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CREATING EFFICIENCY THROUGH COMPARI-
SON: AN EVALUATION OF PRIVATE SECTOR
BEST PRACTICES AND THE VA HEALTH
CARE SYSTEM

Wednesday, July 16, 2014

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, D.C.

The committee met, pursuant to notice, at 10:01 a.m., in Room
334, Cannon House Office Building, Hon. Jeff Miller [Chairman of
the committee] presiding.

Present: Representatives Miller, Lamborn, Bilirakis, Roe,
Benishek, Huelskamp, Coffman, Wenstrup, Walorski, Michaud,
Takano, Brownley, Ruiz, Negrete McLeod, Kuster, O’'Rourke, Walz

OPENING STATEMENT OF JEFF MILLER, CHAIRMAN

The CHAIRMAN. Good morning, everybody.

The Committee will come to order.

Welcome to today’s full committee hearing entitled, “Oversight,
Creating Efficiency Through Comparison: An Evaluation of Private
Sector Best Practices and the VA Health Care System.”

Over the last eight weeks, the Committee has held ten full-com-
mittee hearings encompassing just over 35 hours of testimony. You
know, at these hearings, we have heard from VA leaders and a di-
verse collection of expert witnesses about the many and varied ac-
cess accountability, integrity, and data-reliability failures that are
plaguing the Department of Veterans’ Affairs health care and bene-
fits system.

In their testimony this morning, the American Hospital Associa-
tion states that, “Successful organizations have cultures that set
clear, measurable, and actionable goals and make sure that they
are communicated to and understood by all employees, embrace
transparency, and engage their clinicians as partners, not as em-
ployees.” By this measure, which I believe is a fair one, the VA
health care organization as we know it today cannot be considered
a successful organization. VA has failed to set and embrace clear
measurable and actionable access and accountability goals, as evi-
denced by a recent Administration report which stated that VA’s
14-day scheduling standard was, and I quote, “Arbitrary, ill-de-
fined, and misunderstood,” unquote. VA’s culture tends to minimize
problems or refuse to acknowledge problems altogether.

VA has failed to embrace transparency, as evidenced by the 115
outstanding deliverable requests dating back more than two years
that this Committee continues to wait for. VA has failed to engage
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their clinician workforce as partners, as evidenced by the numerous
whistleblowers who have come forward to share their stories of ret-
ribution and reprisal and many more who continue to call our of-
fice, yet, understandably, are reluctant to come forward publicly.

Our veterans deserve a VA that works for them, not one that re-
fuses to work at all. Improvement and innovation are necessary,
but neither can thrive in a bureaucratic vacuum. And with any
vacuum, nature fills it with whatever is available, and in this case
it is questionable care, falsified performance and abuse of employ-
ees.

During this morning’s hearing, we are going to discuss how the
Department, and by extension, how our nation’s veterans can move
forward from this summer of scandal and create the VA Health
Care System our veterans deserve by leveraging the best practices
used by non-VA providers and private sector health care organiza-
tions.

On our witness panel today we have two Malcolm Baldrige Na-
tional Quality Award winners, a former VA physician, two high-
performing VA academic affiliates, and a national advocacy organi-
zation representing more than 5,000 hospitals, health care net-
works, and care providers. Though VA or though VA’s organization
and patient population may have certain demographic qualities,
there are valuable lessons to be learned from health care standard
bearers and leaders that, if heeded, could vastly and rapidly im-
prove the care that our veterans receive.

As I stated, during the hearing at the very beginning of this in-
tense Committee oversight process, the Department got to where it
is today due to a perfect storm; a perfect storm believing its own
rhetoric and trusting its status quo as a sacred cow that was im-
mune from criticism and internal revolt. VA cannot continue busi-
ness as usual. The status quo is unacceptable. It is time for a
change, change that embraces both new ideas and proven practices.

[THE PREPARED STATEMENT OF CHAIRMAN JEFF MILLER APPEARS
IN THE APPENDIX]

And with that, I would yield to the ranking member for his open-
ing comments.

OPENING STATEMENT OF HON. MICHAEL MICHAUD, RANKING
MINORITY MEMBER

Mr. MicHAUD. Thank you very much, Mr. Chairman, and good
morning.

I appreciate that we are continuing to gather valuable informa-
tion about what works and what doesn’t work in the Department
of Veterans Affairs Health Care System. This information is guid-
ing our efforts to reform the Department and ensure that our vet-
erans receive quality, safe, timely health care where and when they
need it. I am looking forward to the testimony that we are going
to hear this morning from our panelists on best practices in the pri-
vate sector. I believe that we should always strive to do better, and
I think that we can learn and get some good ideas in areas where
private sector health care providers have had great successes in ei-
ther tackling or outright avoiding many of the problems that we
are confronting today in the Department of Veterans’ Affairs.
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One area where I think we need to hear more from the private
sector is related to scheduling and patient medical records. Clearly,
the scheduling practices and technology within the department are
not working. The system can be manipulated. There is no stand-
ardization and patients are not getting seen in a timely fashion
and I would be interested in hearing about some of the scheduling
models of various private sector organizations-uses. Getting pa-
tients seen right away before their medical conditions are allowed
to worsen absolutely must be one of our first priorities.

Also, the Department has clearly struggled to anticipate and
plan accordingly for a surge of veterans seeking to access the
health care system as we continue winding down the wars. I would
like to hear how other health facilities have developed strategic
plans and are tailored to the current and anticipated needs of their
specific population. I believe that in order for us to maintain
progress on things like the wait list, the backlog, the VA needs to
do a better job of looking a few years down the line, figuring out
what regional and local veterans population needs will be and plan
accordingly.

We should also keep in mind the VA provides a number of spe-
cialty services for our veterans that just can’t be found in the pri-
vate sector. Despite the many problems throughout the VA system,
it remains a system best suited to meet our veterans’ health care
needs across the entire episode of care.

As we all know, our veterans generally have greater health care
concerns and are older than the general population. The VA has
developed a bench of medical professionals who are trained to treat
the specific—to service specific needs of veterans better than most.
That includes issues like prosthetics, spinal cord injury, and inpa-
tient mental illness services. Also, a higher number of medical pro-
fessionals in our country, more than 60 percent, trained at the VA
medical facilities. I want to be clear: I am not looking at talking
about privatizing VA care, I am talking strengthening the health
care system that is uniquely suited to serve the needs of our vet-
erans with best practices that are working in the private sector.

And I would like to thank the panelists once again who are here
this morning. I look forward to hearing your testimony today. I
think we can learn a lot from the private sector and look forward
to the question and answer.

And with that, Mr. Chairman, I yield back the balance of my
time.

[THE PREPARED STATEMENT OF HON. MICHAEL MICHAUD APPEARS
IN THE APPENDIX]

The CHAIRMAN. Thank you very much to the ranking member
and to the panel. Members will be coming in and out all morning.
There are other hearings and markups that are taking place on the
Hill this morning, so expect a little movement from up here at the
dias and we apologize for that.

Members joining us today on our first panel is Mr. Richard
Umbdenstock, the President and Chief Executive Officer of the
American Hospital Association; Dr. Monte Brown, the Vice Presi-
dent and Secretary of Duke University Health System and the As-
sociate Dean of Veterans Affairs for the Duke University School of
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Medicine; Mr. Daniel Evans, Jr., the President and Chief Executive
Officer of Indiana University Health; Dr. Rulon Stacey, Executive
Officer of Fairview Health Services; and Mr. Quint Studer, the
founder of the Studer Group, which I should let you know is based
in Pensacola, Florida, where thousands live like millions wish they
could.

So it is great to have all of you here today and Mr. Umbdenstock,
you have five minutes for your opening statement. Thank you, sir.

STATEMENT OF RICHARD J. UMBDENSTOCK

Mr. UMBDENSTOCK. Thank you, Chairman Miller, and Ranking
Member Michaud and Members of the Committee. I am Richard
Umbdenstock, the President and CEO of the American Hospital As-
sociation and I appreciate the opportunity to speak on behalf of our
5,000 member hospitals, health systems and other health care or-
ganizations. For decades, the VA has been there for our veterans
in times of need and it does extraordinary work under very chal-
lenging circumstances for a growing and complex patient popu-
lation. The nation’s private sector hospitals have a longstanding
history of collaboration with the VA and stand ready to assist them
and our veterans as they seek solutions to today’s challenges.

Health care delivery is most effective when it is tailored to the
unique needs of patients and the community; it is not a one-size-
fits-all enterprise. All hospitals are committed to providing the
right care at the right time and the right setting. Many hospitals
are borrowing process improvement programs like the Baldrige cri-
teria for performance excellence, the Lean process and Six Sigma
for manufacturing, all to optimize the patient experience, lower
costs and improve overall quality.

Each hospital is unique, so leadership must select the method
that it believes will work best for its organization; however, quality
improvement efforts generally involve five steps: Identify target
areas for improvement; then determine what processes can be
modified to improve outcomes; then develop and execute effective
strategies for improving quality; track the performance and out-
comes, and disseminate the results to spur broader quality im-
provement. Successful health care providers have cultures that set
clear, measurable and actionable goals, communicate them clearly
and make sure that they are understood by the employees, as the
chairman noted in his opening comments. They measure the re-
sults and share them widely. They embrace clinicians as partners.
They use standardized nomenclature and processes and they un-
dertake multiple incremental changes revising and adjusting as
they go.

Nationally, hospitals are harnessing the power of collaboration to
dramatically improve the quality and safety of patient care. The
AHA’s Health Research and Educational Trust administers the
largest hospital engagement Network under the HHS Partnership
for Patients. In the first two years of that program, participating
hospitals in that Hospital Engagement Network reduced early elec-
tive deliveries by 57 percent, pressure ulcers by 26 percent, central
line associated bloodstream infections by NICUs by 23 percent,
ventilator-associated pneumonia NICUs by 13 percent and across
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all units by 34 percent, and hospital readmissions within 30 days
for heart failure by 13 percent. HHS estimates that the HEN pro-
gram as a whole has prevented nearly 15,000 deaths, avoided near-
ly 560,000 patient injuries and saved almost $4 billion dollars.

These lessons in collaboration are valuable models for develop-
ment and dissemination of operational best practices. Other wit-
nesses can speak more directly about what has worked in their or-
ganizations, but I can share a few principles around scheduling.
For primary care, the Institute for Health Care Improvement rec-
ommends an opening scheduling system in which physicians begin
the day with more than half of their slots available. Same-day ap-
pointments are made regardless of the type of care needed. Open-
access scheduling may be ideal in the private care setting, but it
is not always feasible.

In specialized care, for example, capacity is more limited and
testing and consultations may be needed before appointments can
be scheduled. To be successful, open-access scheduling requires un-
derstanding and measuring patient flow so capacity problems can
be identified quickly and resolved at the appropriate point. On-
going monitoring of continuous improvements necessary, and staff-
ing is also critical.

AHA applauds Congress in its speedy action in passing legisla-
tion to allow veterans to more easily secure care from civilian pro-
viders. As you resolve the differences between the House and Sen-
ate bills, we urge you to adopt several specific principles to ease
veterans access. First, retain and strengthen language that would
enable hospitals to continue to contract directly with their local VA
facilities, rather than going through a manage-care director—con-
tractor, excuse me. Second, to facilitate veterans access we must
avoid barriers, such as pre-clearance permission to utilize civilian
providers, so that veterans who meet the criteria can be seen by
a physician or a hospital of their choice close to home. Third, Con-
gress must provide adequate reimbursement rates for non-VA pro-
viders, and we support the House payment language. And finally,
the AHA urges conferees [sic] to insert language to establish and
implement a system of prompt payment for claims from non-VA
providers, similar to the Medicare Program.

In conclusion, the VA does extraordinary work under very dif-
ficult circumstances. I am confident the system’s current oper-
ational challenges can be overcome and that in the interim, private
sector hospitals can help. Thank you very much.

[THE PREPARED STATEMENT OF RICHARD UMBDENSTOCK APPEARS
IN THE APPENDIX]

The CHAIRMAN. Thank you.
Dr. Brown.

STATEMENT OF MONTE D. BROWN

Dr. BROWN. Good morning. Thank you for allowing me to speak
today for something that I have been passionate about for 30 years:
the care of our veterans. I am currently the Vice President Sec-
retary of the Duke University Health Care System and Associate
Dean for the VA Affairs for the Duke University School of Medi-
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CiI(lie, so I am intimately involved in the issues that the VA faces
today.

My past involvement of the VA includes medical training, six
years as an employee at the Palo Alto VA where I served in many
different roles, including the associate chief of staff of inventory
care and the assistant chief of the medical service. My administra-
tive career was a very unusual one in that it began as a battlefield
promotion during the earthquake of 1989 where I was suddenly
thrust into the role of evacuating the Palo Alto VA four months
after medical training. My greatest professional accomplishment
also includes the VA, as it was the creation of the Menlo Park Wil-
low Clinic. This is the only clinic that I know of today where a
county health system, the VA and two private hospitals came to-
gether for the benefit of all the parties, mainly the patients. They
said it couldn’t be done, but it lasted 20 years.

I am proud of the overall improvement of the quality of care of
the VA system over the years and I am proud to say that my broth-
er and stepfather continue to receive care in the VA system. My
mother insisted today that I tell you how appreciative she is of the
care that they are receiving or I wouldn’t be allowed home.

The CHAIRMAN. Let the record reflect that you delivered that
message.

Dr. BROWN. So my goal here today is to improve the system,
rather than be critical. We should not forget that the VA is doing
many things well, and in some cases, doing it better than the pri-
vate sector.

The VA has tremendous VA research awards, the VA mail phar-
macist system, the teleradiology program, the medication moni-
toring by nonphysicians and the use of non-face-to-face encounters
by the VAs are great examples.

What the VA lacks that the private sector benefits from is flexi-
bility. The VA has so prescribed the programs and centralized the
big three of IT, H.R., and local contracting that the local entities
can no longer maximize the use of their resources and make rapid
adjustments to meet the needs of their patients. There is no one-
size-fits-all approach, just look at the population density of our vet-
erans by county. What works in Boston won’t work in rural North
Carolina where you may not even find good Internet access.

From the perspective of those who live it every day, the problems
are only getting worse. First, contracting: The regionalization of
contracting continues to be the single-most frequent complaint I
hear both internally and externally. With the exception of the pur-
chase of bulk supply, centralization of contracting by the VA has
only created a large layer of inefficiency and unnecessary rules.

I want to highlight one example that is pertinent to the current
issues of the patient access that you are undertaking today: the
leasing of space. Current local management can only approve a
lease up to $300,000, even if the medical center can only provide
one room per provider, which is very inefficient and has a growing
population. It would take them years to lease space under the cur-
rent rules.

One quick way to improve access would be to more broadly define
the use of sharing agreements with the academic affiliate to in-
clude use of academic excess. If it were allowed today, Duke could
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offer the VA over 40 examine rooms with an existing building with-
in weeks to months, not years; a collaborative effort.

Second is information systems. Weil the VA has an excellent cen-
tralized clinical information system, the VA and the private sector
trends differ in two ways. First, the private sector trend is toward
purchasing EMRs, rather than continuing to invest in what has
now become a commodity, rather than a differentiator. We all need
to have electronic record.

Second, the VA has divorced IS from the clinical operations by
segregating it into a separate reporting structure. Simple things
like having computers and scanners or updating outdated tele-
phone switches to improve customer service are no longer within
the purview of the local director. The VA should return deployment
decisions back to the local entities. I can’t imagine telling a CEO
of a private hospital they can’t purchase a new PC.

Third is the H.R., the private sector mantra is that we need all
clinicians working at the top of their license. One example where
this may not be happening is the Patient Aligned Care Team model
where the VA RN-to-provider staff ratio is three to four times that
in the private sector. The VA needs to maximize the use of RNPs,
physician assistants and physicians by providing the appropriate
non-clinical support staff so the clinicians can practice at the top
of their license.

I believe that the VA needs a fundamental cultural change in the
hours of operation. I don’t know of a private clinic that closes at
4:30 p.m. Extending to 5:00 p.m. would add five million visits with-
out any capital investments by the Government. The VA should
also review and consolidate all mandatory annual training for pro-
viders which reportedly takes a full week per year, thus decreasing
provider productivity. The VA could also clarify that it is legal for
the full and part-time providers to perform services at non-VA fa-
cilities while on their VA tour. This would allow the VA providers
to provide procedural access without increasing fixed facility costs.
I do want to mention, since it will impact the future leadership of
the VA that the current VA pay system limits the VA’s ability to
attract and retain the best physician leaders, as physicians actually
can take a pay increase if they take on important administrative
responsibilities like the chief of staff position.

In closing, we should remember the VA and the private sector
each have their own strengths and weaknesses. Only a thoughtful,
flexible, and accountable, patient and family-centered approach will
deliver the care our veterans deserve. It is time to entertain bold
ideas rather than protectionalism and incrementalism. Thank you.

[THE PREPARED STATEMENT OF MONTE D. BROWN APPEARS IN THE
APPENDIX]

The CHAIRMAN. Thank you.
And, Mr. Evans, welcome. You are recognized.

STATEMENT OF DANIEL F. EVANS, JR.

Mr. EvaNns. Thank you, Mr. Chairman, and special thanks to the
Congresswoman from Indiana where we have numerous facilities
in her district and we appreciate being here today on behalf of Hoo-
siers and especially Hoosiers in her district.
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First of all, I adopt, by reference, everything that Dr. Brown and
Mr. Umbdenstock said as if I said it myself and that will shorten
my comments just a little bit. At the present time, I am actually
Chair of the Health and Quality Committee of the Hospital Asso-
ciation in Indiana which deals with the HEN and the Partnership
for Patients Project and I can tell you that private hospitals that
fully incorporate the Partnership for Patients idea will be those
that are the most efficient and provide the highest quality care.

IU Health is Indiana’s largest and most comprehensive academic
health system and one of the busiest health systems in the United
States. We have a unique partnership with the IU School of Medi-
cine, the nation’s second largest medical school, and as such, have
frequent interactions with the education facilities of the VA.

Like the VA system, the IU Health system is both complex and
diverse. Our patients range from those with basic primary care
needs in rural and urban areas to those with the most complex or
severe ailments imaginable. It is not easy to change any large and
complex health organization, whether it is IU Health or the VA,
but I would like to respond specifically to the comments that the
ranking member made about scheduling and get those into the
record

To that end, IU Health has been part of a system wide strategic
plan effort, meaning assessment of what the core customer, the pa-
tient, needs. We at an aggressive, but achievable goal of 25 percent
efficiency over the—efficiency improvement over the next four to
five years. What that means is that without spending any addi-
tional money on bricks and mortar, we will be able to treat more
people. That is a private sector idea, been around a long time and
I will remark on it in just a second.

So, therefore, we have established an office of transformation to
change the way that the work is done throughout our organization.
A key tool in implementing this transformation is the Lean process,
which Rich referred to a moment ago. But where did we go to train
our senior staff, including me? We went to DOW—EIi Lilly and
Subaru, all of whom are located in Indiana and we had all of our
senior leaders mandatorily attend their Lean training. These are
places that have succeeded and failed in implementing Lean and
we learned a heck of a lot—I won’t call any of them out, they all
did a fantastic job—but they were all impressed that we were try-
ing to transform ourselves to be more like them than the other way
around and warned us that this would be difficult, that this jour-
ney is not easy because it requires a change in culture.

If T were to say one thing is the key attribute to that change in
culture, it would be focus on one thing. We only have one customer
in health care and it is the patient. That is it. There are no other
customers in health care. I will leave this hearing in a few minutes
and go to Arlington National Cemetery where by complete coinci-
dence, my father-in-law will be buried. If he were alive, he would
tell you that he knows the people who have benefitted from VA
care from his generation. He also is aware of people from subse-
quent generations, of which there are many more, who could ben-
efit more from a different kind of VA than he had when he was
a young man.
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With the assistance of outside consultants, which specialize in
Lean transformation, we have successfully implemented Lean. We
have done hundreds of rapid improvement events, all of which have
led to higher patient satisfaction and reduction in things like 30-
day readmission rates and the things that Rich mentioned. But
specifically with regard to same-day appointments—I think I have
a slide on that—it beats the heck out of me why someone can’t
make an appointment the same way I made my airplane ticket and
boarding pass to get here in the last 24 hours. I just don’t under-
stand it.

So we have been experimenting within IU Health and this is the
output. What you see is the self-service page for our smallest hos-
pital, by the way, in White County, Indiana, Monticello, where the
County Board of Economic Development came to us and said to us,
can you help us improve the health care in White County, Indi-
ana—too much off time. In other words, privates or just ordinary
people are just spending too much time of off work to get to, obvi-
ously, to the doctor. This is a part of a Lean process.

Now we have essentially a zero wait time. People make their ap-
pointments at their convenience. Remember what I said about
Lean, it is about the patients not about us. So the thing that Rich
referred to about physicians and us are going to have vacancies on
our daily schedule, you can’t make same-day appointments if you
overbook the plane, right? So that is the cultural change. People
have to accept that. So that won’t work unless you have things like
EMR and things like that and so forth

So our academic affiliates, that is the VA—we are very proud of
our affiliation, we are committed, as you are, to ensure our nation’s
veterans receive the care they deserve. IU Health stands ready to
work with this Committee to succeeded in achieving that goal.
Thank you.

The CHAIRMAN. Thank you very much, and please pass along our
condolences and thanks to the family you will be joining out at Ar-
lington today for your father-in-law’s service.

Mr. EvANS. Thank you. I can’t tell my mother, but I can tell my
mother-in-law, so thanks.

The CHAIRMAN. Thank you.

Dr. Stacey, you are recognized.

STATEMENT OF RULON STACEY

Dr. StACEY. Thank you. Good morning.

My name is Rulon Stacey. I am President and Chief Executive
Officer of Fairview Health Services, an integrated, academic health
system, based in Minneapolis, Minnesota, serving more than
600,000 people each year. I am also honored to currently serve as
the Chair of Board overseers of the Malcolm Baldrige National
Quality Award, the world’s leading performance excellence criteria.
The Baldrige Award was created by an act of Congress 25 years
ago to improve America’s performance in its competitive standing
in the world.

