emanate from the annual local assessment of:

     1.  Key performance results

     2.  Accreditation readiness

     3.  Medical staff functional performance

     4.  Alignment with the organization’s defined mission, vision, values, business plans/priorities

     5.  Other local factors, including: high volume, high risk and problem prone activities, and/or

     6.  Each local line’s assigned strategic initiatives and actionable.

4.  IDENTIFIED OPPORTUNITIES TO IMPROVE:

Any key opportunities for improvement are identified through review and prioritization of items in the following areas. 

     1.  The (XXX) Line’s pertinent JCAHO major functions or systems with functions that have potential opportunities for needed improvement identified by the annual assessment for the coming year include:   

	System/Function needing Improvement

(list as appropriate)
	Opportunity to Improve (specify)

	Patients Rights & Organizational Ethics
	

	Assessment of Patients
	

	Care of Patients
	

	Patient and Family Education
	

	Continuum of Care
	

	Improving Organizational Performance
	

	Leadership
	

	Management of the Environment of Care
	

	Management of Human Resources
	

	Management of Information
	

	Surveillance, Prevention & Control of Infection
	

	Governance
	

	Management
	

	Medical Staff
	

	Nursing
	


     2.  The line’s pertinent Medical Staff monitoring and evaluation activities identified in the annual assessment along with potential opportunities for improvement for the coming year are as follows:

	Medical Staff Key Process

(list as appropriate)
	Opportunities for Improvement  (specify)

	Use of medications
	

	Use of blood & blood components
	

	Use of operative & other procedures
	

	Efficiency of clinical practice patterns
	

	Departures from patterns of clinical practice
	

	Medical Records
	

	Leadership
	


     3.  Potential Local (XXX) Line areas of improvement secondary to external review activities (External Peer Review Program, Inspector General, Medical Inspector, Veteran Service Organizations, etc) include:

· ___________

· ___________(etc)

     4.  Potential areas of improvement evolving from the local (XXX) Line’s high volume activities include:

·    ___________

· ___________(etc)

     5.  Potential areas of improvement evolving from the local (XXX) Line’s high-risk activities include:

· ___________

· ___________(etc)

     6.  Potential areas of Local (XXX) Line improvement evolving from Problem Prone activities include:

· ​​​​​​​​​​​​​___________

· ___________(etc)

     7.  Potential areas of Local (XXX) Line improvement evolving from VHA/VISN performance expectations (i.e., EPRP, Directors Performance Measures, etc.) include: 

· ___________

· ___________(etc)

     8.  Potential areas of Local (XXX) Line improvement evolving from the Line’s special initiatives are:

· ___________

· ___________(etc)

     9.  Potential areas of improvement evolving from local (XXX) Line’s quality controls (instrumentation, automated systems, testing equipment, etc) include:

· ___________

· ___________(etc)

     10.  Potential areas of improvement evolving from local (XXX) Line’s staffing effectiveness indicators are:

· ___________

· ___________(etc)

5.  PERFORMANCE IMPROVEMENT ACTIVITIES:

1. Based on an assessment analysis of internal/external factors and opportunities to improves identified in ______ Line’s Annual Assessment, the following prioritized improvement activities and their performance targets for 2002 have been selected:

	Selected Process/outcome for Improvement
	Objective Measure & frequency
	Annual Performance Target

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


2. The local ______ Line’s providers have selected the following pharmaceuticals for drug usage evaluations:

· ___________

· ___________(etc)

6.  DEPLOYMENT & ACCOUNTABILITY:

     1.  The local (XXX) Line’s PIP is reviewed, integrated, and endorsed by the local LLC, conveyed to the VISN through the publication of LLC minutes, and deployed to all local employees and work units within the Line.

     2.  Accountability and communication of and progress with the PIP is accomplished by the following:


          a.  The Line’s annual performance assessment reviews the effectiveness of the past year’s plan. 

          b.  Periodic review of the Line’s performance progress is done at least quarterly in the Performance Status Report to the Local Leadership Committee.  Copies are included in the minutes for any external review and shared with employees, as appropriate.

QUARTERLY REPORT ON CARE LINE QUALITY PERFORMANCE

1.  REPORTS:

     1.  The VISN, Medical Center Directors, and Local Care Lines will aggregate, and analyze the findings associated with the required content that is defined in section A.2 below.

     2.  The minimum report content will include :

a. Performance Improvement Plan status (measures, analysis, action)

b. VISN Critical Success Factor analysis/action

c. Resources (budget, staff, workload, etc.)

d. Customer Service analysis/action

e. Market analysis/action

f. Performance Improvement team progress

g. Ad hoc needed improvements (not already covered)

2.  DEPLOYMENT & ACCOUNTABILITY:

1. The VISN Care Lines will each report quarterly to Health Systems Committee (HSC) on the aggregated findings and related actions taken on the required content.

2. The Local Care Line will each report quarterly to the LLC and their respective VISN Care Line Manager on their findings and related actions taken on the required content.  

3. The VISN and Local Care Line’s quarterly reports are made available to key stakeholders and employees.
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