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VA Heartland Network (VISN 15)
1201 Walnut 
Suite #800
Kansas City, MO  64106

June 28, 2015

Welcome to the PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program at the VA Heartland Network!  Residency training is distinctive since only about 10-15% of all pharmacy college graduates pursue this career path.  An even smaller number of PGY1 residents go on to do a PGY2 program.  

The purpose of the PGY2 residency at the VA Heartland Network is to prepare pharmacists for positions that focus on evidence-based therapeutics and analysis and practice applied to small and large populations of patients.  While special emphasis is placed on developing residents for VA careers, the residency will encourage each resident to intellectual and personal development and foster the development of lifelong learners committed to advancing the profession of pharmacy.  Your preceptors will assist and guide you in getting the greatest benefit from each experience.  Goals and objectives will be set; however, I am confident that you will strive to exceed these expectations.

The Outcomes:
1. Demonstrate effective leadership and practice management skills in the areas of administration, analytics, informatics, and outcomes.
2. Optimize patient outcomes through the provision of evidence-based, patient-centered therapy and fostering effective decision support as an integral part of interdisciplinary healthcare teams. Provide medication and practice-related information, education, and/or training
3. Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management, and pharmacy outcomes.
4. Demonstrate excellence in the provision of training and educational activities for health care professionals, health care professionals in training, and the public.
5. Demonstrate the technical skills essential to the role of a pharmacist specializing in pharmacy outcomes and healthcare analytics.
6. Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.
7. Contribute to the body of pharmacotherapy knowledge by conducting outcomes-based research or quality improvement projects with the assistance of analysis tools.

The year as a resident, you should be challenged and busy.  I am confident that through teamwork we will all benefit greatly by your residency training.  The preceptors are available to assist you in reaching your highest potential.  I look forward to working with you, watching your growth, and subsequently seeing your professional career develop as our colleagues. 


Sincerely,


Monica G. Schaefer, Pharm.D.
VISN 15 Pharmacoeconomics Program Manager 
PGY2 Residency Program Director 
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The VA Heartland Network is the regional unit that directs activities for Veteran Integrated Service Network (VISN) 15.  The VA Heartland Network is one of 22 VISNs in the Veterans Health Administration (VHA).  It is composed of seven integrated healthcare systems that include 9 medical centers (all provide ambulatory care services), 56 community-based outpatient clinics (CBOCs), 7 long-term care facilities, and numerous specialized services.  The VA Heartland Network spans a geographic area of 162,207 square miles across Kansas and Missouri, as well as parts of Illinois, Indiana, Kentucky and Arkansas.  VISN 15 provides health care services to over 275,000 Veterans annually and has an annual operating budget of $2 billion with 11,000 employees.  VA Heartland Network is one of the only VA networks in the country to be endorsed by the National Committee for Quality Assurance (NCQA).  
The seven VA medical health systems comprising VISN 15 manage a total of seventy-five care sites and links to their internet sites are below.  For more information on VISN 15 locations, visit this site.	
 
	Saint Louis
	VA St. Louis Health Care System

	[bookmark: skip_VA_Health_Care_System]Columbia
	Harry S. Truman Memorial
	

	Kansas City
	Kansas City VA Medical Center
	

	Eastern Kansas*
	VA Eastern Kansas Healthcare System
	

	Leavenworth
	Dwight D. Eisenhower Medical Center
	

	Topeka
	Colmery-O'Neil VA Medical Center
	

	Wichita
	Robert J. Dole VA Medical Center
	

	Marion
	Marion VA Medical Center
	

	Poplar Bluff
	John J. Pershing VA Medical Center
	


*The Topeka and Leavenworth VA Medical Centers together form the VA Eastern Kansas Health Care Network
The major academic affiliations for VISN 15 are the University of Kansas (medical and pharmacy), University of Missouri-Kansas City (pharmacy), University of Missouri – Columbia (medical and pharmacy), and St. Louis College of Pharmacy.  A number of students, interns, and residents from ancillary services and other academic affiliations also receive training within VISN 15.
Pharmacy Students:
VISN 15 Pharmacy Services are affiliated with a number of colleges of pharmacy, including University of Kansas, University of Missouri (Kansas City and Columbia campuses), St. Louis College of Pharmacy, Southern Illinois University Edwardsville, Creighton, Drake, University of Nebraska, and Hardin University.  All VISN 15 Pharmacy Services and the VISN 15 Network Office host IPPE and APPE students, approximately 75 yearly amongst them.  The VISN 15 Network Office and KCVAMC affiliation agreements exist between the VA and University of Kansas and University of Missouri-Kansas City.  Approximately 10 advanced practice clerkships (APPE) students rotate at the VISN 15 office site per year.  

Pharmacy Residency Programs:
There are nine ASHP Accredited Pharmacy Practice (PGY1) residency positions seated within three VISN 15 healthcare systems (Eastern Kansas, Kansas City, and St. Louis). Five PGY2 programs are also offered at these sites; Internal Medicine (2 positions – St. Louis), Ambulatory Care/Rural Health (1 position – Kansas City), Infectious Diseases (1 position – Kansas City), and Pharmacy Outcomes and Healthcare Analytics (1 position – VISN Office/Kansas City).
The mission of the VA Heartland Network (VISN 15) is to honor America’s Veterans by providing exceptional health care that improves their health and well-being.  The vision is to be a patient-centered integrated health care organization for Veterans providing excellent health care, research, and education; an organization where people choose to work; an active community partner; and a back-up for National emergencies.  Our core values reflect the fundamental characteristics of all the Network activities:

Trust    •    Excellence    •    Respect    •    Compassion    •    Commitment
VISN 15 employees are permitted to work at any of the nine VISN 15 major medical centers.  Total VISN staff includes almost 60 individuals.  The VISN Pharmacy Benefits Management (PBM) Group is headquartered at the VA Heartland Network Business Office in Kansas City, Missouri.

The VISN 15 PBM is led and managed by the VISN 15 Pharmacy Executive (VPE) (a professionally competent, legally qualified pharmacist) and is an integral part of the health-care delivery system throughout VISN 15.  The VISN 15 Pharmacoeconomics (PE) Program Manager (also a professionally competent, legally qualified pharmacist) works alongside the VPE to implement the activities and programs of the PBM.  The resident will work primarily with the VPE and the PE Program Manager.  The PBM and all sub-pharmacies are in compliance with all applicable federal, state, and local laws, codes, statutes, and regulations governing pharmacy practice and provide leadership/participation with other professionals throughout VISN 15.  The pharmacists who make up the PBM staff are essential members of a number of interdisciplinary teams and regularly participate in development of treatment protocols, critical pathways, order sets, measures/metrics, and other systems approaches to improve patient care.

Additional Information regarding VHA’s Strategic Plan can be found at:  
VA Strategic Plan 2014-2020
Blueprint for Excellence
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[bookmark: VISN15PBM_ResBoard][bookmark: _Toc384795127]VISN 15 PBM Staff and Residency Advisory Board (RAB)

Paul Walker, RPh, MS (PBM Staff)
VISN 15 Pharmacist Executive
VA Heartland Network, Kansas City, MO

Monica Schaefer, Pharm.D (PBM Staff)
VISN 15 Pharmacoeconomics Program Manager
VA Heartland Network, Kansas City, MO

Mark Patterson, Ph.D., M.P.H.
Assistant Professor of Pharmacy Practice and Administration
University of Missouri-Kansas City School of Pharmacy

[bookmark: PBMActivities]VA Heartland Network 15 PBM Scope of Services
· Monitor and trend pharmaceutical utilization, costs, and workload at network facilities.
· Review national contracts and determine projected economic and clinical impact within network.
· Provide oversight of the total network drug and CMOP budget.
· Serve on the National Formulary Committee and make decisions on the structure and content of the National Formulary.  Provide input on national drug reviews, monographs and criteria for use.
· Serve as advisor to VACO for development of PBM policy.
· Pharmacy lead on all aspects of facility pharmacy operations within the network.
· Standardize processes and policies between network facilities as well as at the VISN office.
· Facilitate the spread of best practices throughout the network.
· Develop, implement and monitor success of formulary utilization management programs (i.e. therapeutic interchange, prior authorization, step therapy, quantity management, formulary exception processes, etc.) for use in the network.
· Develop, implement and monitor strategies that support national and network cost savings initiatives.
· Analyze and trend non-formulary drug utilization in the network.
· Monitor and trend adverse drug events throughout the network.
· Develop, implement and monitor population health management programs for high-risk populations.
· Develop and implement advanced electronic databases and clinical reporting tools.
· Develop and implement of predictive modeling tools that support clinical-decision making.
· Develop, implement and monitor consumer-engagement initiatives that support high quality preventive health and disease management programs.


[bookmark: PBMResBoardResponsibilities][bookmark: _Toc363821954][bookmark: _Toc384795129]VISN 15 Residency Advisory Board (RAB) Responsibilities

The Pharmacy Residency Committee, chaired by the RPD and composed of residency preceptors, is established for these goals:

1. To assure that each resident meets the goals and objectives of the pharmacy practice residency over the course of the year.
1. To assess and improve the residency program, including the program manual, required activities and elective offerings, and preceptor development plan.
1. To assure that the residency surpasses the standards as set by the ASHP and the Department of Veterans Affairs.
1. To foster the resident’s professional and personal growth.
1. To assure a balance between clinical activities/learning and administrative/staffing is maintained throughout the residency year.

The Board will meet at least quarterly to review quarterly reports, rotation evaluations, project proposals, and evaluate overall resident project progression including making recommendations for the resident’s customized plans.  Residents are asked to meet with the residency board quarterly to review their evaluations, as well as discuss the residents’ progress, areas for improvement, project, career goals and feedback about the residency program.  The Board will also approve/disapprove the chosen electives for each resident.

Board members take an active role in the professional development of the residents.  

Residents are expected to take an active role in meeting their program goals and assessing their rotations.


[bookmark: _Toc384795131]PGY-2 Pharmacy Residency General Information
Pharmacy Outcomes and Healthcare Analytics
VISN 15 Pharmacy Benefits Management (PBM)

[bookmark: _Toc384795132][bookmark: MissionVision]Mission and Vision Statements
[bookmark: VISN15MissionVision]
VISN 15 Mission
“Honor America's Veterans by providing exceptional health care that improves their health and well-being.”

VISN 15 Vision:
“The Healthcare System Veterans Trust & Choose”

VA Heartland Network 15 PBM 
Mission: 
“To improve the quality and provision of healthcare to veterans by leveraging best practice outcomes, health analytics, and optimal use of medications.”
Vision:
· [bookmark: _Toc384795135]We will build and enhance relationships and collaborations with all members of the healthcare team.
· We will control costs to the best of our ability while maximizing the value of medications for our veterans.
· We will utilize the most evidence-based biomedical literature to improve veteran outcomes.
· We will promote quality measures and metrics to hold ourselves accountable for the care we provide.
· We will advance the use of innovative data technologies to ensure safe and optimal care is being consistently provided to our veterans.


[bookmark: _Toc384795136]Program Vision and Purpose
Healthcare evidence integration and data analytics are evolving areas within the healthcare industry.  As the prevalence of electronic health records, integration of health systems, and emphasis on business intelligence increases as well as the need to monitor health outcomes, the demand for clinically competent healthcare pharmacy benefits managers and data analysts will become greater.  The VA Heartland Network (VISN 15) PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program will help to meet this demand through its innovative approach to training and education. This PGY2 program is designed to develop accountability, practice patterns, habits, and expert knowledge, skills attitudes and abilities to meet the needs of this advanced area of pharmacy practice.

The purpose of the VA Heartland Network (VISN 15) PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program is to develop clinically proficient pharmacy benefits managers who will improve the quality and outcomes of patient care services through the integration of evidence-based medicine, formulary management, outcomes analysis, and process improvement.  The resident will gain advanced skills in information technology, informatics, and data analysis to ensure success in pharmacy benefits management in integrated health systems.  While special emphasis is placed on developing residents for VA careers, the residency will encourage each resident’s intellectual and personal development and foster the development of lifelong learners committed to advancing the profession of pharmacy.

The PGY2 residency in pharmacy outcomes and healthcare analytics builds upon PGY1 residency graduates’ patient-care competence, clinical foundation, and overall knowledge of pharmacy operations to prepare residents to assume high level, multifaceted careers in a variety of healthcare settings.  The residency promotes the integration of evidence-based medicine, outcomes measurement, and process improvement with information technology, informatics, and data analysis to inform decisions surrounding pharmaceutical products and services.  Throughout the program, residents will develop proficiency in applied pharmacoeconomics, data analytics, and population level health improvement.  Residents enjoy frequent collaboration with staff VISN-wide, such as pharmacoeconomic pharmacists, clinical program coordinators, clinical pharmacy specialists, PACT teams, and specialty providers who provide evidence-based care to our veterans.  They will assist in establishing multi-facility metrics/monitors and will lead, facilitate, and collaborate with active taskforces, committees, and regional health care teams comprised of interdisciplinary experts.  
   
Graduates of this program will achieve mastery in population health, application of best evidence, and pharmacy informatics, enabling them to apply robust methodologies to optimize quality and outcomes within government or private health care systems and pharmacy benefits management organizations.  They will be adept in the language and concepts of information technology and programming (e.g. SQL), software programs (e.g. Microsoft Office Suite, SharePoint, Microsoft SQL Server, Microsoft SQL Server Report Builder, Pyramid Analytics) and applied pharmacoeconomic principles, while also possessing enhanced leadership and managerial skills.  The graduate will be fully capable of creating pharmacoeconomic proposals, searching data warehouses to create reports and dashboard tools, managing formularies and developing and applying drug use criteria to populations.  

Upon completion of the residency graduates are prepared for a practice position in a multitude of healthcare environments.  They are prepared to practice as a pharmacy benefit manager for a single pharmacy department, healthcare network, or national program, assume a role in a sub-specialty of pharmacy informatics, and design and conduct pharmacy outcomes research.  Graduates from similar VA programs have entered careers in pharmacy benefits management, informatics, technical decision support design, outcomes research, and health policy legislation within both government and private managed care health systems and PBMs.

[bookmark: _Toc384795138]Program Outcomes

Educational Outcomes:
1. Demonstrate effective leadership and practice management skills in the areas of administration, analytics, informatics, and outcomes.
2. Optimize patient outcomes through the provision of evidence-based, patient-centered therapy and fostering effective decision support as an integral part of interdisciplinary healthcare teams. Provide medication and practice-related information, education, and/or training.
3. Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management, and pharmacy outcomes.
4. Demonstrate excellence in the provision of training and educational activities for health care professionals, health care professionals in training, and the public.
5. Demonstrate the technical skills essential to the role of a pharmacist specializing in pharmacy outcomes and healthcare analytics.
6. Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.
7. Contribute to the body of pharmacotherapy knowledge by conducting outcomes-based research or quality improvement projects with the assistance of analysis tools.


[bookmark: _Toc384795139]Qualifications of the Resident

[bookmark: _Toc384795140]Pharmacist Licensure
All pharmacy residents are expected to possess full, current, and unrestricted licensure to practice pharmacy in a State, Territory, or Commonwealth of the United States (i.e. Puerto Rico), or the District of Columbia.  Residents must have a pharmacy license in good standing in any state at the time of application to the program or will be disqualified from the application process.  Failure to maintain licensure during the residency program will result in immediate dismissal from the residency program.  Extenuating circumstances will be considered on a case-by-case basis by the Residency Program Director.

[bookmark: _Toc384795141]Additional Qualifications and Application
1. Residents must be a graduate of a degree program in pharmacy from an approved college or university. The degree program must have been approved by the American Council on Pharmaceutical Education (ACPE), or prior to the establishment of ACPE, have been a member of the American Association of Colleges of Pharmacy (AACP). Verification of approved degree programs may be obtained from the American Council on Pharmaceutical Education, 311 West Superior Street, Suite 512, Chicago, Illinois 60610, Phone (312) 664-3575
2. Completion of a first-year pharmacy practice residency or an equivalent experience approved by ASHP, 3 years of clinical experience minimum, is required to be considered for this PGY-2 program.  Applicants must either be in the process of completing, or have completed a first-year pharmacy practice residency or an equivalent experience approved by ASHP prior to application to the residency program.  
3. Each applicant must enroll in the ASHP Resident Matching Program through the online application process known as (PhORCAS) or partake in the Early Commitment process (Appendix I) in order to be considered for a resident position.  Residents and the program will participate in and adhere to the rules of the Resident Matching Program (RMP) process.   
a. Applications are typically due in early January and interviews are conducted late January and throughout February.
b. Residency applicant qualifications will be evaluated by the residency program director (RPD) through an established, formal procedure that includes an assessment of the applicant’s clinical knowledge and critical thinking skills, as well as an assessment of baseline knowledge relevant to the Pharmacy Outcomes and Healthcare Analytics residency. In addition, the ability to achieve the educational goals and objectives for the PGY-2 selected for the program will be evaluated. 
c. The criteria for assessment and acceptance is provided to all preceptors by the RPD and are assessed during the interview process.  On-site interviews are preferred, however, remote interviews may be considered.
d. The formal, criteria-based process to evaluate and rank program applicants is in place (Appendix II)
e. The RPD will provide residents with a letter outlining their acceptance to the program and terms and conditions of the appointment will be provided by Human Resources staff. (Attachment F) Documentation of resident acceptance will be on file prior to the beginning of the residency year.
4. More information can be found at the KCVAMC residency website.


[bookmark: _Toc384795142]Obligations of the Program to the Resident

[bookmark: _Toc384795143]Program Description
This residency is a 12 month program designed to meet the standards set forth by the ASHP for Post-Graduate Year Two Residencies (PGY-2) and meets the ASHP Regulations on Accreditation of Pharmacy Residencies.  Completion of the residency leads to a Certificate of Residency.  The role of the pharmacy resident is to develop into clinically competent pharmacists capable of managing small and large populations of patients, primarily through longitudinal experiences in data management, pharmacoeconomics, and health outcomes. The PGY2 resident provides specialized support to promote the evidence-based medicine, outcomes measurement, and process improvement with information technology, informatics, and data analysis to inform decisions surrounding pharmaceutical products and services.  Residents are under the general supervision of the residency director, and under the preceptorship of the residency director and other assigned personnel.  Under such oversight, the resident will develop proficiency in applied pharmacoeconomics, data analytics, and population level health improvement.  Residents enjoy frequent collaboration with staff VISN-wide, including pharmacoeconomic pharmacists, clinical program coordinators, clinical pharmacy specialists, PACT teams, and specialty providers who provide evidence-based care to our veterans.  They will assist in establishing multi-facility metrics/monitors and will lead, facilitate, and collaborate with active taskforces, committees, and regional health care teams comprised of interdisciplinary experts, and perform clinical research.    

The program is accredited by AHSP.  The PGY-2 resident will work with clinicians, interdisciplinary teams, and patients throughout VISN 15.  The primary location for the residency is the VISN 15 network business office located in downtown Kansas City, MO.  The medical center and pharmacy affiliated with the program (KCVAMC) is accredited by Joint Commission and the affiliated pharmacy schools are accredited by ACPE.  The management and professional staff of both the KCVAMC and VISN 15 PBM are committed to seeking excellence in patient care, have demonstrated substantial compliance with professionally developed and nationally applied practice and operational standards, and have sufficient resources to achieve the educational goals and objectives selected for the residency program.

[bookmark: _Toc384795144]Minimum Qualifications of the Program Director and Preceptors 
1. Residency Program Directory (RPD)
· Must be a licensed pharmacist with demonstrated expertise in Pharmacy Outcomes and Healthcare Analytics.  
· Must have completed an ASHP-accredited PGY-2 residency in a relevant advanced practice area followed by a minimum of 3 years of practice or experience equivalent in this area.  Alternatively, the RPD may have an equivalent experience (5+ years relevant experience) with demonstrated mastery of the knowledge, skills, attitudes, and abilities expected of one who has completed a PGY-2 area in this residency.
· Have board certification in a relevant specialty, if applicable
· Maintain active practice in the pharmacy outcomes/healthcare analytics practice area
· Maintain a sustained record of contribution and commitment to pharmacy practice
· Have documented evidence of their own ability and interest to teach effectively (i.e. through resident evaluations)
· Have demonstrated ability to direct and manage a pharmacy residency, through previous involvement in an ASHP-accredited program, management experience, or previous academic experience as a course coordinator.

2. Preceptors 
· Must be a licensed pharmacist and have completed an ASHP-accredited PGY-2 residency followed by a minimum of one year of pharmacy practice in a relevant area.  Alternatively, preceptors without a PGY-2 residency must demonstrate mastery of knowledge, skills, attitudes, and abilities expected of one who completed a PGY-2 in this area.
· Must have training and experience in pharmacy outcomes and analytics (or other relevant area in the case of elective rotations) and maintain a continuity of practice in this area and be practicing within it during resident training
· Must have a record of contribution and commitment to pharmacy practice as per ASHP Preceptor Qualification Guidelines.
· Must demonstrate a desire and aptitude for teaching that includes mastery of the four preceptor roles fulfilled during clinical problem solving (instructing, modeling, coaching, facilitating)
· Must demonstrate an ability to provide criteria-based feedback and evaluation of resident performance and pursue refinement of their teaching skills. 
· If non-pharmacist preceptors are utilized, a pharmacist preceptor works closely with the non-pharmacist preceptor to select educational goals and objectives for the learning experience and participates actively in the criteria-based evaluation of the resident’s performance.

[bookmark: PreceptorDevelopment][bookmark: _Toc358037099][bookmark: _Toc384795145]Continuous Professional (Preceptor) Development  
Preceptors will individually develop a CPD plan.  Information about the program’s preceptor development plan can be found in the Preceptor Manual.

[bookmark: _Toc358037103][bookmark: _Toc384795146]Program Evaluation and Improvement
Program evaluation and improvement activities will be directed at enhancing achievement of the program’s outcomes.  The residency program director (RPD) will evaluate potential preceptors based on their desire to teach and their aptitude for teaching, and will provide preceptors with opportunities to enhance their teaching skills.  The residency program director (RPD) will devise and implement a plan for assessing and improving the quality of preceptor instruction.  Consideration will be given to the resident’s documented evaluation of preceptor performance as one measure of preceptor performance.  At least annually, the residency program director (RPD) will use evaluations, observations, and other information to consider program changes.  The resident is responsible for completing a Continuous Quality Improvement (CQI) (Appendix III) assessment in the final month of the rotation.  The purpose is to identify specific areas of the residency that may be improved and to continuously re-evaluate the educational outcomes, goals, and objectives evaluated throughout the residency to ensure they are up-to-date and consistent with resident experiences.  The program aims to utilize the available learning experience to facilitate achievement of the program’s educational goals and objectives.  The educational outcomes, welfare of the resident, and the welfare of patients are to be in no way compromised by excessive reliance on residents to fulfill service obligations.  The program will also provide sufficient professional and technical staff complement to ensure that appropriate supervision and preceptor guidance is available to all residents.  However, the program encourages regular feedback from residents if they feel the program is deficient in any of these areas.  Additionally, the PBM Staff/RAB will meet and self-assess on a regular basis to ensure these goals are being met.  

[bookmark: _Toc384795147]Tracking of Graduates
The residency program director (RPD) will track employment and professional development of residency graduates to evaluate whether the residency produces the type of practitioner described in the program’s purpose statement.  Periodically, former residents will be requested to complete an ASHP Preceptor Form.