Thank you Chairman Miller, Ranking Member Michaud, Mem-
bers of the Committee, for this opportunity to speak with you
today.
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I, myself, am honored to be a veteran of the United States Air
Force. That background gives me an enhanced interest on the topic
under consideration today. I also bring my perspective from nearly
30 years of health care administration experience. I have worked
in a variety of public health care systems in rural, suburban and
urban markets. Based on this diverse background, I would suggest
that while the issues faced by the VA today are significant, they
present you with problems similar in nature to the issues each of
our systems are facing, specifically how do we increase access and
quality in light of the limited resources.

Like my health system and others in the country, Congress is
wrestling with how to deliver the care our veterans deserve with-
out breaking the bank. As the American Hospital Association has
suggested, health care needs are unique and health care needs to
be tailored to the individual; however, the processes by which we
can improve clinical outcomes are not unique. The challenge, I
would suggest is to find proven improvement methodologies that
cross care settings that can benefit any health care organization,
including the VA.

To this end, we are fortunate in the United States to have the
world’s finest process to address these issues. The Malcolm
Baldrige Performance Excellence Program located at the National
Institute of Standards and Technology in the Department of Com-
merce is a public/private partnership that defines, promotes and
recognizes performance excellence in United States organizations.
Some organizations choose to pursue the actual Baldrige Award
which carries the presidential seal and award recipients then share
their best practices with others. Best of all, the program is up and
running and available to help the VA right now at no additional
cost.

The program initially revolutionized manufacturing in the
United States and is now having the same effect on health care.
In 38 hospitals that were Baldrige Award finalists, the overall risk
adjusted mortality rate was 7 and a half percent lower; the pa-
tient’s safety index, more than 8 percent better; and risk-adjusted
complication index, 1.3 percent better than in 3,000 peer hospitals.
Using a simple extrapolation, a comparable improvement in mor-
tality in U.S. hospitals would save more than 54,000 lives and
nearly $2 billion dollars annually.

As a recipient of the Baldrige Award at a prior organization, I
experienced firsthand the power of the Baldrige Performance Excel-
lence Program. Using the program as an improvement roadmap,
we improved patient satisfaction for ten consecutive years. Our risk
adjusted mortality rate improved to arrange among the top 10 per-
cent nationally. Additionally, by improving staff motivation and
empowering the staff to be innovative, we were able to decrease
employee turnover from 25 percent to less than 5 percent and we
achieved national rankings in the top 10 person for physician loy-
alty. While driving these improvements, we also created effi-
ciencies, freeing up resources and other abilities to invest in our
clinical care.

This process works and it is instantly available. It works because
engages physicians and nurses and staff in identifying improve-
ment opportunities and then engages them in duplicating best
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practices, so each and every patient we serve receives the best care
possible.

On a national level, our health care providers have much to learn
from one another. In fact, the VA, in the past has led the industry
in identifying sharing best practice research. The precursor to the
National Surgical Quality Improvement Program, the nation’s lead-
ing surgical best practice tool, came from VA research and best
practice hearing. I know that the American Hospital Associations
and organizations like mine throughout the country stand ready to
help revitalize this process and lend any assistance we can to
search for leading-edge ideas on how to improve quality while re-
ducing costs.

Those services at Fairview, where we serve annually, 5.8 million
patient encounters and 1.5 million clinic visits, allow us to be able
to interact with you, interact with the American Hospital Associa-
tion, identify best practices, and share them across the country as
we mutually find the alternative that will best meet our needs.
Thank you.

[THE PREPARED STATEMENT OF RULON STACEY APPEARS IN THE
APPENDIX]

The CHAIRMAN. Thank you, Doctor.
Mr. Studer, you are recognized.

STATEMENT OF QUINTON D. STUDER

Mr. STUDER. Well, thank you.

My name is Quint Studer. I am the founder of the Studer Group.
I am hearing impaired. I am completely deaf on my right side. I
hear just a little bit on my left side. So if I miss anything, I apolo-
gize. Many people ask me questions about hearing impaired and
normally it is how do you get to be hearing impaired? It is not a
bad option sometimes.

One of the things I have looked at—and I am not going to repeat
these distinguished gentlemen, they said great, great comments,
but I would be real careful not to fall into terminally uniqueness
and where I see most health care falls into trouble is when they
come up and think they are so unique that there can’t be a stand-
ardized approach to performance improvement.

Autonomy does not create high performance. Standardization
and frequency creates high performance, and normally when I look
at—we do a lot of research at Studer Group. I started out at—I
don’t have a master’s degree in health care administration or an
MBA—I started out at a 35-bed hospital and then I went to a larg-
er inner-city hospital in Chicago, where we were hospital of the
year; then I went to a large hospital in Florida, where we were hos-
pital of the year; and then we formed the Studer Group. We work
with over 900 health care systems in the United States. We also
work in Saudi Arabia, Canada, and we work in Australia, so we al-
legation understand the capitated payment system and how that
works, because I think there is not more money, but there can be
fmore efficiency and more effectiveness and that is where we come
rom.

We go into a health care system and if the first thing we tell
them is you need to spend more, we probably won’t work with have
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many. We have to talk to them about how do you better utilize
your resources? The mission statement at the Studer Group is to
make health care better, for patients to receive care, employees to
work, and physician to practice medicine.

So while we all have different approaches, if I went to the doctor
and Rulon went to the doctor—and we are fortunate enough to
work with Rulon and Danny over the years—certainly I would have
some differences, but there would be a lot of standardized processes
that would happen also. We find the difficulty is not that people
can’t identify best practices; it is people can’t implement best prac-
tices.

Thomas Edison says that, you know, a vision without execution
is hallucination. That is usually what we get. Ralph Waldo Emer-
son says that people like to be settled, but it is only by unsettling
them is there any real hope. And I thank you because you are un-
settling some things right now, but you are unsettling things be-
cause you want things to be better, and with that, there is hope.
There is hope that people have better access, better care, and so
on.
A couple points as I wrap up in these last two minutes is the em-
ployee, and that is who I want to talk about in the next minute.
Research basically shows that if you leave out the most important
person in the VA system, you won’t reach the patient, and that is
the employee. I happen to believe that most employees who get up
every day with great purpose. My grandson is in a burn center
right now from an accident this summer at the University of Wis-
consin Hospital System. I happen to believe that every day when
those nurses, doctors, occupational therapists, physical therapists
go into his room, they want nothing but the better care for Cooper
Kennedy. I believe the VA is same way. I think you have a number
of probably wonderful employees, and what we find is that if you
don’t get the employee with you by capturing their heart and mind,
you will never be able to execute, no matter what process and im-
provement you work.

I don’t know if the VA does an employee engagement diagnostic,
but that is where I would start. I would start finding out what do
your employees feel. They will fell you exactly who your better
leaders are; who could use some skill development; what works;
what doesn’t work. Because employee engagement connects to mor-
tality. No longer is it just about employee satisfaction; it is about
employee engagement.

The University of Alabama Birmingham study on employee en-
gagement shows that if you want to improve patient safety and
process improvement, you have to have high employee engagement
or else you are wasting your money; you are wasting your re-
sources because you have to capture the hearts and minds of your
employees.

We have done a number of studies—and I will wrap up with our
studies—we have done more studies on this than anybody else in
the industry. Our studies show high-performing organizations have
some commonalities. Sure, they have uniqueness, whether they are
in Minnesota, Indiana or North Carolina, but they have a lot the
same. Number one, they are led by relentless leaders and that
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means they are relentless to achieve measurable outcomes, as Rich-
ard said.

Number two, they have a good evaluation system. There is no
subjectivity; it is an objective evaluation system. Sort of like in
Pensacola when a pilot lands on a ship, they have objective meas-
urement on how well he does; it is not subjective.

The third thing is they invest in middle-management training.
Nobody feels more pressure than that middle manager and most of
our middle managers are promoted from within with little skill de-
velopment.

Number four, they connect with the employees. They make sure
that the employee understands what is happening.

And lastly, they connect to the why. People don’t need purpose
leads and there is no better purpose than I can think of right now
than to make sure that our veterans get the very best in health
care, so by connecting that to the why, people comply, but if we
don’t connect back to the why, people don’t comply. Thank you very
much.

The CHAIRMAN. Thank you very much for your testimony. We
will do a single round of questions and then Members, if you have
additional questions, I am sure that the panel would be willing to
take them.

Concurrent with your testimony this morning, the Acting Sec-
retary Sloan Gibson is over in the Senate testifying before the Sen-
ate VA Committee. I got a copy of the news release that they have
sent out on the secretary’s testimony and basically it boils down to
the Department needing an additional $17.8 billion dollars in addi-
tional resources for the remainder of 2014 through 2017, and so
what VA is saying is we need more money and we need more
space. I'd like to ask if you would give us a brief synopsis of if you
think that that will solve the problem.

Mr. Umbdenstock.

Mr. UMBDENSTOCK. Well, we certainly understand that the VA
didn’t find itself in this situation overnight and it is going to take
some work to get it where it needs to be. We certainly ready to sur-
vey our members—I have offered this to the acting secretary in
person—to do whatever we can with our reach. We communicate
daily with the 5,000 private sector hospitals and health systems to
find out what capacity they might have to Dr. Brown’s comment
about being able to provide it much more quickly, than on a capital
investment basis, so we stand ready to do that, if that would be
of help.

The CHAIRMAN. Dr. Brown.

Dr. BROWN. Not having seen a breakdown of that, I can’t tell
you

The CHAIRMAN. I haven’t seen it either.

Dr. BROWN [continuing]. The likelihood, but I think that, you
know, one of the things, as I pointed out, there are things that they
can do to increase, quote “space capacity without building new
space.” But, in fact, I think the VA should predominately be look-
ing at leasing space.

If you look at the VA’s data from 2012, only 10 percent of VA
space is leased. I would venture to guess that that is 30—that ours
is 40 percent or more is leased space. You can then flex based on
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your patient needs of when and where you need it, so if a lot of
that money is in actual outpatient facilities, I would probability, if
it were in the private sector, being looking to lease that space. But
space alone won’t do it. You need the providers to go along with
it.

The CHAIRMAN. Mr. Evans.

Mr. Evans. To paraphrase Quint, this is an area where you can’t
do it alone. Right out my window at 10th and Senate in downtown
Indianapolis, I can see four hospitals. I can see the VA, Riley Chil-
dren’s Hospital, University Hospital, Methodist Hospital—five—
and Eskenazi, the public hospital, five hospitals. None of those hos-
pitals is full every day, none, and I don’t know how many hundreds
of thousand of square feet we have in outpatient facilities that we
have in the same area. But there has got to be a way in an era
of scarce resources to flex in a way that takes advantage of all the
resources that are available.

To Dr. Brown’s point, we have the same thing available. So one
of the advantages to Lean for us is by becoming more efficient and
cutting out waste and focusing only on the customer, we don’t need
as much bricks and mortar as we thought we did. So we are build-
ing new buildings now that are actually smaller on a square foot
basis per patient encounter than they were before, because we are
simply using the space more efficiently.

So, again, like Dr. Brown, I haven’t read what the acting sec-
retary had to say, but my guess is that if they leased more space
or if they collaborated with a local providers—one last story and I
will be quiet.

My last conversation—I was in southern West Virginia, which is
not rural North Carolina, but it is pretty close to it—I happened
to run into a physical therapist. I said to him, “Tomorrow at this
time, I will be before a certain Committee of Congress, what would
you like me to tell them?”

He said, “Tell them my patients have to drive 120 miles
roundtrip from Greenbrier County, West Virginia, to Beckley, West
Virginia, to get physical therapy.”

Think about that. How many physical therapists are there in
Lewisburg, White Sulfur Springs, that are just as competent as
those in Beckley? I don’t know, but that was his point, so now I
have discharged that duty to him.

The CHAIRMAN. Thank you.

Dr. Stacey.

Dr. STACEY. You know, I, too, don’t know the specifics of the re-
quest. I know if I went to my board with a huge request, my board
would require that I show to them that I had a process in place
across the system where we shared data. We were able to prove to
them showing data that we were using the best practice, that that
best practice was being driven throughout the organization and
that we had evidence-based criteria that would show that we had
the best opportunities for our patients and our staff and then they
would consider spending more money if we were using it the best.

The CHAIRMAN. Quint.

Mr. STUDER. Yeah, we do something the same thing. I don’t live
in that world. You know, we work in a world where people know
they are not going to get more resources; they are probably going



15

to get less. If people think they are going to get more resources,
they actually don’t look at improving efficiency and effectiveness
because they think somebody is just going to give them more re-
sources.

So, first of all, people have to know they might not get them, so
how do you make what you have work the best? I look at things
like how much hospital-acquired pneumonia do you have; how
many falls do you have; how many infections do you have? These
are all things that can be eliminated and reduced by implementing
standardized practices and that is really where you get your effi-
ciency and effectiveness.

I would also look at things like employee turnover, because em-
ployee turnover at VA Voluntary Hospital Association has shown
that your turnover has a huge impact on your, again, efficiency and
effectiveness, so that is where I would go first. I would go to look
at your current measurement, what can be taken out, and so on.

I agree with Dan. There is a lot of flexibility of even using dif-
ferent types of people. A friend of mine, Steve, had severe head-
aches and he called the Mayo Clinic in Jacksonville—he lives in
Pensacola—they recommended he go there and he called up and
they said we can get you in tomorrow. And he was shocked that
they could get him in tomorrow, and they said, well, we are going
to have a nurse practitioner who specializes in headaches see you
first, but the doctor will be there.

So I think there are all sorts of standardized best practices that
you could implement prior to just throwing money and dollars at
a problem.

The CHAIRMAN. Thank you very much.

One of the things that we have heard in testimony and we have
been trying to gather from VA is how much does it cost for a pa-
tient to see VA? They cannot define that for us, and we have had
experts on this committee. Dr. Wenstrup has tried to get that an-
swer. Dr. Benishek has too. VA cannot tell us. The panel of pa-
tients that a VA doc sees is 1200. The average patient load at VA
per a day is about eight and in the private sector, it is our under-
standing that it is considerably more than that.

So I think the efficiencies that VA needs to be looking at and
needs to be surveying is part of the solution as well. If more money
is needed, we understand that, but as has already been outlined,
I think, by the panel, VA has got to show how they are going to
use that money. What they have done so far is to continually ask
for more, get large increases every year and there has been no de-
sire on their part to deliver health care in a timelier fashion, more
efficiently, and better for the veteran.

Mr. Takano, you are recognized.

Mr. TAKANO. Thank you, Mr. Chairman.

You know, several—I know we haven’t heard from physician
groups, but what many physician groups have told me is that there
is a looming shortage of physicians in our country across, whether
it is private sector or Government health care, and I want to know
if you would concur with that, that we face a serious shortage.

And I have talked to my local Kaiser person who has opened up
a clinic not too far from me and he says, you know, we are espe-
cially in the empire of California, Southern California, facing a



16

shortage of behavioral health people, and I know that that has
been a real struggle not VA, as far as delivering mental health
services. I know that they have been trying to drive efficiencies
through telehealth, so I want you to know that Dina Titus, myself
and Mr. O’Rourke have offered a bill which would fund 2,000 more
medical residencies at VA hospitals.

I want to know if you think that would make a difference, not
only for the VA, but for the total supply of doctors, including the
four-year members, starting with Mr. Umbdenstock.

Mr. UMBDENSTOCK. Umbdenstock, yes. Thank you.

Yes, the American Hospital Association is on record supporting
the increase in graduate medical education or residency slots. They
have been held constant for a long time.

And we do face a shortage, but it is not just a shortage; it is a
distribution of specialties as well. Clearly we need to make a better
case for medical students to choose primary care residencies. We
have a particular problem in the primary care area, so we would
certainly want to favor that and then we have to think about how
we can encourage people to practice in underserved areas. And we
know that people typically serve in areas where they typically re-
ceive their training, so we want to see those residencies strategi-
cally placed to encourage that distribution.

You mentioned behavioral health. That is a huge problem across
the entire health care system. It has largely been underfunded and
I would say ignored in recent years and to the VA’s credit, but oth-
ers as well, I think in the last five years or so, everybody has fig-
ured out that you have to integrate behavioral health and primary
care into one practice and see that patient who has multiple condi-
tions at the same time. So that is one approach that is being used.

And finally, it is not all about physicians. We can do, I think, a
lot more with the skills of nurse practitioners and physician assist-
ants and others in a team-based approach, saving that physician’s
expertise for that true clinical—clinically ambiguous issue where
that skill and expertise is needed and utilize others a lot more ef-
fectively.

Mr. TAKANO. I appreciate it.

If we can go down the line quickly.

Dr. BROWN. I am going to echo some of the things that it is not
a physician shortage; it is a provider shortage, and the VA needs
to utilize that workforce. As of last week, there were 776 job post-
ings for physicians in the VA and there were 78 PA and RNPs. The
VA pays well for the nurse practitioners and the physicians, but
the 1PAs, they are not able to attract because the salaries are really
too low.

So this is really a workforce issue, and I would actually say that
in order to get the workforce up and going faster—I am going to
get myself in trouble—the better dollar for investment is actually
in the nurse practitioners and PAs and more training there first
because the time for training is shorter.

Mr. TAKANO. So you disagree with what the AMA and others are
saying that we are not facing a shortage in this country?

Dr. BROWN. No. We have shortages, and especially, like they
said, by specialty, but if you are going to put dollars and try to get
a faster impact to the provider shortage to the VA—remember a
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PA, the training varies, but from two years to four years. A nurse
practitioner start from nursing is five years and a doctor is eight
years.

Mr. TAKANO. Well, thank you.

Go ahead, sir.

Mr. EvANS. We have got hospitals all over the state of Indiana,
so we have residency programs all over. We do need to expand resi-
dency funding. It has been frozen, I think, since the Balance Budg-
et Act of 1996—is that right—so it is a whole generation.

In the meantime, the population has aged incredibly, so the spe-
cialties that are needed have changed, not to mention the primary
care needs.

Mr. TAkANO. Excuse me. Is the Government—I mean I heard
that 90 percent of the residencies are funded by the Federal Gov-
ernment or actually almost a hundred percent, right? Ninety per-
cent by Medicare?

Mr. EvANs. We all have caps and we have to fund over the cap,
so I don’t know about——

Mr. TAKANO. I see.

Dr. BROWN. So below the cap is funded by the Government and
then the provider itself does any other positions above that cap.

Mr. EvaNs. And I believe that we are funded only for the pure
salary and we have to come up with——

Mr. TAKANO. There is supplemental that you have to——

Mr. EVANS. Yeah, there is more.

Dr. BROWN. There is IME and GME, so at Duke we have 900
residents and fellows; 400 are funded by the Government; the rest
are funded by the Department, so the University; and a hundred
are funded by the VA. That is kind of the breakdown.

Mr. EvANS. So what that means is that the clinical operations
have to subsidize the expanded residencies and in this day and age
where we are being reduced in reimbursement, that is more chal-
lenging to do.

But one idea for you—I tried this during the Affordable Care Act.
It didn’t get very far, so maybe we will get further. Now, one of the
problems is debt and where do they do their residencies and for
what. So if you have got two or three hundred thousand dollars in
debt, you are not going to do a residency in a specialty that is not
going to help you deal with that reality. The lines don’t cross now
on income and debt until you are middle aged.

So what would you do if you had to make—so I tried to do this
with Senator Snowe and Senator Bye and it didn’t get anyplace,
but you have to give tax credits to get people to go to places they
don’t want to go. You do it for all other industries, don’t you? We
don’t—we, society, does it for all sorts of other industries, but why
we don’t do it to get primary care docs in underserved areas, I don’t
really understand, but we don’t do it in an aggressive way.

Now, number two—I need a number two—run residency pro-
grams where you want people to stay. There is a high correlation
between where one does one’s residency and where they end up
practicing medicine. So we have a very successful residency pro-
gram in Muncie, Indiana. Not the site of a big University. Not the
site of a major community hospital, although we have a hospital
there, it is not a big academic hospital, and it is highly successful.
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It keeps about half the residents that it trains in Indiana—pretty
good ratio—and we need those residents—or we need those perma-
nent docs in places like Muncie. Thank you.

Mr. TAKANO. Mr. Chairman, I——

The CHAIRMAN. No, continue.

Mr. TAKANO. Okay, thank you.

Go ahead.

Dr. STACEY. I would—the answer to your question is yes, that
there is a—we are in the midst of a significant decrease in the
number of physicians available in the United States and it is an
issue that we are going to have to address.

My personal argument would be that as we address the shortage
of physicians, there is a huge downstream; the cost of that. As the
supply decreases, helping us with the graduate medical education
funding today will help defer that down the line. But we have a—
the model that Quint talked about earlier, I think is significant. We
have a clinic in Eden Prairie that adopted a team-based approach
where we try to use everybody at their highest license. We know
that there is no panacea out there. We want to make sure that the
nurse practitioners are functioning to the highest level that the
nurse practitioners can; the physicians to the highest level that the
physicians can, and so on, work in a team-based approach and ad-
dress those needs.

And for us, it is reduced wait times. It has enhanced the delivery
to patients and I think it is a model from which I think the VA
could benefit.

Mr. STUDER. Thank you.

Did you mention Kaiser?

Mr. TAKANO. I just mentioned as someone in my community had
just opened—we have a shortage generally, but Kaiser——

Mr. STUDER. In the health care system?

Mr. TAKANO. Yes.

Mr. STUDER. We are fortunate enough to have been working with
Kaiser for many, many years. In fact, the research that I will give
you is from Kaiser.

I have a new book that I am working on. The working title is
for doctors. It is called, “Who moved by future?” Instead of who
moved my cheese, because that is exactly what is happening to
physicians. They are now in an environment that they weren’t
trained for and it is very, very difficult.