[bookmark: _Toc384795148]Meeting with the Residency Program Director
Each resident is welcome at any time to discuss issues with Dr. Schaefer. These can be individual or group discussions. It is best to schedule a time via Outlook to arrange these meetings. However, if a need arises to discuss a topic regarding the residency, the resident should not hesitate to come into the RPD office for a discussion.  Dr. Schaefer will involve the PGY2 residents in every aspect of her position as VISN 15 Pharmacoeconomics Program Manager by invitation to participate in activities of her daily and weekly meeting and project schedule.  As a result, PGY2 residents will have daily contact with the RPD in this program.
[bookmark: _Toc384795149]Customized Training Plan
The generalized residency plan will be customized to address the strengths, weaknesses and interests of the resident.  The training plan will be customized based upon an assessment of the resident’s entering knowledge, skills, attitudes, and abilities and the resident’s interests.  The Customized Training Plan (CTP) will be reviewed quarterly and updated as needed to meet unaccomplished goals, or modified if one of more of the required educational objectives is performed and judged to indicate full achievement.  The resulting CTP will maintain consistency with the program’s purpose and outcomes and will not interfere with the achievement of the program’s stated educational goals and objectives.  The CTP and any modifications to it, including the residents’ schedule, will be shared with the resident and appropriate preceptors.  The CTP will contain documented, individualized sets of educational outcomes, goals, and objectives that are derived from the program’s documented outcomes, goals, and objectives (as well as remedial actions).  Additional program outcomes, goals, or objectives will reflect the site’s strengths.  
[bookmark: _Toc384795150]Benefits
General: Parking, office space, and office keys are furnished.  Computers are available for use by the resident in the pharmacy resident’s office at the VISN 15 network business office.  Use of online resources is available on the intranet.  Preceptors will provide education and any necessary passwords to use these resources.  The resident will also have free access to the building’s gym during weekday hours.

Pay: Residents are paid at the rate of $44,522 per year.  The resident’s stipend is based on a 40-hour workweek; however, the very nature of a residency training program is such that additional time is required to complete training assignments.  ACGME guidelines for duty hours must be observed (see “Duty Hours”). No additional compensation is available, though dual appointment opportunities may be available through the KCVAMC pharmacy as funding and need allow.  Funding for travel and related meeting expenses are reimbursed for the one required national meeting, as VHA funding allows.

Attendance: The residency is a full-time temporary appointment of 12 months in duration.  The resident is expected to complete 2080 hours (40 hours per week)  and to perform activities related to the residency as necessary to meet the goals and objectives of the program. The resident will be scheduled for rotations and staffing assignments and is expected in the location as scheduled. Additional hours are expected to complete assignments and projects in a timely manner.  When the resident will not be onsite during normal duty hours, the program director and preceptor must approve the time off or away and procedures for leave must be followed.  At times, the resident will be expected to attend other residency-related conferences or experiences off-site during regular working hours.  If an extended absence occurs (i.e. extended family or sick leave), extension of the residency program may be necessary.  Opportunity to extend the program with pay will depend on the decision of the VA regarding extending the funding. For more information see Appendix IV: Extended Leave of Absence.  Residents cannot be on Annual Leave on the last day of their residency.  Residents will be paid at the end of the residency for any annual leave that you have not used.

Annual Leave: is earned at the rate of 4 hours every two weeks. Annual leave can be used for rest, relaxation, and recreation as well as time off for personal business (e.g., job interview) and emergency purposes (e.g., auto repair).  It may be used only after it has been earned and approved by the supervisor. Annual leave must be requested as far as possible in advance, via the VISTA computer system.  An email request should also be sent to the residency program director.  Scheduled leave must be approved by the Residency Program Director (RPD) and direct supervisor.  Approval of the preceptor (if applicable) should be obtained prior to submitting leave request to the Residency Director.  The resident should consider what impact the use of leave has on their educational experience before scheduling.

Authorized Absence: (AA, leave with pay) is granted when you are conducting VA related activities at a location other than the Medical Center.  Professional meetings and training seminars are two examples that require authorized absence. Authorized absences must be requested in advance, preferably 2 weeks, by completing a computerized leave request.

Sick Leave: is earned at the rate of 4 hours every two weeks and can be used for illness and injury as well as medical, dental, optical, and other medically-related appointments or procedures. Sick leave must be reported as soon as you determine you will not be able to come to work and preferably at or prior to the beginning of your scheduled tour of duty, but in any event, not later than 2 hours thereafter. It is the resident’s responsibility to directly notify the Residency Program Director and immediate preceptor of their rotational area of the absence (voice messages are not acceptable). Upon returning to work, a computerized request must be completed for approval by the VISN Pharmacy Executive.  If you require sick leave for more than 3 consecutive work days, you must furnish medical certification by a physician attesting to the need for sick leave during the period of absence. Sick leave may also be used for family care, adoption-related purposes, or bereavement for a family member.  If your request for sick leave exceeds the amount of earned sick leave hours, annual leave will be used. “Leave without pay” (LWOP) is only granted at administrative discretion by the VISN Pharmacy Executive.  In the event of LWOP status, VACO PBM will be notified and extension will be reviewed on a case by case basis and discussed with Office of Academic Affairs for approval.  If approved, funding will be adjusted by OAA to accommodate the extended leave of the absence and extension of residency end date.
 
Emergencies: Personal emergencies/accidents during tour of duty should be reported to the RPD and current preceptor, if applicable, as soon as possible so that appropriate action can be taken.  

Inclement Weather: The office’s inclement weather policy is that all personnel are required to report to work in the event of inclement weather. There may be a small allowance for travel delays due to severe weather; notify your RPD if this might be the case and enter appropriate leave upon arrival to work.  Telework may also be approved on a case by case basis.  If you are entirely unable to report for duty due to weather conditions, you will be charged the appropriate amount of annual leave.

Holidays: Residents are not scheduled to work on the paid federal holidays.

[bookmark: _Toc384795151]

[bookmark: RequirementsResCertificate]Requirements to Receive Residency Certificate
It is the responsibility of the program to determine whether a resident has satisfactorily completed the requirements of the residency. Any resident who fails to meet the accepted standards of the residency program will not be issued a certificate. Knowingly presenting a certificate of completing the residency when, in fact, inadequate achievement has occurred, can result in revocation of the accreditation of the residency by ASHP. Clearly, this makes the issuing of a residency certificate an important event. Throughout the course of the residency it will be made clear whether or not objectives are being met. Some individuals may require remedial actions. If remedial actions taken by the resident are insufficient the residency certificate will not be issued. This determination will be made jointly by the resident, Residency Program Director, Residency Advisory Board, and the Chief of Pharmacy (if applicable).
· Satisfactory completion of all rotations and required activities.  If a rotation is not satisfactorily completed, appropriate remedial work must be completed as determined by the preceptors and program director
· Completion of 2080 hours of training (hours include approved time off)
· Compliance with all institutional and departmental policies
· Achieve proficiency in all required critical objectives (see Appendix XIV, page 162) as evidenced by rating of ‘Achieved’ by a preceptor at the end of the residency
· Achieve ‘Satisfactory Progress’ rating by a preceptor on all non-critical required objectives at the end of the residency
· Completion of all assignments and projects as defined by the preceptors and RPD
· Completion of a residency project with a draft manuscript submitted in the journal format of choice to the Residency Program Director by the last day of residency.
· Attend at least one national meeting (must be pharmacy-related) as approved by the RPD 
· Participate in recruiting activities for the residency
· [bookmark: _Toc363821951]Contribute to optimal patient care and achieve the mission and goals of VISN15, the VISN 15 PBM and the KCVAMC Pharmacy Service

The residency certificate will indicate the program’s ASHP accreditation status, according to the provisions of the ASHP Regulations on Accreditation of Pharmacy Residencies, and will be signed by the RPD and CEO of the organization.


[bookmark: _Toc384795152]Obligations of the Resident to the Program

[bookmark: _Toc384795153]Obligations
· The residency is a full-time obligation 
· The resident will be committed to attaining the program’s educational goals and objectives and will support the organization’s mission and values.
· The resident’s primary professional commitment must be to the residency program.
· The resident shall be committed to the values and mission of the training organization.
· The resident shall be committed to making active use of the constructive feedback provided by the residency program preceptors.

[bookmark: _Toc384795154]Dress Code 
In brief, the dress code requires that residents dress in an appropriate manner.  Typically, this entails professional attire & footwear during normal duty hours Monday-Friday, 8:00 a.m. – 4:30 p.m. (however, on Fridays allowance for business casual attire and jeans is made).  During some rotations and residency events, additional professional wear may be necessary.  Any specific problems with attire will be discussed with the Residency Advisory Board and/or the Residency Program Director.  Lab coats will also be optionally provided during residency training, particularly if the resident has interest in actively participating in patient care activities (during elective rotations, etc.)  If borrowed, these coats are to be returned at the completion of training. 

[bookmark: _Toc384795155]Tour of Duty  
Tour of duty for all residents is 8:00 a.m. to 4:30 p.m. (or other schedule as agreed upon with RPD), Monday through Friday, primarily at the VISN 15 network business office.  Some rotations may require a change in tour and location.  This 8.5 hour tour of duty additionally allows for a 30 minute lunch break.  The RPD and time keeper must be informed of all changes in tours of duty prior to the change being made.  

Duty hours are defined as all clinical, managed care, and academic activities related to the program; i.e., patient care, administrative duties, the provision for transfer of patient care, time spent in-house during call activities, time spent working on analytics/population management or pharmacoeconomic activities, and scheduled events, such as conferences.  Duty hours do not include reading and preparation time spent away from the duty site.

Duty Hours and Outside Employment During Residency Program
The residency program is an exceptional learning opportunity that demands considerable time commitment from the resident to meet the residency requirements.  A residency is a full-time obligation and the resident’s primary professional commitment must be to the residency program.  The resident must manage his/her activities external to the residency so as not to interfere with the program.  Moonlighting is permitted but it is strongly recommended that those hours be limited to no more than 12 hours per week averaged over a 4-week period.  Should the resident elect to gain outside employment, it can only occur during non-residency hours.  It cannot occur during other required attendances, such as the Midwest Residents Conference.  The resident is responsible for notifying the Residency Program Director if he/she is moonlighting and to report hours worked on a monthly basis using the customized reporting form in PharmAcademic.  

The ASHP Pharmacy Specific Duty Hours, http://www.ashp.org/DocLibrary/Accreditation/Regulations-Standards/Duty-Hours.aspx , are to be followed at all times
· Duty hours must be limited to 80 hours per week, averaged over a four-week period, inclusive of all in-house call activities and all moonlighting
· Mandatory time free of duty: residents must have a minimum of one day in seven days free of duty (when averaged over four weeks)
· Residents should have 10 hours free of duty between scheduled duty, and must have at a minimum 8 hours between scheduled duty periods
· Continuous duty periods of residents should not exceed 16 hours. 

If the resident, preceptors, or Residency Program Director finds that the resident’s judgment is impaired or they are unable to meet the requirements of the PGY-2 program, individual adjustments to permitted moonlighting hours may be made.

Source: Pharmacy Specific Duty Hours Requirements for the ASHP Accreditation Standards for Pharmacy Residencies.

[bookmark: _Toc384795156]Professional Practice and Development
Pharmacy residents are representatives of the VISN 15 PBM at all times. It is important that high standards of professional conduct are upheld at all times, including professional meetings. 

Professional development of residents is enhanced through membership and participation in local and national organizations.  Membership in the American Society of Health-system Pharmacists (ASHP) is required.  Residents are encouraged to become active members of the American Society of Health-system Pharmacists (ASHP), Academy of Managed Care Pharmacists (AMCP), and/or  a local Pharmacy Society.  Residents are required to attend one state or regional pharmacy organization meeting (i.e. Western States Residency Conference) and one national pharmacy organization meeting (i.e. ASHP Midyear Meeting).

Activities of the residents must be coordinated with the preceptors in order that appropriate and adequate pharmaceutical care is provided. Residents are not expected to practice independently from the pharmacists. Utilizing the knowledge, skills, and abilities of the preceptors to become more proficient at pharmacy practice is critical to development. Communication with preceptors, pharmacists, technicians, and other miscellaneous VISN staff is additionally important to resolve various problems that will arise throughout the residency year. If the resident cannot solve a specific problem via routine channels, the relevant preceptor or supervisor should be contacted, including calling a preceptor at home. Residents can assist the Pharmacy Section by inquiring if the way things are done can be improved. Challenging the staff is an important contribution to our constantly ongoing improvement process.  

[bookmark: _Toc384795157]Confidentiality 
Development of professional ethics and awareness of a patient’s need for confidential and private counseling are important components of clinical education.  Residents will receive training on HIPAA guidelines.  It is their responsibility to never mention patients by name at inappropriate times or discuss patients with team members in areas where information may be overheard (ex. while in stairwells or on elevators).  Paperwork containing patient or employee personal information must be placed in appropriate containers for shredding.  Emails containing patient information will be sent using encryption and only to parties permitted to receive this information.  It is critical that all employees do not leave a computer terminal open for access by other individuals. If residents find themselves in a position where patient confidentiality may be compromised, they should remove themselves from the situation.

[bookmark: _Toc363821950]The U.S. Government computer system is for official use only.  The files on this system include federal records that contain sensitive information.  All activities on this system may be monitored to measure network performance and resource utilization; to detect unauthorized access to or misuse of the system or individual files and utilities on the system including personal use; and to protect the operational integrity of the system.  Use of this system constitutes your consent to such monitoring.  Misuse of or unauthorized access to this system may result in criminal prosecution and disciplinary, adverse, or other appropriate action.
[bookmark: _Toc363821952]
[bookmark: _Toc384795158]Grievances
Any problem that may arise during the residency should first be addressed by the appropriate preceptor.  If the attempts to resolve the problem are unsuccessful, it should be brought to the attention of the residency program director (RPD).  If for some reason resolution at that level fails, the Pharmacy Service Manager will have the authority to make the final decision.

[bookmark: _Toc384795159]Attitude
The resident is expected to demonstrate professional responsibility, dedication, motivation, and maturity with regards to all activities and responsibilities associated with the residency for its entirety.  The resident shall demonstrate the ability to work and interact with all staff and patients of the Medical Center in a productive and harmonious manner.  Appropriate attire, personal hygiene and conduct are expected at all times.  The resident will adhere to all the regulations governing the operations of the Department of Veterans Affairs Medical Center without exception.

[bookmark: _Toc384795160]Residency Disciplinary Actions and Dismissal Policy
It is not expected that any disciplinary actions will be needed during the residency. However, criteria have been established to avoid making an unpleasant situation more difficult. Each resident is expected to perform in an exemplary manner. If a resident fails to meet the requirements of the program, disciplinary action will be taken. Examples of inadequate or poor performance include dishonesty, repetitive failure to complete assignments, being late for clinical assignments, abuse of annual and/or sick leave, violating VISN 15 or VA policies and procedures, patient abuse, violating ethics or laws of pharmacy practice, and failure to maintain pharmacy licensure. The following sequence of disciplinary actions is outlined:

1. For minor or initial failure to adhere to requirements will result in a verbal counseling by the primary preceptor or the RPD.
1. Residents can be given a formal written warning of failure to meet the requirements of the residency along with actions necessary to remedy the situation for repeated/severe incidents.
1. If the resident continues to exhibit unacceptable professional behavior or is continuing to have substandard performance the resident may be restricted from certain activities or additional assignments can be given as corrective action. The RPD can alter work or rotation assignments after discussion with the preceptor and Residency Advisory Committee. 
1. If a resident is late to work the resident may be considered absent without leave and will be charged leave without pay.
1. Repetitive or serious breaches of professional conduct will be documented in writing and forwarded to the VPE if the RPD determines dismissal is an appropriate action. The VPE will decide whether dismissal is necessary after reviewing the situation with the resident, Residency Advisory Board, and RPD. If dismissal is necessary the proper VA process will be initiated.
1. Written documentation of disciplinary actions will include date discussed, issue and actions required and will be placed in the Resident’s file.
[bookmark: _Toc384632212][bookmark: _Toc384795161]
[bookmark: _GoBack]Termination Policy
[bookmark: _Toc364432417][bookmark: _Toc364432096]A PGY2 Pharmacy resident may be terminated at the discretion of the VPE and Residency Program Director for failure to meet the program objectives and requirements as outlined in the PGY2 Residency Manual.

[bookmark: _Toc384795162][bookmark: _Toc230600302][bookmark: _Toc30849643]ASHP Accreditation Standards

The ASHP standards for the Pharmacy Practice Residency Program are important for understanding because they are our contract with each resident. The areas and functions in which residents will have involvement are described in the accreditation standards. The supporting guidelines, technical bulletins, and statements for the best practice involving a required aspect of training are available online at www.ASHP.org
To ensure training efficiency and effectiveness, the program will use a systems-based approach to training design, delivery and evaluation.  It is important to continuously assess individual practice skills, particularly in relation to these ASHP Accreditation Standards for Postgraduate Year Two (PGY2) Pharmacy Residency Programs and the ASHP Regulations on Accreditation of Pharmacy Residencies.  Provided below is a link to the generalized PGY2 residency standards as well as to standards for relevant specialized residencies that have been provided by ASHP.  As the VISN 15 Pharmacy Outcomes and Healthcare Analytics program is a unique residency, there is currently not an official guide to the standards, goals, outcomes, and experiences offered through this program on the ASHP website.  However, we have created a document (Appendix V) that provides a comprehensive list of outcomes and instructional objectives specific to the Pharmacy Outcomes and Healthcare Analytics residency.  Additionally, the links directly below provide a list of general ASHP Accreditation Standards and PGY2 Goals and Objectives for Advanced Areas of Practice from which our goals/objectives were adapted.  These, in combination with our drafted document will assist with the Continuous Quality Improvement (CQI) (Appendix III) that is completed in the last month of the residency year.
General PGY-2 ASHP Residency Standards (see Accreditation Standards: PGY2 Residency) 
http://www.ashp.org/s_ashp/docs/files/RTP_PGY2AccredStandard.pdf 

ASHP Accreditation Standards for Specialized PGY2 Residency in an Advanced Area of Practice
http://www.ashp.org/DocLibrary/Accreditation/RTP_ObjPGY2AdvanceGoalObj.doc

[bookmark: _Toc230600303][bookmark: _Toc30849646]Residency Learning System 
http://www.ashp.org/DocLibrary/Accreditation/Residency-Learning-System/RTP-RLSDecisionProcessDiagram.aspx 

Resident’s Guide to the RLS
http://www.ashp.org/DocLibrary/Accreditation/ResidentsGuidetotheRLS.aspx  

[bookmark: _Toc384795163]Presentations and Activities

In order for the resident to attain competency in the levels of practice as required by the pharmacy practice standards, residents will complete the following: 

[bookmark: _Toc384795164]Assigned Projects/Presentations
A schedule of assigned presentations will be provided during the orientation month of July.  Any deviations from this schedule must be approved by the Residency Program Director.  The resident will also be expected to present various projects, proposals, etc. as they come up throughout the year.
Examples: 



[bookmark: OptionalPres][bookmark: _Toc384795165]Optional Presentations
If the schedule allows and there is sufficient resident interest, the PGY-2 residents may opt into participating in a Journal Club experience.  PGY2 Residents may opt to participate in the monthly VA National Journal Clubs, may be invited to participate in presentation of a national journal club or may optionally present at VISN 15 facility meetings. 

Examples of Journal Clubs presented nationally by VA PGY2 residents:   
 


[bookmark: _MON_1466491234]     

[bookmark: ReqMeetings][bookmark: _Toc384795166]Required Meetings and Activities
A list of required meetings will be provided during the orientation month of July.  Any absences from those meetings will need to be pre-arranged by the Residency Program Director.  In addition, any Learning Experience specific required meetings/activities will be outlined in the Learning Experience Descriptor.  Any absences will need to be pre-arranged by the assigned preceptor.
Example List of Required Meetings and Assignments:
· VISN 15 P&T Meetings (4th Wednesday/month (approximately 8/year)
· Resident assists in taking minutes for these meetings and contribute to agenda items 
· VPE VACO Monthly Call (4th Monday/Month)
· Assigned VISN 15 Taskforce Meetings
· Residents assist in taking minutes for these meetings, as assigned
· Assist in the agenda creation, running the meetings, and providing EBM/technical support, as assigned
· Current Taskforces:
· Opioid Safety Academic Detailing
· URI Antimicrobial Stewardship Academic Detailing Workgroup
· Psychopharmacology Initiative
· Formulary Management Workgroup
· Clinical Pharmacy Practice Workgroup
· Weekly VISN 15 Staff Meetings (Mondays at 9:00am)
· Monthly VISN 15 Clinical Meetings
· Assigned PharmAcademic evaluations as well as initial and quarterly self-evaluations
· Midwest Residency Conference Practice Presentations, as assigned 
· Understanding Designs for Clinical Research Course http://blog.methodistcollege.edu/course-description/
· Healthcare Analytics Certificate Program http://blog.methodistcollege.edu/course-description/ 

Example List of Optional Meetings and Assignments:
Via Conference Call/Live Meeting
· Optional Task Forces 
· Weekly PBM Pharmacy Education Programs
· Monthly Pharmacoeconomic National Conferences (HERC etc.)
· VISN 15 SQL Support Group (9:00am Every Tuesday) 
· National Clinical Pharmacy Call – (3rd Wednesday/Month)
· National Pharmacy Chiefs Call (monthly)
· [bookmark: _Toc384795167]VA ADERs Quarterly Call
[bookmark: ScheduledEvents]
Scheduled Events
Each Resident should start an Individual Calendar of Scheduled Events (Usually kept on Outlook).  Please see Orientation Checklist, Rotation Schedule, and Rotation Descriptions for required meetings, presentations, and timelines to plot necessary information on the calendar.


[bookmark: _Toc384795168]Residency Structure and Rotations

[bookmark: _Toc384795169]Orientation
Orientation will occur throughout the month of July and will include orientation to the KCVAMC medical center, VISN 15 network business office, an introduction to the residency/RLS/PharmAcademic system, computer training, and other miscellaneous mandatory training (organization, etc.).  Residents will be oriented to the program including the purpose, applicable accreditation regulations and standards, designated learning experiences, and the evaluation strategy and policy.  The RPD will perform this orientation according to a schedule provided to the residents in advance.  The staff will also be oriented to the residency program as necessary.  Additionally, preceptors will be responsible for orienting their residents to their assigned learning experiences including reviewing and providing written copies of the learning experience educational goals and objectives, associated learning activities, and evaluation strategies.  An orientation checklist of activities and set-up will be completed during the orientation month (see Appendix XII).

[bookmark: _Toc384795170]Core Rotation Experiences
The residents are scheduled for experiences throughout the year in order to allow for learning in various areas.  Most of the learning experiences during this PGY-2 residency are longitudinal in structure.  Any changes to this schedule need to be in agreement with all preceptors involved, the Residency Board, and/or the Residency Program Director. The resident will be expected to achieve 90% of the program objectives in order to graduate from the residency.

The core rotations will be in the areas of:
· Data Management and Analytics
· Pharmacoeconomics and Formulary Management
· Pharmacy Practice Foundation, Service, and Policy Development
· Clinical Research Project
· Population Management

[bookmark: _Toc384795171]Elective Experiences
Each resident will have opportunities for one elective experience.  Elective experiences are specifically intended to tailor the residency experience to the resident’s needs, goals, and interests.   It is possible to elect to work in one area for additional time to gain more confidence and skills. Electives may be completed at another hospital or health care facility as long as there is agreement with each facility involved.  The experience at another facility must be one that has a commitment to education and the preceptor will evaluate assigned goals and objectives.  Despite the nature of this program, if a resident is interested in an alternative area (ex. direct patient care), this can be reasonably arranged.  The resident is responsible for arranging all electives with the preceptor and the RPD.  It is recommended that this be accomplished as early as possible in the residency year to facilitate planning of all involved.  Electives may be selected from well-established pharmaceutical care areas or developed for unconventional areas.  Any of the core areas may be selected as an advanced elective rotation.  Other opportunities include, but are not limited to:


	
Academics
Academic Detailing
Applied Pharmacoeconomics

	Community Based Outpatient

	Specialty Pharmacy 


[bookmark: _Toc384795173]
[bookmark: AppendixXIV][bookmark: ExampleSchedule]Example Rotation Schedule and Preceptors
The resident’s rotation schedule is available to view in PharmAcademic under the Resident Master Schedule Report Option.

	Resident
	Learning Experience
	Start Date
	End Date
	Preceptors

	Resident Name
	Orientation
	06/29/2015
	07/31/2015
	Dr. Monica G. Schaefer

	Resident Name
	Pharmacy Foundation, Service and Policy
	06/29/2015
	06/24/2016
	Paul R. Walker

	Resident Name
	Population Management
	08/03/2015
	06/24/2016
	Dr. Elaine M. Ogden

	Resident Name
	Clinical Research Project
	08/03/2015
	06/24/2016
	Dr. Mark Patterson, Dr. Monica G. Schaefer

	Resident Name
	Data Management and Analytics
	08/03/2015
	06/24/2016
	Dr. Monica G. Schaefer

	Resident Name
	Pharmacoeconomics, Health Outcomes, and Formulary Management
	08/03/2015
	06/24/2016
	Dr. Monica G. Schaefer

	Resident Name
	Elective – TBD (4-6 weeks)
	TBD
	TBD
	TBD



[bookmark: _Toc363821963][bookmark: _Toc384795175]Outcomes/Goals Linked to Learning Experiences for PGY-2 Pharmacy Residency

ASHP has assisted PGY-2 Advanced Pharmacy Practice Residency programs by developing a generic set of goals and objectives. The goals and objectives are separated into required and elective.  All required goals and objectives must be taught and formally evaluated at least once in the residency.  The program will identify if any additional elective goals and objectives will be evaluated.  These outcomes/goals are listed earlier in the Residency Manual, and the full Outcomes, Goals, and Objectives document can be found in Appendix V. The Goals and Objectives form the basis for feedback and evaluation. 
A table with the full mapping of Outcomes, Goals, and Objectives and the rotations where objectives are taught or taught plus evaluated is available in PharmAcademic under the Goals and Objectives Taught/Taught and Evaluated in Learning Experiences report in PharmAcademic.  Residency teams assign their choice of educational goals and objectives to the learning experiences in which they will be taught and decide in which of these learning experiences each goal will be evaluated.  The goals can be taught and evaluated once or multiple times.  T stands for Taught and TE stands for taught and evaluated.  Appendix XVIII provides the same table with the preceptor evaluating the experience included as well as a basic evaluation schedule.



[bookmark: _Toc384795177]Learning Experience Descriptions

[bookmark: _Toc384795178][bookmark: DataManagement]Data Management and Analytics
Updated 8/24/2015

Brief Learning Experience Descriptor:  
Overall, the resident will learn and apply a variety of data skills from Excel analytics, database extraction, and on to final product development such as creation and maintenance of electronic dashboards and reports. Knowledge and applied use of query languages will be taught and developed for interacting with relational databases. Resident will become proficient in advanced Excel functions, including, but not limited to writing functions with various commands and creating pivot tables to analyze data. The resident will also learn to work proficiently in business intelligence (BI) platforms (ProClarity and Pyramid Analytics). The resident upon graduation from the program will have an overall understanding of the VA health data repository enterprise architecture data warehouse structure applied to VISN 15. This will include specialized knowledge of use of BI platforms, collaborative development environments, digital report development and maintenance, and formulating, executing, and revising plans and coding procedures for database searches using SQL.  

The rotation is divided into 3 blocks that build conceptually and in complexity throughout the rotation: 
Block 1: Database Architecture, Training, and Functions (August, September, October)
Block 2: Database Querying and Analysis (November, December, January, February)
Block 3: Technical Development and Deployment (March, April, May, June)


Preceptors: 

	Name
	Title
	Email
	Phone

	Monica Schaefer, Pharm.D.
	VISN 15 PBM Data Manager
	Monica.Schaefer@va.gov
	816-701-3066



Goals and Associated Objectives formally taught and evaluated during this experience:

	Outcome R2:  Manage and improve the medication-use process 

	Goal R2.3:
Prioritize development of analytic tools that improve and assist clinicians in patient care.

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R2.3.1
	(Evaluation) Appropriately prioritize development of analytic tools based on potential for improvement of patient care if given limited time and multiple responsibilities.
	Explain factors to consider when determining priority for patient-care improvement projects: Apply to plan for deadlines related to URI campaign development, OSI dashboard tool revisions, performance measure report, psychopharmacology dashboard validation, Hep C dashboard enhancement,etc. 

Explain how the complexity or severity of patient problems may mandate urgency of tool development and reordering of current priorities. Balance development of the various dashboard and clinical support technical tools.
	1









1

	Goal R2.4: 
Assure that all patient-specific, medication-specific, and evidence-based pharmacotherapy information required to support effective medication-related decisions is readily available in a useful format to members of interdisciplinary, patient-centered teams.

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ 2.4.1
 (Synthesis) Effectively present the benefits of functionally integrated evidence-based and other knowledge resources, analysis tools, and medication information systems.
	Demonstrate utilization of analysis tools to members of interdisciplinary teams who will be using them in their daily practice.  Academic detailing on VISN 15 OSI Dashboard and URI Dashboard to VISN provider.  Demonstrate Sharepoint features to P&T, PBM workgroup members.
	1

	Goal R2.5:
Guard the confidentiality and security of health data stored in the health care organization’s database.

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R2.5.1 
(Comprehension) Explain the organization’s regulatory policies for maintaining security of patient information.
	HIPAA, Privacy, and Security Training

Demonstrate knowledge of protections used to protect information within the data warehouse, within dashboards and reports, and research data from those not authorized to access them.  Gain access to VINCI research workspace and perform research project development and analysis there,work through DART request and access to VINCI project database, as applicable.
	1

1

	OBJ R2.5.2 
(Synthesis) Collaborate with information technology and other professionals to assess analysis tool security and patient protections for conformance with accepted standards including access control, data security, data encryption, HIPAA privacy regulations, and ethical and legal issues.
	Explain accepted criteria for system security.  Complete training on Sharepoint permissions and demonstrate knowledge of various types of Sharepoint users and the access to sites they have based on user categories.  Manage SP site(s) permissions and requests for access for one or more SP sites.  Explain securities for dashboards and reports containing PHI.
	1






	Outcome R3: Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management, and pharmacy outcomes.

	Goal R3.1:
Establish oneself as an expert for data retrieval, medication information, and outcomes-related resources within the organization.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.1.1 
(Synthesis) Implement a successful strategy for earning credibility within the organization to be an authoritative expert on the creation of analytic tools, measurement of outcomes, and overall evidence-based medication-related care of patients.
	Identify opportunities for the pharmacy outcomes and healthcare analytic specialist to earn credibility with members of the various interdisciplinary taskforces. Provide technical and analytic support to OSI, URI, Formulary Management, Psychopharmacology, and other workgroups as needed.

Identify opportunities for the specialist to earn credibility within the PBM and various providers within the organization. Provide technical and analytic support to VISN 15 P&T, Strategic Planning, and Formulary Management workgroups as needed.


	2




2

	OBJ R3.1.2  
(Synthesis) Fulfill requests for provider-requested data, reports, usage/cost information, or outcomes in an accurate and efficient manner.
	Perform data extracts and provide aesthetically pleasing, user-friendly reports using VISN data warehouse, PBM data cubes,VSSC, and other databases to support the data needs of individual providers, committees, and workgroups.
	1

	OBJ R3.1.3
(Comprehension) Answer questions and troubleshoot issues from users of the organization’s analysis tools, criteria, cost, or policies and procedures.
	Respond to end user questions regarding data validity, data definitions, data integrity, and assist in troubleshooting access for individuals or groups.

Serve as point of contact for VISN 15 Pharmacy Academic Detailing dashboard users
	2


2

	Goal R3.2:
Contribute pharmacist perspective and expertise regarding the development, implementation, utilization, and revision of outcomes measures and metrics, and analysis tools in interactions with information technology staff, PBM staff, clinicians and end users.

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.2.1 
(Application) Participate in the development of project timelines, financial projections, and outcomes measurement
	Participate in strategic planning timelines development to meet specified goals, with each action or step outlined within the timeline.  Identify metrics to measure baseline and progress toward defined goals during strategic planning phase.  Provide reports on progress to strategic planning workgroups and committees at specified time points and as needed during implementation phase. 
	2




	OBJ R3.2.2	
(Synthesis) When presented with a non-standard problem, apply lateral (out-of-box) thinking to its solution
	Troubleshoot dashboards/reports with error in the code
	2

	Outcome R5: Demonstrate the technical skills essential to the role of a pharmacist specializing in pharmacy outcomes and healthcare analytics.
	

	Goal R5.1:	
Demonstrate a working knowledge of available technology for prescribing, order processing, distribution/dispensing, monitoring, safe and efficient administration, administration documentation
	

	Objective
	Related Activity/Instructional Objectives
	

	OBJ R5.1.1
(Comprehension) Demonstrate a working knowledge of available technology for prescribing, order processing, distribution/dispensing, monitoring, safe and efficient administration, administration documentation.
	Explain the VA's medication order, verification, and dispensing process from beginning to end and the data pieces captured along the way. Explain the types of medication safety alerts and prompts and where technical edits can be made to promote safer use of medications. Complete VISTA/CPRS pharmacy training on Moodle, if non-VA PGY1 experience. 
	1

	Goal R5.2:	
Demonstrate and apply understanding of basic analytics principles, standards, and best practices.
	

	Objective
	Related Activity/Instructional Objectives
	

	OBJ R5.2.1
(Application) Utilize best practice strategies to maximize code performance.
	Explain the need for efficient programming. Apply "best practices" when writing queries. Complete series 104 and 204 SQL training by Richard Pham to gain this knowledge for application.

Review CDW folder about writing efficient queries here- https://vaww.dwh.cdw.portal.va.gov/Support/Shared%20Documents/Forms/AllItems.aspx?RootFolder=%2fSupport%2fShared%20Documents%2fBest%20Practices&FolderCTID=0x01200024C7F6A54FE9A544A8EA73A3E31C68B3 and apply those skills to queries consistently.

Explain the function of indexes in SQL programming and the proper utilization of clustered indexes. Use index fields to improve code efficiency

Demonstrate the ability to reorganizing queries to improve performance.	
	1



1






1


2

	OBJ R5.2.2	
(Comprehension) Express understanding of the functions and purposes of SQL Server, Reporting Services, Visual Studio, ProClarity, MS Office Programs, SharePoint, and Performance Point from the perspective of a pharmacist working in outcomes and healthcare analytics
	Explain the advantages of dashboards and reports.  Explain advantages of performing analysis in one program vs. another.  Explain benefits and limits of using Microsoft Office products and Sharepoint for group project work.


Describe best practices to effectively design dashboards and report tools
	1




3

	OBJ R5.2.3	
(Evaluation) Exercise proficiency in the use of databases and data analysis software to successfully construct reports and dashboards
	Explain the concept of dimensional modeling.

Explain how the design of the data warehouse facilitates decision making.

Complete Transact-SQL basic training (VA Richard Pham videos)

Explain the difference between transactional and analytic database design.

Explain how to develop analysis tools that are sufficiently detailed to support desired user goals.

Evaluate the effectiveness, utilization, and quality of the tools requested by providers within the organization.

Explain the principles and uses of databases in the management of large volumes of data.  

Draw upon appropriate databases to answer posed questions

Perform statistical analyses for the purpose of evaluating the data.

Draw accurate conclusions regarding significance of information

	1

1

1

1

2


2


1


2

3

3


	OBJ R5.2.4
(Comprehension) Explain the concept of data warehousing and its uses in clinical and operational decision-making.
	While completing SQL basic training, discuss and demonstrate understanding of how built reports and queries will help decision makers such as P&T Committees, workgroups, leadership, and providers and patents make patient centered decisions or facilitate shared decision making.

Complete Transact-SQL basic training.
	1




1

	OBJ R5.2.5	
(Synthesis) Apply an understanding of evidence-based medication therapy management to contribute to the establishment of process and outcomes measurements that would be used to manage and evaluate the implementation and success of a disease management and/or medication therapy management program.
	Explain the concept of process measurements. Gain understanding through completion of White and Yellow Belt Training.

Explain the concept of outcomes measurements. Gain understanding through completion of White and Yellow Belt Training.

Apply understanding of process  measurements through the design of a new program/project, outlining the process measures for the project ahead of implementation.

Apply understanding of process  measurements through the design of a new program/project, outlining the outcomes measures for the project ahead of implementation.
	2


2


2




2





Communication:
· Daily scheduled meeting times:  Residents to prioritize questions and problems to discuss during scheduled meeting times as listed above.
· E-mail:  Residents are expected to read e-mails at the beginning, middle and end of each day at a minimum for ongoing communication, including formative evaluation of work.   This is appropriate for routine, non-urgent questions and problems.  
· Lync: Available for questions, comments as needed throughout the workday
· Office extension:  Available for questions, comments as needed throughout the workday

Preceptor interaction:  The preceptor(s) for this rotation will use modalities including: direct instruction, modeling or practical skills, coaching, and facilitating based on the needs of the resident.  He/she will be responsible for providing continuous feedback to the resident regarding their performance and completing a final summative evaluation.  

Expected progression of resident responsibility on this learning experience: (Length of time preceptor spends in each of the phases will be customized based upon resident’s abilities and timing of the learning experience during the residency training year) 

Day 1: Preceptor to review learning activities and expectations with resident

Block 1: Resident to complete training on various software applications, including Excel pivot tables, Sharepoint, SQL (basic and advanced), Pyramid Analytics, and become familiar with processes for data access, including VINCI.  The resident will understand and be able to explain various database concepts including relational databases, efficient programming, data warehouse architecture and permissions, indexing, data security methods and purpose, and clinical decision support through technology.  Resident will be able to write basic efficient queries of the level of those demonstrated in SQL 104, build prescription utilization dashboards in Pyramid, and manipulate existing reports for analyses, and manage a Sharepoint site.   Preceptor to assign online training courses and work one-on-one with resident while building first several queries and analyses, modeling/demonstrating application of the programs.  The resident will progress over the first half to being able to independently perform data queries and analyses, with preceptor reviewing and providing input on modifications or additional analytic concepts for incorporation as the resident gains more skill and independence.

Block 2: The resident becomes more independent and assumes active role as data management expert in the organization, providing data extraction and analytics services to network customers (pharmacoeconomists, formulary managers, clinical teams, service line chiefs, and network leadership).  Preceptor attends meetings or discussions when data or analysis requested, coaching the resident on how to inquire and customize product to the customer’s needs.  Preceptor coaches resident to take on more responsibilities as point of contact for new analytics projects, offering troubleshooting assistance on more complex queries.

Block 3: The resident will work on existing and new projects, using his/her best practices and becoming fully independent from the preceptor. Throughout the projects, the resident will evaluate data and implement appropriate interventions. Preceptor will facilitate when necessary.

If a resident is not progressing as expected during a block on specific objectives, those deficiencies will be identified during the rotation’s ongoing formative evaluations and/or customized plans and activities re-assigned during the existing block and/or the next rotation block.  Specific activities will be assigned to address deficient objectives to be completed either by the end of the current rotation block or within the first 2 months of the next block, in order to demonstrate progression.  The resident will be formally re-evaluated on those objectives upon completion of the current block or at the end of the first 2 months of the next block (using PharmAcademic summative evaluation or on-the-fly evaluation) to ensure ongoing monitoring of progression and mastery of skills.  The resident will continue to be required to meet the objectives already assigned to the block, even when objectives from prior block(s) have been re-assigned, in order to ensure adequate progression through the year.

Evaluation process: 
PharmAcademic will be used for documentation of scheduled evaluations (both formative and summative per the chart below).  For all evaluations completed in PharmAcademic, the resident and the preceptor will independently complete the assigned evaluation and save as draft.  The resident and the preceptor will then compare and discuss the evaluations.  This discussion will provide feedback both on performance of the activities and the accuracy of the resident’s self-assessment skills.  Evaluations will be signed in PharmAcademic following this discussion.   

· Summative evaluations: This evaluation summarizes the resident’s performance throughout the learning experience.  Specific comments should be included to provide the resident with criteria based feedback that they can use to improve their performance in subsequent learning experiences. 
· Formative evaluations: Regular, ongoing, in the moment assessment about resident performance.  Information can be provided orally or in writing during the learning experience.

	What type of evaluation
	Who
	When

	Formative
	Preceptor
	Throughout experience

	Summative
	Preceptor
	Quarterly

	Summative Self-evaluation
	Resident
	Quarterly

	Preceptor, Learning Experience Evaluations
	Resident
	Quarterly




Schedule: 
Extended Learning Experience divided into three sections:
Block 1: Database Architecture, Training, and Functions
Block 2: Database Querying and Analysis
Block 3: Technical Development and Deployment 
· Assignments made on a daily/weekly basis by preceptor

Designated Meetings/Responsibilities:
VISN 15 PBM Staff Meeting (Mondays at 9:00am) 
SQL Support Group (Tuesdays 9:00am, please attend at least 2 meetings per month)
SQL Training (Dates TBD)
Taskforce Meetings (As assigned)

Checklist of assignments/projects/requirements that must be complete to successfully pass the learning experience (please list deadlines if there are any):
· SQL Training Series: http://vaww.infoshare.va.gov/sites/vapharmacyinformatics/WIKI/SQL/Home.aspx 
· Excel Pivot Tables training
· SQL Training Exercises  
· Queries involving basic SQL coding
· Conduct data queries using Pyramid Analytics BI Tool
· Use analysis tools and interpret results effectively
· Perform validation of data using SQL, Pyramid Analytics, CPRS and Dashboard tools
· Prepare data for presentation using Microsoft Excel, Power Point, or similar programs
· Create and/or modify VISN15 SharePoint sites
· Develop data elements in dashboard tool or other end-user products
· Actively participate in new product development and design

Assigned Readings/Discussion topics: 

Insights From Advanced Analytics At The Veterans Health Administration
Jason Brimhall et al. SQL Server 2012 T-SQL Recipes. Apress.
Kathi Kellenberger. Beginning T-SQL 2012, Apress Publications
Jan Harrington. SQL Clearly Explained. Morgan Kaufmann
Fundamentals of CDW
Metadata Table Spreadsheet (Samantha Wright)
CDW Best Practices
Writing Efficient Queries (Power Point)
CDW Guide: Query Best Practices
TOAD Development Suite for SQL (optional) 
TOAD Tips & Tricks file://vhacdwm06/LiveMeetings/BIPLTrainingContent/TOAD_TipsTricks_Wagner/May%2022%2008.05%20%5BR2DW%20Tech%20Call_TOAD_for_SQL%5D/PubData/Engine/Default.htm?file%3A%2F%2Fvhacdwm06%2FLiveMeetings%2FBIPLTrainingContent%2FTOAD_TipsTricks_Wagner%2FMay%252022%252008.05%2520%5BR2DW%2520Tech%2520Call_TOAD_for_SQL%5D%2FPubData%2F



[bookmark: PharmacoeconomicsDescription] Pharmacoeconomics, Health Outcomes, and Formulary Management
Updated 08/24/2015

Brief Learning Experience Descriptor:
This is a required longitudinal learning experience that begins after orientation and continues throughout the year.  The VISN 15 Pharmacy Executive and the VISN 15 Pharmacy Program Manager will serve as the preceptors for this learning experience.  The resident will develop skills, values and abilities in the practical application of pharmacoeconomic principles to the VA healthcare environment and in research design and methodologies to assess pharmaceutical-related economic, clinical, and humanistic health outcomes.  The resident will also develop the knowledge, skills, values and abilities necessary to assist in creating and maintaining Drug Use Criteria/Criteria for Use, improving procurement, contract compliance, and inventory control activities to achieve maximum savings and data accuracy.  Several standing committees and many practitioners are involved with the work of developing, modifying, and maintaining the VA National Formulary.  In addition, the VISNs are responsible for adherence to Drug Use Criteria and Criteria for Use developed nationally and locally.  The VISN PBM supports many aspects of the programs designed to support this system.  The resident will be exposed to the concepts of managed care systems through their involvement in all aspects of VISN formulary management.  Overall, the resident will better understand the complete cycle of drug procurement from the formulary addition, to negotiating contracts with the manufacturer, to ordering pharmaceuticals. In addition the resident will gain the necessary knowledge and experience in revenue generation to better understand the legislation, regulation and policies concerning the prescription benefit within the Veterans Health Care Administration.  The resident will be assigned tasks and will work with a variety of VISN employees in diverse areas to accomplish tasks for this learning experience.  Outcome projects will be developed and assigned by the preceptor at the direction of committees, task forces, informal groups and will involve independent and group learning experiences.

The rotation is divided into 3 blocks that build conceptually and in complexity throughout the rotation: 

Block 1: Interpreting Literature, Public Speaking, Managed Care Concepts (August, September, October)

Block 2: Workgroup Facilitation/Leadership, Scientific writing, Applied Pharmacoeconomics (November, December, January, February)

Block 3: Complex Formulary Decisions, Transforming Practice through EBM, Independent Drug Policy Development (March, April, May, June)


Preceptors:

	Name
	Title
	Email

	Monica Schaefer, Pharm.D.
	VISN 15 Pharmacoeconomics Program Manager
	Monica.Schaefer@va.gov



Goals and Associated Objectives formally taught and evaluated during this experience:

	Goal R3.3:
Critically evaluate and employ advanced analysis skills to relevant biomedical literature in preparing analysis tools, drug information responses, pharmacoeconomic proposals, and drug use criteria.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.3.9
(Analysis) Conduct a pharmacoeconomic analysis to support a medication policy and/or process recommendation or decision (decision analysis, CEA, CBA, CMA, CUA).
	Explain the principles and methodology of pharmacoeconomic analysis.

Explain reliable sources of data.
	2

2

	Goal R3.4:
Identify opportunities for improving the safety of aspects of the organization’s medication-use system through analysis tools, measures, metrics, guidelines and policies.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.4.1	
(Application) Assist in the organization’s reporting and preventing medication errors and adverse drug reactions (ADEs) through development/maintenance of analysis tools, updating DUC, reporting alerts at meetings, or other means as necessary.
	Assist in the organization’s reporting and preventing medication errors and adverse drug reactions (ADEs) through development/maintenance of analysis tools, updating DUC, reporting alerts at meetings, or other means as necessary.
	2

	Outcome R4: Demonstrate excellence in the provision of training and educational activities for health care professionals, health care professionals in training, and the public.

	Goal R4.1:
Provide effective education and training on pharmacoeconomic proposals, analysis tools/software utilization, academic detailing goals, or general drug therapy topics to health care professionals and health care professionals in training.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R4.1.1
(Application) Use effective educational techniques in the design of all educational activities.
	UMKC managed care course guest lecture to 3rd year pharmacy students

Identify changes in medication-use or newly developed analysis tools that require training of staff within the organization.   Provide Academic D etailing education sessions and dashboard training to various audiences

Design instruction that meets the individual learner’s needs. Identify, assign, model for and coach APPE rotation students from both UMKC and KU Schools of Pharmacy on various projects.

Explain the differences in effective educational strategies when teaching colleagues versus residents versus students versus health professionals in other disciplines.  Demonstrate through adjusting teaching styles for students at various levels, teaching colleagues in network office about new PBM programs, and other health professionals on  workgroups.  Compare and contrast the styles, and adjustments one makes to effectively provide education to these various audiences.

Explain how different instructional delivery systems (e.g., demonstration, written materials, web-based) foster different types of learning.

Identify changes in medication-use or newly developed analysis tools that require training of staff within the organization.

Design instruction that employs strategies, methods, and techniques congruent with the objectives for an education or training program. Demonstrate through managed care course guest lecture to UMKC students and in Pharmacoeconomics presentation(s) to UMKC AMCP Chapter.
	1

3



2



2






1


3


1, 2

	OBJ R4.1.2	
(Application) Use advanced public speaking skills to communicate effectively in large and small group situations.
	Explain techniques that can be used to enhance audience interest.  Demonstrate through managed care course guest lecture to UMKC students and in presentation to AMCP Chapter on Pharmacoeconomics.

Explain speaker habits that distract the audience. Demonstrate through formal lectures to UMKC students in managed care class and in dashboard trainings.

Explain the importance of developing excellence in public speaking for fulfillment of the role as a pharmacoeconomic pharmacist or data manager/analyst. 