Sixty-five percent of physicians look back and say I'm not sure
that I want to do this anywhere, so I think step one is let’s make
sure that we retain the physicians we have because if we don’t—
years ago, 20 years ago, it is the same thing you heard on nursing,
you know, people couldn’t find nurses, and then we made it a bet-
ter place for nurses to work and that is not an issue right now,
nursing, as it is with physicians.

In our work with Kaiser—Kaiser has found out that if they visit
a physician every month with some basic questions: Do you have
what you need to provide excellent care to your patients? It is ei-
ther a yes, what are we doing right? Or it is a no, what can we
do better?

When they visit a physician and have that conversation once a
month, the physician satisfaction is pat over the 80th percentile. If
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they do it every quarter, it drops down around 70. If they do it
every six months, it is around 55. If they do it once a year, it is
really around 50.

So the question is: What systems and places can we put with the
current doctors in the VA system and so on to make sure that they
are feeling good about what they are doing and so on; however, I
go back to why fix an old problem with old solutions?

And I go back to what Rulon just said here. I have skin cancer.
It was recently removed by a nurse practitioner. I thought the care
was great. I think there are some wonderful nurse practitioners
and physician assistants.

We were brought over to China to look at their health care sys-
tem, telemedicine. So I think there is a lot of better solutions than
just saying how do we get more docs. I think that is part of it, but
I think we can be much more flexible in looking at the talent we
have in the system to handle that situation. But I, again, don’t
know how you measure physician satisfaction in the VA system.
How can you come up with a treatment plan if we have never diag-
nosed the problem?

So we measure physician engagement currently in the VA system
because I think they will give us some pretty good insights on what
we can do to make it better. Thank you.

Mr. TAKANO. Thank you.

The CHAIRMAN. Dr. Benishek, you are recognized for five min-
utes.

Mr. BENISHEK. Thank you, Mr. Chairman.

Well, Mr. Studer, you bring up a really good point. You know, I
am a doctor. I am a general surgeon and I worked at the VA for
20 years.

M‘I?‘ STUDER. Can I come up to you to hear? Can I come your
way’

Mr. BENISHEK. Yeah, yeah, sure.

Mr. STUDER. I don’t hear well.

Mr. BENISHEK. Well, the point that you brought up about physi-
cian engagement is a serious one because in talking to physicians
and myself being a VA physician, they feel they have no input
whatsoever and that the processes that they are dealing with come
from above and they don’t have any input.

Do you have any suggestions? And for the rest of the panel as
well, how do we get more efficiency out of the physicians there?
What are the processes that you all use, other than like what Mr.
Studer has stated to make sure that physicians’ input is taken into
account by management?

Mr. Studer, could you please start?

Mr. STUDER. I will now pass along, because I know that they
worked hard on this. Health care systems that are led by physi-
cians normally outperform those that don’t.

Mr. BENISHEK. Right.

Mr. STUDER. And the reason is because people all want to know
where is the physician on this, because the physician, even if they
are not even in an official leadership position, are seen as a leader
in every health care system, and if they see that the physician is
doing certain behavior, everybody follows it. When we research
physicians, they basically want input because they don’t want to be
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hostage in a situation that they are working in and that is how
they can feel at times.

So I think, one, where are you at now? How do we make this a
better environment for you to work in? Physicians aren’t asking for
more money; it is normally more efficiency, more effectiveness, a
better work environment; you know, that is what they are looking
for, and then the input. You know, nobody knows the health care
system better than a doctor, so doctors, basically, when you ask
them what satisfies them, it is give me an opportunity to provide
excellent care for my patients and then give me input into the deci-
sion-making around here and, again, if you are not asking them—
you know, one of the things—you know, employee engagement—
physician engagement starts out, you can almost improve it just by
asking them, and, again, I don’t know how the VA is currently
measuring employee engagement.

Do they have a system in place?

Mr. BENISHEK. Well, it is not very pretty. The physicians that we
have talked to at the VA are very unhappy.

Dr. Brown, do you have an opinion there?

Dr. BROWN. Yeah, I think the VA does do physician engagement.
The question is: What action is taken on them? They do student
engagement, actually, and they have very good process and because
there is external review by the residency programs to then act on
it, those things actually get acted on in realtime, otherwise we lose
our accreditation.

At Duke, we actually do employee engagement, not just physi-
cian engagement, and my salary is tied to that.

Mr. BENISHEK. Right.

Anyone else has an opinion there?

Mr. Evans. We do the same thing and my salary is tied to it, as
well. That causes the focus of the mind, and I agree with what has
been said here. Physicians have to do this, not corporate CEOs.
Our job is to create the atmosphere in which that can occur, and
then as Quint said, assiduously, relentlessly, measure it, and then
you know.

And if you only meet with physicians every six or 12 months,
right, Quint, it can never improve.

Mr. STUDER. Right.

Mr. EVANS. And if you meet with them frequently but never do
anything they suggest, it will actually go down. I think this is a
problem for the learned professions in general as we kind of lose
control of our daily lives that we rebel by saying that we don’t have
any control and then it actually becomes a case.

Mr. BENISHEK. Dr. Brown, let me ask you this: As I understand
from your written statement that you had consulted with a visit
about ten years ago on how to apply private sector analytics to the
VA system. Can you expect that they take up any of your sugges-
tions or tell me more about what that was.

Dr. BROWN. Yes, I called myself the reluctant consultant, that I
actually like to, I would rather spend money and teach employees
rather than having consultants who then walk away. So I agreed
to consult to actually Indiana, Michigan, Detroit, Ann Arbor, about
using dialysis as a model of how the VA could then use business
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analytics to decide should they insource it? Outsource it? Especially
since the VA pays for travel.

So the good news is Indiana was already the model and was as
good as the private sector. The good news is we taught then the
VA employees at the VISN how to do these analytics. And by the
time I actually issued the report the other two VAs had actually
adopted what Indiana had done.

Mr. BENISHEK. So we had a good experience. I am just about out
of time. Thank you, Mr. Chairman. I yield back.

The CHAIRMAN. Thank you. Ms. Brownley, you are recognized for
five minutes.

Ms. BROWNLEY. Thank you, Mr. Chairman. And thank the panel-
ists for being here. I think we can all agree that the culture in the
VA has to change. And you have all testified towards what a cul-
ture should look like. It should be patient centered; it should be a
culture of continuous improvement; transparency; data driven deci-
sion making; teamwork, where the team is honored for improve-
ments and individuals within the team are honored for improve-
ments. So my question, I think it is an important question but it
is a broader question. What should this committee in its oversight
responsibilities do to, what should we be looking for? And I think
primarily in the short term, I am looking at. I know we have a
longer term issue here. But what should we be looking for as an
oversight committee in the short term to determine that there is
real change taking place within the VA? And I ask the panel, any-
body could——

Dr. Stacey. Well I would suggest that, we talked earlier about
a strategic plan. And the reason for a strategic plan is you identify
where you want to go and then set objectives to get there. If I were
on this committee I would want to know what are the measurable
objectives that are going to be implemented immediately, and what
is the report out? Employee satisfaction is one of those. How are
we going to measure the engagement of our employees? My board
wants that data every year. And I have to give it to them, and my
salary too is tied to that. Physician satisfaction. What are our stra-
tegic objectives, and then what is the report out to Congress on the
measurable objectives? And set the goals, set those targets with the
specific targets related to those outcomes and then expect feedback.
And we do it, they will be able to do it. I am sure it is just a proc-
ess that will make you and the American people feel more com-
fortable with where we are going.

Ms. BROWNLEY. But I feel like, I do know if the rest of the mem-
bers here feel like, that in large part the VA has done a lot of the
things that you are suggesting that they do. But the outcomes that
we are looking for are not necessarily there. And so, you know,
what is it that we need to be looking for that is going to be those
sort of real levers within the VA that indicates to us that real
change is taking place?

Mr. Evans. I asked the CEO of our Monticello Hospital that
question this morning. I said if I were to say one thing about your
same day appointments and your improvement in service, what
was the standardization that you used? And she said NCQA Level
2 Primary Medical Home Certification, period. Those are measure-
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ment tools that tell you whether or not you have got there to do
the job. So there are plenty of those measurement tools out there.

I know very little about the overarching statute. I tried to read
it the other day. I am a lawyer, an attorney, but I had not read
the U.S. Code in some years, I think since I took the bar exam. It
seemed really complicated. So these, this kid in West Virginia, who
is a P.T., when he says to me, they have got to drive 120 miles
away, the way I read the rules was that was almost mandatory.
Meaning you had to go through a process to access care. So if you
had these standards you might find, either doing a Baldrige proc-
ess or a Lean process or both, where the waste was. Because waste
is defined as something of no value to the patient. That is red. It
is on your flowchart, your value stream. And I daresay that if you
put a chart up in this room and ask the Acting Secretary to pick
a hypothetical patient from point A to point Z who had skin cancer,
what would the value stream show? How much of it is red? How
much of it is green? Green is very simple. Green is, only has value
to the patient. Paperwork has no value to the patient. So you see
we were stunned, I cannot speak for my colleagues but I bet they
were too. Stunned at how much red was in our value streams and
posed by us, not by the government. Please go to Point A to fill out
the paperwork, and then go to Point M to turn in the paperwork.
And you put that in a value stream.

Where it was most dramatic was the nurses in our pediatric hos-
pital NICUs. Who suddenly realized that their value stream imper-
fections caused the baby to get home to its parents. And they were
very emotional about that. So back to Quint’s comments about the
purpose of the work, the purpose of the work is to get the baby
back home to the parents, not to fill out a bunch of paperwork.

So there are specific metrics. I would, if you want to improve
wait times for primary care physicians, and you want to improve
the health of veterans, you had better have a primary care home.
If you do not have it, it is not going to work.

Ms. BROWNLEY. My time is up.

The CHAIRMAN. Thank you, Ms. Brownley. Dr. Huelskamp, if you
would hold for just one second? We have another question from Mr.
Lamborn. He just wants to follow up very quickly on a question
that was asked just a few minutes. Mr. Lamborn?

Mr. LAMBORN. And then thank you both. Dr. Brown, if you could
just finish what Dr. Benishek had been asking you and then you
ran out of time? But you said you did a study on the VA versus
the private sector, and incentives and results and outcomes? What
was, what could VA be doing to better match, at least in produc-
tivity terms, the private sector?

Dr. BROWN. So my specific aiming goal of that engagement was
to actually teach the VA how to do their own work, because I did
not want to be a long term consultant. I like staying at home. But
I knew the VA and I knew the private sector. So I actually gave
them what I thought were the tools so they could actually make
their own decisions. And I think that is what we need to help the
VA do, is have more people who understand what the private sec-
tor is within the VA and then doing the analysis.

So there, you know, to me they basically adopted the policies of
how they could run their own internal practices of dialysis. And
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this is not difficult where, how you use the number, what type of
employees, RN versus techs. So they had a best practice within the
VA in their own VISN, but they had not shared that learning
across the VISN. And that just by sunlighting it they then saw
what the best practice was. What they did not do then is to say,
to take some risks politically about how they then could utilize the
external world and saying 1s it better to outsource this dialysis if
that person is driving 200 miles or 100 miles? Because we pay, the
VA pays for travel for these patients, and for the customer conven-
ience, and the pay. So they did not adopt at that time. VA has now
changed some of its practices, ten years later, about doing their
own dialysis, owning their own dialysis. But I do not think they ac-
tually analyzed it from a is it better to keep it from within or
outsource it as well as we could.

Mr. LAMBORN. And then finally you have mentioned, and two
others have mentioned, that your salary is tied to certain, like em-
ployee engagement, or other factors. In other words, you are not
just paid a salary and that is it? You are paid and then you have
to produce something on top of that, right?

Dr. BROWN. Top management all the way down to management
at Duke has a system of metrics that was tied to the overall sys-
tem. We have our own unit metrics, and we have personalized
metrics both short and long

1}/{‘1?' LAMBORN. Is that something the VA could learn from as
well?

Dr. BROWN. Yes

Mr. LAMBORN. Adding incentives to salaries?

Dr. BROWN. I think the VA should do that. But I would actually
argue that currently the VA has metriced themselves to death.
They have metric fatigue. There are 500 metrics and measures and
so you cannot pay attention to the biggest ones. So the issue is that
if you are looking for change, look at your leadership. Without lead-
ers you will not get the change.

Mr. LAMBORN. Okay, thank you very much. Thank you, Rep-
resentative Huelskamp. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you very much. Dr. Huelskamp, you are
recognized for five minutes.

Dr. HUELSKAMP. Thank you, Mr. Chairman. I would expect a few
more acre feet to come down the Arkansas River by being nice to
my colleague from the west. But I appreciate the testimony. And
one common theme I have heard from a number of you is putting
the needs and the desires of the patient first. And coming from a
very rural area, that patient is usually lost. I just had a case of
a gentleman that would like a shingles vaccination like he had re-
ceived last year that was available at the local CBOC. They said
rules have changed, you now have to drive five hours one way to
get a shingles vaccination. But there is a hospital 31 miles down
the road that would take care of that, but the VA cannot quite fig-
ure out how to work in that system.

So Mr. Umbdenstock, and your name is almost as difficult as
mine to pronounce

Mr. UMBDENSTOCK. You nailed it.

Dr. HUELSKAMP [continuing]. Maybe that is why you have not
gotten as many questions. But can you describe how we can work
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together better with our local hospitals? I have about 70 commu-
nity hospitals. And it is a royal pain for them to actually work with
our veterans and give them a chance to come in there because of
the paperwork and the nightmare that comes from the VA system.
So if you could expound on that I would appreciate you doing that.

Mr. UMBDENSTOCK. Thank you. And thank you for correctly pro-
nouncing my name. It was nicely done. The reality is that there are
a lot of community hospitals today who have very good working re-
lationships with local VA hospitals. And it seems to be that it has
been able to be worked out at the local level. And so we want to
see that continue and actually expand. So there are a couple of
things to think about.

One is, you know, do they have the capacity and ability? And
most of my members, as I mentioned to the chairman on the way
into the room, are saying how can we help? So I am taking that
as a real positive, not just of intent but they feel they have the ca-
pacity. Number two, make it easy for them to contract. There are
plenty of them that have direct contracts. We can figure out what
makes that work. There are some of them now going through third
party contractors. We find that it can work but we find that bur-
densome and not the preferred way. And if they cannot make deci-
sions locally on, as was mentioned earlier, areas of priority to them
that they can fix today through that kind of cooperation then the
whole system is not going to work. So I say let us put fewer bar-
riers in place, not more barriers, and figure out what those best re-
lationships show by way of how they are set up, how they function,
and how they are accountable. And what is it that we have to dem-
onstrate as a provider contractor back to the VA?

Dr. HUELSKAMP. A couple of things on that. Then are you seeing
different results and ability to work with the VA depending on
what VISN they are in? Are you hearing any of that difference?

Mr. UMBDENSTOCK. Definitely as we have talked to our members,
and we have been holding calls over the past month, six weeks, to
get more information on this, if you have seen one, you have seen
one, for sure.

Dr. HUELSKAMP. Yes.

Mr. UMBDENSTOCK. And they do seem to operate very differently.
You know, our systems operate differently across our membership,
too. But not when they are under one organizational control sys-
tem.

Dr. HUELSKAMP. You know, in my particular congressional dis-
trict there are four different VISNs and all of them are a long ways
away, at the main facility. And they are not close. And the VA’s
response is, well, we will pay for travel. By the way they changed
that, we will pay for travel in the shortest distance possible, which
might be down the dirt road rather than the interstate which
raises a little concern. But trying to figure out how they can work
better, because your members, my community hospitals, they want
to participate in the system and they are not allowed to participate.
It is incredible paperwork.

One of the possible avenues was the Project ARCH program,
which looks like the VA is going to cancel. Do you have any
thoughts on that? Some places it seems it might have worked. But
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it seems an enormous load of paperwork compared to other systems
that our hospitals participate in.

Mr. UMBDENSTOCK. Yes, one of our colleagues who actually
serves on the AHA board at the moment from Caribou, Maine testi-
fied about two weeks ago on their experience with the ARCH pro-
gram and are extremely favorable and would like to see it continue.
So that type of really local knitting together can really be useful.

Dr. HUELSKAMP. Yes, and one thing that we cannot forget that
it is the family, as well. You say, oh yes, the VA will pay under
certain circumstances to drive, but you have got to have a driver.
You have got to have family that has got to take a, as many of our
veterans that are returning now are younger and younger they
have got to take a day or two off of work literally from my district
to drive to Wichita, Kansas. A young man, young in terms of about
50 years old, he was told that he had to drive three round trips
in ten days for a service that he could have gotten in his local hos-
pital but the VA would not approve it. And so he had to take off
basically three full days of work. And we can figure that out. We
should be able to by giving veterans a choice in keeping their needs
in mind first of all. So with that I will yield back, Mr. Chairman.

The CHAIRMAN. Thank you, Dr. Huelskamp.

Mr. STUDER. Congressman Miller.

The CHAIRMAN. Yes.

Mr. STUDER. Can I make a comment?

The CHAIRMAN. Yes, you may.

Mr. STUDER. Thank you. And I will go, metrics, I think you
brought up, ma’am, what are the key metrics. We work, this is
what we do, you know, we have got Cleveland Clinic down to
seven. And I think what happens is we get to the point here we
metric ourselves, we paralyze ourselves with so many metrics. So
while we need all those metrics, what are the key element metrics?
You know, things I would look at I think Rulon brought up, which
are patient experience, your employee engagement, what is your
physician engagement. Then if you are looking at access it is what
percentage of patients can get in to a doctor within so many time,
how many left without being treated? I mean, when you have peo-
ple that actually show up and then leave. So I think you pick five
to seven good metrics you can agree on and that becomes what you
say your dashboard.

Your comment, I think also there is probably some VA hospitals
that work very, very well with the private hospitals. The Heath
brothers in their research on change, when change is hard, there
is a book out called Switch that does pretty well right now. And
they basically say you can study where it does not work but you
will not learn much. You can go in and study that has got a free
lunch that drops out and you might not learn much. But study that
child with a free lunch that does well. So I think there is also
again, I do not want to measure this thing to death, but I bet you
there are some real bright spots and the Heath brothers say

Dr. BROWN. I will offer that, to come to Duke and the Durham
VA. We have a great relationship. The fee basis system works. We
get authorized. I can tell you who the fee basis authorizing person
is. We get the authorization number, we put it into our system, the
patient then, communication. What the VA does not do well is then
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pay. I actually think this system of direct contact is better than the
PC3 system so the ARCH system. Remember, you do not need a
contract for the fee basis or now called the non-VA care system.
But I would actually hope that the VA looks differently that it is
not just hospitals. Remember outpatient care. It is CVS, it is
Walgreens, it is all these. They can do it cheaper, so why are we
not thinking big picture, big change, not little change?

Mr. STUDER. And that is what I would mention. You find your
bright spots. You study them. In my book Straight A Leadership
I have a whole chapter on moving best practices. And what is
called is find your bright spots then figure out how to scale them
and move them.

My last question I would ask the committee to think about in
this conversation is we did a workshop for health care boards. And
one of the board members, and we work with a lot of rural hos-
pitals, one of the board members said what if your goal is to stay
independent? Because there is a lot of mergers. And the, James
Orlikoff and Renee Kaufmann who were on the panel, not me, said
well is that your goal? Or is your goal to provide the best care for
the patient? So the real goal is not how do you create a better VA.
That is part of it. But that is a symptom. The real question is how
do you provide the best care for veterans? And then they should go
to the facility or the location that provides that best care. Thank
you.

The CHAIRMAN. Thank you. And I am trying to get some real
time data as we are going through and listening to the Secretary’s
testimony. And Quint, I want, you do not need to react, but I just
want you to think about this and maybe we will talk about it a lit-
tle bit later. And Dr. Brown, this kind of keys off on what you just
said a second ago. But the Secretary made this comment. “The
greatest risk to VA health care is to spend money on providing dol-
lars for purchased care without addressing the longstanding issues
of lack of dollars for VA.” So both of you can think about that just
a little bit.

Ms. Kuster, you are recognized for five minutes.

Ms. KUSTER. Thank you very much. I appreciate you all being
here today and I wanted to address my comments to the discussion
of collaboration and moving things along. I was impressed to find
an article in the Boston Globe, and I do not know if you any of you
have seen it, but it is about data driven scheduling predicts patient
no-shows. One of the most incredible issues that we have heard
about is the 50 percent no-shows. And it does not help that the VA
is working off a 1985 scheduling program, apparently. And there
is more than a few questions around here, I am a new member, but
hundreds of millions of dollars have been appropriated. But I was
intrigued by this article and I will give it to the chair for the
record. They actually analyzed the patients that are least likely to
show up and compare them to the patients that are most likely to
show up. And use that information in the scheduling process. And
so that rather than just treating all patients similarly. I guess I
just want to ask generally, are there these types of innovations
that are going on? And are there, you know, can the VA learn from
that and do a better job? Because it seems to me the greatest waste
right now is physicians in their offices, practitioners, and I appre-
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ciate the comments on nurse practitioners and PAs, in their offices
ready to see patients. But because of this scheduling fiasco they are
not showing.

Mr. EvANS. If you applied Lean, and said what is the problem?
What is the question? The question would be we have a 40 to 50
percent no-show rate in a particular kind of clinic. Dermatology,
which is famous for no-show rates by the way. Then you would say
what is the desired state? Well, what is it? No no-shows. And then
you go through the why, you would measure it, you would have a
rapid improvement event to see if it worked, you would measure
the outcomes. If it did not work you would not try that again. You
would try something else. But that would be a Lean process. That
would be a specific tool.