Explain a systematic method for ongoing improvement in one’s own public speaking skills. Provide self-assessment after completion of UMKC managed care course guest lecture and workgroup facilitation.
	1, 3



1, 3


1


1,2

	Goal R4.2:
Design and deliver education programs to the public that center on health improvement, wellness, and disease prevention.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R4.2.1 
(Synthesis) Use appropriate educational techniques to deliver an educational program to the public that centers on health improvement, wellness, or disease prevention.
	Participate in Pharmacy Week at the KCVAMC Medical Center.  Alternative:  Create patient education materials for various academic detailing campaigns and design social media campaigns to promote health and wellness to achieve program goals. (flu, URI antibiotics, hep C, opioid safety, etc.)

	2

	Goal R4.3:
Design and present Academic Detailing education programs to healthcare providers and patients in order to improve patient outcomes.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R4.3.2 
(Synthesis) Contribute to Academic Detailing programs by training participating providers on the use of analysis tools which measure outcomes that coincide with the program’s desired goals.
	Explain how to use analysis tools via virtual training sessions.

Explain how available analysis tools can assist academic detailers.

Participate in Academic Detailing meetings and initiatives.
	2

1

1

	Outcome R6: Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.

	Goal R6.1:
Understand the interrelationship of the pharmacy benefit management function, and the network health care systems.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R6.1.1	
(Comprehension) Explain the elements of managed care, including benefit design and management, co-pay, formulary, utilization management, prior authorization, consults, access, and contract negotiations (medication acquisition and/or network pharmacies).
	Compare VA PBM function against private sector PBMs.  Demonstrate through teaching UMKC Pharmacy students managed care lecture.

Explain patient eligibility requirements. Teach as part of UMKC Pharmacy managed care lecture.

Describe the methods for pharmaceutical procurement.  Teach as part of UMKC Pharmacy managed care lecture.
	1


1


1


	OBJ R6.1.2	
(Comprehension) Explain the principles of the financial management of the organizational unit.
	Describe elements of the organization’s financial plan.  Describe elements of the organization’s financial plan. Assist in developing network pharmacy budgets and costs savings initiatives for FY16.

Describe the data elements of productivity measures (e.g. operational activities, budgets, FTE, etc.).  Assist in developing productivity dashboard for network pharmacy services.
	1



3


	OBJ R6.1.3	
(Analysis) Research literature, business publications, websites and other relevant resources to assemble a list of factors that will influence sites’ budget projections for the upcoming fiscal year.
	Assist in developing network pharmacy budgets and costs savings initiatives for FY16.

	1


	OBJ R6.1.4	
(Synthesis) Provide analytic tool(s) to assist pharmacy executives in projecting the monetary result of influencing factors.
	Design and create cost savings initiatives and therapeutic interchange monitoring tools.
	1


	Goal R6.2:
Provide pharmacy expertise to the organization in the area of managed care by contributing to the ongoing development of the organization’s formulary through review of existing, development of new, and implementation of pharmacoeconomic proposals, drug use criteria, and organizational policies and procedures affecting the care of patients.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R6.2.2	
(Comprehension) When appropriate, present the recommendations contained in a formulary proposal to members of the P&T Committee.
	Explain the composition and responsibilities of the organization’s P&T committee.

Explain an appropriate style of presentation for P&T committee meetings.
	1

1


	OBJ R6.2.3	
(Synthesis) Participate in the communication of information regarding formulary design and/or changes.
	Explain the process of developing a formulary.  Demonstrate through participation in providing updates on national PBM formulary decisions, VISN drug use proposals, and facilitating implementation through VISN P&T.

Explain factors in the managed care environment, including cost and quality objectives that affect the development of the formulary.  Demonstrate through participation in providing updates on national PBM formulary decisions, VISN drug use proposals, and facilitating implementation through VISN P&T.
	2





2

	Goal R6.3:	
Understand the organization’s process for contracting with pharmaceutical manufacturers.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R6.3.1	
(Knowledge) State the types of contracts possible with pharmaceutical companies.
	Describe the purchasing hierarchy.  Demonstrate through updates on national drug manufacturing contracts and contracting strategies to VISN P&T.

	2

	OBJ R6.3.2	
(Comprehension) Explain what affects drug pricing in the marketplace.
	Teach factors that affect drug pricing in the marketplace as part of UMKC Pharmacy managed care lecture.
	1

	OBJ R6.3.3	
(Comprehension) Explain the organization’s process for negotiating the price of medications with a manufacturer.
	Explain the process of negotiating contracts with pharmaceutical manufacturers.  

Explain the purpose of contracting. 

State the types of contracts possible with pharmaceutical companies.  

Identify the implications for the company and customer of a particular contract.  Demonstrate through analysis of contract’s impact on cost savings initiatives, identifying pros and cons of contract conditions to manufacturer and healthcare system.

Explain strategies to ensure contract performance.  Apply to development of strategies and action plans o address national PBM cost initiatives and VISN therapeutic interchange action plans.
	2

1



2




2



	Outcome E2: Utilize added knowledge and skills to enable the application of contemporary quality methodology to the management of pharmacy services.
	

	Goal E2.1:	
Participate in clinical and economic outcomes analysis.
	

	Objective
	Related Activity/Instructional Objectives
	

	OBJ E2.1.1	
(Comprehension) Explain the principles and methodology of prospective clinical, humanistic, and economic outcomes analysis.
	Explain the principles and methodology of basic pharmacoeconomic analyses. Teach in AMCP Chapter lecture on Pharmacoeconomics.

Explain the purpose of a prospective clinical, humanistic or economic outcomes analysis. Teach in AMCP Chapter lecture on Pharmacoeconomics, if opportunity available.

Explain study designs appropriate for a prospective clinical, humanistic and economic outcomes analysis.  Teach in AMCP Chapter lecture on Pharmacoeconomics, if opportunity available.

Explain the technique and application of modeling. Participate in ongoing refinement of Archimedes PE Model.

Explain the types of data that must be collected in a prospective clinical, humanistic and economic outcomes analysis. Provide overview of PE studies to APPE students. 

Explain possible reliable sources of data for a clinical, humanistic and economic outcomes analysis.rovide overview of PE studies to APPE students. 

Explain methods for analyzing data in a prospective clinical, humanistic and economic outcomes analysis. Demonstrate through participation in PharmD/Archimedes project. 

Explain how results of a prospective clinical, humanistic and economic outcomes analysis can be applied to internal business decisions and modifications to a customer's formulary or benefit design. Demonstrate through participation in PharmD/Archimedes project or review of PE study and proposal/decision-making based on the study.

	1


1,3



1,3



1,2


1



1


3



3





	OBJ E2.1.2	
(Comprehension) Explain the principles and methodology of retrospective clinical, humanistic, and economic outcomes analysis.
	Explain the purpose of a retrospective clinical, humanistic or economic outcomes analysis.

Explain study designs appropriate for a retrospective clinical, humanistic and economic outcomes analysis.

Explain the types of data that must be collected in a retrospective clinical, humanistic and economic outcomes analysis.

Explain the content and utilization of reports and audits produced by the pharmacy department.

Explain possible reliable sources of data for a retrospective clinical, humanistic and economic outcomes analysis.

Explain methods for analyzing data in a retrospective clinical, humanistic and economic outcomes analysis.

Explain the impact of limitations of retrospective data on the interpretation of results.

Explain how results of a retrospective clinical, humanistic and economic outcomes analysis can be applied to internal business decisions and modifications to a customer's formulary or benefit design. Demonstrate through participation in a VISN level cost savings initiative, therapeutic exchange, CFU development, or other project where retrospective data is used to inform a decision.


	1


1


1


1


1


1


1


1

	OBJ E2.1.3:	
(Evaluation) Contribute to a retrospective clinical or economic outcomes analysis.
	Contribute to a retrospective clinical or economic outcomes analysis designed to help the organization's decision makers address a drug utilization issue. Demonstrate through participatio in VISN level edication use evaluation.
	3



Communication:
· Daily scheduled meeting times:  Residents to prioritize questions and problems to discuss during scheduled meeting times as listed above.
· E-mail:  Residents are expected to read e-mails at the beginning, middle and end of each day at a minimum for ongoing communication, including formative evaluation of work.   This is appropriate for routine, non-urgent questions and problems.  
· Lync: Available for questions, comments as needed throughout the workday
· Office extension:  Available for questions, comments as needed throughout the workday

Preceptor interaction:  The preceptor(s) for this rotation will use modalities including: direct instruction, modeling or practical skills, coaching, and facilitating based on the needs of the resident.  He/she will be responsible for providing continuous feedback to the resident regarding their performance and completing a final summative evaluation.  

Expected progression of resident responsibility on this learning experience: (Length of time preceptor spends in each of the phases will be customized based upon resident’s abilities and timing of the learning experience during the residency training year) 

Day 1: Preceptor to review learning activities and expectations with resident

Block 1: The resident will research and interpret literature to understand pharmacoeconomics and managed care concepts such as drug pricing, outcomes analyses. The resident will then employ different instructional delivery systems and public speaking skills to design effective educational programs about these topics for AMCP chapters, KU and UMKC Schools of Pharmacy, APPE students. Teaching modalities will include lectures, presentations, small group topic discussions, coaching and mentoring students as well as other methods when opportunities arise. The resident will also apply knowledge gained from literature to assist the network in budget planning, cost saving initiatives and other projects that involve primarily retrospective results.  Additionally, the resident will participate in Academic Detailing meetings and assist academic detailers. The preceptor will guide the resident in the beginning of the rotation and the resident will become more independent with less assistance required from the preceptor.                                                                                                                                                                                    
	
Block 2: The resident will further enhance public speaking and teaching abilities, adjusting his/her styles to present effectively to different groups (students, colleagues, residents, professional in other disciplines). Within workgroups, the resident will take more leadership roles, applying pharmacoeconomics to formulary management, developing strategies and action plans for contract performance, national PBM cost initiatives and VISN therapeutic interchange action plans among others. The resident will sharpen scientific and technical writing to propose new drug use policy, create patient education materials for various academic detailing campaigns or social media campaigns. Preceptor will coach resident to communicate effectively in different settings and a varieties of audiences.

Block 3: The resident will assume the role of primary pharmacoeconomic specialist to develop drug policies independently and help the organization’s decision makers addressing complex drug utilization issues. The resident will apply concepts from both prospective and/or retrospective outcomes analyses to various functions of the PBM and the network. The resident will also assist in increasing productivity for the network and train staff with new changes in analysis tools using the Academic Detailing principles.

If a resident is not progressing as expected during a block on specific objectives, those deficiencies will be identified during the rotation’s ongoing formative evaluations and/or customized plans and activities re-assigned during the existing block and/or the next rotation block.  Specific activities will be assigned to address deficient objectives to be completed either by the end of the current rotation block or within the first 2 months of the next block, in order to demonstrate progression.  The resident will be formally re-evaluated on those objectives upon completion of the current block or at the end of the first 2 months of the next block (using PharmAcademic summative evaluation or on-the-fly evaluation) to ensure ongoing monitoring of progression and mastery of skills.   The resident will continue to be required to meet the objectives already assigned to the block, even when objectives from prior block(s) have been re-assigned, in order to ensure adequate progression through the year.

If a resident is not progressing as expected during a block on specific objectives, those deficiencies will be identified during the rotation’s ongoing formative evaluations and/or customized plans and activities re-assigned during the existing block and/or the next rotation block.  Specific activities will be assigned to address deficient objectives to be completed either by the end of the current rotation block or within the first 2 months of the next block, in order to demonstrate progression.  The resident will be formally re-evaluated on those objectives upon completion of the current block or at the end of the first 2 months of the next block (using PharmAcademic summative evaluation or on-the-fly evaluation) to ensure ongoing monitoring of progression and mastery of skills.   The resident will continue to be required to meet the objectives already assigned to the block, even when objectives from prior block(s) have been re-assigned, in order to ensure adequate progression through the year.

Evaluation process: 
PharmAcademic will be used for documentation of scheduled evaluations (both formative and summative per the chart below).  For all evaluations completed in PharmAcademic, the resident and the preceptor will independently complete the assigned evaluation and save as draft.  The resident and the preceptor will then compare and discuss the evaluations.  This discussion will provide feedback both on performance of the activities and the accuracy of the resident’s self-assessment skills.  Evaluations will be signed in PharmAcademic following this discussion.   

· Summative evaluations: This evaluation summarizes the resident’s performance throughout the learning experience.  Specific comments should be included to provide the resident with criteria based feedback that they can use to improve their performance in subsequent learning experiences. 
· Formative evaluations: Regular, ongoing, in the moment assessment about resident performance.  Information can be provided orally or in writing during the learning experience.

	What type of evaluation
	Who
	When

	Formative
	Preceptor
	Throughout experience

	Summative
	Preceptor
	Quarterly

	Summative Self-evaluation
	Resident
	Quarterly

	Preceptor, Learning Experience Evaluations
	Resident
	Quarterly




Schedule:  
Extended Learning Experience divided into three sections:
Block 1: Interpreting Literature, Public Speaking, Managed Care Concepts
Block 2: Workgroup Facilitation/Leadership, Scientific writing, Applied Pharmacoeconomics
Block 3: Complex Formulary Decisions, Transforming Practice through EBM, Independent Drug Policy Development
· Assignments made on a daily/weekly basis by preceptor

Designated Meetings/Responsibilities (please list for resident when they occur, what time, and when):
· VISN 15 P&T Committee (TBD)
· VISN PBM Formulary Workgroup  (TBD)
· Clinical Practice Council (2nd Thursday every other month, as needed)
· PBM VPE Meetings (2nd Monday/month)
· Task Force Meetings	 (As assigned)

Checklist of assignments/projects/requirements that must be complete to successfully pass the learning experience (please list deadlines if there are any):
· Provide a Formulary Management/Managed Care lecture to UMKC Pharmacy Students
· Provide a Pharmacoeconomics lecture to UMKC AMCP Chapter Students
· Drug Use Criteria Development
· P’Econ VISN Analysis
· Monograph or abbreviated drug review
· 3 VISN 15 P&T Committee Agendas
· 3 VISN 15 Workgroup Agendas
· Website/SharePoint Maintenance
· Monthly PBM Workgroup minutes
· Response to email discussions and questions
· Evidence to support P&T decisions
· Participation in Pharmaceutical Representative presentations
· Quarterly Cost Savings Metric analysis and reporting to P&T
· Understand contract design and pricing structures 
· Committee and Task Force Meetings and data support
· Conduct a contract cost analysis comparing two or more drugs
· Performance Measure and Monitors Grid Update
· Participate in Pharmacy Education Programs
· Participate in Performance Metric Design and Implementation
· As needed, DUEs, P&T presentations (local and VISN), tablet optimization/contract initiatives, consult development, education to appropriate staff, etc.

Assigned Readings/Discussion topics:  
1. National Monographs on new FDA drug approvals
2. National and VISN Drug Criteria for Use
3. VA Health Economics Resource Center
· Training
· Health Economics Cyber-Seminars Series
· Cost-Effectiveness Analysis (CEA) Course
· Econometrics Course
· Economics Cyber Seminars in the QUERI Program
· Methods
· Cost-Effectiveness Analysis
· Methods for Cost Determination
· Opportunity Costs
· Bibliography of VA Cost Studies
4. ASHP Statement on Pharmacist’s Responsibility for Distribution and Control of Drug Products 
5. ASHP Guidelines for Selecting Pharmaceutical Manufacturers and Suppliers 
6. ASHP Guidelines on Managing Drug Product Shortages 
7. ASHP Guidelines on Medication Cost Management Strategies for Hospitals and Health Systems 
8. ASHP Policy Position 0207: Product Reimbursement and Pharmacist Compensation 
9. ASHP Technical Assistance Bulletin on Hospital Drug Distribution and Control 
10. Veterans Millennium Health Care Act Copayments and Exemptions End User Training Manual 
11. VHA Formulary Management Process VHA Handbook 1108.08 
12. VHA Inventory Management VHA Handbook 1761.2 
13. All agenda items and background materials
14. Email and attachments
15. Literature searches to support program development 
16. VISN Policy on PBM Workgroup
17. Others as selected by preceptor-resident agreement
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Pharmacy Practice Leadership, Foundation, Service, and Policy Development
Updated 09/08/2015

Brief Learning Experience Descriptor:  
The resident will gain exposure and contribute to the development and achievement of PBM and pharmacy service goals on the local, VISN, and National levels and become familiar with the key principles utilized in health systems for leadership and overall practice improvement.  This is an extended learning experience that begins after orientation and continues throughout the residency.  The VISN 15 Pharmacy Executive will serve as the primary preceptor and evaluator for this experience; though the resident will be precepted by other management/leaders within the organization as well.  This experience is designed to expose the resident to leadership nomenclature, key principles, tools, and available resources that will assist them in growing as clinicians, practitioners, and leaders.  During the residency, practice foundation skills and values will be taught and observed by preceptors and the experience will be individualized based on the resident’s baseline knowledge and growth throughout the year.  The resident will participate in a number of activities designed to improve their working knowledge and experience with leadership concepts.  Topics may include mission/vision statements, strategic plans, effective communication, networking, mentoring, clinical leadership, leadership strategies, available resources/opportunities, regulatory bodies, finances, medication safety, organizations, the importance of publishing, and various programs/activities designed to develop the resident’s pharmacy practice/leadership foundation.  

 During this experience, residents will learn policy development abilities through the concepts of process management, resource provision, and product management.  Communication and leadership skills will also be emphasized in order to facilitate effective policy and service development.  Residents will be asked to identify needs within the VA (whether clinical, departmental, or organizational), perform data collection and an issue analysis, and draft a policy, procedure, or other solution that assists in rectifying these.  Residents will work on updating current policies and procedures; assist in taking minutes or creating agendas for various taskforces and committees, and assist in working to maintain compliance with various regulatory bodies.  Additionally, residents will assist in creating, maintaining, and prioritizing new services that will assist clinicians, administrators, and management in improving their service capabilities.  The overarching goal of this longitudinal experience is to enable the resident to apply the knowledge gained to any pharmacy practice setting to improve their individual practice and confidently utilize leadership skills.  

Preceptors:

	Name
	Title
	Email
	Phone

	Paul Walker, R.Ph, MS
	VISN 15 Pharmacy Executive
	Paul.Walker@va.gov
	913-758-6470 (LV Office)
816-701-3011
(Walnut Office)


	Mark E. Patterson, PhD, MS
	
	
	

	Other preceptors, as assigned
	
	



Goals and Associated Objectives formally taught and evaluated during this experience:

	Outcome R1: Demonstrate effective leadership and practice management skills in the areas of administration, analytics, informatics, and outcomes.
	

	Goal R1.1: 
Exhibit ongoing development of the essential personal skills of a practice leader.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R1.1.1	
(Characterization) Practice self-managed continuing professional development with the goal of improving the quality of one’s own performance through self-assessment and change.
	State criteria for judging one’s performance of tasks that is critical in one’s own practice. Will discuss during PBM leadership events.

Explain the role of participation in pharmacy professional organization meetings in the ongoing development of expertise in pharmacy outcomes and healthcare analytics. Will discuss during PBM leadership events.

Explain the importance of continuing to remain current and grow in both clinical and management skills. Apply when working on various formulary management activities such as hepatitis C, TSOACs, etc.

Explain the role of board certification in the development and maintenance of expertise in drug information practice.  Patrick will be taking BCPS examination in September.  Will discuss after completion.

Explain the importance of staying current with pertinent biomedical literature.  Will apply with drug monograph/criteria for use preparation and submission to VISN P&T Committee.

Explain the importance of staying current with health news in popular media and within the organization. Will discuss during PBM leadership meetings and activities.

Explain the leadership role of a data manager, pharmacoeconomic pharmacist, and healthcare analyst within the organization.  Will apply when technical and analytic project support is provided to P&T Committee, Formulary Management Subcommittee, Network Senior Leadership, etc.
	2



2




2




2




2




2



2




	OBJ R1.1.2
(Characterization) Demonstrate commitment to the professional practice of pharmacy through active participation in the activities of local, state, and/or national pharmacy professional.
	Explain the importance of contributing to the work of pharmacy professional organizations in advancing the visibility of the pharmacist’s role in the overall care of patients.
	2

	OBJ R1.1.3
	(Application) Devise an effective plan for balancing professional and personal life and use time management skills effectively to fulfill practice responsibilities.
	Explain the importance of balancing professional and personal life.

Explain an effective system for the management of one’s time in professional practice.

Explain the importance of prioritizing according to the level of importance and rapidly adapting to change.

Explain how to develop a reasonable timeline for a project.

Explain strategies for satisfactorily making progress on several projects simultaneously.
	2


2


1


1

1

	OBJ R1.1.4
	(Synthesis) Initiate and maintain a systematic approach to documenting professional activities and accomplishments.
	Create a project list and maintain it throughout the year.

Maintenance of curriculum vitae and ASHP resident activity document.

	1

1

	OBJ R1.1.5
	(Characterization) Display integrity in professional relationships and actions and use sound ethical reasoning to guide practice decisions.
	Explain ethical dilemmas that may confront a clinician working as a data manager, pharmacoeconomic pharmacist, or other related profession under the pharmacy outcomes and healthcare analytics umbrella.

Explain ethical principles embodied in the American Pharmacists Association Code of Ethics for Pharmacists.

Explain the implications of the Belmont Report for ethical decision-making in pharmacy.
	1




1


1

	OBJ R1.1.6
	(Analysis) Identify potential conflict-of-interest situations in the fields of pharmacoeconomics, healthcare analytics, and pharmacy outcomes.
	Explain the concept of perceived conflict-of-interest versus actual conflict-of-interest.  Review P&T policy - cover in the ask for conflicts of interest at meetings

Explain the types of conflict-of-interest that may arise in research, purchasing, formulary decision-making, publishing, and professional practice.  Review P&T policy - cover in the ask for conflicts of interest at meetings, GCP training
	1



1

	OBJ R1.1.7
	(Application) Adhere to the requirements of the organization’s policy in all interactions with pharmaceutical industry representatives.
	Explain the potential conflicts inherent in the objectives of one’s health care organization and the objectives of a pharmaceutical industry representative. 

Appraise current policies governing relations between the organization and the pharmaceutical industry to ensure that ethical practices are observed.  Review VA policy on business relationships with industry representatives

Explain why pharmaceutical industry representatives regard PBM staff members and pharmacy outcomes specialists as influential individuals in their organization.  Participate in industry representative meetings to demonstrate.

Explain the appropriate relationship between the drug information specialist and a pharmaceutical industry representative. Participate in industry representative meetings to demonstrate.
	3



3




3




3






	Goal R1.2:
Contribute to the leadership and management activities within the pharmacy outcomes and healthcare analytics field by exercising superior communication and political skills.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R1.2.1
	(Analysis) When confronted with a barrier to the accomplishment of a particular project, analyze the organizational environment, including its structure, network of resources, and politics, to determine a strategy for achieving success.
	Explain the organization’s structure including the function of each of its departments and key individuals.  Will apply during planning and implementation of VISN HepC treatment and funding initiative for FY-2016.

Explain the importance of effective networking in removing barriers.  Will apply during planning and implementation of VISN HepC treatment and funding initiative for FY-2016.

Explain how to identify key stakeholders of a given project.  Will apply during planning and implementation of VISN HepC treatment and funding initiative for FY-2016.

Explain the importance of persuasion as a skill of effective leaders.  Will apply during planning and implementation of VISN HepC treatment and funding initiative for FY-2016.

Compare and contrast the types of persuasive arguments that are potentially effective. Will apply during planning and implementation of VISN HepC treatment and funding initiative for FY-2016.

Identify formal and informal medical staff leaders and how they can help achieve the desired goal.  Will apply during planning and implementation of VISN HepC treatment and funding initiative for FY-2016.
	2




2



2



2



2




2

	OBJ R1.2.2
	(Synthesis) Create an effective professional network.
	Explain formal and informal techniques for networking.
	2

	Goal R1.3:
Exercise practice leadership.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R1.3.1	
(Characterization) Demonstrate enthusiasm and passion for the profession of pharmacy.
	Attendance of pharmacy-related meetings.

Participation in community service and/or organization activities.
	3

3

	OBJ R1.3.2	
(Comprehension) Explain the nature of mentoring in pharmacy, its potential connection with achievement, and the importance of being willing to serve as a mentor to appropriate individuals.
	Precepting of pharmacy students or PGY1 residents.