The Baldrige award goes to people that do things like that well.
So I think what we have done in this country is we have trained
millions of people to not show up. Because when they do show up,
they wait. It is the only industry that still has waiting rooms, ours.
So the example that I showed you of Monticello, Indiana, we have
replicated that in LaFayette, Indiana, which is a much bigger com-
munity. And the waiting rooms in LaFayette have nobody in them.
They are empty because they are not waiting. So now they show
up, right? So that was part of a rapid improvement event that
came out of a Lean process that we did this value stream to deter-
mine what was waste. And we discovered that regular things that
we did were wasteful to the core customer, the patient. So what
remedy did the patient have? They do not show up. Or worse yet,
I think Quint referred to it, they show up and then they walk out.
They leave without receiving care, like in ERs. But the tool that
we used anyway was Lean to achieve that. And back to what Rich
said, we had to convince docs that empty time on their schedule so
that you could deal with the ebb and flow of real live people. And
the younger veterans that someone referred to have jobs. So they
are more likely to not be able to show up. So do we want to punish
them? So that is the whole purpose of that Lean process and a
measurable outcome would be——

Ms. KUSTER. Reducing no-shows?

Mr. EVANS [continuing]. Yes, no-shows.

Ms. KUSTER. And Dr. Brown.

Dr. BROWN. So I am not sure what, I am not familiar with the
article. But I am not sure if you are also referring to the previous
testimony a week or two ago about 50 percent no-show in the psy-
chiatry service. I think that is not common in the other practices
of the VA. And I would argue that it is not a scheduling problem
then. If they have behavioral health issues it may be that they
need a home visit, not actually a patient visit, them coming to us,
because there are other things going on. So it is not, I think what
the article may be referring to is actually how we are looking at
overbooking. Should you overbook by five or ten percent? That is
not really the issue. My experience in looking at the why people no-
show, the number one is that we did not actually communicate to
them an appointment that they actually could keep. The second is
the length of time between you give the appointment, I mean you
give them the appointment and when it is actually scheduled for.
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So if you are scheduling nine months out, I cannot tell you in nine
months if I can come or that I will remember. So I think that

Ms. KUSTER. And particularly if there is not a reminder. That
was part of the issue.

Dr. BROWN. Right. The VA does have that. But again, that is 50
percent I think was specific to a psychiatry practice, not the usual
VA practice.

Ms. KUSTER. All right. My time is up. Thank you.

Mr. STUDER. What we have found when we go into an organiza-
tion one of the things of course we have to demonstrate is how we
are going to prove our worth. And one of the things we always look
at is the no-show rate and it is usually much higher than they
think. Then you have to say was it a no-show rate because the pa-
tient does not show up, or is it a no-show rate because the doctor
does not show up? Or the doctor cancels their practice? So you have
to again do this diagnose before you treat.

However, we do find that there is some simple things you can do
that will reduce no-show rate and we guarantee it by 70 percent
no matter what it is. And that truly is you have to remind the pa-
tient. A human being reminding them is better than a machine.
And explain to them where their appointment is, how to get there,
where to park, how long it is going to take, and then tell them why
it is a medical necessity. So we teach something called Aid It. Part
of it is explanation. Because when a patient has something ex-
plained to them, why it is important, what to do, we find no show
rates can drop by 70 percent. And we start off by having people
make those phone calls when the patient is not showing up, and
then pretty soon financially it makes sense if you need to to have
somebody do it because your productivity improves so much.

b N{{s. KUSTER. Okay. Thank you very much. Mr. Chairman, I yield
ack.

The CHAIRMAN. Thank you. Ms. Walorski, you are recognized for
five minutes.

Mrs. WALORSKI. Thank you, Mr. Chairman, for holding this hear-
ing today. And I would like to extend a special welcome to Mr. Dan
Evans from IU and a fellow Hoosier. And I just wanted to say that
I am grateful for the services that IU Health provides in my dis-
trict in Goshen, La Porte, Starke County, and we are grateful for
your service there.

Mr. Evans, can you speak to this issue of leadership in a multi-
billion dollar facility as large as the VA is? And I guess, you know,
what we have heard continually on this committee in all these
hearings is this constant proclamation that says it is leadership, it
takes leadership. You guys have all talked about it today. But
given that Indiana has done such a phenomenal job, IU has as
well, and I am proud of the IU system in Indiana and the standard
that you have set. But can you just speak to, as we look at, even
some of the things the chairman just read about, you know, we
have an Acting Secretary, we have a soon-to-be Secretary could be
vetted, could be the next person selected. Can you just speak to
fvhat?does that, what is the issue with leadership in a facility this
arge?

Mr. EvANs. That is a big question.

Mrs. WALORSKI. I know.




29

Mr. EvaNs. That is a really big question. And any of the gentle-
men here could answer it just as well if not better than I.

First of all, I work in the building where I was born. The people
that I see everyday are my friends and neighbors, literally. So it
is difficult for me to relate to someone who is a journeyman man-
ager and may be managing a facility where he could be gone in a
while. So the first thing I think is demonstrable passion about the
work. And you do not have to be a resident CEO, you can be a jour-
neyman administrator to do that. So here was my measure when
I first became CEO of IU Health, and I learned a little bit of this
from Quint and his colleagues, is if I went to a meeting and the
word patient was not mentioned in the first five or ten minutes,
I just figured I was at the wrong meeting. So who is the keeper
of the flame in a big institution? It is the CEO, the Superintendent,
the General Director, the Chair of the Committee, the President of
the United States, the Secretary. That is the person.

So you have got to engage people in the core work. And if the
boss is not engaged in the core work, then it is never going to hap-
pen. You will always have lousy employee engagement. The docs
will never believe what you have to say. And I want to manage up
Quint a little bit. Quint and his organization have done an excel-
lent job of teaching people how to be better leaders but I do not
think, Quint, you have made any leaders that did not already have
the passion in them. So I think it is that you have to walk the talk.
And it is as simple as that.

And then what happens in our place anyway is people talk about
it. I am always amazed, I am sure my colleagues feel the same
way, amazed how the smallest action by the CEO is magnified
throughout the system, negatively or positively. It is hard to mag-
nify focus on the patient negatively, the purpose of the work nega-
tively. So the comments about the people driving 120 miles round
trip; the comment about the VA saying, oh, do not worry, we pay
for your time; that is just horse stuff, you know? Time is important,
even to people who have got plenty of it. So if you are focused on
the patient you are not going to require somebody to do something
like that.

Mrs. WALORSKI. And just a real quick question on the Lean pro-
gram, and I am fascinated by the Lean program as well. And I
know that you mentioned Eli Lilly and Subaru as being companies
that were involved in that. When you first looked into that concept
of Lean, from the time that you started checking out to what you
consider an institution that has been greatly affected now by Lean,
which is the IU Health System, how much time elapsed in there?
What kind of a timeline was that?

Mr. Evans. It is a minimum of three years for us to get to an
operational stage. First of all, like many of the facilities here we
are gigantic.

Mrs. WALORSKI. Mm-hmm.

Mr. EVANS. And to get something, at the VA it would be just
huge. But it is a common tool. And the first, and we start at the
top, not the bottom.

Mrs. WALORSKI. Mm-hmm.

Mr. EvaNns. So it was me and my direct reports who went to
Subaru, Dow AgroSciences, and Lilly, and sat down with, in fact,
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we sat down with people who had failed as well as people who had
succeeded.

Mrs. WALORSKI. Mm-hmm.

Mr. EVANS. And so it took a year just for us. Secondly, a footnote
to that, it means that I had to become Lean trained myself. By the
way, I think I was an ER orderly. That was the job that I pre-
te}rllciled I was in order to get my own certification. But that took a
while.

And then the second key is put your best people in charge and
do not make it a project. So spending more money, it could be that,
I do not know if you need to spend more money because like Dr.
Stacey said, no one is sitting around here offering ways to give
health systems more money.

Mrs. WALORSKI. Mm-hmm.

Mr. Evans. I do not know why you would give anybody in the
health industry more money because we have already eaten every-
thing that we have been given. We need to use what we have al-
ready got more efficiently. But we did employ funds to the Lean ef-
fort and made it permanent.

Mrs. WALORSKI. I appreciate it. And I, again, am grateful for the
work that you do in our district as well. So thank you very much
for your presence today. Mr. Chairman, I yield back.

The CHAIRMAN. Thank you. Mr. Walz, you are recognized for five
minutes.

Mr. WaALz. Well, thank you, Chairman. Thank all of you for
bringing your expertise here and choosing to put that expertise to-
wards helping our veterans. And Dr. Evans was getting at improv-
ing the entire health care system. I think we love the false choices.
They make neater sound bytes. And so it is public versus private,
and then that is the argument. It is much more complex. And the
good news is there is much more solutions in that. So I want to
applaud each of you for just clear testimony.

Dr. Brown, just within a few seconds of, just very clear, how you
focused on it, and talk about clinicians practicing at the top of their
license. We have had some hearings where I have asked the folks
who are sitting here when is the last time you saw a patient? And
they cannot tell me. And they are obviously talented doctors, now
they are in administration positions. And then the longer hours,
just that small thing.

VA does a lot of things well. Building brick and mortar hospitals
is not one of them. And they want to engineer the dang thing.
Heck, they want to carry the bricks to do it. And that is wrong. So
I appreciate that.

And I also want to bring, I represent Southern Minnesota and
I drive by Dr. Stacey’s hospital every Monday, and I have the Mayo
Clinic in my office. I want to bring all of you when they talk scope
of practice, so I will sit down with the nurse anesthetist and anes-
thesiologist, you can work out that whole feud for me on scope of
practice. But you are hitting on an important point. And do not get
me wrong, I somewhat facetiously say that. But it is a tough issue.
But it is one we are all going to have to address, both in the pri-
vate sector and the public sector.

I am going to come back on this, this issue of leadership. And
I am going to go to you, Dr. Stacey, on this Baldrige issue. It is
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ironic. Yesterday we lost James MacGregor Burns, and trans-
actional versus transformational leaders, and some of the things
that we have grown up on. The Secretary sat right where you were,
Mr. Evans, and said she is going to achieve ISO 9001 certification.
Now the thing is I thought about this in full disclosure, and my
doctoral work education deals with Baldrige so I am more facility
with Baldrige in working on that. ISO 9001, you can help me Dr.
Stacey, focuses on defects more than it focuses on results and strat-
egy. And it seems to me, I have seen this happen in organizations,
the process of achieving 9001 can become an end rather than a
means to patient care. And if there was ever an organization in a
world that lends itself to getting sucked into the process over the
outcome, it would be that. If you had, Dr. Stacey, using the rest
of the time, should they be doing 9001? I do not want you to go
towards Baldrige——

Dr. STACEY. Why do I feel set up?

Mr. WaALzZ. No, but I want you, I want them to pick the right
thing for the right reasons and get the outcome that we need, not
just to come back and here display a 9001 certificate and we get
the same results. So help me understand.

Dr. STacEY. So I will offer my opinion on the topic. I think the
most important thing is process. Process that identifies the prob-
lems, evaluates the opportunities to improve, and measures that
improvement. And then shows the people who are responsible the
objective improvements proving by data how we improve and where
we are going. We as taxpayers should be able to see that and un-
derstand that, and I agree with that.

We did an evaluation in my organization years ago and looked
at the different alternatives for process improvement. We looked at
ISO 9000. It was 9000 then, it is 9001 now. We looked at Baldrige.
We looked at a number of different alternatives. Like you I person-
ally believe that the performance excellence criteria as outlined in
the Malcolm Baldrige National Quality Award, because it identifies
the opportunities for improvement and then uses Lean or Six
Sigma, the specific alternatives to help address the problems that
it finds is the best. But I will say I know ISO 9001 well enough
to know that it is better than nothing. It is, see that pejorative and
I did not mean it to. It is, it is a process. And it is a system for
improvement. And if they are pursuing that it is a different alter-
native than I came up with, but it is an alternative I personally
think, especially since Congress approved Baldrige there is reason
to look at Baldrige.

Mr. WaLz. I wished I would have asked why they came up with
that decision. Because it wonders to me if it almost, you know, and
I, again, I am the VA’s staunchest supporter but their harshest
critic. I do not know why they came up with it.

Mr. UMBDENSTOCK. I cannot speak to that either, and I cannot
give you numbers. But I can tell you that in conversation with my
members of 5,000 hospitals in this country many of them select
Baldrige, many of them select ISO 9000. And I think to underscore
the central point that Rulon was making, that the issue is get on
to a framework that brings the process out clearly and can align
everybody in support of that process——
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Mr. WaLz. I agree. I did not want to discourage them from it be-
cause it seemed like a positive step.

Mr. UMBDENSTOCK [continuing]. Rather than one brand or the
other.

Dr. STACEY. It is a positive step.

Mr. STUDER. Yes, if I could comment on that? Because as a com-
pany we deal with people that use all of them. And what John Cot-
ter will tell you from Harvard, there is a 70 percent failure rate,
and the Heath brothers will tell you there is an 80 percent failure
rate in change. So when we look at them, here is what we see, the
ones that work and the ones that do not work. You have to have
the right process but if you do not tie it in to how you are going
to manage the objective or the amount of accountability, it does not
matter. So if I am a leader and you are telling me I need to use
a better selection process you still should hold me accountable then
for turnover, not did I put the process in place. So one that is
measuring the outcome.

Number two, making sure that the leaders have the skill to im-
plement the process. And that does not mean I know the process.
That means I can connect my employees to why this will make
things better. And once somebody connects into why, once you cap-
ture the heart, in fact the Heath brothers will tell you people
change because either their mind tells them to change or their
heart tells them to change, and about 75 percent of the time it is
their heart that tells them to change. So I think process improve-
ment will not work as a stand alone. I think it just has to be part
of an operational structure.

Mr. WALZ. Good advice. I yield back.

The CHAIRMAN. Dr. Wenstrup, you are recognized for five min-
utes.

Dr. WENSTRUP. Thank you, Mr. Chairman, and gentlemen, it is
a pleasure to have you here today. You know, as we look back on
some of the other testimony that we have had where we were ini-
tially relying on those within the VA for solutions I found it very
interesting because the head, basically, had never been in private
practice, never been in a private hospital setting, never had to be
in the black. So the set of solutions to keep the doors open was
completely different for them, and I think we have an opportunity
to make some changes here.

When I started in practice I had two employees and I wrote the
checks and paid all the bills and bought the insurance, and later
joined a larger orthopaedic group with 20-some doctors, operations
chairman. And so when we looked at how to improve we looked at
how do we serve more patients in a timely fashion with greater
quality. And I can tell you probably the last thing that we really
looked at was how do we spend more money and how do we utilize
more space. It was finding better solutions than that. Unless we
were looking at physician extenders, or another medical assistant,
someone that can improve the timeliness of your clinic to allow you
to be more productive and proficient. That is really what we were
after. And we would look at things like are doctors too bogged down
with administrative duties. And I am in the military as well, and
DoD has that same set of problems.
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But you know that being said, we talked a little bit before about
the cost per patient. And the VA just measures RVUs, and that is
how they measure their productivity, which certainly is subject to
change. But they do not look at the cost per RVU. And so when
I hear that we are saying, well, we need to spend more money.
How do you know what you are really spending money on if you
send a patient out, I am talking about? Because you do not know
what you are spending per RVU. Medicare does, they know what
they are spending per RVU. And so that is totally lost in the whole
system right now. And I know a young veteran who now lives in
Hawaii, and he volunteers at the VA there. And he said that they
fly patients from Samoa to Hawaii just for their annual physical
and put them up for a few days. Now what does that cost per RVU?
And would you ever take a look at that and say that this makes
sense? Obviously not. And I would like your opinion on what would
be the problem of having somebody be considered a VA doctor that
is not in the walls of the VA? In other words, I might be a provider
for United health care, Blue Cross Blue Shield. I could be a pro-
vider for the VA. And I could actually be on Samoa seeing these
patients. Can I get your opinion on that concept? Any of you?

Dr. BROWN. Do you want me? Actually that was actually what
I recommended, and to not say anything there actually it is hap-
pening today, but the providers, the medical directors out there
and the different units are not sure if they should be encouraging
this or not. I say, absolutely. So there are places today where VA
people on VA time that are being paid under VA, you know, rates
are actually practicing in private sector. When the capacity of the
VA gets too high and they cannot do their surgeries or endoscopy,
they go use the local facilities. So why are we not encouraging it?
That is best practice. Let us do more of it. So I absolutely think
it can be done. But the rules are unclear. So people in the VA are
a little bit hesitant to then go and do it big time.

Dr. WENSTRUP. But do you not think it is more difficult if you
really do not know what you are spending per RVU to begin with?

Dr. BROWN. Oh, absolutely. And the VA is in an unusual situa-
tion. They say they know what their costs are. But the reality is
just like in my family one day they use their Medicare benefits, the
next day they may use another benefit that is from their previous
employer. So they do not know the true cost of care. So I do not
actually think the VA currently can be looking at using panel size.
That actually, you know, I could have a thousand people on my
panel but they only show up once a year, versus somebody else who
shows up every week. So I am not sure that is the right way to
measure it. I actually would recommend that the VA, rather than
doing their own fee basis payment, use the Medicare inter-
mediaries to pay it. Then we could collect all the data, everything
they are fee basing out, and what they are getting in their Medi-
care data, and then merge that with the VA data, and we would
know the true cost of taking care of these patients.

Dr. WENSTRUP. If I can get your opinion on one other thing? I
think back to when I started in practice, and I had about 20 new
patients a month. And I went to my two employees and I said I
will bonus you a dollar for every patient over 20 we see each
month. And suddenly they are saying, hey, so and so just called,
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can you stay a little longer and see one more? And a year later I
am writing fifty dollar checks, which was a big deal to them. You
know, going from 20 to 70. What kind of incentives can we put
within the VA system to promote that type of productivity?

Dr. BROWN. Currently within the rules I do not know that they
have that flexibility to do it. Especially, there are more flexibility
in the physician Title 38 positions but not then, you still need the
OR tech to stay, the, you know, anesthesia people, you need every-
body to stay if you want to do that extra surgery. So there are pri-
vate sectors who do that. To say, okay, if you take on the extra case
then you do this. Right now it is just overtime. And there is not
the incentive. You know, everything in the VA, as I pointed out,
you know, kind of slows down or shuts down around 4:30. That
would not happen in most other private sectors. And——

Mr. EVANS. So if you could flip it, if the VA measured the produc-
tivity rather than the expense, you would have the heart before the
mind. Right now it is just an expense. That is why we all sort of
hesitated when you asked that question. There is no way to
incent——

Dr. BROWN. Right now.

Mr. EVANS. They are just, yes, they are just spending more.

Dr. BROWN. Without changing the culture.

Mr. EvANs. If we add another surgery it is just going to cost us
more.

Dr. WENSTRUP. And the bottom line comes down to making the
patient an asset rather than a liability.

Mr. EvANs. Core customer.

Mr. STUDER. With that, research shows that only one in five phy-
sicians feel they get adequate feedback on their own performance.
One of the things we look at is a provider feedback system because
the RVUs is just one slice. So an organization has to say what is
important. If access is important that should be part of the feed-
back for the payment system. If clinical quality is important. These
are the types of things where I think, and you know you need that
balance feedback system. Because I believe physicians want to do
a good job. I think they want to do the best job. But we really do
not have, maybe we think there are not many very good feedback
systems. That is why we pushed something called a provider feed-
back system which allows the physician to have input into how am
I going to get the feedback, when am I going to get the feedback.
And we even weight it. So we tell them weight for the doctor what
you feel is the most important. If RVUs is, then put that. But if
it is not, maybe it is something else. So I think putting in better
feedback systems is only fair for the physician. And we capture the
physician because now they have input and they have skin in the
game.

Dr. WENSTRUP. Excellent input. I appreciate it. I yield back.

The CHAIRMAN. Dr. Ruiz, you are recognized for five minutes.

Mr. Ruiz. Thank you very much, Mr. Chairman. This is one
helluva of a panel. We have the all-star team here and I really ap-
preciate the comments, and I appreciate your minds. And I appre-
ciate you caring for our veterans and all of the work that you have
done to improve health care. One of the things that is very striking
here for me is to really look at a system. And I remember working
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with my father at a packing house in Thermal or Coachella, and
every system has a product, and every system has the outcome.
And the product of a health care system is the health and wellness
of our veterans. It is producing healthy, productive veterans. And
we measure our health care system through effectiveness, how well
are we doing that, and efficiency, how much resources are we ex-
pending per unit volume of the product. And so clearly we need to
make sure that we go back to our basics and really focus on the
outcome of the VA health care system, which are our veterans. And
I repeat it over and over and over again, that we need to change
the culture from an institutional based culture where we value and
put our focus on either administrators, on physicians, on providers,
and switch and transform that into a veteran centered health care
system. So and we all talk about that and it seems like we are all
in agreement with that.

So my question is drawing upon your expertise is what are three
practical, pragmatic, problem solving things that we can do, that
the VA can do, to change that culture into a veteran centered, high
quality culture within the VA health care system?

Dr. STACEY. I would argue that it centers on your measurement
tools to begin with. And if you, if we are focused on veterans then
what is the outcome we want? We want to meet the needs of vet-
erans. How do we measure that? How do we know if those vet-
erans’ needs are being met? Do we do customer satisfaction engage-
ment? How are the employees—that is one thing is we could meas-
ure that. The second thing is with that data we engage the employ-
ees in meeting those criteria. It is all a part of a system where we
know what we want to achieve, that is meeting the needs of the
veterans. And then we engage the employees in meeting that goal.
We measure how well the employees are engaged in meeting that
role. And then how they participate with the physicians, how the
physicians and the employees are meaningfully engaged. I think
there is a wide range of opportunities for us to first engage the em-
ployees, who then engage the physicians, who collectively provide
the best care ever.

Mr. Ruiz. Thank you. So I understand a physician centered sur-
vey questionnaire that has teeth to it. Something that like in the
physician practice, the Press Ganey where your salary could be de-
termined based on your patient satisfaction on your bedside man-
ner. And I think that would be a very, something to look into.

Mr. Studer.

Mr. STUDER. Yes, I think what you have to do in every organiza-
tion is flip the organizational chart upside down. And once the vet-
erans are the key point, then you measure how they feel. Then I
go to what Rulon said, I believe then you, the most important per-
son is the person who touches the veteran. And that person has to
be your most engaged. What we do in organizations is pretty much
hold the managers accountable for the employee engagement piece.
And it is amazing what happens when the manager finds out, and
the questions are not ridiculous, they are do you know what is ex-
pected of you? Do you get feedback on how well you are doing? Do
you have the tools and equipment you need to do the job? It is
basic performance questions that every manager and every leader
should want their employees to field. So if I measured just two
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things it would be that patient experience and that employee en-
gagement, particularly the front line employee.

Mr. Ruiz. Wonderful. One of the things I did when I went back
home in an underserved area where I grew up was to conduct some
community centered forums to get qualitative data that we can
then put some numbers and metrics based on what they said that
their experiences are with a lack of health care. And one of the
things that they said is we do not have enough physicians. So we
looked at the full-time equivalent physician per population ratio.
We found in my area we have one to 9,000 and the recommended
number is one to 2,000 in the United States. So would looking at
a physician per veteran ratio per VISN or per health VA system,
would that give us good measures as to the need for more providers
in that area? Mr. Umbdenstock?

Mr. UMBDENSTOCK. You know, I would like to try to stream to-
gether a comments that have been made throughout the morning
and put this on a business basis. If this was a company that any
of us owned of any size, and it was not performing the way it need-
ed to, and the operators of that company were coming back to the
owner looking for more resources, we would sit down and craft a
strategic plan that said what are the critical few things we have
to address and straighten out? How do we measure those things?
How do we then communicate those things to everybody in the or-
ganization, and how do we hold people at each level accountable for
that? Incent them, as was raised over here by the gentleman.
Incent them, but only incent them on those critical few measures.
And start to get some progress around those measures.

At the same time you are asking your customer, in this case the
veteran, do these measures, do these make sense to you as the cus-
tomer? I am not sure that physicians per thousand is going to
make sense to them so much as how that translates into their ac-
cess to the system. So you will start to put things into patient
friendly terms and you refine that over time.

But at the moment if this business is kind of stuck in the water
where it is, what it needs now is some direction, some priorities,
and some momentum, and then build from there.

One side comment, and Dr. Brown mentioned this earlier, but we
had a meeting previously scheduled before the whole scheduling
issue came up around the VA. It got cancelled due to a snowstorm
this winter. We met subsequently right as this was breaking. We
were with senior leaders of the various VISNs and quality direc-
tors. And I was stunned when they shared that they had some 600
or 800 measures that they track and produce within the system.
That is not the critical few. I mean, that is somebody someplace
saying, you know, I would really like to know more about this. Well
that is terrific for that person. But that is not an organizational
priority. So you really have to boil it down. Get it down to the ba-
sics. Get everybody aligned and directed. A Baldrige framework can
help do that so that everybody in the organization knows how they
contribute to those critical few. And get some progress, get some
momentum.

Mr. Ruiz. Thank you very much. You know, this is a breath of
fresh air to be solutions based rather than hammering on the same
problems that we know exist. And I appreciate you being here.
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I just in closing, I want to give you my condolences, sir, Mr.
Evans, you, and your mother-in-law, and your family. And Mr.
Studer, your grandson Cooper Kennedy, from working in a burn
center before, I will be praying for him. And you know, make sure
that they have enough procedural sedation and analgesia during
his wound care, especially for pediatrics.

Mr. STUDER. Thank you.

Mr. Ruiz. I yield back my time.

The CHAIRMAN. Thank you, doctor. Mr. Coffman, you are recog-
nized for five minutes.

Mr. COoFFMAN. Thank you, Mr. Chairman. When we, first of all
I want to thank you all for your time in coming here and helping
us find solutions to fix the Veterans Health Administration. But
when we talk about metrics I think one of the big concerns I have
is I would think that you all could tell me or know how much it
costs to do a given procedure in your hospital, I mean at least with-
in a range. And I do not think we have any idea within the VA
system how much it costs in any given facility and how much it
comparatively costs. I know I see outcomes data in terms of, oh, in-
fectious diseases, and morbidity, and things like that, mortality.
But I do not see the data in terms of cost and some kind of valu-
ation. And so I wonder if you all could address that issue?

Mr. UMBDENSTOCK. Certainly. I have to be totally honest with
you, we are only starting to get better at that in health care.

Mr. CorFrMmaN. Okay.

Mr. UMBDENSTOCK. We have performed, we have been paid on
and performed to more of what I call a wholesale form of business
enterprise, not a retail. And so cost per unit and true cost account-
ing systems definitely exist in health care but I would not say they
are widespread. I would say they are now starting to grow. So it
is not just in this particular sector, it is something that we are
grappling with across health care. See if my colleagues agree with
me on that.

Dr. BROWN. I would say the three institutions I have worked at
in the private sector, you know, Stanford partners and Duke, we
all have that data and we analyze it all the way down to the vari-
ation by provider, what is the cost per provider for providing the
same case, to then see where they could learn from each other. So
I think the data is there available. You know, we at Duke also
have a hundred performance, even just for Duke itself, have a hun-
dred performance services people who are operations improvement.
So they go in there at the CEO’s direction and say what is the per-
formance standard or labor standard for a phlebotomist? What is
the performance standard for a respiratory therapist? I mean, you
cannot use our same standard because your operation systems,
your space, everything is different. You need it to be specific to
your area and how things work. But having a performance services
group is a very important part of health care now.

Mr. COFFMAN. Mr. Evans.

Mr. Evans. I echo both the comments. Ten or 12 years ago we
did not much know what our costs were. We knew what our
charges were.

Mr. CoFFrMAN. Mm-hmm.
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Mr. Evans. We were excellent at charges, superb. But we were
not so good at costs. Part of it I think is our 501(c)(3) nature, or
the accounting principles, while we use gap accounting that is just
a tool to measure what we tell is in there. So we have, to improve
our productivity, which I mentioned in my testimony, we had to fig-
ure out what our costs were. And that was a journey as well. It
was not as easy as I thought it would be. Part of that is the artifi-
ciality of how we allocate expenses among our various units. Be-
cause health care, we have got thousands of business units. Maybe
tens of thousand, I am not really sure. And then acute care hos-
pitals and critical access hospitals, tertiary and quaternary hos-
pitals, so how do you allocate that? So we had, but it was not until
we had a grip on what our costs were that we really could do this
improvement process.

Mr. COFFMAN. Dr. Stacey.

Dr. STACEY. At the risk of sending accolades to any of my com-
petitors, I was meeting with the CEO of Health Partners Health
System in Minneapolis and that is a fully integrated system that
has both insurance, it is like Kaiser as was brought up earlier. And
I believe that that is where we are going as an industry. I believe
that that level of interaction is what our future is. And their ability
to calculate the cost per patient, per encounter is crucial. And it
is something that we are learning. I do not think as an industry
we are as far along as we need to be. I think it is something that
we can all work together because that, sure as shooting, is where
we are going to go. And if we cannot manage that the rest is just
window dressing.

Mr. COFFMAN. Mr. Studer.

Mr. STUDER. Well I think what you are finding is with the fact
that there is, at least in the private sector, limited access to rev-
enue now. You have to look at being, how do you measure, and I
think measuring cost is where everybody is at. And I think the
public, whether not for profit or for profit health care systems, are
facing some of the same challenges the VA has. This is something
that I do not think anyone has declared victory in.

Mr. COFFMAN. Because it is interesting, and I have not seen the
report that apparently the President’s nominee to be Secretary of
Veterans Affairs has determined, has mentioned, is testifying be-
fore the Senate Veterans’ Affairs Committee today, and putting for-
ward a request for more resources. I do not know what the break
down for those resources, what the break down is. But I think the
mere fact that we do not know what the costs are

Mr. STUDER. Right.

Mr. COFFMAN [continuing]. For doing given procedures makes it
really difficult to say, I mean, can we wring out more efficiencies
in the system in fact? If they are way, way out of line with their
counterparts in the private sector in both for profit and not for
profit, inpatient facilities as an example, I mean, we have no idea.
And yet we are asked to put more resources into the system. And
I think that is problematic.

Mr. STUDER. Right. It is like driving a car without a dashboard.

Mr. COFFMAN. Yes. Thank you. Mr. Chairman, I yield back.

The CHAIRMAN. Thank you. Mr. O’'Rourke, you are recognized for
five minutes.
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Mr. O'ROURKE. Thank you, Mr. Chairman. The chairman last
week convened an excellent panel comprised of, we had Sergeant
Renschler, who had returned from War with Post Traumatic Stress
Disorder, Traumatic Brain Injury. He was joined by the parents of
three young returning servicemembers who had similar conditions,
all of whom took their lives. And the parents showed great courage
in sharing their stories of having to deal with the VA, what the ex-
periences were like for their children, and even for them after their
children had taken their lives. Trying to get medical records, trying
to see somebody, trying to frankly be treated with the dignity and
respect that their sons had earned. But beyond focusing our atten-
tion on the true and total cost of War, and the deficiencies within
the VHA, they came to the table with some recommendations and
some potential solutions. And the parents of Daniel Somers, Dr.
and Jean Somers, proposed that perhaps the VHA should become
a center of excellence for War-related injuries, both mental and
physical. And kind of following some of Dr. Wenstrup’s questions
about could we expand capacity by having doctors serve veterans
in the community; and Dr. Brown, some of your comments about
the rules are not clear about how we do this; could we more clearly
and cleanly define what the VA does or can do very well, and limit
the VHA to doing that? And then make it very clear that these
other procedures and conditions and issues will be treated in the
community? I would love to get, Dr. Brown, your thoughts, and
then anyone else on the panel who would like to share their
thoughts on this?

Dr. BROWN. I think obviously you bring up a big long term ques-
tion, is what is the future of the VA? I remember when I started
my career back in the eighties everybody said, well, are we going
to be here existing, you know, ten or 20 years from now. And every-
body kind of worried about it. So I do not know. One of my rules
is whatever you predict, you will be wrong. You know, we look at
a five-year planning horizon. Where will we be in five years? You
can see the declining population.

The private sector, in my opinions, does not do a great job with
the injuries that are being sustained in our current conflicts. They
are very specialized in certain areas. You know, you can name the
top five institutions. So I think the VA has to continue to invest
in the research and the prevention of these issues. There is a lot
of actually research where people are trying to predict who might
get Post Traumatic Stress Disorder and should not then go into the
battlefield. I mean, that is really where the key, where the VA can
play a current role now. I think there could be better collaboration
of private and public, even in these centers of excellence that you
are talking about. They do not have to be islands. That is not a
core competency of Duke, but there are other private sector places
that actually they could be doing this jointly together probably and
learning from each other. Because I think there are great learning
lessons. Think about what we are seeing in the football injuries.

Mr. O’ROURKE. Right.

Dr. BROWN. You know, are there correlations to this?

Mr. O'ROURKE. And I wonder if anyone else would like to com-
ment on whether the VA should confine itself to treating, doing the
necessary research on, and maybe preventing these conditions that
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are essentially War-related, and leave other medical attention and
care to the private sector? Mr. Evans?

Mr. Evans. Bulls-eye. What I meant to say was when I look out
my window I see all this capacity. I see five hospitals, all of which
have empty beds, empty outpatient centers at that moment. And
I wonder why the VA does the things that they do, if there is ca-
pacity across the street, and if they could stop doing it. So that is
another Lean principle. You just stop doing something. It is not
achieving the goal.

So what you just referred to, the witnesses last week, that is we
would call VOC, voice of the customer. And that is the loudest voice
in the room. So when we hear the voice of the customer, we con-
sider those our orders. So if you have got a customer saying become
an expert at TBI, wow. Wow. That, my office also overlooks the
NCAA. There is a partnership there someplace. We keep Duke as
a great brain injury center. We keep getting grants from various
places to study brain injury. It has become the thing with
neuroimaging in particular. So why cannot the VA be the place to
go for TBI?

Mr. O'ROURKE. Mr. Umbdenstock, do you have a comment?

Mr. UMBDENSTOCK. The flip side of that is that whatever you
might decide as the VA to stop doing, the private sector needs some
lead time to understand what they are going to be picking up and
what the unique needs of these particular patients and individuals
are. Because so few people ever have just one condition when they
present anymore. And certainly if they have a highly complex con-
dition it is not going to be the same as our, there is no average pa-
tient, but a typical patient coming in from a community based set-
ting. So we need time to understand what it is we will be picking
up in that as much as possible.

Dr. BROWN. I will give you one data point that I know of just
from my specific thing. The fee basis people that tell me that they
are calling all the patients, veterans, over a certain time period, 70
percent of those people are deciding to stay within the VA and 30
percent are deciding to fee basis, and that is where I have been
working with them. So there are customers, the voice of the cus-
tomer, who prefer the VA. We do not know yet the total cost of
care. But my gut tells me the VA could do a good job. It may not
be in every place around the country. So I think it is going to end
up being a hybrid. I do not think it 1s going to be an all or nothing
phenomenon. And I think that the data should make the decision.

Mr. O’ROURKE. Thank you.

Mr. STUDER. I think what you are bringing up is excellent. I
think you have to be good at those things where you are going to
have the most demand. And I think the question continues to ask,
I ask you, is your goal to have a strong VA, or is your goal to pro-
vide the best care for veterans? And if the number one goal is to
provide the best care for veterans then the location where they can
get the best care is where they should be. It should not depend on
what the title is. And for most people I talk to access is vital right
now. So of course that would probably provide better access.

Dr. STACEY. And if I might just add one thing. A year and a half
ago my nephew came back from Afghanistan. He was a Marine in
Afghanistan. And when he went to Afghanistan we all feared the
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worst. And he came home with PTSD. And we realized that the
worst was not what we thought it could be, that this was the worst.
And it is an ongoing, I appreciate hearing you say what can we do?
What unique nature do we have that we can take care of to take
care of people like my nephew? I just hope we remember those
things. The national surgical quality program is in place today be-
cause the VA had the best access to surgery and training and they
shared that with everybody. There are things like that that we can
take advantage of.

Mr. O'ROURKE. Thank you. Thank you all for your answers. Mr.
Chair, I yield back.

The CHAIRMAN. Thank you. Dr. Roe, you are recognized for five
minutes.

Dr. ROE. I thank the chairman, and I certainly thank the panel
for being here. And you have made a lot of great comments. The
lenses I will always view the VA through is in the examining room,
patient to doctor. That is how I will view it. And I look at the pri-
vate for profit, not for profit hospitals, versus the VA system, and
Mr. Evans and those of us that have lived in the private world all
these years, you know, you start your fiscal year, you do not know
what your revenue will be. You think you know what it will be
based on previous years, but you really do not know what it will
be at the start of the year. Just the opposite for the VA, they know
exactly what their revenue is going to be, exactly how much money
they have budgeted because we provide that for them. They come
up here, present a budget, we approve it, pass it, and write the
checks. So there is a different motivation. And I look at what Dr.
Wenstrup and Dr. Ruiz both were mentioning, there is a difference
when you are an employed physicians at a VA, a certain expecta-
tion, versus an employer, which is what I was, working for myself.
I had a totally different motivation to get up and go to work every-
day. And it did not stop at 4:30, and it did not start at 8:00. It
started at 6:00 or 6:30 in the morning, and it finished when I got
finished, whenever the time was that day. And if I did not finish
that day I might finish the next afternoon, 36 hours later. That
was a different motivation and model than you see at the VA right
now. And I think with all this testimony I have heard, I have been
here five and a half years, and you see this as a symptom. And I
do not know whether you can change the VA or not. I do not know
whether it can be done or not.

I certainly agree with Dr. Wenstrup. I was a, have VA hospital
a mile from where I live at home. I saw, because they did not have
a gynecologist, an OB/GYN doctor most of the time, I saw a lot of
VA, I served as a VA doctor in the private sector. It worked fine.
And I think many things, I am a veteran, I could easily go to the
VA, or I could go to the private sector. I choose to go to the private
sector because I can afford to and there are other needy veterans
who cannot so I do not want to get in the way of someone who
would need that. So they limit the number of people they see based
on a lot of reasons. Scheduling, number of patients that can be
seen, number of doctors, providers they have, and so on. A lot of
different reasons. And Mr. Evans and Dr. Stacey know in the pri-
vate sector we have to serve everybody. You keep your emergency
room, you cannot say, well, we are overbooked. You have to take
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whoever comes in the door. And that is a completely different phi-
losophy, I think, than you see at the VA.

I have heard a lot of good ideas here today. Whether we can ac-
tually incorporate them, and one bad idea I have heard is let us
just, and I have not heard it yet, but it is let us just throw some
more money at it. Money is finite. And we ought to look at the re-
sources we have, and can we better use them within the VA? I
think we can. I think good, smart people can do that. And I know
you all provide the 30,000-foot level. The level I work at, as I say,
is in the patient’s room or the operating room. And you have to
have systems here that allow me at my level to do my job the most
efficiently I can. And right now I do not think that occurs at the
VA. I have worked in a VA. I trained at one, most physicians have.
And it is a different model than the private sector. So that may in
and of itself stop it. And I want to hear your views on that, from
any of you on the panel that would like to comment.

Dr. BROWN. I will say I am actually in the weeds on all those
things, too. I actually designed the space, the exam room. But the
most troubling thing I heard out of there is you do not know if it
can, believe that it actually could be done no matter what. So if
that is the case, do we not have to prove that it actually will work
and do a pilot somewhere that something different that is, if you
look for innovation in industries it usually does not come from the
big monolithic, you know, organization. It is the skunk works, the,
you know, a new start up or something. So should we take a center
and totally turn it upside down, change every policy and procedure,
and let it be managed under a different set of paradigm, and then
prove that it could be done, and then take that through the rest
of the VA? Rather than trying to change the entire VA at once?

Dr. RoOE. I think that makes a lot of sense. I think one of the
things that will help the VA get better is competition. I think hav-
ing veterans who can opt out, as you said 30 percent, I think, of
veterans do. Many veterans like to be served at the VA, and they
should have that choice. I agree with that completely. And many
veterans get great care at the VA. I want to make that, and it is
not all bad. And I mean, the Veterans Hospital provides a lot of
great care for veterans and they do some things better than any-
body else I think in the world, as Mr. O’'Rourke mentioned.

So I think they need to do what they do well. I think things like
taking care of high blood pressure, Type II diabetes, things that we
do everyday that is just ho-hum in the private sector can be taken
care of well outside and relieve these long waiting lines, and so
forth. So yes, I like your idea of taking a VA center and say, hey,
let us try these new things. I totally agree with that. Mr. Chair-
man, I yield back.

The CHAIRMAN. Thank you very much to the panelists. We are
very grateful for you coming today. Just a couple real quick short,
short questions. VA has told us that one of the biggest barriers
that they have and that is time consuming, is the credentialing and
privileging process for their physicians. And my question is, to
those of you that are, I suspect Mr. Evans, Dr. Brown, in par-
ticular, Dr. Stacey, do you agree with that? What is the average
time it takes to credential somebody, and get them hired?
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Dr. BROWN. In the VA it is not just the credentialing, it is then
the security stuff and the fingerprinting, and all the rest. But it is,
you know, four to five months.

I think there are two different processes that members need to
understand. There is the credentialing, where I actually call back
to your medical school, I check your

The CHAIRMAN. No, I have that.

Dr. BROWN. Right.

The CHAIRMAN. I am sorry. I am talking, because this is what
VA will tell us. They will say the biggest problem, basically is look-
ing to see their medical licenses, and they will talk about the dif-
ferent states they have to go through, and all this. And that should
be quick.

Dr. BROWN. Yes. And I would actually say that we could actually
do a better job of sharing that information. So within health sys-
tems we only have now one office that checks the credentials for
all of our hospitals. Each of the hospitals have to have a separate
prigileging board that gives privileges. But credentialing is central-
ized.

The CHAIRMAN. How long does that process take?

Dr. BROWN. I could not say off the top of my head.

1 Dr. STACEY. The process can take a month or more to get all the
ata——

The CHAIRMAN. Yes, but VA, and that is what I am saying. I am
fine with that. VA says it takes them eight months. All right?

Dr. BROWN. And they duplicate what we do. Because most of the
VA docs are actually also our docs. Could we actually share this
and do this together?

Dr. STACEY. But we have that data. Yes——

Mr. UMBDENSTOCK. There is a nonprofit organization here at the
national level that has a uniform practitioner database where you
keep all your credentials up to date yourself and then you decide
who they send it to. So it does not all have to be done by individual
organizations either. There are options.

The CHAIRMAN. Again, I think VA is doing it the way they did
it in 1944. And we have got to change the process. And so, we have
also heard from VA that when one veteran patient, in particular
it happens in Northwest Florida because people come from the
North down to the beaches for the summertime, and they are con-
sidered a new patient when they come into the VA system again,
year after year after year. And so Mr. Evans, quickly to you, if you
go from one facility to the other within Indiana, are they consid-
ered a new patient?

Mr. EVANS. Our vision as a system is one standard of care, every-
place, all the time. So that somebody in Goshen, Indiana, which is
on the Michigan border, or somebody in Paoli, Indiana, which is
down near Louisville, receives the same standard of high quality
care. At the root of that is data. So in practice we are not 100 per-
cent there. Our electronic medical records do not talk to each other
all the time. But that is our goal. And in reality we are probably
75 percent there, meaning that that website I showed you, I can
go there, I should have done it, I can get on it and put in my own
name and it would tell you every place I have received care within
IU Health, and I could make an appointment, and then I could co-
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ordinate with the pharmacy, and the doc, and so forth. But the root

of that is the electronic medical record. And the industry is still on

a journey with that.

But as the other panelists have said, the VA has been a leader
in some of these areas.

Dr. BROWN. That being one.

Mr. Evans. That being one. So why the heck it is not completely
integrated, I do not really understand.

Dr. BROWN. Well within the VA it is not actually one single uni-
fied record. You still have to request it through a web if you are
actually going from Wisconsin to Florida. If you are within the
VISN you get it. From a CMS, you know, system within the private
sector, if you are seen within the same tax id’d organization within
two years you are not a new patient. You know. So it is the dif-
ference between is that a workload unit? Because you do not have
to redo everything within two years. So I am not sure they would
be considered a new patient within the same VISN.