	3

	OBJ R1.3.3	
(Comprehension) Explain the general processes of establishing and maintaining an ASHP-accredited PGY-2 residency program.
	CQI Survey (See Appendix III)

Participate in the preparation and site visit for residency accreditation.
	3

2

	Outcome R2:  Manage and improve the medication-use process 
	

	Goal R2.1: 
Develop collaborative professional relationships with members of the PBM staff, various health care teams, taskforces, and workgroups.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R2.1.1	
(Synthesis) Use group participation skills when leading or working as a member of a formal or informal work group or taskforce to establish openly communicative and collaborative working relationships.
	Explain the value of good peer relationships in the achievement of projects.

Explain methods for achieving consensus.

Explain how to create an agenda for a meeting.
	
Explain methods for assuring participation by all members of a group.

Explain methods for effective group leadership.

Explain the roles and responsibilities of the facilitator of a meeting.

Explain effective strategies for facilitating meetings.

Participate in VISN Formulary Leader calls and agenda
	2


2

2

2


2

2


2

3

	OBJ R2.1.2
	(Analysis) Determine the appropriate type of communication, and the medium and organization for it, using an understanding of the target audience, the characteristics of the information to be communicated, effectiveness, efficiency, customary practice and the recipient's preferences.
	Will apply all of the following concepts during HepC treatment and funding planning project for FY-2016.

Accurately identify the primary theme or purpose of one's written, oral, or virtual communication. 

Accurately determine what information will provide credible background to support or justify the primary theme of one's communication.

Logically sequence ideas in written and oral communication.

Accurately determine the depth of communication appropriate to one's audience.

Accurately determine words and terms that are appropriate to one's audience.

Accurately determine one's audience's needs.

Accurately identify the length of communication that is appropriate to the situation.

Explain the importance of assessing the receiver's understanding of the message conveyed.

Explain techniques for persuasive communication.

Explain the value of consulting with administrators and key decision-makers when choosing route(s) for communication of information.

Explain issues, including confidentiality, surrounding the choice of media to communicate information.

Explain the differences in language (e.g., jargon, acronyms) used to communicate among the various disciplines involved in pharmacy outcomes and healthcare analytics.

Explain the importance of adjusting one’s communications for the specific category of health professional (e.g., nurses, physicians, etc.).
	2


2


2



2

2


2


2

2


2


2

2



2


2



2

	Goal R2.2:
Lead departmental and/or interdisciplinary teams in the design, implementation, and/or enhancement of the organization’s criteria for medication use, monitoring, and outcomes measurement.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R2.2.1	
(Synthesis) Collaborate with an interdisciplinary team to write or revise an existing guideline, measure/metric, policy, or protocol.
	Appraise current policies and procedures for congruence with the organization’s mission, goals, and needs. ill apply when evaluating new organizational handbooks/directives/guidance issued and impact on current standard operating procedures/practices.

Minutes and agenda development for PBM Workgroup, MUM Team, Task Forces.
	3





3

	Outcome R3: Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management, and pharmacy outcomes.
	

	Goal R3.3:
Critically evaluate and employ advanced analysis skills to relevant biomedical literature in preparing analysis tools, drug information responses, pharmacoeconomic proposals, and drug use criteria.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.3.7 
(Evaluation) Appraise information provided by a pharmaceutical manufacturer.
	Participate in meetings with pharmaceutical representatives.  Appraise the information provided by a pharmaceutical manufacturer through discussion of knowledge, accuracy of information, information bias, and whether information would be appropriate for VA providers or patients.
	3

	Goal R3.5: 
Assist the organization in achieving compliance with accreditation, legal, regulatory, and safety requirements related to the use of medications (e.g., Joint Commission requirements; ASHP standards, statements, and guidelines; state and federal laws regulating pharmacy practice; OSHA regulations).
	

	OBJ R3.5.1 
(Evaluation) Determine appropriate activities and documentation needed to meet accreditation, legal, regulatory, and safety requirements for pharmacy.
	Explain the influence of accreditation, legal, regulatory, and safety requirements on clinical practice.  Will participate in the planning of annual facility site visits.  Will participate in at least one facility site visit.
	3



Communication:
· Scheduled meeting times:  Residents to prioritize questions and problems to discuss during scheduled meeting.
· E-mail:  Residents are expected to read e-mails at the beginning, middle and end of each day at a minimum for ongoing communication.   This is appropriate for routine, non-urgent questions and problems.  
· Lync IM:  Available for questions, comments as needed throughout the workday.
· Office extension:  Appropriate for urgent questions pertaining to patient care projects.
· Blackberry:  Residents to call preceptor for urgent/emergency situations pertaining to patient care projects.

Preceptor interaction:  The preceptor(s) for this rotation will use modalities including: direct instruction, modeling or practical skills, coaching, and facilitating based on the needs of the resident.  He/she will be responsible for providing continuous feedback to the resident regarding their performance and completing a final summative evaluation.  

Expected progression of resident responsibility on this learning experience: (Length of time preceptor spends in each of the phases will be customized based upon resident’s abilities and timing of the learning experience during the residency training year) 

Day 1:  Preceptor to review learning activities and expectations with resident.

Block 1:  The resident will evaluate and assess their practice leadership skills.  Concepts from the VA Leadership Competency Model will be utilized in this self-assessment activity.  The resident will also reflect on and better understand potential ethical issues and dilemmas that can arise when working as a clinician in the roles of data management and healthcare analytics, and strategies to handle or address them when they arise.  The resident will assist the network in budget planning and treatment prioritization initiatives related to our hepatitis C patient population.  The resident will also participate in the network’s ongoing implementation of their Academic Detailing program.  The preceptor will guide the resident in the beginning of the rotation and the resident will become more independent with less assistance required from the preceptor.

Block 2:  The resident will further develop and apply their practice leadership skills by participating in collaborative activities and workgroups in the network.  Within these activities and workgroups, the resident will take a greater leadership role in planning and implementation of formulary management and program management initiatives that involves collaboration with multiple pharmacy departments, health care disciplines, and senior clinical leadership at facilities within our network.  The resident will play a key role in the development of the FY-2016 Hepatitis C Treatment Plan and the ongoing implementation of the Network’s Academic Detailing Program.  The preceptor will coach the resident during their participation in these more complex activities.

Block 3:  The resident will assume the role of a pharmacy program manager and assist the organization in planning and implementation medication management services throughout the network, which will include an A3 improvement project.  The resident will play a lead role in the activities of the VISN Pharmacy & Therapeutics Committee.  The resident will assist in the annual evaluation of facility pharmacy operations using various clinical, workload, and financial databases.  The resident will participate as the co-leader in at least one facility site visit.       

If a resident is not progressing as expected during a block on specific objectives, those deficiencies will be identified during the rotation’s ongoing formative evaluations and/or customized plans and activities re-assigned during the existing block and/or the next rotation block.  Specific activities will be assigned to address deficient objectives to be completed either by the end of the current rotation block or within the first 2 months of the next block, in order to demonstrate progression.  The resident will be formally re-evaluated on those objectives upon completion of the current block or at the end of the first 2 months of the next block (using PharmAcademic summative evaluation or on-the-fly evaluation) to ensure ongoing monitoring of progression and mastery of skills.  The resident will continue to be required to meet the objectives already assigned to the block, even when objectives from prior block(s) have been re-assigned, in order to ensure adequate progression through the year.

Evaluation process: 
PharmAcademic will be used for documentation of scheduled evaluations (both formative and summative per the chart below).  For all evaluations completed in PharmAcademic, the resident and the preceptor will independently complete the assigned evaluation and save as draft.  The resident and the preceptor will then compare and discuss the evaluations.  This discussion will provide feedback both on performance of the activities and the accuracy of the resident’s self-assessment skills.  Evaluations will be signed in PharmAcademic following this discussion.   

· Summative evaluations: This evaluation summarizes the resident’s performance throughout the learning experience.  Specific comments should be included to provide the resident with criteria based feedback that they can use to improve their performance in subsequent learning experiences. 
· Formative evaluations: Regular, ongoing, in the moment assessment about resident performance.  Information can be provided orally or in writing during the learning experience.

	What type of evaluation
	Who
	When

	Formative
	Preceptor
	Throughout experience

	Summative
	Preceptor
	End of each rotation block

	Summative Self-evaluation
	Resident
	End of learning experience

	Preceptor, Learning Experience Evaluations
	Resident
	End of learning experience




Schedule: 
Longitudinal Learning Experience
· Assignments made on a weekly basis by preceptor and by appointment 
· This learning experience begins after orientation and continues all year
		
Designated Meetings/Responsibilities (please list for resident when they occur, what time, and when):
· VISN PBM Workgroup  (Mondays)
· VISN Pharmacy & Therapeutics Committee Meeting (4th Wednesday/month)
· VISN Clinical Practice and Operations Board (4th Monday/month)
· VISN Clinical Team Meeting (3rd Monday/month)
· VISN CMO Leadership Meeting (4th Monday/month)
· VISN Pharmacy Operations Call (3rd Tuesday/month)
· VISN Clinical Pharmacy Practice Group (4th Tuesday/month)
· NTL VISN Formulary Leader Meeting (2nd Monday/month)
· Community Service Activity 
· Taskforce/Workgroup Meetings (As assigned)
· Regulatory Preparation meetings (e.g. Joint Commission, ASHP, etc.) – (As assigned)
· VPE VACO Monthly Call (4th Monday/Month)
· One national professional meeting and optional state/local professional meeting
· Attend ASHP Midyear Meeting and residency booth recruitment (December)
· Attend MSHP, KCHP, GKCSHP, or other state Pharmacy Organization conference

The resident may be excused from some of these programs with permission from the residency director if they conflict with scheduled patient care activities or other projects.

Checklist of assignments/projects/requirements that must be complete to successfully pass the learning experience (please list deadlines if there are any):
· As assigned by the VISN 15 Pharmacy Executive
· Consult, Guideline, Clinical reminder development
· Resident Evaluation Material
· Policy and Criteria Development and Review
· Update VISN documents 
· Participate in a medication safety trending and analysis, root cause analysis (RCA), or failure mode effects analysis (FMEA) or other related medication safety functions (e.g. adverse drug reaction (ADR) reporting, medication error or safety event reporting and analysis)

Evaluation process: 
The resident will be evaluated on the objectives noted above. Formative evaluations will be completed as needed with verbal feedback given continually throughout the experience. The resident will complete scheduled self-evaluations and the preceptor will complete a scheduled summative evaluation of the resident.

Assigned Readings/Discussion topics: 
1. Leadership Discussion topics include:
a. Optimizing Qualitative Resident Self-Assessment (Dr. Patterson)
b. Professionalism
c. Career planning
d. Whitney Award Winners
e. Strength Finders (Gallup Training)
f. HBDI (whole brain thinking)
g. Interviewing Skills
h. Axiom “Leadership Lessons” for a Lifetime
· Vision and Strategy
· Teamwork and Communication
· Activity and Assessment
· Personal Integrity
· Hiring for talent
i. LEAN Management
j. Blueprint for Excellence (Paul Walker)
k. Accountable Care Organizations (Mark Patterson)
l. Healthcare Reform (Mark Patterson)
m. Harvard Business Review (Paul Walker)
n. How to follow-up on jobs (TBD)
2. Immortal Life of Henrietta Lacks


Additional Potential Assigned Readings/Discussion topics: 
During the course of the rotation/longitudinal experience, the residents may be required to participate in some of the following activities, readings, or projects as assigned by the preceptor.
1. Watch at least one of the following videos and discuss your impression:
a. ASHP Foundation Leadership videos
b. Whitney Award Winner Interview Videos
2. Complete a leadership self-assessment on the ASHP Foundation Leadership Website
3. Review examples of leadership resources:
a. ASHP Center for Health-System Pharmacy Leadership, Leadership Resource Center
b. ASHP Practice Manager
c. Center for Creative Leadership
d.  Harvard Business Review (**Recommend signing up for daily tips) 
e. Emotional Intelligence
f. ASHP Leadership Toolkit
4. Write a personal mission statement, reflecting on the philosophy of leadership 
5. Review and assess departmental organizational chart 
6. Discuss the roles of pharmacy leaders related to: 
a. Local, state, national organizations 
b. State boards of Pharmacy 
c. Legislative actions 
d. Role in the Food and Drug Administration (FDA), Drug Enforcement Agency (DEA), Center for Medicare and Medicaid Services (CMS)
7. Manager vs. Leader
a. Zaleznik A. “Managers and Leaders: Are they different?” Harvard Business Review January 2004 
b. Nahata MC. “Balancing leadership and management.” Am J Pharm Educ 2001; 65:295-6
8. General Leadership
a. ASHP statement on professionalism. Am J Health-Syst Pharm 2008; 65:172–4. 
b. ASHP statement on the roles and responsibilities of the pharmacy executive. Am J Health-Syst Pharm 2009; 66:499–502. 
c. Holdford DA. “Leadership theories and their lessons for pharmacists.” Am J Health-Syst Pharm 2003; 60: 1780-6. 
d. White SJ. “Will there be a pharmacy leadership crisis?” An ASHP Foundation Scholar-in-Residence report. Am J Health-Syst Pharm 2005; 62:845-55. 
e. Covey, SR. The 7 Habits of Highly Effective People. New York: Free Press; 1989. 
f. Kerr RA, Beck DE, Doss J, et al. “Building a Sustainable System of Leadership Development for Pharmacy: Report of the 2008-09 Argus Commission.” Am J Pharm Educ 2009; 73(suppl):S5. 
g. White, SJ. “Leadership: Successful Alchemy” Am J Health Syst Pharm 2006 63: 1497-1503. 
h. Jastrzembski, JB. “Developing leadership skills.” Am J Health Syst Pharm 2007 64: 1900-1903. 
i. Goffee R and Jones G. "Why Should Anyone Be Led by You?" Harvard Business Review 9 (2000): 1-7. 
j. George W, et al. “Discovering your authentic leadership” Harvard Business Review February 2007. 
k. Schaffer R R. “Four Mistakes Leaders Keep Making.” Harvard Business Review September 2010. 
l. Goleman D. “What makes a leader?” Harvard Business Review January 2004. 
m. Derescewicz W. Solitude and leadership, American Scholar, Spring 2010. 
9. Clinical Leadership/Non Traditional Leadership 
a. The American Society of Health-System Pharmacists Research and Education Foundation Center for Health-System Pharmacy Leadership Student and New Practitioner Leadership Task Force. Final Report: Leadership is a Professional Obligation (2009). 
b. Johnson PE, Austin J, Murphy-Enright S. Managing the outlander syndrome. Am J Health Syst Pharm 2012;69:612-614. 
10. Leading People (Coaching/Counseling/Evaluations) 
a. Goffee R and Jones G. "Why Should Anyone Be Led by You?" Harvard Business Review 9 (2000): 1-7.
c. White SJ and Scott BE. Progressive Discipline, Am J Health-Syst Pharm 1984; 41:1824-1828. 
11. Leading Implementation and Driving Results
a. Longenecker CO and Simonetti JL. Getting Results. San Francisco, CA. Jossey Bass, 2001.
12. Mission/Vision 
a. Review organization and department mission/vision statements 
b. Gottleib Hildy. Three Statements that can change the world: mission, vision values. ReSolve, Inc. 2007. Accessed 8/29/13
c. Longman, Phillip. Best Care Anywhere – Why VA Healthcare is Better Than Yours.
13. Strategic Planning 
a. Kaissi AA, et al. Strategic Planning Processes and Hospital Financial Performance. Journal of Healthcare Management May/June 2008: 53:3. 
14. Communication 
a. McDonough, RP and Bennett MS. Improving Communication Skills of Pharmacy Students through Effective Precepting. American Journal of Pharmaceutical Education 2006; 70 (3) Article 58. 
15. Time Management
a. Covey S. First Things First. Simon & Schuster. 1994.
b. Organizing for Leadership, Time Management Self Assessment. Accessed 8/29/13. 
16. Work Life Balance
a. White S. “Integrating your personal life and career.” Am J Health-Syst. Pharm 2007;64: 358:360. 
17. Networking 
a. Ibarra H and Hunter M. “How Leaders Create and Use Networks.” Harvard Business Review January 2007. 
18. Social/Emotional Intelligence 
a. Goleman D and Boyatzis R “Social Intelligence and the Biology of Leadership.” Harvard Business Review September 2008. 
19. Stressful situations 
a. Zilz DA, Woodward BW, Thielke TS, Shane RR, Scott B. “Leadership skills for a high-performance pharmacy practice” Am J Health Syst Pharm 2004 61: 2562-2574. 
b. Heifetz R, Grashow A, Linsky M. Leadership in a permanent crisis. Harvard Business Review July 2009. 
20. Recruitment
a. Martin J and Schmidt C. “How to Keep your Top Talent” Harvard Business Review May 2010. 
21. Mentoring 
a. White, SJ, Tryon JE. “How to find and succeed as a mentor.” Am J Health-Syst Pharm 2007, 64: 1258-1259. 
b. Wensel TM. “Mentor or preceptor: What is the difference?”Am J Health-Syst Pharm 2006: 63: 1597. 
c. Webb JW. Harvey A.K. Whitney lecture. “The art of growing professionally.” Am J Health-Syst Pharm 1986: 43: 1923-1926. 
d. Emmons BF. “Standing in the shadow of greatness.” Am J Health-Syst Pharm: 2008: 65: 360. 
e. Kleinmann K. Harvey A. K. Whitney Lecture. “We really do care.” Am J Health-Syst Pharm 1994: 51:2011-2015. 
f. Altman JS. “The value of mentorship” Am J Health-Syst Pharm 2005: 62: 2474-2477.  
22. Generational Differences
a. Stanton Smith W. Decoding Generation Differences: Fact, fiction ….. or should we just get back to work. Deloitte LLP, 2008.
b. Meister JC, Willyerd K. “Mentoring Millennials” Harvard Business Review May 2010
23. Trust
a. Covey S. The Speed of Trust: The One Thing that Changes Everything. Pages 1-40.
24. Customer Service
a. Lee F. If Disney Ran your Hospital: 9 ½ Things You Would Do Differently.
25. Change Management 
a. Kotter JP. “Leading Change: Why Transformation Efforts Fail” Harvard Business Review January 2007. 
b. Strebel P. “Why do Employees Resist Change” Harvard Business Review May-June 1996 
c. Kotter JP. “Choosing Strategies for Change” Harvard Business Review July-August 2008.
26. Performance Improvement 
a. Six Sigma and Lean topics 
b. Project management skills topics 
c. Kaplan, R and D. Norton. “Using the Balanced Scorecard as a Strategic Management System” Harvard Business Review July-August 2007 
d. Studer Q. Hardwiring Excellence, Chapter 2 and 9.
27. Personal Change 
a. White SJ. “Managing yourself so others want to work with you.” Am J Health-Syst Pharm 2008 65: 922-925. 
b. Rath T. Strengths Finder 2.0. Gallup Press 2007. 
28. Decision Making 
a. Martin R. “How Successful Leaders Think” Harvard Business Review June 2007. 
b. Snowden D and Boone M. A Leader’s Framework to Decision Making. Harvard Business Review November 2007. 
c. ASHP Code of Ethics for Pharmacists


Leadership Discussion Schedule 2015-2016
3rd Wednesday 3:00 pm to 4:00 pm
Preceptors:  Paul Walker, Monica Schaefer


September 16, 2015	Harvey A.K. Whitney Lecture Awards – Review and discuss one lecture award winner from the ASHP website http://www.harveywhitney.org/  

October 21, 2015	Strengths Finder review and discussion

November 18, 2015		VA Career Opportunities Video and Interviewing Pearls - Performance Based interviewing http://www.va.gov/PBI/index.asp

December 16, 2015		Axiom – Powerful Leadership Proverbs

January 20, 2016	Hermann Brain Dominance Instrument (HBDI) review

February 17, 2016	The Little Big Things: 163 Ways to Pursue Excellence by Tom Peters

March 16, 2016		The Immortal Life of Henrietta Lacks by Rebecca Skloot

April 20, 2016		ASHP Pharmacy Practice Model Initiative http://www.ashpmedia.org/ppmi/ 

May 18, 2016		Lean Management – review and discuss articles

June 15, 2016		Sara White, ASHP Connect:  http://connect.ashp.org/Blogs/FeaturedBloggers/SaraWhite
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Brief Learning Experience Descriptor:  
This learning experience is designed to develop, execute, and report results of investigations of pharmacy practice-related issues.  The resident will be responsible for obtaining experience in all areas of a research or quality improvement project including development of a hypothesis, submission of a project proposal, application to IRB (for research approval or classification as a QI), data collection, data analysis, drawing conclusions, and manuscript presentation.  The resident will work with the RPD and one or more preceptors throughout the project life cycle who will assist in coordinating project deadlines and IRB approval.  Residents will be encouraged to conduct outcomes-based research or quality improvement projects, preferably incorporating the skills learned from other rotations and building a new analysis tool that will assist in the data mining component of the project.  In addition to the manuscript, residents are required to present a project poster at the annual Midwest Pharmacy Residents Conference or other conference approved by preceptors.

This rotation will begin the first day of residency, overlapping with Orientation and continuing throughout the year.  

	Name
	Title
	Email

	Monica Schaefer, Pharm.D.
	VISN 15 Pharmacoeconomics Program Manager/RPD
	Monica.Schaefer@va.gov

	Mark Patterson, Ph.D., M.P.H.
	Assistant Professor of Pharmacy Practice and Administration
University of Missouri-Kansas City School of Pharmacy

	pattersonmar@umkc.edu 



Goals and Associated Objectives formally taught and evaluated during this experience:

	Outcome R7: Contribute to the body of pharmacotherapy knowledge by conducting outcomes-based research or quality improvement projects with the assistance of analysis tools.
	

	Goal R7.1: 
Conduct a pharmacy outcomes and/or health analytics-related research or QI project using effective research and project management skills.
	

	Objective
	Related Activity/Instructional Objectives
	Quarter Evaluated

	OBJ R7.1.1	
(Synthesis) Identify a topic of significance for a pharmacy-related research project that requires institutional review board (IRB) review or approval through a quality improvement (QI) process.
	Determine if a potential project topic is of significance in one’s particular practice setting.

Conduct an efficient and effective literature search for the background analysis.

Generate a research question(s) to be answered by an investigation.
	1


1


1

	OBJ R7.1.2	
(Synthesis) Formulate a feasible design for a pharmacy-related research project.
	Explain the elements of a project proposal.

Identify health care personnel who will be affected by the conduct of the project and strategies for gaining their cooperation.

Determine a timeline with suitable milestones that will result in project completion by an agreed-upon date.

Construct data collection tool(s).
	1



1


1

2

	OBJ R7.1.3	
(Synthesis) Secure any necessary approvals, including IRB, for a pharmacy-related research project.
	Identify stakeholders who must approve a particular project.

Explain the components that make up a budget for a project. Develop project budget, if applicable.

Explain strategies for seeking funding for a research project.

Explain the role of the IRB in the approval process. Prepare documents required for IRB submission for new research project.
	1


2


2

1


	OBJ R7.1.4
(Synthesis) Implement a pharmacy-related research project as specified in its design.
	Organize and maintain project materials and documentation of the project’s ongoing implementation according to all applicable rules, regulations, and best research practices.

Write data extract and validate final data set for accuracy.  Explain methods of data analysis. Analyze data for project and organize into coherent results tables and graphs.  

Explain issues surrounding confidentiality of patient information accessed for a research study.  Obtain access to project database and VINCI workspace.
	2




2,3




2


	Goal R7.2:
Engage in the publication process.
	

	Objective
	Related Activity/Instructional Objectives
	

	OBJ R7.2.1	
(Comprehension) Explain the benefits, to the practitioner and the profession, of contributing to the pharmacy literature.
	Write conclusion and discussion in manuscript highlighting implications for practice.
	3

	OBJ R7.2.2	
(Synthesis) Write a research article, review, or case report that is suitable for publication.
	Use a standard style for biomedical journals in the preparation of research articles, reviews, or case reports submitted for publication.