The CHAIRMAN. Well, and I was not talking about the same
VISN. I was talking about people coming from the North into a to-
tally new VISN.

Dr. BROWN. Right.

The CHAIRMAN. It still does not make sense. It should be one
health care system for everybody that is out there. And then real
quickly, as we close, VA is surging, obviously from the time that
we brought this forward on our hearing in April 9th, they have
said they have reached out to everybody that they can think of in
order to talk about the issues. And so my question is, very simply,
yes or no, and you have already said that they have reached out
to you. So Dr. Brown, have they reached out to you?

Dr. BROWN. No, but I am an Indian. I am not a bigwig. They
would not. I mean, I have reached out and talked to my own, I talk
to my local VA every week. But not any higher than that.

The CHAIRMAN. Mr. Evans.

Mr. Evans. Well the Superintendent of our VA, whatever his
title is, I talked to him this morning.

The CHAIRMAN. About.

Ccl;/g. EvANS. About this hearing and about our collaboration. Our
The CHAIRMAN. But prior to that did
Mr. EVANS. Yes. Yes.

The CHAIRMAN. OKkay.

Mr. Evans. Well, one of the reasons is we provide most of the
specialty——

The CHAIRMAN. Yes. Dr. Stacey.

Mr. EVANS [continuing]. Medical school.

Dr. STACEY. Yes.

The CHAIRMAN. Mr. Studer.

Mr. STUDER. No.

The CHAIRMAN. Okay. Very good. Any other questions? I ask that
all members would have five legislative days with which to revise
and extend their remarks.

Again, we are grateful. We hope that we can invite you back to
talk with us. And this hearing is adjourned.

[Whereupon, at 12:16 p.m., the committee was adjourned.]
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APPENDIX
Prepared Statement of Jeff Miller, Chairman

Good morning. The Committee will come to order.

Welcome to today’s Full Committee oversight hearing entitled, “Creating Effi-
ciency through Comparison: An Evaluation of Private Sector Best Practices and the
VA Health Care System.”

Over the last eight weeks, the Committee has held ten Full Committee oversight
hearings, encompassing just over thirty-five hours of testimony.

At these hearings, we have heard from VA leaders and a diverse collection of ex-
pert witnesses about the many and varied access, accountability, integrity, and data
reliability failures that are plaguing the Department of Veterans Affairs (VA) health
care and benefits systems.

In their testimony this morning, the American Hospital Association states that:

“Successful organizations have cultures that: set clear, measureable and action-
able goals and ensure they are communicated to and understood by all employees;
e{nbrace transparency . . . [and] . . . engage their clinicians as partners, not em-
ployees . . .”

By this measure—which I believe is a fair one—the VA health care organization
as we know it today cannot be considered a successful organization.

VA has failed to set and embrace clear, measurable, and actionable access and
accountability goals as evidenced by a recent Administration report which stated
that VA’s fourteen-day scheduling standard was “ . . . arbitrary, ill-defined, and
misunderstood . . . ” and VA’s culture “ . . . tends to minimize problems or refuse
to acknowledge problems altogether.”

VA has failed to embrace transparency as evidenced by the one-hundred and fif-
teen outstanding deliverables requests dating back more than two years that this
Committee continues to wait for.

And, VA has failed to engage their clinician workforce as partners as evidenced
by the numerous whistleblowers who have come forward to share their stories of
retribution and reprisal and the many more who continue to call our offices yet, un-
derstandably, are reluctant to come forward publicly.

: 1Our veterans deserve a VA that works for them; not one that refuses to work at
all.

Improvement and innovation are necessary but neither can thrive in a bureau-
cratic vacuum.

And as with any vacuum, nature fills it with whatever is available and, in this
case, it is questionable care, falsified performance, and abuse of employees.

During this morning’s hearing, we will discuss how the Department—and, by ex-
tension, our nation’s veterans—can move forward from this summer of scandal and
create the VA health care system our veterans deserve by leveraging the best prac-
tices used by non-VA providers and private sector health care organizations.

On today’s witness panel we have two Malcolm Baldridge National Quality Award
winners; a former VA physician; two high-performing VA academic affiliates; and,
a national advocacy organization representing more than five-thousand hospitals,
health care systems, networks, and care providers.

Though VA’s organization and patient population may have certain demographic
qualities, there are valuable lessons to be learned from health care standard-bearers
and leaders that, if heeded, could vastly and rapidly improve the care our veterans
receive.

As I (the Chairman) stated during a hearing at the very beginning of this intense
Committee oversight process, the Department got where it is today due to a perfect
storm of believing its own rhetoric and trusting its status quo as a sacred cow im-
mune from criticism and internal revolt.

VA cannot continue business as usual.

The status quo is unacceptable.

It is time for change—change that embraces both new ideas and proven practices.

——

Prepared Statement of Michael Michaud, Ranking Member

Good Morning, and thank you Mr. Chairman for holding this hearing today.

I appreciate that we continue to gather invaluable information about what works
and what doesn’t work in our VA health care system.

This information is guiding our efforts to reform the VA and ensure our veterans
receive quality, safe, timely health care—where and when they need it.
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I'm looking forward to the testimony we’ll hear this morning from our panelists
on best practices in the private sector.

I believe that we should always strive to do better.

And I think we can learn and get some good ideas in areas where private health
care providers have had great success, and either tackling, or outright avoiding,
many of the problems we are confronting today in the VA.

One area where I think we need to hear more from the private sector is related
to scheduling and patient medical records.

Clearly, the scheduling practices—and technology—within the VA system are not
working. The system can be manipulated, there is no standardization, and patients
aren’t getting seen in a timely fashion. I would be interested to hear about some
of the scheduling models various private sector organizations use. Getting patients
seen right away—before their medical conditions are allowed to worsen—absolutely
must be one of our first priorities.

Also, the VA has clearly struggled to anticipate and plan accordingly for the surge
of veterans seeking to access the health care system as we continue winding down
two wars. I would like to hear how other health facilities have developed strategic
plans that are tailored to the current and anticipated needs of their specific popu-
lations.

I believe that, in order for us to maintain progress on things like the wait list
backlog, and to ensure individual VA facilities have the resources they need to treat
their patients in an acceptable amount of time, the VA needs to do a better job of
looking a few years down the line, figuring out what regional and local veteran pop-
ulation medical needs will be, and planning accordingly.

We also should keep in mind, as we hear these best practices, the VA is the
health care system best-suited to meet the needs of our veterans. It provides a num-
ber of specialty services for our veterans that just can’t be found in the private sec-
tor.

Despite the many problems throughout the VA system, it remains the system
best-suited to meet our veterans’ health needs across their entire episode of care.

As we all know, our veterans generally have greater health concerns and are older
than the general population.

The VA has developed a bench of medical professionals who are trained to treat
the service-specific needs of veterans better than most. That includes issues like
prosthetics, spinal cord injury treatment and in-patient mental health services.

Also, a high number of medical professionals in our country—more than 60 per-
cent—train at VA medical facilities.

I want to be clear: we are not talking about privatizing VA care. We are talking
about strengthening a health care system that is uniquely suited to serve the needs
of our veterans with best practices that are working in the private sector.

I’d like to thank the panelists who are joining us today, and I look forward to
hearing today’s testimony.

Thank you Mr. Chairman, I yield back.

————

Prepared Statement of Hon. Corrine Brown

ghank you, Mr. Chairman and Mr. Ranking Member for calling this hearing
today.

The VA has been under the microscope for its practices over the last few months.
We all know how big the VA is and the many issues that accompany treating vet-
erans for their many and individual health issues that come with serving in the
military and deploying overseas.

The VA operates 1,700 sites of care, and conducts approximately 85 million ap-
pointments each year, which comes to 236,000 health care appointments each day.

My regional VISN, the VA Sunshine health care network serves more patients
than most health care systems. With eight VA Medical Centers in Florida, Georgia
and Puerto Rico and over 55 clinics serving over 1.6 million veterans, veterans are
getting the best in the world.

Over 2,312 physicians and 5,310 nurses are serving the 546,874 veterans who
made nearly 8 million visits to the facilities in our region. Of the total 25,133 VA
employees, one-third are veterans.

In 2013, 37,221 women received health care services at VA hospitals and clinics
in Florida, South Georgia and the Caribbean—more than any other VA health care
network nationwide. This means that more than 75% of women Veterans enrolled
for VA health care in VISN 8 were seen by providers in 2013.
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I look forward to hearing the testimony of the witnesses today and am interested
in how they think they could adapt their policies to the unique circumstances the
VA deals with every day.

——

Prepared Statement of Richard J. Umbdenstock

On behalf of our nearly 5,000 member hospitals, health systems and other health
care organizations, and our 43,000 individual members, the American Hospital As-
sociation (AHA) appreciates this opportunity to testify on operational best practices
from the private health care sector and their applicability to the Department of Vet-
erans Affairs (VA) health system.

The goal of every hospital in America, including VA hospitals, is to ensure pa-
tients get the right care at the right time, in the right setting. For decades, the VA
has been there for our veterans in times of need, and it does extraordinary work
under very challenging circumstances for a growing and complex patient population.
VA patients are generally older and sicker with more limited resources, in many
cases requiring greater care coordination. The VA also is the definitive source of
care for the treatment of conditions related to the occupational health risks associ-
ated with military service; for example traumatic brain injury, polytrauma, spinal
injury and post-traumatic stress disorder. In addition, the VA is a leading expert
on helping patients who require prostheses navigate life post-amputation. The na-
tion’s hospitals have a long-standing history of collaboration with the VA and stand
ready to assist them, and our veterans, in any way they can as they seek solutions
to today’s challenges.

As others on the panel will demonstrate, health care delivery is most effective
when it is tailored to the unique needs of patients and the community. What works
for one type of health care provider in one setting or one location, may not work
for another because health care is not a one-size-fits-all enterprise.

Our testimony focuses on two areas:

e Lessons learned from hospitals’ continuous efforts to improve operational effi-
ciency and quality, including demonstrated best practices from the private sec-
tor; and

o The AHA’s advice to the committee regarding a final agreement on legislation
to speed veterans’ access to health care through the private sector.

A Culture of Continuous Improvement

Hospitals are on a never-ending journey of quality improvement—employing new
technologies and techniques and research on what works, as well as continuously
training new workers to meet the needs of patients and improve operations. While
hospitals are at different points on their quality path, all hospitals are committed
to safety, improving clinical quality outcomes and the patient experience.

Varying Approaches To Improvement

Hospitals employ various approaches and models to improve quality. Many hos-
pitals are using process improvement programs with roots in manufacturing to opti-
mize the patient experience, lower costs and improve overall quality. Examples of
these models include the Baldrige Criteria for Performance Excellence, Lean, Six
Sigma and the Plan-Do-Study-Act (PDSA) approach. The Baldrige Criteria are an
organizing framework that facilitates organization-wide alignment around improve-
ment goals and supports the development and continuous strengthening of a culture
of improvement. The criteria focus on seven critical aspects of managing and per-
forming as an organization: leadership; strategic planning; customer focus; measure-
ment, analysis, and knowledge management; workforce focus; operations focus; and
results. Health care is the dominant sector utilizing and being recognized in the
Baldrige process. Lean, based on the Toyota Production System, is a process im-
provement methodology that aims to increase efficiency and productivity while re-
ducing costs and waste. Six Sigma is another approach to improving quality that
was developed by engineers at Motorola for use in improving the quality of the com-
pany’s products and services. It uses statistics to identify defects and a variety of
techniques to try to identify the sources of those defects and the potential changes
that could be made to reduce or eliminate them. The PDSA approach is a four-step
cycle to carry out a change, such as a process improvement or a modified work flow.
Under the model, providers develop a plan to test a change (Plan), execute the test
(Do), observe and learn from the results (Study), and determine potential modifica-
tions (Act).
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Because each hospital is unique, leadership must select the method that it be-
lieves will work best for its organization. However, quality improvement efforts gen-
erally involve five steps:

1. Identify target areas for improvement,;

2. Determine what processes can be modified to improve outcomes;
3. Develop and execute effective strategies to improve quality;

4. Track performance and outcomes; and

5. Disseminate results to spur broad quality improvement.

For improvement efforts to be sustained, the organization’s culture must be
aligned. Successful organizations have cultures that: set clear, measureable and ac-
tionable goals and ensure they are communicated to and understood by all employ-
ees; embrace transparency—results measured and shared widely; engage their clini-
cians as partners, not employees; standardize language and processes across the or-
ganization; and focus on multiple, incremental changes to ensure processes and sys-
tems are rethought, revised and tweaked to continue achieving a precise execution.
Top-performing organizations also recognize their successes, both as individuals and
teams, and encourage active and ongoing feedback. Any member of any team—from
a clinician to an environmental services worker—should be empowered to speak up
when they believe something could be improved.

Lessons From Hospitals’ Patient Safety and Quality Efforts

While hospitals have typically looked to other industries for operational perform-
ance improvement strategies, they also are harnessing the power of collaboration to
dramatically improve the quality and safety of patient care. Hospitals are working
together, as well as with quality-focused organizations, states, payers and others,
to improve patient safety and reduce adverse events. By forging effective strategies
and sharing what they have learned, hospital leaders have spurred notable improve-
ments in care delivery and patient outcomes at the national, state and regional lev-
els. These efforts have led to better quality and patient safety, as well as reduced
health care costs, but more work is yet to be done.

The AHA/Health Research & Educational Trust (HRET) administers one of 26
Hospital Engagement Networks (HENs) under the Department of Health and
Human Services’ (HHS) Partnership for Patients campaign. The AHA/HRET HEN,
the largest in the nation, is comprised of 31 participating states and U.S. territories
and more than 1,500 hospitals. The AHA/HRET HEN has accelerated improvement
nationally, and patients are benefiting every day from the spread and implementa-
tion of best practices. Among other quality and patient safety improvements, in the
first two years of the program, participating hospitals reduced:

o Early elective deliveries (which can increase complications) by 57 percent;

o Pressure ulcers by 26 percent;

e Central line-associated bloodstream infections in intensive care units by 23
percent,

e Ventilator-associated pneumonia in the intensive care unit by 13 percent and
across all units by 34 percent; and

¢ Readmissions within 30 days for heart failure patients by 13 percent.

HHS estimates that the HEN program has contributed to preventing nearly
15,000 deaths, avoided 560,000 patient injuries, and saved approximately $4 billion.
The program has helped the hospital field develop the infrastructure, expertise and
organizational culture to support further quality improvements for years to come.
These lessons in collaboration could also prove valuable for development and dis-
semination of operational best practices.

SPECIFIC OPERATIONAL ISSUES CONFRONTING THE VA

Internal audits and this committee’s investigations have revealed systemic prob-
lems in the VA’s scheduling system and patients’ ability to access care in a timely
manner. While the other witnesses at this hearing can speak more directly to what
has worked for their organizations, I can share a few principles around scheduling
and backlog reduction, specifically.

Patient Scheduling. Health care providers utilize a variety of options to ensure
the efficient flow of patient care. In the primary care or ambulatory hospital set-
tings, one of the key components in ensuring patients receive the care they need
in a timely manner is effective scheduling.

There are three access models for patient scheduling in the primary care and am-
bulatory setting:

o In the traditional model, the schedule is completely booked in advance; same-
day urgent care is either deflected or scheduled on top of existing appointments.
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e In a carve-out model, appointment slots are either booked in advance or held
for same-day urgent care; same-day non-urgent requests are deflected into the
future.

e In the advanced or “open access” model, there is true same-day capacity: The
majority of appointment slots are open for patients who call that day for rou-
tine, urgent or preventive visits.

Because health care is not a one-size-fits-all enterprise, each organization deter-
mines which scheduling model offers the best fit for its patients’ needs. health care
organizations should analyze the needs of patients as a group, for example their
condition, age and gender breakdown.

For primary care, the Institute for health care Improvement recommends an open
scheduling system in which physicians begin the day with more than half of their
slots available. Same-day appointments are made regardless of the type of care
needed. New patients and physicals are also seen on the same day. Schedulers use
a standard slot size—15 minutes, for example—and simply combine slots to make
time for longer visits. Depending on scale, an organization can do a hybrid or carve-
out model of open scheduling. While open access scheduling may be the ideal in the
primary care setting, it is not appropriate for every care setting, particularly spe-
cialized care where capacity is more limited and testing and consultations may be
needed before appointments can be scheduled. Nor is it easily realized; according
to a November 2013 Commonwealth Fund report, only 48 percent of U.S. adults sur-
veyed reported being able to secure a same-day or next-day appointment to see a
physician or nurse.

Understanding and measurement of patient flow through the system is critical to
successfully implementing open access scheduling. Measurement enables capacity
problems to be identified quickly and resolved at the appropriate point in the sys-
tem. As with any process, ongoing monitoring and continuous improvement is nec-
essary.

It also is critical to consider resource availability and alignment when selecting
a scheduling system. One systematic electronic health record, such as the VA has,
allows for consistent data collection. But staffing is also critical. Many organizations
find it helpful to create “care teams” with the appropriate mix of caregivers needed
to meet patient demand.

As with most systems, communication is key to ensuring any scheduling system’s
continued success. Agreement among all staff is required before proceeding with the
new scheduling process, and ongoing meetings and status check-ups should occur
among staff on the new scheduling process. Communication also should be struc-
tured to identify gaps in the scheduling process and pinpoint areas for improvement.

Education for staff and patients is also key. Staff should be provided with edu-
cation on the open scheduling concept, and training should be tailored to each posi-
tion along the process. New patient orientation should explain the open scheduling
concept.

Backlog Reduction. Even a well-functioning system can sometimes result in back-
log when demand is high or staffing is not optimal. To reduce and eliminate backlog,
facilities must first measure it, then create and use a reduction plan.

Often in primary care, the backlog consists of patients waiting for physicals, new
patient visits or follow-ups. In specialty care, the backlog includes patients waiting
for an initial consult with the specialist, or awaiting a timely return visit.

The Institute for health care Improvement’s Backlog Reduction Worksheet pro-
vides a step-by-step process to calculate backlog by each provider in a given prac-
tice.

The Importance of Staff. Another way to improve efficiency is to ensure that staff
turnover 1s kept at a minimum. The right mix of health care professionals, as well
as support staff, is needed to build an efficient team and to maintain positive mo-
rale. An inappropriately staffed team is an inefficient team. Overburdened staff are
under not only an enormous amount of physical strain, but emotional strain as well.
Health care is about people, and staff are emotionally invested in their mission and
their patients. Conversely, overstaffing can lead to inefficiency and higher costs as
well. The key is to maintain optimal staffing levels with minimal turnover.

Ensuring Veterans’ Access Through the Private Sector

America’s hospitals stand ready to offer assistance to ensure our veterans get the
care that they need and deserve. As Congress continues its work to resolve dif-
ferences between H.R. 4810, the “Veteran Access to Care Act of 2014,” and H.R.
3230, the “Veterans’ Access to Care through Choice, Accountability, and Trans-
parency Act of 2014,” we have urged the conferees to adopt specific language in the
final agreement to ensure veterans are able to more easily obtain care from civilian
providers.
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Minimizing Burden for Veterans and Providers

First, the AHA urges Congress to retain and strengthen language in both the
House and Senate bills that would enable hospitals to maintain the ability to con-
tract directly with their local VA facilities rather than requiring hospitals to go
through a managed care contractor. Many hospitals have ongoing and cooperative
relationships with their local VA facilities, which can be built upon to enable our
veterans to readily secure needed care. Allowing hospitals to contract directly with
the VA allows hospitals to meet the needs of their local veteran community and pro-
vides the quickest route for veterans to be seen by a primary care provider. While
some hospitals participate in the Patient Centered Coordinated Care (PC3) program,
civilian hospitals should not be forced into this model in order to provide care that
veterans need.

We also encourage the committee to minimize any additional administrative bur-
den placed on hospitals opting to contract with the VA by exempting hospitals for
the limited duration of the final legislation from any federal contractor or subcon-
tractor obligations imposed by the Department of Labor’s Office of Federal Contract
Compliance Programs (OFCCP).

The obligations OFCCP imposes on federal contractors, which could be applied to
hospitals that contract with the VA, will only add to hospitals’ costs and frustration
without enhancing protections against discrimination. Hospitals already are subject
to myriad anti-discrimination laws and regulations, including anti-discrimination
regulations that are appropriately enforced by many federal, state and local agen-
cies. Subjecting hospitals to additional paperwork burdens and the costs associated
with OFCCP regulations would divert financial resources from patient care, and
may, as a result, inhibit hospitals’ ability to improve access and deliver high-quality,
timely and efficient care to veterans with significant unmet health care needs as
the legislation intends.

Additionally, to facilitate veterans’ access to needed health care, it is imperative
that any barriers, such as “pre-clearance” permission to utilize civilian health care
providers, be avoided so that veterans who meet the criteria (more than 40 miles
from the nearest VA facility or unable to receive an appointment in the allotted time
span) can be seen by a physician or in a hospital of their choice near their place
of residence.

Your commitment to work with hospitals and other health care providers to
streamline burdensome regulations will benefit both veterans and caregivers by ena-
bling health care professionals to spend more time with patients and less time on
bureaucratic paperwork.

Providing Adequate and Prompt Reimbursement

The AHA further encourages conferees to provide adequate reimbursement rates
for non-VA providers. Under the Senate bill, payment for care provided by a non-
VA facility could not exceed Medicare rates; the House bill would pay non-VA pro-
viders who are not under an existing VA contract at a rate set by the VA, Tricare,
or Medicare, whichever is greatest. We support the House language and urge con-
ferees to include this language in its final conference agreement.

Finally, the AHA urges conferees to insert language to establish and implement
a system for prompt payment of claims from non-VA providers, similar to the Medi-
care program. Currently, there is no binding prompt pay language in either bill.