Given a specific article, identify appropriate journals to which that article might be submitted for publication.

Given an identified topic related to pharmacy practice, appraise the potential to publish an article on that topic.

Explain the rules governing who may declare authorship of a given work.
	3



3


1



4

	OBJ R7.2.3	
(Synthesis) Use correct grammar, punctuation, spelling, style, and formatting conventions to prepare a written summary of a pharmacy-related research project.
	Write manuscript in appropriate style for peer reviewed journal for submission and edit to ensure appropriate grammar, punctuation, and spelling.
	4

	OBJ R7.2.4	
(Application) Follow the submission requirements of an appropriate peer-reviewed publication to submit a manuscript for publication.
	Write manuscript according to instructions for a selected peer reviewed journal, including adherence to word limits, section headings, graphs, charts, and referencing, etc.
	4

	OBJ R7.2.5	
(Synthesis) Successfully employ accepted manuscript style to prepare a final report of a pharmacy-related research project.
	Apply appropriate manuscript style to the project and criteria to be met when using that style. Select appropriate peer review journal for manuscript submission.
	4

	OBJ R7.2.6	
(Evaluation) Participate in the peer review of a pharmacy professional’s article submitted for publication or presentation.
	Participate in review of KCVA PGY1 Pharmacy Practice manuscript.

Explain sources of information on the components of a peer review.  

Explain the characteristics of an effective peer review.
	4


4


4

	Goal R7.3:
Prepare and deliver an effective poster presentation.
	

	Objective
	Related Activity/Instructional Objectives
	

	OBJ R7.3.1	
(Synthesis) Design an effective podium and poster (optional) for the presentation of a topic.
	Explain the types of content that should be included in a podium and poster presentation. Apply to design of podium and/or poster presentation of project.

Explain the rules for visual presentation of podium and poster material.

Explain resources that can be used to generate poster materials.
	4



4


4

	OBJ R7.3.2	
(Synthesis) Exercise skill in responding to questions occurring during the podium or poster (optional) presentation.
	Podium presentation at Midwest Pharmacy Residents Conference or other applicable conference
	4

	OBJ R7.3.3	
(Synthesis) Effectively present the results of a pharmacy-related research project.
	Podium presentation at Midwest Pharmacy Residents Conference or other applicable conference
	4



Communication:
· Daily scheduled meeting times:  Residents to prioritize questions and problems to discuss during scheduled meeting times as listed above.
· E-mail:  Residents are expected to read e-mails at the beginning, middle and end of each day at a minimum for ongoing communication, including formative evaluation of work.   This is appropriate for routine, non-urgent questions and problems.  
· Lync: Available for questions, comments as needed throughout the workday
· Office extension:  Available for questions, comments as needed throughout the workday

Preceptor interaction:  The preceptor(s) for this rotation will use modalities including: direct instruction, modeling or practical skills, coaching, and facilitating based on the needs of the resident.  He/she will be responsible for providing continuous feedback to the resident regarding their performance and completing a final summative evaluation.  

Expected progression of resident responsibility on this learning experience: (Length of time preceptor spends in each of the phases will be customized based upon resident’s abilities and timing of the learning experience during the residency training year) 

Day 1: Preceptor to review learning activities and expectations with resident

Quarter 1:  The resident is expected to come into the program with a basic understanding of research and project management.  During Quarter 1, the resident will select a project that is feasible to complete within the residency year, develop a sound research question as well as feasible project timeline (see proposed timeline below).  The preceptor will model formation of research design and coach the resident through selecting and forming the research question and project framework.  The resident will be expected to self-learn operations of VINCI through online trainings (listed below), requesting clarification or further detail from preceptors as needed.  

Quarter 2:  The resident is expected to apply coaching from the prior quarter to write a full project protocol, complete and submit IRB paperwork as necessary, and demonstrate ability to gain approval and access a VINCI workspace for the project, as well as coordinate other project personnel’s access to the VINCI workspace (direct this using program management skills).  Preceptors will collaborate with the resident on the project protocol development, and coach through the methodology, design (including design of data extract), and data collection tool development.  The resident is expected to independently manage the project and move it along to next steps according to timeline throughout the life of the project. 
 
Quarter 3: Resident will execute the project according to protocol and identify journal or other medium to submit publication and arrange written information into the appropriate framework.  Resident is expected to apply SQL and other data analysis skills toward coding data extraction and analysis.  Preceptors will coach resident on use of statistics software, with expectation that the resident will also practice navigation of software independently to enhance self-learning of operational details.  The resident is expected to independently manage the project and move it along to next steps according to timeline throughout the life of the project.

Quarter 4:  The resident will assimilate data results and derive meaning, clinical implication, and application of the results to practice.  This will be demonstrated through the formation of both a podium (and/or poster) presentation as well as manuscript written in style of selected journal suitable for publication.  Resident will be expected to independently write sections on background, design, methods, and results using coaching and skills gained from prior quarters of rotation.  Preceptors will be available to coach the resident through considerations for manuscript discussion section and application of work. The resident is expected to independently manage the project and move it along to next steps according to timeline throughout the life of the project.

The resident is required to adhere to the timeline referenced below in this rotation description and progress to meet the requirements of the phases of the project to stay on schedule.  If a resident is not progressing as expected during a block on specific objectives or meeting deadlines according to the project timeline, those deficiencies will be identified during the rotation’s ongoing formative evaluations and/or customized plans.  The resident will be required to revise the project timeline and come up with a plan to catch the project back up to speed for full completion by the end of the residency year.  The resident will be formally re-evaluated on those objectives upon completion of the current block or at the end of the first 2 months of the next block (using PharmAcademic summative evaluation or on-the-fly evaluation) to ensure ongoing monitoring of progression and mastery of skills.  The resident will continue to be required to meet the objectives already assigned to the block, even when objectives from prior block(s) have been re-assigned, in order to ensure adequate progression through the year.

Evaluation process: 
PharmAcademic will be used for documentation of scheduled evaluations (both formative and summative per the chart below).  For all evaluations completed in PharmAcademic, the resident and the preceptor will independently complete the assigned evaluation and save as draft.  The resident and the preceptor will then compare and discuss the evaluations.  This discussion will provide feedback both on performance of the activities and the accuracy of the resident’s self-assessment skills.  Evaluations will be signed in PharmAcademic following this discussion.   

· Summative evaluations: This evaluation summarizes the resident’s performance throughout the learning experience.  Specific comments should be included to provide the resident with criteria based feedback that they can use to improve their performance in subsequent learning experiences. 
· Formative evaluations: Regular, ongoing, in the moment assessment about resident performance.  Information can be provided orally or in writing during the learning experience.

	What type of evaluation
	Who
	When

	Formative
	Preceptor
	Throughout experience

	Summative
	Preceptor
	Quarterly

	Summative Self-evaluation
	Resident
	Quarterly

	Preceptor, Learning Experience Evaluations
	Resident
	Quarterly





Designated Meetings/Specific Responsibilities:
Meetings

Written Assignments
1. Residency Project Proposal
2. Regulatory Application(s) for project
a. Quality Improvement (QI) (non-research) Form
-OR-
b. Research and Development Committee Application and Forms (Research)
3. Midwest Pharmacy Residents Conference Project Abstract
4. Regulatory Closure of Project (for research projects only, does not apply to QI projects)
a. Research and Development Committee application (Research)
5. Project Manuscript (see format below and examples)

Presentations:
1. Midwest Pharmacy Residents Conference: Podium Presentation of Project (or other suitable conference approved by RPD)

Security Clearance for Projects:
1. Read access to VistA/CPRS – All Stations
2. Read access to V15 Server (r02litdwh56)  – see orientation instructions to request access
3. Remote Desktop Connection Installation
4. VINCI Central - http://vaww.vinci.med.va.gov/vincicentral/default.aspx
5. VHA Data Portal - http://vaww.vhadataportal.med.va.gov/Home.aspx
6. CDW Portal - https://vaww.dwh.cdw.portal.va.gov/Pages/welcome.aspx 

Trainings:
1. A Practical Guide to Using the Corporate Data Warehouse LabChem Data: VA Informatics and Computing by Gowtham Rao, MD, PhD, MPH VIReC Corporate Data Warehouse Cyberseminar 06/20/2013.  
2. The VA Informatics and Computing Infrastructure (Vinci) (intranet only)
3. Vinci Data and Data Services (intranet only) by Hamid Saoudian, ME: VA Informatics and Computing Intrastructure Cyberseminar 02/05/2015
4. Conducting a Research Study Using Vinci (intranet only) by Tim Trautman, BSD: VA Informatics and Computing Intrastructure Cyberseminar 03/05/2015
5. DART – The Data Access Request Tracker Application (intranet only) by Tim Trautman, BSD: VA Informatics and Computing Intrastructure Cyberseminar 11/06/2014
6. Planning for Data: Early, Often and Ongoing by Sarah Krein
7. Planning for Analysis by Denise Hynes 
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Implementation/Data Collection:
The resident must receive approval from the Residency Director prior to initiating the project. The project advisor and program director must be apprised of the progress and all problems encountered in a timely manner. The resident must meet with the project advisor at least monthly to discuss the progress and report on progress to the program director.  Useful examples of IRB forms, QA/QI form, and protocols are available on the PGY2 Outcomes Analytics Sharepoint.


Presentation:
For both the proposal and the presentation of the results, the resident must demonstrate to the rotation preceptors a thorough understanding of the topic, the methods, any shortcomings of the study and the results and conclusions supported by the project. The prepared presentation should be 15 minutes with the remainder of the time left for questions and answers (5 minutes). Audiovisuals should be used to enhance the presentation as appropriate and per Western States guidelines with handouts of the presentation provided to facilitate feedback from preceptors.  

Quality:
The resident must meet scientific standards for quality in all aspects of the project. The resident may be required to repeat any or all aspects of the project if the standards are not met.  The resident will not receive a residency certificate if the project is not completed or if a final paper suitable for publication is not submitted by the approved deadline. Suitability will be determined by the residency advisor and program director with the advice of the Residency Board.

Format for Proposal/Manuscript (Also follow IRB requirements)

Introduction
· Clear statement of the question/problem to be addressed
· Rationale and background information (including literature review)  to justify the project
· Significance of the problem
· Possible solutions
· Study objectives/purpose
· Hypothesis

Methodology
· Study Design
· Selection and/or inclusion/exclusion criteria, randomization, blinding, sample size and population 
· Control and treatment groups
· End points—definition and method of measure
· Timetable for completion
· Data collection
· What data will be collected, when, how often and by whom
· Patient consent form if required 
· Analysis
· Objective
· Subjective
· Statistical analysis

Resources
· Resources available/needed
· Budget

Investigators
· Resident’s role and role of others

Results*
· Data Presentation
· Outcome	
· Subjects completing the study—number included, etc.
· Drop outs, reasons for dropouts
· Demographics
· Response rates/other means of reporting results
· Statistical analysis and significance
· Subjective results and trends

Discussion*
· Interpretation of results
· Comparison with other studies
· Implications

Conclusions*
References/Bibliography

*Only required for final paper (not for proposal)
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The resident is given appropriate time during orientation to complete research training.  During the first several months the resident is encouraged to select a project and begin study development.  IRB R&D or QI approval should be secured as appropriate to the study design.  Data collection and study conduct should be given significant time in December and January.  The following timeline should provide a rough idea of how the project should proceed throughout the residency year.

	Month
	Due Date
	Description

	July
	On scheduled meeting date
	Meet research preceptor(s)
UMKC School of Pharmacy:
Dr. Mark Patterson, Ph.D., M.P.H.

	
	On scheduled meeting date
	Receive information on available projects
Research preceptor and Residency director will meet with resident as a to describe available research projects and ideas

	
	By last day of month
	Complete CITI Training – Web based training
Complete TMS training – titled “Ethics Most Wanted”
Print 2 completion certificates, place one copy in your residency binder and give the other to the research pharmacist [research pharmacist will fax a copy to the research department for their records]

	
	
	Choose project for residency year

	August
	Fourth Monday of the month
	Complete draft of research proposal and present to staff at VISN 15 PBM Staff meeting
Be prepared to talk about your project idea and proposed methods for about 5 minutes, and take notes on questions and suggestions for your final draft

	
	Last Friday of the Month
	Final draft of research proposal, with prior approval from preceptor, due to KCVA research pharmacist
Email document to research pharmacist, and cc project preceptor(s), noting that this has been approved as a final draft

	September
	Third Friday of the Month
	Arrange and execute a meeting with project preceptor(s), research pharmacist, and residency director to discuss project status as “Quality Improvement” or “Research”
Different regulatory requirements must be met based on the intent and structure of the project.  This meeting will determine which forms and approvals must be completed for the resident to proceed. 

	October
	Second Thursday of the Month
	Regulatory submissions complete – Either IRB or QI documents submitted to KCVA Research Department

	November
	
	

	
	Final weekday of the month
	All IRB and R&D approvals or final authorized QI form (for non-research) should have been obtained at this point, copies of all approval letters are due to the research preceptor. 

	January
	Third Monday of January
	Draft of Midwest Residency Conference Abstract due to research preceptor(s) for comment and review
See http://www.westernstates-rx.org/ for information and regulations regarding abstract format and submission

	February
	Mid February 
	Register for Midwest Pharmacy Residents Conference
(check Midwest Pharmacy Residents Conference for absolute deadline)

	
	End of Month
	Finish data collection for project

	March
	By assigned date (see outlook calendar appointment)
	Finish draft of Midwest Pharmacy Residents Conference presentation and complete first presentation to preceptors and pharmacy staff
-Follow the required format as outlined on http://www.westernstates-rx.org/
-Bring 10 copies of your PowerPoint presentation to the meeting so that the attendees can write notes and give feedback

	
	By Third Thursday of the Month
	Email draft of Midwest Pharmacy Residents Conference handout to research pharmacist and preceptor(s) for review and comments

	April 
	As needed
	Continue data analysis and refinement of project presentation

	
	Second Friday in April
	Submit journal choice and author guidelines for manuscript to preceptor(s) and research pharmacist via email
Start/continue work on draft of manuscript

	May
	Dates vary, check website
	Attend Midwest Pharmacy Residents Conference and present project (or other suitable conference approved by RPD)

	
	Last Friday in May
Last Friday in May
Early June – Date to be decided (watch for outlook email)
	Submit 2 research project ideas for next year’s residents (usually you will see some project presentations at the Midwest Pharmacy Residents Conference that might be beneficial if performed here)
Submit projects via V15PBMShare for new residents.  Use the project proposal form and save to the submitted project ideas folder.  

	
	
	Submit project closure documents to research department 
Note: this is only for research projects, no closure documentation is needed for non-research/QI projects

	June
	Second Monday in  June
	Project manuscript due to preceptor(s), residency director and research pharmacist
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Updated August 2015

This is an extended learning experience intended to provide continued clinical practice in combination with population management throughout the residency year.  The resident will be working with the Kansas City VA (KCVA) Pharmacy Service and available VISN 15 data tools to improve patient safety, quality and other outcomes. The resident will be assigned to this experience ½ day/week throughout the year.  The purpose of this rotation is to continue to expose the resident to patient care through the use of analysis tools to identify/target patients based on local facility needs at the KCVA (to assist in meeting metrics, measures, or fulfilling another patient care need).  This will maintain and improve the resident’s clinical abilities while allowing them the opportunity to utilize tools they are creating in order to provide the perspective of an end-user.  The resident will not only collect and analyze patient information from the analysis tools, but work in collaboration with other healthcare providers at the medical center to create patient care plans and directly involve themselves in patient care as necessary. 

This rotation is key to developing the resident’s experience and skills to be able to work at a facility level position after residency.   

The rotation is divided into 3 blocks that build conceptually and in complexity throughout the rotation: 
Block 1: P&T Committee Orientation, literature evaluation (August, September, October)
Block 2: Therapeutic Interchanges, PE Proposals, P&T Committee Participant (November, December, January, February)
Block 3: Applied Pharmacoeconomic Specialist, Academic Detailing (March, April, May, June)


	Name
	Title
	Email

	Elaine Ogden, Pharm.D., 
	KCVA Pharmacoeconomics Clinical Specialist
	Elaine.Ogden@va.gov



Goals and Associated Objectives to be taught and evaluated during this experience:

	Outcome R3: Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management, and pharmacy outcomes.
	

	Goal R3.1:
Establish oneself as an expert for data retrieval, medication information, and outcomes-related resources within the organization.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.1.1 
(Synthesis) Implement a successful strategy for earning credibility within the organization to be an authoritative expert on the creation of analytic tools, measurement of outcomes, and overall evidence-based medication-related care of patients.
	Identify and take advantage of opportunities for the pharmacy outcomes and healthcare analytic specialist to earn credibility with members of the various interdisciplinary taskforces.

Identify and take advantage of opportunities for the specialist to earn credibility within the PBM and various providers within the organization.
	2





2

	OBJ R3.1.2  
(Synthesis) Fulfill requests for provider-requested data, reports, criteria, usage/cost information, or outcomes in an accurate and efficient manner.
	Develop and present Drug Use Criteria

Develop and present P’Econ Evaluations
	3

2

	Goal R3.3:
Critically evaluate and employ advanced analysis skills to relevant biomedical literature in preparing analysis tools, drug information responses, pharmacoeconomic proposals, and drug use criteria.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R3.3.1	
(Evaluation) Determine if the study design and methodology are appropriate to accomplish the objectives of a piece of biomedical literature.
	Critically evaluate a piece of literature and its application to a particular drug utilization issue, such as when evaluating strategies for cost savings initiatives, developing drug use criteria, developing key messages for academic detailing, etc
	1

	OBJ R3.3.2	
(Evaluation) Accurately interpret statistical information presented in a piece of biomedical literature.
	Interpret and explain advanced statistical methods used in a piece of literature used to address a particular drug utilization issue such as when evaluating strategies for cost savings initiatives, developing drug use criteria, etc. 

Determine instances in which a study conclusion is erroneously supported by data display. 
	1






1

	OBJ R3.3.3	
(Analysis) Identify potential sources of bias in a piece of biomedical literature.
	Identify potential sources of bias in a piece of biomedical literature used to address a particular drug utilization issue such as when evaluating strategies for cost savings initiatives, developing drug use criteria, developing key messages for academic detailing, etc.
	1

	OBJ R3.3.4	
(Evaluation) Determine the internal and external validity of a piece of biomedical literature and if a study’s results have applicability for hypothesizing future research or for directing patient care decisions.
	Determine the internal and external validity of a piece of biomedical literature used to address a particular drug utilization issue such as when evaluating strategies for cost savings initiatives, developing drug use criteria, developing key messages for academic detailing, etc.  Determine if a study’s results have applicability for hypothesizing future research or for directing patient care decisions.
	2

	OBJ R3.3.5	
(Evaluation) When presented with conflicting biomedical literature, determine the validity and applicability for organizational need.
	Compare and contrast the reputations and peer-review procedures of biomedical journals.
	2

	OBJ R3.3.6	
(Evaluation) When presented with limited evidence-based biomedical literature, synthesize a reasonable proposal for the specific information need in collaboration with members of relevant taskforces or workgroups.
	Evaluate a gap in literature for a drug issue where a decision must be made regarding place in therapy.  Outline a summary of the critical information gaps and what information is needed to fill those gaps.  Write  request to the pharmaceutical manufacturer for additional information, as applicable.
	2

	OBJ R3.3.8	
(Synthesis) Design tools and measures that perform patient-centered, evidenced-based monitoring for a therapeutic regimen or disease state that effectively evaluates achievement of the specified therapeutic goals.
	Identify monitoring tools utilized and discuss monitoring parameters for the analyzed diseases and conditions.

Identify customary monitoring parameters for medications commonly prescribed for diseases and conditions being analyzed.
	2



2

	Outcome R4:Demonstrate excellence in the provision of training and educational activities for health care professionals, health care professionals in training, and the public.
	

	Goal R4.3:
Design and present Academic Detailing education programs to healthcare providers and patients in order to improve patient outcomes.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R4.3.1	
(Synthesis) Contribute to the design of evidence-based, non-commercial educational programs for outreach to healthcare providers and patients that centers on health improvement, wellness, or disease prevention.
	Explain appropriate medication-related educational topics for health care support groups.

Explain appropriate medication-related educational topics for the general public.
	2



2

	Outcome R6: Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.
	

	Goal R6.2:
Provide pharmacy expertise to the organization in the area of managed care by contributing to the ongoing development of the organization’s formulary through review of existing, development of new, and implementation of pharmacoeconomic proposals, drug use criteria, and organizational policies and procedures affecting the care of patients.
	

	Objective
	Related Activity/Instructional Objectives
	Block Evaluated

	OBJ R6.2.1 
(Analysis) Create a written DUC or pharmacoeconomic proposal for a medication, class, or disease state that is to be considered by the organization’s P&T committee for approval.
	Explain signs and symptoms, epidemiology, risk factors, pathogenesis, natural history of disease, pathophysiology, clinical course, etiology, of the disease(s) to be treated by the drug under consideration. Include in writing of full or abbreviated monograph or drug use criteria proposal.

Explain the mechanism of action, pharmacokinetics, pharmacodynamics, pharmacoeconomics, usual regimen (dose, schedule, form, route, and method of administration), indications, contraindications, interactions, adverse reactions, and therapeutics of the drug under consideration. Include in writing of full or abbreviated monograph or drug use criteria proposal.

Explain the structure and types of information supplied by pharmaceutical manufacturers using the organization’s template format. Include in writing of full or abbreviated monograph or drug use criteria proposal.

Explain likely sources of relevant information not contained in the materials supplied by the pharmaceutical manufacturer. Include relevant information outside the manufacturer packet in writing of full or abbreviated monograph or drug use criteria.

Explain the characteristics of scientific writing.  Apply scientific writing style to full or abbreviated monograph or drug use criteria.

Explain factors to consider when judging the safety, the efficacy, or the pharmacoeconomics of a specific medication.  Include in writing of full or abbreviated monograph or drug use criteria proposal.
	3







3










3






3






3




3

	OBJ R6.2.2 
(Synthesis) When appropriate, present the recommendations contained in to members of the P&T Committee.
	Explain the composition and responsibilities of the organization’s P&T committee.

Explain an appropriate style of presentation for P&T committee meetings.

Participate in Academic Detailing meetings and initiatives.
	1


1


2


	OBJ R6.2.3 
(Synthesis) Participate in the communication of information regarding formulary design and/or changes.
	Explain the process of developing a formulary. Demonstrate through participation in providing updates on national PBM formulary decisions, VISN drug use proposals, and facilitating implementation through VISN P&T.

Explain factors in the managed care environment, including cost and quality objectives that affect the development of the formulary. Demonstrate through participation in providing updates on national PBM formulary decisions, VISN drug use proposals, and facilitating implementation through VISN P&T.
	2






2

	OBJ R6.2.4 
(Application) Review authorization requests for non-formulary agents and render a decision based on DUC guidelines and information provided by the requester/provider.
	Develop and present Drug Use Criteria.

Develop and present P’Econ Evaluations.
	3

2




Communication:
· Weekly scheduled meeting times:  Residents to prioritize questions and problems to discuss during scheduled meeting times as listed above.
· E-mail:  Residents are expected to read e-mails at the beginning, middle and end of each day at a minimum for ongoing communication, including formative evaluation of work.   This is appropriate for routine, non-urgent questions and problems.  
· Lync: Available for questions, comments as needed throughout the workday
· Office extension:  Available for questions, comments as needed throughout the workday

Preceptor interaction:  The preceptor(s) for this rotation will use modalities including: direct instruction, modeling or practical skills, coaching, and facilitating based on the needs of the resident.  He/she will be responsible for providing continuous feedback to the resident regarding their performance and completing a final summative evaluation. 
Expected progression of resident responsibility on this learning experience: (Length of time preceptor spends in each of the phases will be customized based upon resident’s abilities and timing of the learning experience during the residency training year) 

Day 1: Preceptor to review learning activities and expectations with resident

Block 1: The resident will become acquainted with local P&T policies and procedures and the roles of the various disciplines serving on a P&T Committee, as well as present topics as applicable.   The resident will critically evaluate literature and interpret results of clinical trials in terms of clinical relevance, to aid in local formulary management decisions.  The preceptor will coach the resident in literature evaluation and model appropriate presentation style and committee interactions.   The resident will become more independent in being a member of the P&T Committee and in presenting information to stakeholders at the facility with less assistance required from the preceptor throughout the progression of the first block.                                                                                                                                                                                    
	
Block 2: The resident will create therapeutic interchanges and other PE proposals through their independent thinking and problem-solving.  In presentations, the resident will become more confident and able to provide justifications for proposals, including fielding questions from P&T members.  Justifications will be back by sound interpretation of the literature used to develop the proposal(s).  The resident will also begin involvement in Academic detailing activities at the local facility.  Preceptor will coach resident on basic academic detailing skills and campaigns and model one-to-one academic detailing encounters with providers.  

Block 3: The resident will assume the role of a facility level applied pharmacoeconomic specialist to develop drug criteria for use independently and help the organization’s decision makers addressing complex drug utilization issues. The resident will apply concepts from both prospective and/or retrospective outcomes analyses to various functions of the PE workgroup and P&T Committee. The resident will also participate in academic detailing activities that support the acceptance of PE proposals or drug use criteria.

If a resident is not progressing as expected during a block on specific objectives, those deficiencies will be identified during the rotation’s ongoing formative evaluations and/or customized plans and activities re-assigned during the existing block and/or the next rotation block.  Specific activities will be assigned to address deficient objectives to be completed either by the end of the current rotation block or within the first 2 months of the next block, in order to demonstrate progression.  The resident will be formally re-evaluated on those objectives upon completion of the current block or at the end of the first 2 months of the next block (using PharmAcademic summative evaluation or on-the-fly evaluation) to ensure ongoing monitoring of progression and mastery of skills.  The resident will continue to be required to meet the objectives already assigned to the block, even when objectives from prior block(s) have been re-assigned, in order to ensure adequate progression through the year.

Evaluation process: 
PharmAcademic will be used for documentation of scheduled evaluations (both formative and summative per the chart below).  For all evaluations completed in PharmAcademic, the resident and the preceptor will independently complete the assigned evaluation and save as draft.  The resident and the preceptor will then compare and discuss the evaluations.  This discussion will provide feedback both on performance of the activities and the accuracy of the resident’s self-assessment skills.  Evaluations will be signed in PharmAcademic following this discussion.   

· Summative evaluations: This evaluation summarizes the resident’s performance throughout the learning experience.  Specific comments should be included to provide the resident with criteria based feedback that they can use to improve their performance in subsequent learning experiences. 
· Formative evaluations: Regular, ongoing, in the moment assessment about resident performance.  Information can be provided orally or in writing during the learning experience.

	What type of evaluation
	Who
	When

	Formative
	Preceptor
	Throughout experience

	Summative
	Preceptor
	Quarterly

	Summative Self-evaluation
	Resident
	Quarterly

	Preceptor, Learning Experience Evaluations
	Resident
	Quarterly




Schedule: 
Extended Learning Experience
· Assignments made on a weekly basis by preceptor and by appointment 

Designated Meetings/Responsibilities (please list for resident when they occur, what time, and when):
· Daily/weekly meetings with preceptor as assigned
· Daily/weekly demonstrations/lectures with preceptor as assigned
· Projects/assignments as assigned by preceptor

Checklist of assignments/projects/requirements that must be complete to successfully pass the learning experience (please list deadlines if there are any):
· To be determined by preceptor at the beginning of the learning experience and adjusted throughout

Assigned Readings/Discussion topics:  
1. Database Theory Documents
2. SQL Server Analysis Services Documents
3. SQL Server Integration Services Documents
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Applied Pharmacoeconomics and Formulary Management
Updated 10/05/15

Brief Learning Experience Descriptor:
The Pharmacoeconomics pharmacy experience is a 4 week rotation where the resident will gain a basic understanding of pharmacoeconomic principles and will develop skills in the practical application of these principles in the VA healthcare environment. Throughout the rotation, the resident will be involved in activities related to drug and pharmacy cost containment while ensuring quality patient care and patient safety.  The resident will work collaboratively with pharmacists, the pharmacy ADPAC (Automated Data Processing Application Coordinator), pharmacy buyers, technicians, and other medical center staff.  The resident’s responsibilities may include cost analysis, cost monitoring and reporting, budget preparation, tracking and reporting, formulary selection and implementation, non-formulary request evaluation, medication conversions, drug utilization evaluations, medication therapy assessments, updates to drug file entries, providing evidenced-based drug treatment information, patient communications, purchasing assessments, drug shortage adjustments, product recall activities, and other pharmacy support functions.

Preceptors:

	Name
	Title
	Email

	Leon K. Jensen, Pharm.D., MBA, BCPS
	Pharmacoeconomics Program Manager
	Leon.Jensen@va.gov



Goals and Associated Objectives formally taught and evaluated during this experience:

	Outcome R2:
Manage and improve the medication-use process 

	Goal R2.2:
Lead departmental and/or interdisciplinary teams in the design, implementation, and/or enhancement of the organization’s criteria for medication use, monitoring, and outcomes measurement.

	Objective
	Related Activity/Instructional Objectives

	OBJ R2.2.1
(Synthesis) Collaborate with an interdisciplinary team to write or revise an existing guideline, measure/metric, policy, or protocol.

	The resident will achieve Objectives R2.2.1, 3.3.4, 6.2.1 and 6.2.3 through application and/or hands-on experience with of one or more of the following activities.
1. Formulary maintenance.
1. Non-formulary approval/denial process.
1. Local medication policy development.
1. Drug and supply purchasing.
1. Performance measurement. 
1. Therapeutic conversions.
1. Pharmacoeconomic analyses. 
1. Drug Supply/Recall.
1. Provider order entry through CPRS and VistA.
1. Pharmacy processing of orders from receipt through dispensing.
1. Knowing and maintaining the local formulary.
1. Making non-formulary approval/denial decisions.
1. Developing local medication policy.
1. Determining appropriate drug/supply purchases.
1. Tracking, measuring, and reporting budget performance.
1. Performing therapeutic conversions.
1. Carry out pharmacoeconomic analyses. 
1. Research and analyze drug information literature.
1. Interacting with pharmacy leaders on a VISN and local level. 
1. Working with the Pharmacy and Therapeutics Committee. 
1. Managing drug shortages and recalls.
1. Identifying and analyzing the causes for mismatched entries in the local drug file.
1. Other similar process analysis.
1. Drug file updates.
1. Formulary decision making.
1. Pharmacoeconomic analysis.
1. Therapeutic conversions.
1. Managing drug shortages/recalls.
1. Cost savings/avoidance.
1. Budgeting.
1. Data extraction and compilation for medication use monitoring.
1. Updating/correcting VistA drug file entries.
1. Standardizing the drug file.
1. Researching drug cost avoidance opportunities.
1. Updating supply drug file costs.


	Goal R3.3:
Critically evaluate and employ advanced analysis skills to relevant biomedical literature in preparing analysis tools, drug information responses, pharmacoeconomic proposals, and drug use criteria.

	Objective
	Related Activity/Instructional Objectives

	OBJ R3.3.4 
(Evaluation) Determine the internal and external validity of a piece of biomedical literature and if a study’s results have applicability for hypothesizing future research or for directing patient care decisions.
	See above

	Outcome R6: 
Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.

	Goal R6.2:
Provide pharmacy expertise to the organization in the area of managed care by contributing to the ongoing development of the organization’s formulary through review of existing,

	Objective
	Related Activity/Instructional Objectives

	OBJ R6.2.1
(Analysis) Create a written DUC or pharmacoeconomic proposal for a medication, class, or disease state that is to be considered by the organization’s P&T committee for approval.
	See above


	OBJ R6.2.3 
(Synthesis) Participate in the communication of information regarding formulary design and/or changes.
	


Communication:
· Daily:  Resident is expected to work independently, think critically, and problem solve.  Resident should ask questions on an ad hoc basis as needed throughout the day and the block rotation.
· E-mail:  Residents are expected to read e-mails periodically throughout the day for ongoing communication, including formative evaluation of work.   This is appropriate for routine, non-urgent questions and problems.  
· Lync: Available for questions, comments as needed throughout the workday.
· Office extension:  Available for questions, comments as needed throughout the workday

Preceptor interaction:  
The preceptors for this experience will provide opportunities for hands-on learning and will be available to provide explanation, demonstration, experiential-learning coaching, evaluation, and feedback throughout this rotation.
Expected progression of resident responsibility on this learning experience:
(Length of time preceptor spends in each of the phases will be customized based upon resident’s abilities and timing of the learning experience during the residency training block.) 

Week 1:
· The resident is orientated to clinical and administrative requirements and expectations of rotation.
· The resident & preceptor will identify areas of interest/deficiencies to be addressed as much as possible during the rotation period.
· The resident will be oriented to projects and goals for the four week experience as they arise.

Week 2-3:
· The resident will become integrated into the pharmacoeconomic workflow at the institution and develop the operational knowledge needed to help with daily operational issues as needed. 
· Participate in pertinent meetings.
· Independently complete bulk of project work, submit project results for feedback and refinement.
· The resident will perform a midpoint self-assessment of performance and progression towards attainment of requirements and expectations to discuss with the preceptor.
Week 4:
· The resident will serve as a point of contact for drug recall / formulary / therapeutic interchange issues and be able to address questions or issues with a significant degree of independence. 
· The resident will present the completed results of his pharmacoeconomic projects to relevant VA staff.
· The resident and preceptor will perform a final assessment of the resident’s performance and progression towards attainment of requirements and expectations to be discussed prior to the end of the rotation period.  

All objectives are also included in core longitudinal rotations.  Objectives requiring improvement during this rotation will be identified and continue to be addressed and included in the customized plan for the remainder of the core rotations.
Evaluation process: 
The resident will be evaluated on the goals, objectives, and expectations outlined for this learning experience.   Informal verbal feedback will be provided throughout the rotation and formal feedback will be delivered on completion both verbally and in PharmAcademic.  The resident should request additional feedback if the amount being received is insufficient.

· Summative evaluations: This evaluation summarizes the resident’s performance throughout the learning experience.  Specific comments should be included to provide the resident with criteria based feedback that they can use to improve their performance in subsequent learning experiences. 
· Formative evaluations: Regular, ongoing, in the moment assessment about resident performance.  Information can be provided orally or in writing during the learning experience.

	What type of evaluation
	Who
	When

	Formative
	Preceptor
	Throughout experience

	Summative
	Preceptor
	End of experience




Schedule:  To be determined based on day-to-day needs of the Medical Center.

Designated Meetings/Responsibilities (please list for resident when they occur, what time, and when):
· VISN 20 P&T Committee (TBD)
· Boise VA P&T Committee meeting (TBD)
· Ad hoc meetings (TBD)


Assigned Readings/Discussion topics:  
· Types of Economic and Humanistic Outcomes Assessments
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PGY-2 Pharmacy Outcomes and Healthcare Analytics
 Residency Evaluation Process
Beginning in 2015 ASHP made available an on-line evaluation system called PharmAcademic which is used fully by this program.  Before the program begins, each resident completes an initial self-evaluation (Appendix VI).  This allows the RPD and Residency Board to tailor the residency experience to the individual resident’s desires, needs, and experiences. Each resident’s individualized residency training program and evaluation process is entered into a security protected on-line computerized program.  The residency director has entered all documents and determined time frames for scheduled rotations, appropriate preceptors and evaluation documents.  Descriptions of each rotation experience are available which include: a brief descriptor, goals and associated objective to be formally taught and evaluated during this experience, learning activities to facilitate achievement of the goals and objectives, schedule, designated meetings/responsibilities, checklist of assignments/projects/requirements and assigned readings.  
Residents are assigned to preceptors for training and guidance.  Preceptors will meet with the resident on a regular basis and review the resident’s accomplishments.  Midway through a rotation the preceptor will determine if the resident is likely to meet all goals and objectives of the rotation.  If the resident has not met the goals and objectives necessary to pass the rotation, the preceptor will discuss this with the resident so corrective actions can be taken.  If the resident does not meet these goals and objectives by the end of the rotation, the board will discuss and plan the course of action at that time.  During the rotation formative evaluation will be given by the preceptor as projects are completed.  Formative evaluations occur as daily feedback: verbal or written.  Examples of written evaluation can be signing progress notes and addendums, journal club or presentation evaluations, corrected minutes and agendas, edits to written documents, etc.

Summative evaluations occur at the end of each Learning Experience (4 week rotation) and at least quarterly throughout a longitudinal rotation.  Likewise, a summative self-evaluation, evaluation of preceptor, and evaluation of learning experience are required quarterly throughout a longitudinal rotation as well as at the conclusion of each rotation.  The evaluations for rotations are performed online, on the PharmAcademic website ( https://www.pharmacademic.com/ ).  After the preceptor enters and signs a summative evaluation, an alert will be sent to the resident via Outlook e-mail.  The resident will then need to sign off on the evaluation.  Also, the resident will enter a summative self-evaluation and a preceptor evaluation.  After completion, these will be sent back to the preceptor to sign.  If the preceptor has questions or comments about the evaluations, they may send it back to the resident for review or edits, or they may sign it if it is complete.  

Each resident is asked to give an honest appraisal of the preceptor and the rotation. Once the preceptor and the resident have completed evaluations they will be discussed. After discussion the preceptor and resident will sign the evaluation which will then be sent to the Residency Board and the Program Director (via PharmAcademic).  Evaluations will be reviewed and deficiencies and/or disciplinary actions that are needed will be addressed by the Residency Board.  These are then signed by the Residency Director.  

In addition, at the end of each quarter the resident’s entire program evaluation is done by the RPD with input from the Residency Board, taking into consideration preceptor rotation evaluations, resident rotation self-evaluations, and informal verbal and written feedback.  The evaluation involves identifying any objective evaluated that has been rated as “Needs Improvement”.  Specific suggestions for improvement are made for those objectives and a plan for improvement and evaluation outlined.    The individualized plan will also include a summary of the resident’s quarterly self-assessment based on rotation self-evaluations and additional self-assessment of strengths, weaknesses, progress, and maturity by the resident, to be discussed at quarterly meetings with the RPD.  The quarterly self-assessment should be introspective of where the resident feels he/she is progressing and should be related to the initial plan.  Strengths and areas of improvement are identified and the residency experience is tailored to the resident’s needs.  A review and discussion between the resident and RPD is documented and an individualized plan is developed to accommodate changes in the resident’s learning experience based on their or the preceptors requests. Once goals for the program are achieved they need not be evaluated again.  If satisfactory progress is made the goals continue to be evaluated.

These evaluations will be reviewed by the Residency Board members.  Changes in experiences may be recommended by the Residency Board to help residents attain the goals.  In addition, the residents will self-evaluate the same goals and objectives that the preceptor is evaluating at the end of the Learning Experience.  The preceptors will also self-evaluate their teaching skills.

At the end of the residency year, residents will be asked to complete a final self-evaluation as well as an evaluation of the program and overall residency experience.  This will take place through the completion of two forms – a final quarterly self-evaluation and an outgoing resident survey (Appendix VIII).  The resident will also receive a final evaluation by the Residency Board that will be presented to the resident in a format similar to the above quarterly evaluations.
[bookmark: _Toc30849633][bookmark: _Toc230600296]
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Achieved 
The resident has fully accomplished the educational goal for this particular learning experience. No further instruction or evaluation is required.

Achieved for Residency
This is reserved for the RPD to decide and is generally left until the end of residency as it allows the Goal/Objective optional for future evaluations in other learning experiences, as necessary.

Satisfactory Progress
This applies to an educational goal whose achievement requires skill development in more than one learning experience. The learning experience being evaluated is not the last one in which this goal will be taught. In this current experience you have
progressed at the required rate to attain full achievement by the end of the program.

Needs Improvement
Your level of skill on the educational goal does not meet the preceptor's standards of either "Achieved" or Satisfactory Progress," whichever applies.

[bookmark: _Toc384795191]Snapshot Scale

NA (Not Adequate)
Performance has been identified as not adequate on areas identified in the summative/formative evaluations.  Snapshots have been chosen to highlight these areas of concern and after action plans and strategies for improvement have been implemented, performance remains poor.  At this point the preceptor and RPD need to meet to further the action/performance improvement plan with a goal of resident success (suggested meeting together with the resident).  If performance continues to not improve or worsen, modifications may be needed including extending or repeating specific learning experiences and elimination of elective learning experiences to provide additional time for remediation.
A (Adequate)
Performance on identified areas has improved as expected and is considered satisfactory at this time with expected success by residency end.  It does NOT mean that resident has fully achieved this area for residency, but that satisfactory progress is being made as expected
NA/NO (Not Applicable/Not Observed)
No basis to evaluate

[bookmark: _Toc384632210][bookmark: _Toc384795192]Objectives Rated as “Needs Improvement” and Remediation

Needs Improvement on Snapshot or Formative Evaluation
Preceptors are encouraged to provide verbal feedback during the rotation in addition to written feedback in PharmAcademic. If the preceptor has provided initial verbal feedback and the resident is not meeting “satisfactory progress” for a specific goal or objective, the preceptor should document a snapshot evaluation as soon as possible and discuss with the resident. Especially for longitudinal rotations in which evaluations are scheduled quarterly, waiting until the scheduled formative evaluation will result in a delay and frustration for both the resident and preceptor. Snapshot or formative (mid-point) evaluations that include a “needs improvement” must include a documented action plan in PharmAcademic that will target “satisfactory progress” by the end of the learning experience. The preceptor will notify the RPD regarding the evaluation and action plan. If needed, the preceptor and RPD will meet to discuss further actions. 

Needs Improvement on Less than Two Summative Evaluations
If a preceptor determines that a resident still needs improvement for selected goals and objectives by the end of the rotation, the preceptor will meet with the RPD PRIOR to the end of the rotation and PRIOR to meeting with the resident. The preceptor and RPD will determine how the objective will be addressed on future rotations and will decide if a warm-hand off is needed between the current and upcoming preceptor. The RPD will determine if any modifications are necessary to future rotations to ensure satisfactory progress. The current preceptor will meet with the resident to provide the summative evaluation. 
Needs Improvement for Same Objective on More than Two Summative Evaluations
If a resident receives “needs improvement” for the same objective on more than one summative evaluation, a formal remediation process will be implemented to assist the resident in addressing the areas needing improvement. The RPD will meet with the preceptors and resident to discuss the evaluations. Based on this discussion, the RPD and resident will develop and document an action plan in PharmAcademic. Example items in the action plan include goal-setting, additional assignments, timelines, and frequent follow up meetings. The RPD will determine if any modifications are necessary to future rotations to ensure satisfactory progress. Modifications may include extending or repeating specific learning experiences and elimination of elective learning experiences to provide additional time for remediation. 

Needs Improvement on More than 3% of Required Objectives
If at each quarterly meeting, a resident has received “needs improvement” for more than 3% of required program objectives on summative evaluations, a formal remediation process will be implemented to assist the resident in addressing the areas needing improvement. The RPD will meet with the preceptors and resident to discuss the evaluations. Based on this discussion, the RPD and resident will develop and document an action plan in PharmAcademic. Example items in the action plan include goal-setting, additional assignments, timelines, and frequent follow up meetings. The RPD will determine if any modifications are necessary to future rotations to ensure satisfactory progress. Modifications may include extending or repeating specific learning experiences and elimination of elective learning experiences to provide additional time for remediation. If the resident still receives “needs improvement” for more than 3% of required program objectives on summative evaluations after completion of a formal remediation process, or if the resident is unable to complete the remediation process, the RPD may recommend termination from the program. 

[bookmark: _Toc384795193]PharmAcademic Evaluation Forms:
See also https://www.pharmacademic.com/.
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VA Heartland Network (VISN 15)/Kansas City VA
Post Graduate Year Two (PGY2) Early Commitment Policy


1)Process Description:  
a) VISN 15/Kansas City VA incorporates an Early Commitment Process, whereby the PGY2 Pharmacy Outcomes and Healthcare Analytics position can be committed to a current Post Graduate Year One (PGY1) resident at a VA Heartland Network facility in advance of the matching process.  
b) Both the PGY1 and PGY2 residencies will be continuous years of employment within the VA.  
c) Once the residency program offers the appointment to the resident and the resident agrees to accept the appointment, the residency program and the resident acknowledge that this appointment will be contingent on the resident satisfying all PGY1 residency program requirements.
2) Procedure:
a) The Residency Program Director (RPD) will provide to interested candidates residency and program information related to eligibility requirements for the PGY2 program as well as general information pertaining to clinical training. 
b) Resident Applicant  Requirements
A) Must have satisfactory PGY1 evaluations
B) Must be making progress sufficient to successfully complete PGY1 goals and objectives by June 30th of next year
C) Demonstrate interest and motivation to do a Specialty Residency
D) Prepare and deliver a formal letter of interest to be considered for a PGY2 resident position.
E) Adherence to all applicable deadlines.
F) The PGY1 resident does not have to be registered for the Match  (https://natmatch.com/ashprmp/aboutecp.html) if accepting an Early commitment to the PGY2 program.
G) Submit the following to the RPD no later than December 1st:
0. Letter of intent describing what the PGY1 resident would like to accomplish through the PGY2 residency
0. Current curriculum vitae
c) All interested PGY1 residents will be interviewed by the RPD, PGY2 preceptors, and PGY2 resident.  
d) If there is more than one PGY1 resident applying for the PGY2 position, the offering of the PGY2 position will be based on performance in the PGY1 position, formative evaluations, summative evaluations, and interview evaluations.
e) RPD, preceptors and the current PGY2 resident (if applicable) will meet to discuss the candidates to determine which candidate is the best fit for the program.  The chosen candidate will then be formally offered the position. 
f) Once the position of the PGY2 residency is offered and accepted, the American Society of Health-System Pharmacists RESIDENT MATCHING PROGRAM Letter of Agreement form will be signed by the resident and RPD and returned to the National Matching Program by the third Friday in December.  By signing this agreement it is understood that:
i) The resident will not make any commitments to or contracts with any other program for PGY2 training beginning the following year. If the resident has already registered for the Match, the resident agrees to be withdrawn from the Match. 
ii) The residency program agrees to have the position withdrawn from the Match.  
iii) The residency program agrees that the PGY2 position that has been committed to the resident will not be offered to any other applicant without a written release from the resident.

References:
1. National Matching Service Rules.  Available at: http://www.natmatch.com/ashprmp/aboutecp.html
1. American Society of Health Systems Pharmacists. Available at www.ashp.org 
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PGY2 Residency Program

The Veterans Affairs Heartland Network and KCVAMC Pharmacy Service are committed to providing a high quality experience for PGY2 Pharmacy Residents.  In order for the Network, Service, providers, patients and staff to benefit from the residency programs, it is important to identify qualified pharmacists committed to attaining professional competence beyond entry-level practice.  The following outlines the procedure involved with evaluating applications, inviting applicants for interviews, post-interview assessment and ranking for match, as well as post-match procedures for unmatched positions.

Application Process:
(1) Application Development:
(a) Application materials are developed by the Residency Program Director (RPD) and are reviewed and approved by the Residency Board.  These materials include: Eligibility Requirements, Recruitment brochure/flyer, Recruitment Letter, Applications.
(2) Applicant Deadline:  
(a) The deadline is determined annually by the RPD (generally mid-January).
(3) Handling of Application Materials:
(a) Candidates wishing to apply to the program are required to submit the following via PhorCAS:
1 A “letter of intent” stating why they are pursuing a residency position in our program. 
2 Current curriculum vitae.
3 A US Government form OF-612 “Optional Application for Federal Appointment” AND form OF-306 “Declaration for Federal Employment”. These forms are available at http://www.opm.gov/forms/html/of.htm.
4 A current official University/College Pharmacy School transcript.
5 Three letters of recommendation. These should be from individuals capable of commenting on the applicant’s professional capabilities, including: academic ability, communication skills, behavioral attributes (leadership, initiative, dependability, ability to handle multiple tasks, etc.), clinical problem solving skills, an assessment of potential capability to perform research, and any other attributes which will assist us in assessing their ability to flourish and succeed in our program. All comments and information will be held in strictest confidence.
(b) All application materials will be managed through PhorCAS.  Application materials received after the deadline will NOT be accepted.  
(4) Evaluating Applications:
(a) Application Review Sheet:
1 The RPD will track applications and status in PhorCAS.  Completed applications will be scored and ranked by members of the Residency Board and a determination will be made whether or not to offer an interview.  A “completed” application is defined as containing all required materials.
(b) Minimum requirements for an interview
1 Only completed applications will be considered for an interview.