CONCLUSION

The Department of Veterans Affairs health system does extraordinary work under
very difficult circumstances for a growing and complex patient population. While the
system faces operational challenges, I am confident these can be overcome through
the sharing of best practices and technology solutions with the private sector, along
with additional access to civilian caregivers.

The AHA applauds Congress for the speed with which it has moved to allow vet-
erans to more easily secure care from civilian providers. And we urge Congress to
move expeditiously to resolve differences between the House and Senate bills. We
look forward to working with our VA colleagues, Congress and the Administration
to ensure our veterans receive the care they need when they need it.
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July 16,2014 Monte D. Brown, MD

Good Morning Ladies and Gentlemen and thank you for allowing me to speak about
something that [ am passionate about and has been continuously part of my life for over 30
years- the care of our Veterans.

I have no personal conflicts to declare but as you know I am employed by Duke University
Health System which does work with the Veterans Administration and other federal
agencies. | also consulted to one VISN over ten years ago on how to apply private sector
business analytics in the VA system using inpatient and outpatient dialysis services as the
example.

Before | begin my assigned task of talking about where the VA might benefit by more
closely aligning with the trends in the private sector, I would first like to say that [ am
proud of the overall improvement in the quality of care in the VA system over the years and
1 am happy to say that my brother and step father continue to receive care in the VA
system. In addition, my mother insisted that I take the time to make sure you all knew how
appreciative she is for the care that the VA provides for her family.

So as you can see from both my professional experience listed on my biography that was
provided prior to the meeting and my personal experience, [ am deeply committed to the
care of our Veterans. 1 understand the issues Veterans face in choosing whether to use
their VA, Medicare, or private benefits from both the provider and patient side; so while my
comments may be difficult to hear and more specific than your other witnesses here today,
my comments should always be interpreted as an attempt to continuously improve the
system rather than to criticize it.

We should not forget that the VA is doing many things well and in many cases are doing it
better than the private sector.

Things are definitely improving and much of this can be attributed to the fact that the pay
scale of VA physicians and nurses is now competitive in most specialties so the VA can now
attract and retain the best clinical physicians and nurses. Work still needs to be done for
other VA positions to achieve the best efficiency and outcomes.

The VA Career Research awards continue to be the standard that allows the VA to attract
and mentor new talent and improve the care of patients for issues that are most important
to Veterans.

Medication monitoring by non-physicians and use of non-face to face encounters by the VA
are well ahead of many private sector systems of care.
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The VA mail pharmacy system and National TeleRadiology programs are great models that
need to continue to evolve.

These are just a few of the examples where the private sector should learn from the VA
experience.

On the flip side; the key to success that the private sector benefits from, and that the VA
does not enjoy, could best be described as flexibility, flexibility, and flexibility.

On the clinical side both the private sector and the VA are striving to achieve
standardization of best practice through evidence based medicine, but this always includes
local clinical judgment by the one with all of the facts- in this case the provider. This is not
happening on the administrative side of the VA where the local administration is not
allowed to use its judgment to adapt to the local environment.

The VA has so centralized the “big three” of IT, HR, and contracting that the local entities
cannot maximize their use of local resources or make rapid changes to meet the needs of
the rapidly changing health care environment.

Having been a part of several large health care systems over the years, including the VA, a
county, Stanford University Hospital, Partners Healthcare System, and now Duke Medicine;
I can tell you that how you manage and how best to deliver care needs to be different in
different parts of the country. One system does not fit all. This is clearly demonstrated by
just looking at the population density of our Veterans by county as displayed below.

Vetaran Population by Colnty: Fiscal Year 2014




53

Despite blue ribbon panels and being listed as key strategic priorities by VA leadership, the
IT, HR, and contracting policies and procedures, as well as their interpretation and
execution of these directives, are getting worse from the perspective of those who live it

every day.

Contracting:

The regionalization of contracting continues to be the single most frequent
complaint I hear from those who deal with the VA While the rationale that
contracting would be improved by having “centralized experts” in contracting
involved; nothing could be further from the truth. With the exception of bulk
supplies, by regionalizing contracting, the VA has placed a huge barrier between
those who understand the exact services needed and the prioritizing of those
services with no improvement in cost, service or outcome. Some examples of

issues:
1)
2)
3)
4)
5)

6)

7}
8)

E)

High turnover of contracting positions

New contracts take years to accomplish.

Contracting officers at not always familiar with regulations.

Existing contracts are often extended time after time for short periods of
time over years as the authority for longer contracts has expired; leading
to increased administrative costs on both sides.

Request for even simple things like redline changes have been denied
causing increased administrative costs.

The academic affiliate is the one who has to track contract timelines and
ensure lapses in services do not occur. (i.e. when contracts are set to
expire, often times contracts have to be urgently signed so that Veteran
care is not interrupted leaving the clinicians in limbo as to whether they
can continue to schedule care; thus causing delays in care).

Contracts with wrong vendor, tax id, or even wrong services in contracts
(i.e. radiclogy terminology in a lab contract)

Standard VA clinical contracts have been interpreted as contingent upon
federal budgets placing clinicians in ethical dilemmas.

New IT restrictions regarding IT security and co-mingling of data has
caused us to eliminate lab contracts; so specialized labs that were
previously done within 24 hours are now shipped off site, which can lead
to delays in diagnosis and care; further increasing costs.

10)VA can only approve up to $300,000 locally for a lease. For various

reasons VA facilities are unable to give the minimum number of exam
rooms {2 per provider) that they need to be efficient. Large contracts can
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take years thus limiting the size of a new clinic to a less efficient
configuration or location.

11)VA contracting often has to go to the lowest “reasonable” cost, which is
often interpreted as the lost cost. The lowest cost is not always the best
for the organization as it can lead change orders/amendments etc. Rarely
is the criteria established to equally weight cost and other priorities
including operational efficiency.

The VA should review and revise its contracting policies and procedures to give
local entity control of existing procedures and new ones to give them much greater
latitude. One rapid improvement would be to more broadly define the use of
sharing agreements with the academic affiliate to include sharing of excess
academic resources with the VA at fair market costs. Currently VA sharing authority
is limited to excess VA resources. For example if the academic affiliate has excess
space can this be shared with the VA under a sharing agreement? If so we could
quickly improve VA access.

Information Systems;

While the VA has an excellent centralized standardized clinical information system
(1S); where the VA and the private sector differ is that the VA has divorced IS from
the clinical operations by segregating it into a separate reporting structure; whereas
the private sector is placing more and more emphasis on the strategic nature of IS
and thus its management and decision making process is integrated into the fabric
of every decision.

The VA has swung the pendulum too far to where the organization is now less
responsive to the needs of the organization and the priorities are not always
aligned. Having computers to open new clinics, updating outdated phone switches
to improve customer service are no longer within the purview of the local director.
Furthermore, the VA has stipulated that new computers and IT equipment cannot be
approved locally unless it is included in the budget for new space. This has resulted
in some cases where providers have to share outdated equipment or complete
clinical notes after hours.

There is nothing you can do in healthcare that does not involve IT.

How do you hold local officials accountable for the outcomes when they don't
control the deployment of one of its most critical assets? In the private sector, even
when resources are centralized there is a single point of accountability locally that is
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accountable to local management and budgets are jointly agreed upon based on the
strategy of the organization and local conditions.

HR Issues are not unique to the VA but are significant. Most providers working in
the VA would disagree with the recent focus that many positions in the VA have
been overpaid as they were misclassified. They would argue that the VA does not
pay enough for support staff and that the classification system is the problem. This
is supported by the construct of Patient Align Care Team where it appears that the
VA is using RNs to perform non RN duties in its clinics.

Other significant HR issues

a.

Too long to recruit and on board positions.

b. Job descriptions and pay band revisions are back logged, thus current

position descriptions may not accurately account of the level of skill required
including computer skills.

Market adjustments need to be more flexible and reviewed annually to keep
pace with market demand. Example echo tech techs and PA

Retention pay being limited to only one year at a time is not a sustainable
way to retain employees.

Excessive mandatory annual training leading to lost productivity.

Rules do not always make best practice. Le. $147K limit on fee basis cap for
contractors gives management less flexibility and increases costs.

Except in nursing, time keeping rules make it difficult to flex full time
employee staffing to meet unpredictable needs. You don’t always know your
workload a week in advance. One simple solution is to allow flex time for full
time employees in much the same way that the VA does for part time
employees.

Providers are not authorized partial day leave from the VA to handle
personal issues such as their own health. Instead, providers must take a full
day of leave to simply attend their own annual physical causing an incentive
not to return to work that day to see patients.

Local Senior Management Pay. The current VA pay scale for physician
leadership limits the VA’s ability to attract and retain the best physician
leaders. For example, the Chief of Staff (COS) position at our most complex
VA medical centers has a cap of $275,000. This is one of the most important
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roles within the VA structure. As you can see from the attached VA pay table,
anyone with any service level experience or any clinician other than a
primary care or non-invasive specialist would have to take a pay cut to
become the COS. If you want good outcomes we need to hire good leaders
with experience and let them lead.

‘j. The salaries are even more out of touch with the market for
Director/Hospital President or CEO, Associate Director/Hospital Vice
President or COO; thus the VA cannot compete with the private sector.

DEPARTMENT OF VETERANS AFFAIRS Veterans Health Administration Title 38, U.S.C.

Sec. 7431,
Physician and Dentist Annual Pay Ranges

PAY TABLE 5 - CHIEF OF MAXIMUM COVERAGE

STAFF MINIMUM

TIER 1 $150,000 $275,000 Complexity Level 1a
and 1b Facilities

TIER 2 $145,000 $255,000 Complexity Level 1c
and 2 Facilities

TIER 3 $140,000 $235,000 Complexity Level 3

Facilities or Facilities
with no designation
level

Other private sector trends that the VA might want to explore include the following:
1) Quality/Performance Services

Organizations that have been most successful in making quality the top priority
have quality reporting to the top of the organization. Performance services also
reporting directly to the Secretary would mean that the data would be presented
in an unbiased way to upper management. The same could be done at the local
entity level where there appears to be inconsistency of where quality reports.
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2) Everyone practicing to the top of their license:

a. Example: Inthe VA Patient Aligned Care Team {PACT), a primary care
provider (physician, nurse practitioner, or physician’s assistant) leads an
inter professional teamlet in care delivery. The VA “teamlet” includes a
registered nurse as care manager, a health technician or licensed
practical nurse (LPN), and a medical clerk. This RN/provider ration is 3 to
4 times the private sector ratio.

i) Is the fact that the medical clerk VA job descriptions are not
up to date and have therefore been downgraded meant that
RNs are really doing clerical work? If the administrative staff
were working to their full “license” would you need an RN for
every provider? This is an expensive model and not typical
of a private primary care practice.

What percentage of the RN duties really requires an RN, are

they practicing at the top of their license?

Has the VA fully empowered the use of PA and RNP to meet

the workforce needs of the VA in this model?

iii)
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b. Role of Registered Nurse Practitioners and Physician Assistants in work
force needs. The private sector is rapidly moving in this direction in
order to meet its workforce needs. Since patient preference and
satisfaction surveys have shown that patients not only are satisfied but
often prefer a non-physician as their primary contact; Duke has setan
initial goal in its primary care clinics to achieve an equal mix as part of its
team approach. Has the VA done everything they can to make maximal
use of this important workforce in both primary and specialty care? The
VA needs to evaluate its role all the way from expanding VA training of
RNP and PA to recruitment practices, job duties, classification, pay,
flexibility, retention, and career development. Example why are some
primary care jobs listed for RNP, others as PA and why are they under
two different systems of pays?

3) Expanded Hours:

a. Clinics: Why is it that the VA still lists its primary duty hours as 8 am to
4:30 pm. By merely expanding to 5:00 pm across the entire VA system
just think about the productivity gain vs the fixed costs that the VA has. It
could add capacity for 5 million more outpatient visits to the 86M that
were provided in 2013. So why hasn’t this been done? Just ask the local
leadership about the issues they face in accomplishing this.

b. Urgent Care: A huge national trend is the use of urgent care. This is being
delivered by a combination of traditional providers, focused for profit
urgent care companies, and non-traditional providers like pharmacies.
The VA should explore urgent care centers, collaborations with other
providers of urgent care to avoid ED visits at the VA or the private sector
that they end up paying for. This fiscal analysis should include any
potential cost savings for avoided travel pay. Is it cheaper to have private
pharmacies deliver the annual flu shots?

4} Matching Workload to Need

a. Inthe private sector an annual budget determines baseline staffing needs
based on the current and projected year needs; and flex budgets are
established to account for fluctuations in volume during the year. Inthe
VA the resources lag by two years.

b. On the day to day physician staffing VA, you can use flex time for part
time physicians but this is not available for full time providers. The VA
should extend flex time to full time providers and possibly even other
staff.
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5) Conversion from Inpatient to Outpatient: Facility Implications

. OwnedAssets | LeasedAssets fLandi - Facility
. Historic Square Square Reptacement
Buildings Buildings® | Footage Leases Footage ACTes | yalue™

VHA 5.439 1878 { 145.588.523 1636 | 14776785 | 15733 |  5103.495.166.889
VBA 22 Q 767,031 ax| 451270 0 SAEL 796 534
NCA 404 121 1.008.266 5 19716 | 18454 5854,580,302
g‘%’:es 8 1 1,696,608 ag | 2164182 165 $808,386 308
Grand .
Total 5,873 2,000 | 149,060.429 19382 21475383 | 35352 5105.659.930.633

Frank Bell FY 2102 Office of Construction and Facilities Management

Both the VA and private sector are moving to the outpatient but the VA continues to
maintain outdated and underutilized inpatient facilities often driven by politics
rather than what is best for patient care. Based on the table above from 2012 and
the projected decline in the Veteran population; it would appear that the VA might
want to reconsider its strategy regarding building and owning new space verses
developer owned and operated space which would give more flexibility in the
future and possibly allow for greater collaboration with the private sector. The VA
should consider a BRAC like process where the future locations and services are
based on current and forecasted patient needs. {Currently I understand that any
reduction in inpatient beds must go to VA Central Office and any closures must go to
Congress, causing delays in decisions.) Modernization of the type of facilities to meet
the current delivery model would result in better care of the patient in their
communities as resources could be redirected to support the services that are
actually needed. Le. why maintain an outdated or underutilized inpatient facility?
This results in the inability to adequately maintain the existing buildings, even at
our flagship facilities; and limits the VA’s ability to expand its access sites. The VA
would then be able to make rational decisions to rent most outpatient space while
owning inpatient and outpatient facilities where the work load and expertise will
continue to be needed long into the future. Long term facility determination should
include ability to attract and retain providers, not just work load.
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6) Consumerism

The VA has the opportunity to continue to be the market leader in this area
regarding quality and access. Making real time access data available to Veterans
rather than implementing more reporting and compliance metrics could be an
alternative method to assure that reported access measures were accurate; as
the Veterans themselves would let you know in real time if the data was
inconsistent with their experience.

But consumerism is not always the best way to solve a problem, as often the data
itself is not enough to make an informed decision. An example is that it appears
that in recent draft language the VA would be required to inform patients of the
training and certification of the surgeon prior to surgery. This appears to be an
attempt to make sure that only qualified providers are performing specialized
surgery. In this case, it is the Medical Staff who should be accountable for only
granting privilege to the appropriate providers; not trying to make the patient
decide what is the appropriate training.

7) Management Contracts;
The Private sector makes much greater use of management contracts.
This can range from management of a particular service like EVS or food
service to management of entire hospitals or systems without a change in
ownership. In North Carolina, Carolinas Healthcare Systems employs the
management while staff remains employed by the local entity of over 20
hospitals.

For years, county leaders have found it much more efficient to outsource
the management of their county facility to either a local or national expert
in hospital management. This can take many forms. Should the VA
consider similar models?

Since there would be no cost savings in consolidation of purchasing the
savings would have to come from elimination of duplications, improved
coordination of care for Veterans using both their private sector and VA
benefits. Local management would be incentivized to find more cost
effective sharing of resources and would likely improve care by
elimination of services that are rarely used. (le.itis hard to maintain
competency if the task is rarely done). Expensive equipment or services
would not need to be duplicated. Management costs could be reduced.
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8) VA utilization of other Government Services and Contracts
The VA does not have a core competency in the revenue cycle and thus
continues to struggle with the ability to process non VA care claims. The
VA is the only “payer” where we have to drop the claim to paper and
include a copy of the medical record with the claim. This copyisa
duplicate of what we send the Durham VA for clinical care purposes. Our
days in accounts receivable is much higher than private sector payers
and is often an obstacle to convincing private physicians to take VA
patients. Since we receive an authorization number that is specific to
that Veteran and the specific medical condition, and the authorization is
time limited by the “valid dates”; why doesn’t the VA just utilize the same
contractors as CMS to process these claims? 1t can then be automated like
all our other claims and would reduce costs for all parties.

9) VA collaboration with the community including academic affiliates
The VA would benefit with new policies and procedures that would allow
the VA to benefit from shared resources.
For example:

A) Many part time VA providers also provide care at their academic
affiliate or other local community hospital. Yet the VA has their
own credentialing office where the provider’s medical license,
educational background check etc. must all be duplicated. While
JCAHO requires separate privileging committees, the
administrative functions could be done more cost effectively if
there was better sharing. The same goes for annual training in
HIPAA, infection control, etc. that is similar between most
facilities.

B) Often the rate limiting resource is OR time, not VA physicians.
Rather than building more ORs in VA facilities the VA should
encourage through enhanced authority the use of private facilities
by VA employed providers where appropriate to meet patient’s
needs. This can be more cost effective than simply outsourcing the
care through non VA care service.

() The VA should evaluate its recent use of a third party for non-VA
care coordination. Simply using CMS as listed above could be
more effective and restore the relationship between the VA
providers and the community.
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10) Standardized Quality Metrics

The country is overrun with every agency and insurance company trying
to establish its own set of quality metrics. The same is true of the VA
where they have reached metric fatigue. The VA and CMS should agree
upon the same set of standard and same methodology so we can do
national comparisons. For example if Medicare defines 30 day
readmission to include readmission to any hospital, not just the index
system, the VA should use the same definition and thus must use a
combination of private sector and VA data.

11) Management Structure:
With the changing landscape of healthcare from inpatient to outpatient
and the improvements in technology, the VA should once again
reexamine its management organization from top to bottom including
VACO, VISNs, and the Assist, Associate and Director Positions.

A March 27,2012 Veterans Health Administration Audit of
Management Control Structures for Veterans Integrated Service Network
Offices stated that “VHA established the VISN offices to improve access to
medical care and ensure the efficient provision of timely, quality care to
our Nation’s veterans. In 1995, VHA submitted a plan to Congress called
Vision for Change that restructured VHA field operations into VISNs. VHA
estimated that 22 VISN offices could operate annually at a cost of about
$26.7 million or for approximately $9.3 million less than the cost at that
time to operate 4 medical regions. VHA specifically decentralized its
budgetary, planning, and decision making functions to the VISN offices in
an effort to promote accountability and improve oversight of daily facility
operations.

In FY 2011, VA’s information systems reported that the VISN offices spent
about $202.5 million for the salaries and benefits of 1,495 staff and their
related expenses. Based on data in VA’s automated information systems,
VHA’s 21 VISN offices expended about $164.9 million during FY 2010 to
support their own operations. VA’s Personnel and Accounting Integrated
Data (PAID) system showed the VISN offices expended about $124.9
million for the salaries and benefits of 1,098 staff. VA’s Financial
Management System (FMS) showed the offices expended an additional
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$40.0 million, excluding centralized purchases on travel, rent, utilities,
equipment, supplies, and services.”

The report concluded that “VHA lacked adequate management controls
and needed to improve the quality of VISN office data to oversee and
evaluate the effectiveness of VISN staff and organizational structures.
First, despite improvements, VHA lacked assurance that its performance
management system allowed the effective monitoring, evaluation, and
comparison of VISN office performance. Second, VHA had not adequately
monitored and managed the growth in the offices’ organizational
structures and staffing. These lapses occurred because VHA focused on
the performance of its healthcare facilities and allowed VISN offices to
operate autonomously. Consequently, VHA could not adequately justify
the VISN offices’ organizational structures and staffing levels and ensure
that they provided optimal oversight, facilitated improved healthcare
facility performance, and reflected the effective stewardship of VA funds.”

In the private sector, the independent audit team would be required to do
a follow up audit and report to the board to assure that management’s
corrective actions were completed. I was unable to find such a follow up
audit.

While I am not able to find a comparable comparison on the growth of
VACO during the same period it appears that VACO positions seem to
have grown disproportionately to the services delivered to Veterans.
Should the VA review all VACO programs, policies, and directives to see if
they are appropriate for modern management? Should VACO review all
of its programs to see if older programs have been superseded by other
programs, and which ones are actually evidence based, or might best be
administered at the local level rather than centrally?

An alternative structure would be to return to the original intent of the
VISN or to simply make the major medical center in each VISN
accountable for the VISN strategy and metrics so that the majority of the
resources are totally aligned with the best outcome for the region and
performance for all directors in the VISN heavily weighted to the whole
VISN outcome rather than the individual medical center performance.
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Selected Veterans Health Administration Characteristics: Calculated
FY2002 to FY2013
Fiscal TOTAL OUTPATIENT INPATIENT visits/veteran/y
Year ENROLLEES? VISITS? ADMISSIONS r.
{(in millions) (in millions) (in thousands)
2002 6.8 46.5 564.7 6.8
2003 7.1 49.8 567.3 7.0
2004 7.3 54.0 589.8 7.4
2005 7.7 57.5 585.8 75
2006 7.9 59.1 568.9 7.5
2007 7.8 62.3 589.0 8.0
2008 7.8 67.7 641.4 8.6
2009 8.1 74.9 662.0 9.3
2010 8.3 80.2 682.3 9.7
2011 8.6 79.8 692.1 9.3
2012 8.8 83.6 703.5 9.5
2013 8.9 86.4 694.7 9.7

! Includes non-enrolled Veteran patients.

ZIncludes fee visits.

!

1

Source: Department of Veterans Affairs, Veteran Health
Administration Office of Policy and Planning

Prepared by the National Center for Veterans Analysis and Statistics.
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Testimony of Daniel F. Evans, Jr.
Chief Executive Officer, Indiana University Health
Before the U.S. House of Representatives Committee on Veterans’ Affairs

Creating Efficiency through Comparison: An Evaluation of Private Sector Best Practices and the VA
Health Care System

July 16, 2014

Good Morning. On behalf of Indiana University (1U) Health, thank you for your focus on improving access
to health care services for our nation’s veterans. IU Health is committed to honor their service by
continuing to work with our VA partners in Indiana to meet the heaith care needs of those men and
women who have served our country in the armed services. :

IU Health is Indiana’s largest and most comprehensive academic health system, and one of the busiest
health systems in the United States. 1U Health has nearly 30,000 team members in more than 20
hospitals and health centers throughout our state. 1U Health is one of indiana’s largest safety net
hospitals, providing nearly $183 million in free or reduced-cost care, benefitting over 139,000 patients.

{U Heaith also has a unigue partnership with the Indiana University School of Medicine (iUSM}, the
nation's second largest medical school and a national leader in medical education and research. U
School of Medicine residents rotate between our system and the Roudebush VA medical center in

Indianapolis.

Like the VA system, the U Health system is both complex and diverse. Our system spans the state and
includes an academic health center, one of the nation’s preeminent children’s hospitals, and 12 other
community and critical access hospitals. Our patients range from those with basic primary care needs to
those with most complex or severe ailments imaginable.

It is not easy to change any large and complex health organization, whether it is IU Health or the VA
health system. However, we at IU Health firmly believe that systematic changes are necessary. Those
who pay for and receive our services are increasingly —and rightfully — demanding accessible, high
quality and more affordable care.

To that end, as part of U Health’s recent system-wide strategic planning effort, we have set the very
aggressive but achievahle goal of improving productivity by 25 percent over the next five years., We

know we must invest in our strengths while simultaneously finding ways to eliminate the waste and

inefficiencies in many of our processes in order to bring enhanced value to our patients.

1U Health has established a system-level Office of Transformation to change the way work is done
throughout our organization. A key tool in implementing this transformation is the Lean process
improvement methodology, which is used widely in other industries but is only more recently being
adopted by healthcare systems. With the assistance of the widely respected firm, Simpler, which
specializes in Lean transformation, we have successfully launched Lean initiatives in all of our hospitals,
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as well as in our employed physician group. These projects are empowering our team members to re-
shape their daily work, and have aiready led to an estimated $10 million in savings and improved
outcomes. For example, one of our hospitals successfully reduced its 30-day readmission rate by 38
percent using more consistent patient education.

We know that people increasingly expect to get their healthcare in the same way they get most other
services today — quickly and conveniently. They want to be able to schedule appointments online, take
advantage of evening or weekend appointments, and use video visits for primary care appointments.
These are not radical concepts, except perhaps in our industry!

Responding to the needs of our patients, U Heath now offers same day appointments to patients
seeking primary care services. Patients are given one number to call to schedule an appointment with
an 1U Health primary care provider either that same day or the following day. And, patients now also
have access to online scheduling, including same day appointments. To fulfill our commitment to
improved access, we are changing the way that we work. We have worked with our primary care
providers to offer extended hours at their offices to accommodate evening or weekend appointments.
We now include “access” as a component of our compensation model for primary care providers to
advance the system’s overall goal of improving our patients’ ability to access our providers at their
convenience. Participating physicians have standardized the appointment types that they offer and set
aside time in each day to be available for same day service. We centralized scheduling to enable our
team to balance a patient’s preference to be seen by his own provider with his need to be seen quickly
in order to drive the best overall outcome.

1U Health will continue to look for creative ways to enhance patient access by increasing the number of
venues where we provide care, the way we schedule patient visits, and how we leverage technologies
like telemedicine to help our patients and care teams stay connected.

The VA academic affiliates ~ schools of medicine and their associated clinical group practices — have
been long standing partners with the VA in accomplishing its statutory mission. 1U Health is honored to
be a VA partner through a variety of means, including providing contracted specialty services to our VA
partner at the Roudebush medical center in Indianapolis. We would respectfully recommend to the
Committee that they expand contracting with health systems such as 1U Health to increase access for
veterans to the world-renowned healthcare services available to the American public.

Thank you again for allowing IU Health the opportunity to testify on these important issues. We are
committed as you are to ensure our nation’s veterans receive the care they deserve when they need it
most. U Health stands ready to work with this Committee and our VA partners to meet these demands
today and in the future.
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Prepared Statement of Rulon F. Stacey

I appreciate the opportunity to speak to you today both on behalf of Fairview
Health Services, an integrated, academic health system based in Minneapolis, Min-
nesota serving more than 600,000 people each year, and the Malcolm Baldrige Na-
tional Quality Award, the world’s leading performance excellence criteria created by
an act of Congress 25 years ago to improve America’s performance and its competi-
tive standing in the world.

I myself am honored to be a veteran of the United States Air Force. That back-
ground gives me an enhanced interest on the topic under consideration today. I also
bring my perspective from nearly 30 years of health care administration experience.
I've worked in a variety of private health care systems in rural, suburban and urban
markets. Based on this diverse background, I would suggest that while the issues
faced by the VA today are significant, they present you with a problem similar in
nature to the issues each of our systems are facing. Specifically, how do we increase
access and quality in light of limited resources? Like my health system and others
in the country, Congress is wrestling with how to deliver the care our veterans de-
serve without breaking the bank.

As the American Hospital Association has suggested, health care needs are
unique and health care needs to be tailored to the individual. However, the proc-
esses by which we can improve clinical outcomes are not unique. The challenge, I
would suggest, is to find proven improvement methodologies that cross care settings
that can benefit any health organization, including the VA.

Malcolm Baldrige Performance Excellence Program

To this end, we are fortunate in the United States to have the world’s finest proc-
ess to address these issues. The Malcolm Baldrige Performance Excellence Program,
located at the National Institute of Standards and Technology in the Department
of Commerce, is a public-private partnership that defines, promotes and recognizes
performance excellence in U.S. organizations. Some organizations choose to pursue
the actual Baldrige Award, which carries the Presidential seal, and award recipients
then share their best practices with others. Best of all, the program is up and run-
ning and available to help right now at no additional cost to the VA.

The program initially revolutionized manufacturing in the United States, and it
is now having the same effect on health care. In 38 hospitals that were Baldrige
award finalists, the overall risk-adjusted mortality rate was 7.57 percent lower, the
patient safety index was 8.17 percent better, and risk-adjusted complications index
was 1.3 percent better than in 3,000 peer hospitals.

Using a simple extrapolation, a comparable improvement in mortality for all U.S.
hospitals would save more than 54,000 lives and 1.78 billion dollars in health care
costs annually.

Results achieved by Baldrige Award recipients include the following:

Health Care Outcomes And Patient Safety

e 24 percent reduction in risk-adjusted mortality rate over 3 years (Advocate
Good Samaritan Hospital, Indiana); 23 percent reduction in overall mortality
rate over 2 years (Heartland Health, Missouri); 25 percent reduction in overall
mortality rate over 5 years (Robert Wood Johnson University Hospital Ham-
ilton, New Jersey); and 20 percent reduction in overall mortality rate over 2
years (Bronson Methodist Hospital, Michigan)

e 33 percent reduction in harm events per 1,000 patients over 3 years through
a “zero-defect, no-excuses” approach to health care outcomes (Henry Ford
Health System, Michigan)

e 1 percent or better hospital-acquired infection rate over 3 years (Schneck
Medical Center, Indiana); zero central-line-associated blood stream infections
since 2010 and zero catheter-associated urinary tract infections and adverse
events involving incompatible blood since 2008 (Sutter Davis Hospital, Cali-
fornia); No central line-associated blood stream infections in the intensive care
unit for two years (North Mississippi Medical Center)

Patient Satisfaction

e Top 10 percent nationally for patient satisfaction and engagement as defined
by the Hospital Consumer Assessment of health care Provider and Systems
(HCAHPS), as well as a four-year record of meeting CMS benchmarks for over-
all hospital ratings of and measures of customers’ willingness to recommend the
hospital to others. (Sutter Davis Hospital)

e 725 percent improvement in medical-group patient satisfaction with urgent
care and 100 percent improvement in overall medical-group patient satisfaction
over 5 years (Sharp health care, California)
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e Weighted patient satisfaction results at or above the Press Ganey Associates
90th percentile since 2008 (North Mississippi Health System)

o Better-than-top-decile patient satisfaction ratings for outpatient, emergency,
alrlnbulatory surgery, and convenient care (Advocate Good Samaritan Hospital,
Illinois)

Efficiency and Cost Reduction

e Decrease in Emergency Department average door-to-doctor time from 45 min-
utes in 2008 to 22 minutes in 2012, well below the California benchmark of 58
minutes. (Sutter Davis Hospital)

e Best 25 percent in the state for adjusted cost per discharge (Sutter Davis Hos-
pital, California)

e Decreases of 50 percent in costly emergency room and urgent care visits, 65
percent in specialty care, 36 percent in primary care visits, and 54 percent in
hospital admissions due to increased same-day access to care (South Central
Foundation, Alaska)

o Despite its location in what has been called “the nation’s epicenter of pov-
erty,” the only health care organization in Mississippi or Alabama with a Stand-
ard & Poor’s (S&P) AA credit rating, which it has held for the past 18 years.
(North Mississippi Health System)

e Average charge $2,000 lower than that of its main competitor and $7,000
lower than the average charge in the metropolitan area, while achieving a profit
per discharge higher than the top 10 percent of U.S. hospitals (Poudre Valley
Health System, now University of Colorado Health)

o Nearly 28 percent overall improvement in length of stay over 3 years (Poudre
Valley Health System); nearly 16 percent overall improvement in length of stay
over 4 years (AtlantiCare)

Workforce Engagement

o Employee satisfaction and engagement scores that are better than the top 10
percent in a national survey database. (Sutter Davis Hospital)

e Employee retention rate at or above 90 percent since fiscal year 2009, exceed-
ing the Bureau of Labor Statistics’ benchmark for health care organizations by
10 percent. (North Mississippi Health System)

e A culture that emphasizes “people first” among its critical success factors.
Based on a “servant-leadership” philosophy, managers model the organization’s
values and build trust with employees, sustaining an empowered, accountable,
and high-performing workforce. (North Mississippi Health System)

¢ Ranking in the national top 10 percent of similar organizations for physician
loyalty; names on of the “T'op 100 Best Places to Work” (Poudre Valley Health
System, now University of Colorado Health)

o Clinical Integration Program that rewards physicians for achieving superior
i:linicz):ll, service, and efficiency outcomes (Advocate Good Samaritan Hospital, I1-
inois

o Nearly 47 percent improvement in physician satisfaction over 3 years
(AtlantiCare, New dJersey); 20 percent improvement over 2 years (Bronson
Methodist Hospital); 99 percent overall physician satisfaction (North Mississippi
Medical Center)

e Decreases in employee vacancy rates: 68 percent decrease over 3 years (Rob-
ert Wood Johnson University Hospital Hamilton); nearly 31 percent decrease
over 2 years (North Mississippi Medical Center); 34 percent decrease over 5
years (Mercy Health System); 33 percent decrease over 4 years (AtlantiCare,
New Jersey)

As a recipient of the Baldrige Award at a previous organization, I experienced
first-hand the power of the Baldrige Performance Excellence Program. Using the
program as an improvement roadmap, we improved patient satisfaction for ten
straight years. Our risk adjusted mortality rate improved to rank among the top 10
percent nationally. Additionally, by improving staff motivation and empowering the
staff to be innovative we were able to decrease employee turnover from 25 percent
to less than 5 percent, and we achieved national rankings in the top 10 percent for
physician loyalty. While driving these improvements, we also created efficiencies,
freeing up resources to further reinvest in our clinical care and services.

This process works and is instantly available. It works because it engages physi-
cians, nurses and other staff in identifying improvement opportunities and then en-
gages them in duplicating best practices so each and every patient we serve receives
the best possible care. Best practices can come from within our organization or from
others in the industry.
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What Providers Can Learn from One Another: Examples from Fairview Health
Services

On the national level, health care providers have much to learn from one another.
In fact, the VA has, in the past, lead the industry in identifying and sharing best
practice research. The precursor to the National Surgical Quality Improvement Pro-
gram, the nation’s leading surgical best practice improvement program, came from
VA research and best practice sharing. I know that the American Hospital Associa-
tion and organizations like mine throughout the country stand ready to help revi-
talize this process and lend any assistance we can as we search for leading-edge
ideas on how to improve quality and access while reducing costs.

These processes have also helped us at Fairview Health Services, where we annu-
ally have more than 5.8 million outpatient encounters, 1.5 million clinic visits,
72,000 inpatient admissions and 9,000 births. And we continue to driving many
quality improvements from which I believe other organizations can learn. Some ex-
amples:

e In just one of our Emergency Departments, the care team cut the average
time spent waiting between registration and seeing the doctor by more than
half—from 58 minutes to less than 28 minutes.

e In May 2010, we launched an ambitious effort to change how we deliver pri-
mary care to improve quality outcomes and the patient experience while reduc-
ing the total cost of care. By more fully leveraging the multidisciplinary team
and the date now available to us through the electronic health record, we've
moved the dial on all three metrics. In fact, just this week 32 of our clinics were
recognized statewide for clinical quality results.

o A Tel-Assurance program that has been in place less than a year has already
has helped cut in half the 30-day hospital readmission rate for participating pa-
tients compared to a baseline population—from 13 percent to 6.5 percent. The
program was initially launched for select patient populations, and we’re now
spreading it to others.

e To meet the needs of adult patients with complex, chronic conditions who
have physical, psychological or social barriers that make leaving their home
challenging, we recently expanded our Complex Care Clinic to provide more
home-base care. We found that meeting with patients in their homes does more
than provide them access. It provides an opportunity to more rapidly build rela-
tionships and trust and to identify barriers to their health and well-being that
may not be readily evident in the clinic setting.

e A multidisciplinary team at Fairview believed reducing injuries to mothers
and babies during delivery was a worthy mission and set out in 2008 to reduce
those injuries to zero—and they are making great progress. For example, birth
injuries at our children’s hospital were already rare, but this work reduced
them by another 70 percent. Our work to drive birth injuries to zero is often
cited as a national best practice.

e To specifically better meet the needs of the seniors we care for, we are bring-
ing more health care directly into our senior resident communities. Services in-
clude mobile X-rays and fracture casting, in-house vision and hearing check-ups
and online medical record services accessible by residents and their families.
We'’re learning that one person’s convenience is another person’s lifesaver.

I share these examples to emphasize that health care organizations can achieve
dramatic improvements when we identify improvement opportunities—both small
and large, take steps to address the opportunities, measure the results and then
spread what works. I also share them to reinforce that health systems across the
country are driving improvements and that providers have a lot to share and learn
from another. That’s what methodologies like the Baldrige Performance Excellence
Program teach us. We are fortunate to have such a resource available to us, and
I hope more health care organizations take advantage of what it can do to improve
care and reduce costs.

The United States Congress expects people like me to find ways to deliver even
higher quality care while further reducing costs. And, you are right to do so. By
using proven methodologies and sharing best practices across the industry, our na-
tion’s health care system can improve and better serve the people who count on us
each day to care for them and their loved ones.
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Prepared Statement of Quinton Studer

Chairman Miller, Ranking Member Michaud and Committee Members:

Thank you for the opportunity to address the Committee today on best practices
from the private sector.

Health care organizations, both large and small have found that standardizing op-
erations along with standardizing clinical care practices lead to both efficiencies and
improved outcomes.

Successful operators in the private sector know they must reduce tolerance for
variance, whether it is within a specific department, across departments or across
facilities within a division. Further, once a best practice is identified (by measurable
outcomes) the path must be opened for it to be scaled across an organization.

These successful leadership teams also recognize that this begins with workforce
engagement as studies have shown that a more highly engaged workforce creates
both a safer work and a safer care environment. Higher engagement traditionally
leads to fewer workarounds which drives safety and, in turn, clinical outcomes.

The path to standardization begins with a strong sense of alignment. Successful
organizations’ leadership teams know that by focusing on fewer vs. more goals al-
lows for clear communication, clear expectations for middle leaders and a clear path
to execution on those goals.

While establishing clear goals and metrics (with emphasis on outcomes vs. process
measures) is important, the best leadership teams understand the importance of
“connecting to purpose”, and thus are able to create buy-in and ownership of front-
line leadership and front-line associates. Connecting to purpose allows the front-line
associates (whether patient-facing or in support service areas) to keep the patient
at the center of their work.

We learn much of what we know about standardizing practices within health care
from our physician colleagues. Physician leaders will tell you that the greater good
of the organization and patient care should always trump individual autonomy.
Strong medical groups are quick to address colleagues practicing outside a body of
evidence. The VA would be well served to follow this model and move quickly and
strongly to diagnose, create a treatment plan and standardize certain operational
and clinical practices across the enterprise.

Key Elements/Areas of Focus:

e Action, Alignment, Accountability

e Culture of High Performance

e Current VA issues: Access, Pre communication, post communication, etc.
e Efficiencies = higher quality = expense reduction

——

For The Record

THE BOSTON GLOBE DATA-DRIVEN SCHEDULING PREDICTS PATIENT NO-SHOWS

By Michael B. Farrell

Globe Staff July 14, 2014

With all the advancements in health care, the medical profession still cannot get
its appointment book in order.

Doctors are constantly overbooked. Patients constantly rescheduling. One day a
waiting room is packed, the next it’s empty.

So when Gabriel Belfort attended a health care hackathon at the Massachusetts
Institute of Technology in 2012, he challenged the coders, engineers, and clinicians
there to fix that nagging issue.

“There’s a scheduling problem in medicine,” said Belfort, who at the time was a
postdoctoral student studying brain science at MIT. “If you’ve had an appointment
and you've showed up on time, you’ve probably had to wait.”

That dilemma posed by Belfort generated a very MIT proposal: What if you could
use data science to determine which patients are likely to show up and which ones
will be no-shows and manage office appointments around those tendencies?

“It was immediately clear to me that this is a problem that computers could
solve,” Belfort said.

In short order, Belfort and an ad hoc team of nine people—students and health
care professionals—at the hackathon built a prototype to prove out the concept.
Then, so excited by the prospect that they could solve one of health care’s chronic
pains, Belfort and three others who were strangers before that weekend launched
a startup, aptly named Smart Scheduling Inc.
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Here’s the gist: Smart Scheduling mines patient scheduling histories to determine
who is more likely to cancel or miss an appointment. It then sends alerts to the
scheduling programs that doctor offices use to book appointments.

If a patient is in a high-risk category, for instance, it prompts office schedulers
to call with a reminder. If the patient cannot be reached, there is a good chance
he will not show up at all. So, the doctors could then book another patient for that
time slot, keeping the patient flow consistent throughout the day.

Within months of forming, Smart Scheduling attracted the interest of Healthbox,
an accelerator program that invests $50,000 in promising startups and gives them
free office space and mentoring. It also landed a meeting with executives at Athena
Health Inc., which eventually resulted in Smart Scheduling’s becoming the first
startup in the Watertown Health information company’s new accelerator program.
Athena Health also made an undisclosed investment to help the company build out
its marketing and sales efforts.

So far, Smart Scheduling has attracted some $500,000 in early-stage investment.
And already it has two large health systems signed up as customers: Martin’s Point
Health Care, which runs health centers in Maine, and Steward Health Care System,
one of the biggest hospital groups in Massachusetts, where the software is being
used by about 40 of its doctors offices.

Dr. Michael Callum, president of Steward Medical Group, said Smart Scheduling
helps take some of the ambiguity and guesswork out of making appointments; by
eliminating unexpected down time, Steward doctors systemwide are able to see 100
more patients every week.

“When you leave it to the front-desk people in the office, they are not all that good
of predicting flow in terms of when patients will show up,” Callum said. “It turns
out that Smart Scheduling is much better at predicting that.”

Here is what Smart Scheduling has learned about us as patients: If we are single,
or under 40, we are more likely to cancel an appointment than an older or married
patient. New patients miss more appointments than regulars.

In general, expecting patients to show up for the 1 p.m. slot is a bad idea. On
::ihe other hand, Wednesdays are great, as patients are not likely to cancel on those

ays.

So far, Smart Scheduling has developed 722 variables that it uses to make pre-
dictions, based on an analysis of millions of data points about patients from Athena
Health. And the more data Smart Scheduling can crunch, the better it gets at pre-
dicting behavior.

The company says that, so far, its analysis has proven accurate 70 percent of the
time when predicting cancellations.

“If everybody got a better schedule, we’d all be happier,” said Ateet Adhikari, di-
rector of the Healthbox accelerator program. “The patients benefit, the doctors ben-
efit, and the insurer benefits. A more efficient system trickles down.”

Smart Scheduling was among the first companies that Healthbox invested in
when it launched in Boston in 2012. Since then, it has backed 19 health-related
startups.

Smart Scheduling exemplifies a new type of health care startup; instead of going
after the big issues in health care—curing cancer, for instance—they are targeting
more modest changes to improve the medical experience with technology.

“Companies like Smart Scheduling are dramatically improving health care not by
producing a new drug,” said Bill Aulet, director of the Martin Trust Center For MIT
Entrepreneurship. “It’'s by streamlining the process and getting increased effi-
ciencies.”

Belfort has since gone on to work at a local biotech company, although he remains
an adviser to Smart Scheduling. Out of the group that came together to build the
original product at the MIT hackathon in 2012, only Chris Moses has stuck around
full time, and is now the company’s chief executive.

Improving patient flow in the doctor’s office is just the first step, Moses said. “The
next step,” he added, “is to try to figure out who are the sickest patients and who
the ones are that need to be seen first.”

O
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