Interview Process
(1) Invitation for Interviews
(a) The RPD and available Residency Board members will complete the scoring section of the Application Review Sheet (Attachment A) for all completed applications.  Applications will be ranked in order of Application Review Sheet score and interviews will be offered generally to the top 5 candidates; however, the Residency Board may choose to interview more as deemed necessary.  Invitation letters for interviews will be sent in order of highest to lowest score.  Once all interview appointments are filled or if the Board determines that a candidate has scored too low for being offered an interview, they will be alerted to this effect by a letter prior to the interview notification date. 
(2) Structure of Interview 
(a) The interview includes a meeting with the RPD, Residency Board, current PGY2 resident, and additional Preceptors/Clinical Pharmacy Specialists.
(b) Program Review
i. The RPD meets with the scheduled applicants to discuss the setting, VISN PBM services, Residency Program, benefits offered to residents and background/qualifications of the RPD.  This is also the component of the interview process that allows the applicant the opportunity to have their questions about the residency program answered by the RPD. 
(c) Panel Interview
i. The residency program utilizes a panel interview format to optimize the number of preceptors exposed to applicants, and allow for the broadest input into the selection process of the residency.  
ii. Because residents spend a majority of their time interacting with the VISN PBM, KCVAMC Pharmacoeconomics Specialist, and Research, these areas are represented on the interview panels.  Other pharmacist preceptors that the resident may work with on individual projects are solicited and scheduled by the RPD.
(d) Development of Interview Questions
i. The Residency Committee utilizes the VA’s Performance-Based Interviewing technique (see: http://vaww.palo-alto.med.va.gov/education/HPDM/intv_intro.html).  After determining key knowledge, skills, abilities, attitudes and experiences, reviewing recent resident exit interviews, and reflecting on recent and current resident classes, the Residency Board develops a set of interview questions that asks applicants about specific examples in their past work or life experiences that relate to the key knowledge, skills, abilities, attitudes and experiences needed for success in the residency.  (Attachment B) 
(e) Evaluation of Interview Answers
i. Immediately after the applicant interview, interview panel members individually complete the Pharmacy Residency Program Interview Evaluation Form (Attachment C).  Completed forms are turned into the RPD, who collates all the data into a spreadsheet for candidate comparison.
ii. If there are wide differences in opinion between Committee members regarding an applicants’ rank or if Committee members request more information regarding applicants, a reference check will be used to gain more insight into an applicant’s previous performance.  Applicant’s references or past preceptors as identified by the applicant’s curriculum vitae may be contacted by telephone by either a committee member or the RPD, and interviewed using the Reference Check form (Attachment D).   
(f) Tour
i. Applicants are given a tour of the VA Heartland Network and KCVAMC facilities to give them an introduction to the physical setting of the residency. 
ii. Current PGY2 residents serve as tour guides.  This allows applicants the opportunity to ask questions to a current resident regarding their impressions of the program, away from the RPD and preceptors.  It also allows the resident to evaluate the applicant away from the structured interview panel setting.
(3) Ranking Process
(a) The PGY2 Residency Program complies with all ASHP Resident Matching Program rules and policies, as set forth by ASHP and National Matching Services, Inc. (NMS).
(b) All data is collected, charted, and graphed for comparison reasons.  Individual assessment scores, section scores, and total interview scores are listed in applicant tables with interviewer comments noted at the bottom.  Additionally, total interview scores are graphed against other applicants for comparison reasons.  This information is utilized by the interview panel members to make a final rank list.
(c) The PGY2 Residency Program Rank Order List is submitted to NMS by the RPD via prescribed methods, before the deadline set by NMS.
(4) Post-Rank Process
(1) Matched Positions
(2) Once match results are available, the RPD will notify the Chief of Pharmacy or VISN 15 Leaders of the results, and contact matched residents by telephone.  
(3) Commitment Letter
(a) A Resident Appointment letter (Attachment E) is sent to each matched resident, postmarked no later than 30 days following receipt of the Match results.  The matched resident is asked to acknowledge receipt of the Resident Appointment letter by sending back a signed copy of the letter to the RPD within two weeks of the date of the letter.
(3) Unmatched Positions
(a) In the event that the Match does not fill the PGY2 position, the RPD will notify the VPE or VISN 15 Leaders.  Applicants interviewed with VA Heartland Network, on the Rank Order List, and identified as unmatched applicants by the unmatched applicant listing from ASHP and NMS will be called by the RPD and offered a position in order of the Rank Order List.  
(b) If no applicants listed on the Rank Order List are available, a formal search will be opened by the RPD.  Applicants will be identified via the unmatched applicant listing from ASHP and NMS, emails to non-VA managed care PGY1 residency programs, and national VA listservs (e.g., VHA Clinical Pharmacy, Pharmacy Chiefs, Clinical Coordinators), or other means.
(c) Interview Process
(a) The interview process will utilize the same materials and processes as outlined above.
(d) Ranking Process
(a) The Residency Committee will utilize the same materials and processes as outlined above.  Once applicants are ranked by the Residency Committee and approved by the RPD and Chief of Pharmacy or VISN 15 Leaders, the applicant will be contacted by telephone.  Ranked candidates will be given 48 hours to decide if they want to accept the position.  If they decline the position or if the offer expires (e.g., no contact with the RPD in 48 hours), the next ranked candidate will be called.  This will continue through all ranked candidates until a candidate verbally accepts the position, or all ranked candidates have been contacted and no candidate accepts the position.
(b) Applicants not ranked will be sent a letter notifying them that they will not be offered the residency position.
(c) Appointment Letter
a. A Resident Appointment letter (Attachment E) is sent to applicants that have verbally accepted the offer for a residency position.  The resident is asked to acknowledge receipt of the Resident Appointment letter by sending back a signed copy of the letter to the RPD within two weeks of the date of the letter.

(4) Unfilled Positions
(a) The VPE or VISN 15 Leaders will be notified by the RPD if any resident positions are not filled.  VA Central Office (VACO) will be notified and the unfilled position will be returned to VACO for redistribution per VA policy.

(5) Applicants’ Record Retention:
(a) The RPD maintains applicant records including full applications, interview ratings, communications and acceptance letters for a minimum of 3 years in accordance with VA policy regarding Civilian Personnel records (Department of Veterans Affairs Records Control Schedule 10-1, update published January 2016.) The RPD maintains these records in an electronic file on personal drive and, upon departing VA, if applicable, will transfer files to supervisor.

ATTACHMENTS:
a. Attachment A – Application Review Sheet
b. Attachment B – Interview Questions
c. Attachment C – Resident Applicant Assessment Form
d. Attachment D – Reference Check Form
e. Attachment E – Resident Acceptance Letter



[bookmark: _Toc369599775][bookmark: _Toc384795197][bookmark: AttachmentA]ATTACHMENT A
APPLICATION REVIEW SHEET FOR PHORCAS COMPLETED APPLICATIONS

Name:							

PGY1 Residency Program:


50 points possible		Total points:____________

(5)Letter of Intent:
(1) Presentation (spelling/grammar/professionalism):
(2) Content (Did they look into our program? Creative? Professional?):
(2) Main Interests:


(20) CV:
(4) Presentation (spelling/grammar/look):
(16) Content:
Professional experience (work, volunteerism, rotations) (6)
Teaching experience (4)
Leadership/Scholarship/Awards (2)
Publications/Research (4)


(10) Transcript:
(8) GPA:
GPA    [  ]  2.0-2.9 (0-8 pts)
            [  ] 3.0-3.9 (9-15 pts)
            [  ] 4.0 (16 pts)

(2) Clerkship grades:

(15) Letters of Recommendation (5 pts each):
	Author
	Pros
	Cons
	Points
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INTERVIEW QUESTIONS

Not included in the handbook and vary from year-to-year.  Typically consist of clinical questions, critical thinking questions, and questions that pertain to pharmacoeconomics and formulary management/managed care.



[bookmark: _Toc369599778][bookmark: _Toc384795200][bookmark: AttachmentD]ATTACHMENT C
RESIDENT APPLICANT ASSESSMENT FORM

Applicant Name:____________________________________  Date:______________

INTERVIEW					  										    Poor	        Average	        Excellent

1. Does our Program Match their Interests?						1           2           3           4           5
2. Clinical ability/experience										1           2           3           4           5
3. Drug distribution abilities/Experience							1           2           3           4           5
4. Ability to integrate workload 									1           2           3           4           5
5. Interpersonal skills					   
a. Team building skills									1           2           3           4           5
b. Positive attitude										1           2           3           4           5
c. Assertiveness/confidence							1           2           3           4           5
d. Verbal Communication								1           2           3           4           5

6. Ability to think “on one’s feet” answer						1           2           3           4           5
questions.

7. View of Pharmacy Practice									1           2           3           4           5

8. Clinical Question			    		
a. Ability to field clinical question						1           2           3           4           5
b. Strong database										1           2           3           4           5


Total Interview Points = ________(possible 60 pts)
								
1. Interview Avg. Points =  ________(total divided by 12)

APPLICATION MATERIALS
	
1. Letter of Intent													1           2           3           4           5

2. Written Communication										1           2           3           4           5

Total Application Points = ________(possible 10 pts)
								
													2. Application Avg. Points =  ________(total divided by 2)

3. Interview Questions (separate page) Avg. Pts=______________(Add all possible points (24) divided by 11)


						Total Average Points = ___________ (Add 1 + 2 + 3)


Comments: ___________________________________________________________________________
			_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

[bookmark: _Toc369599779][bookmark: _Toc384795201]ATTACHMENT D
REFERENCE CHECK FORM

Reference:				Phone:				Date:		

In what capacity did you know the applicant?






Overall database & clinical skills?






Ability to interact with the medical team?






Independence?






Greatest strength?






Greatest weakness?






Would you hire them?



[bookmark: AttachmentEAcceptanceLetter]ATTACHMENT E
RESIDENT ACCEPTANCE LETTER




[bookmark: AttachmentE2AcceptanceLetter]Date:  [Insert Date]

Dear [Insert Resident Name]

We are delighted to formally offer you the position of PGY2 Pharmacy Outcomes and Healthcare Analytics Pharmacy Resident at the VISN 15/Kansas City Veterans Affairs Medical Center.

Included in this acceptance letter is the “VISN 15/Kansas City Veterans Affairs Medical Center Pharmacy Residency Terms and Conditions of Appointment.”  This document outlines some general information regarding qualifications, benefits, staffing responsibilities, probation/dismissal/withdrawal policy, and requirements for successful completion of the residency program. Specific responsibilities will be covered in detail as we go through the residency training manual during your orientation.  Policies and procedures, benefits, time off, and other pertinent information will also be covered during this period.

Please indicate your acceptance of this position, receipt and review of the residency information provided and agreement to the terms and conditions as described by signing and dating one copy of this letter and returning it to my office by [enter date].  Print and keep another copy for your records.  

In order to assure that we remain in communication between now and the start of the residency, please notify us of any changes in your mailing address, phone number and preferred email address.    If you have any questions, please feel free to contact me.   We look forward to a great year!




Sincerely,


								
Monica Schaefer, Pharm.D.
Director, PGY2 Pharmacy Outcomes and Healthcare Analytics Residency	
816-701-3011 or 3005
Monica.Schaefer@va.gov 

1. Description:
The VISN 15/Kansas City Veterans Affairs Medical Center PGY2 Pharmacy Outcomes and Healthcare Analytics Residency is a full-time, temporary appointment with an anticipated duration of 1 year.  Your onsite date will be June 28, 2015.  Appointment is within the Federal government and residents are therefore subject to all regulations and requirements of the Federal system. 

2. VISN 15/Kansas City Veterans Affairs Medical Center PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Purpose Statement:
The purpose of the VA Heartland Network (VISN 15) PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program is to develop clinically proficient pharmacy benefits managers who will improve the quality and outcomes of patient care services through the integration of evidence-based medicine, formulary management, outcomes analysis, and process improvement.  The resident will gain advanced skills in information technology, informatics, and data analysis to ensure success in pharmacy benefits management in integrated health systems.  While special emphasis is placed on developing residents for VA careers, the residency will encourage each resident’s intellectual and personal development and foster the development of lifelong learners committed to advancing the profession of pharmacy.

PGY2 Pharmacy Outcomes and Healthcare Analytics Residents must possess:
a. U.S. citizenship.
b. Doctor of Pharmacy degree from an ACPE-accredited program.  
c. Completion of a PGY1 Pharmacy Residency (copy of certificate will need to be provided to RPD)
d. Demonstrated academic achievement and extracurricular activities that reflect the resident’s leadership potential and dedication to the practice of pharmacy.  

3. Human Resource (HR) Requirements:
HR will contact you with the details of the following pre-employment requirements due before the start of your residency.  
a. Employee Health clearance: this process includes a lab draw,  paperwork, and physical
b. Background Investigation: this will start with fingerprinting then an online questionnaire with your background information.
c. Final set of transcripts documenting award of Doctor of Pharmacy degree
d. Employment forms found at the website http://www.va.gov/OAA/app-forms.asp.  
i. VA application form 10-2850d, Application for Health Professions Trainees
ii. VA form OF-306, Declaration for Federal Employment
iii. Appointment Affidavits form SF61
iv. Request for Personal Identity Verification Card
v. Questionnaire for Non-Sensitive positions (HR will contact you with instructions)
vi. VA Mandatory Training for Trainees

4. Benefits:
a. Stipend:	 	$44, 522.00
b. Annual Leave (AL):  	4 hours per pay period (13 days per year)
c. Sick Leave (SL):	4 hours per pay period (13 days per year)
d. Federal Holidays:	10 paid Federal Holidays 
e. Leave Without Pay (LWOP) and Family Medical Leave Act (FMLA):  Residents are entitled to pre-approved, unpaid leave for FMLA per national policy
f. Administrative leave:  Authorized absence may be approved for VA authorized travel, including interviews for PGY2 residencies or employment provided request meets VA requirements.
g. Health/Life Insurance: Pharmacy residents are eligible to participate in the Federal Employees Health Benefit (FEHB) and the Federal Employees Group Life Insurance (FEGLI) Programs.  You are responsible for paying a portion of the insurance.  More information available at:http://www.opm.gov/insure/federal_employ/index.asp?ProgramId=1 
h. Liability Insurance:	You are covered by the “Public Officers Law” and will not need any practice liability insurance during your residency.  While performing within your scope of practice and in conformance with VA rules and regulations, the VA, will cover all liability issues.  Your only risk would be if you exceed your scope of practice or violate VA policies.
i. Employee Assistance Program: Getting appropriate support early can prevent difficult situations which may severely interfere with a resident completing the requirements of the program and getting a residency certificate. See: http://www.opm.gov/policy-data-oversight/worklife/employee-assistance-programs/ 
j. Other:  Free parking, free gym access, copying services, work area with access to appropriate technology.

5. Licensure:
Residents must have a pharmacy license in good standing in any state.

6. Duty Hours:
Residents are expected to spend sufficient time at the practice site. The resident is expected to be onsite for 40 hours per week and to perform activities related to the residency as necessary to meet the goals and objectives of the program. Work hours are dependent upon the requirements of the assigned area but are typically 0800-1630. While the minimum work day is considered to be 8 hours, additional time may be necessary based upon responsibilities. While not required to sign in, each resident is expected to be at work as per expectations. Additional time is expected to complete assignments and projects in a timely manner. Residents may also be expected to attend other residency-related conferences or experiences off site during regular working hours.

The VISN 15/Kansas City Veterans Affairs Medical Center PGY2 Pharmacy Outcomes and Healthcare Analytics Residency will adhere to the ASHP Duty-Hour Requirements for Pharmacy Residencies: http://www.ashp.org/DocLibrary/Accreditation/Regulations-Standards/Duty-Hours.aspx 
a. Duty hours must be limited to 80 hours per week, averaged over a four-week period, inclusive of all in-house call activities. Moonlighting hours will be counted towards the 80 hours.
b. Residents must be provided with one day in seven free from all educational and clinical responsibilities, averaged over a four-week period, inclusive of call
c. Residents should have 10 hours free of duty between scheduled duty, and must have at a minimum 8 hours between scheduled duty periods
d. Residents will report any additional hours worked outside of the residency to the Residency Program Director for review and determination of compliance with the ASHP duty hour guidelines

7. Pharmacy Practice (Staffing) Responsibilities:
a. Optional weekend staffing is available, to be worked out with the Associate Chief of Pharmacy Operations, Kansas City VA Medical Center.  

8. Leave: 
a. The pharmacy department must be notified for any planned leave. 
b. Leave should be approved by the Residency Program Director (RPD) and the primary preceptor.
c. For unplanned leave (sick leave, emergency annual leave) resident must notify RPD and preceptor by call or text prior to start of work day.  
d. If extended absences beyond annual leave, leave for national meetings, compensatory leave or reasonable sick leave (including leave without pay and FMLA) occur, an extension of the residency program may be necessary. 
e. Opportunity to extend the program with pay will depend on the decision of the VA Central Office regarding extending the funding.
f. If a resident is unable to complete the residency due to extended leave, this may results in dismissal from the program. 

9. Dual Appointment/Non-VA Employment:
a. While the residency is a full time commitment, it is possible to be compensated for staffing outside of residency hours under a Dual Appointment as an intermittent pharmacist.
b. Dual Appointment availability is dependent upon approval from the Kansas City VA Medical Center and available funds.   
c. Pay for staffing is based on the GS 12, step 1 salary of $49.27 per hour.
d. Residents may also work outside the Kansas City Veterans Affairs Medical Center if it does not conflict with residency responsibilities, performance, and time commitment. 
e. Additional work hours will be reported to the RPD.  All VA and/or Non-VA staffing hours will be in compliance with the Pharmacy Specific Duty Hours Requirements for the ASHP Accreditation Standards for Pharmacy Residencies.  
f. The RPRD will monitor the resident’s progress during the residency program and evaluate the impact additional staffing and/or outside employment has on resident performance.

10. Requirements for Certificate of Completion for the PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program:
a. Satisfactory completion of all rotations and required activities.  If a rotation is not satisfactorily completed, appropriate remedial work must be completed as determined by the preceptors and program director
b. Completion of 2080 hours of training (hours include approved time off)
c. Compliance with all institutional and departmental policies
d. Rating of ‘Achieved’ on all required critical objectives (see Residency Handbook, Appendix XIV, page 162) at the end of the residency
e. Rating of ‘Satisfactory Progress on all non-critical required objectives at the end of the residency
f. Completion of all assignments and projects as defined by the preceptors and RPD
g. Completion of a residency project with a draft manuscript submitted in the journal format of choice to the Residency Program Director by the last day of residency.
h. Attend at least one national meeting (must be pharmacy-related) as approved by the RPD 
i. Participate in recruiting activities for the residency
j. Contribute to optimal patient care and achieve the mission and goals of VISN15, the VISN 15 PBM and the KCVAMC Pharmacy Service

11. Pharmacy Resident Probation/Dismissal and/or Withdrawal Policy:
A pharmacy resident may be placed on probation, dismissed, or voluntarily withdraw from the program should there be evidence of their inability to function effectively or put patients at risk.  Examples which would require action are listed, but are not limited to the following:
a. Behavioral misconduct or unethical behavior that may occur on or off station premises
b. Unsatisfactory attendance
c. More than one unsatisfactory performance evaluation on rotations
d. Theft of government property
e. Mental impairment caused by mental disorder or substance abuse
f. Violation of VA policies
g. Poor performance despite a corrective action plan
h. Failure to obtain pharmacy license within 90 days of residency start date

RESPONSIBILITY:  
Preceptor:
a. Documenting unsatisfactory performance of a pharmacy resident in writing and review with the resident at the mid-point and/or final evaluation for the rotation.
b. Documenting in writing any unethical or unprofessional behavior that would warrant formal counseling or disciplinary action.
c. Documenting in writing any actions the resident may have taken that risk the patient’s health or causes endangerment to any patient or personnel. 

Residency Program Director:
a. Counsel the resident at the time of the first instance of unsatisfactory performance.
b. Notify the resident verbally and in writing, after the second instance of unsatisfactory performance, of their probationary status.
c. Notify the resident verbally and in writing, of dismissal, upon receipt of the recommendation of the Residency Executive Committee.

Residency Advisory Board:
a. Call a special disciplinary meeting to review the documentation provided by the preceptor or any other significant documentation that pertains to the cases.
b. Recommend based upon the evidence provided that the resident be placed on probation, dismissed, or that no action be taken. 
c. Seek the concurrence of the VISN Pharmacy Executive and Kansas City VA Chief, Pharmacy Service, on its’ recommendations.

PROCEDURES:  
a. The pharmacist preceptor will provide the Residency Director with a written evaluation and documentation of any unacceptable performance or actions.  The resident will receive counseling and assistance on how to improve performance.  The first unsatisfactory appraisal will not result in probation.
b. Upon receipt of a second unsatisfactory evaluation or evidence of unprofessional conduct or actions, the residency director will call an emergency Residency Executive Committee meeting to determine appropriate action.  Action may be placing the resident on probation for four weeks, or additional counseling will be suggested.  These actions must receive the approval of the Chief, Pharmacy Service.
c. Upon receipt of additional unsatisfactory evaluations, evidence of unprofessional or unethical conduct, or absence without leave (AWOL), the residency director will call an emergency Residency Advisory Board meeting to discuss appropriate actions.  Actions will be either dismissal or additional probation.  The Committee’s actions will have the concurrence of the VISN Pharmacy Executive and Chief, Kansas City VA Pharmacy Service.
d. Actions that the Committee deems necessary will be communicated to the resident both verbally and in writing by the residency director within 24 working hours.
e. At any time, a resident may submit a two-week notice of resignation to the residency director.


I accept the PGY2 Pharmacy Outcomes/Healthcare Analytics Residency position at the VISN 15/Kansas City Veterans Affairs Medical Center for the 2015-2016 Academic Year. 


I have read and understand the “VISN 15/Kansas City Veterans Affairs Medical Center Pharmacy Residency Terms and Conditions of Appointment” and acknowledge acceptance.



___________________________________			______________________________
Resident Name (Please Print)	     				Resident Signature                    Date




__________________________________
Monica Schaefer, Pharm.D. 
PGY2 Pharmacy Outcomes and Healthcare Analytics Program Director




PLEASE SIGN AND RETURN BY [Insert Date] TO:

Monica Schaefer, Pharm.D.
1201 Walnut St.
Suite #800
Kansas City, MO  64106

Monica.Schaefer@va.gov
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(CQI)

This assignment will be completed in the last month of the residency.  In order to ensure that this residency program is addressing the needs of our residents, it is important to review the experiences of residents completing the program.  You may want to share some aspects of the residency that you found particularly useful, and you may also wish to share aspects of the residency that may have been less rewarding.  In this process, and particularly when identifying areas in need of improvement, it is important to identify potential changes that may make the particular process more fulfilling and educational.  

From a practical point of view, it is likely that you will find yourself in the position of either creating a new PGY2 residency or directing an existing residency.  ASHP does have guidelines to help you design your residency program, but there is also room for individualization.  You are currently part of an existing PGY2 residency program.  The following assignment will require that you approach the program as if you were walking into an existing program and looking for ways to make improvements.  If you were given unlimited resources (staff, time) this would be an easy undertaking, however, that is seldom the case.  For this assignment you will:
1. Review the current ASHP Regulations and Standards for Pharmacy Outcomes and Healthcare Analytics (Appendix V)
2. Review ASHP Regulations and Standards for related PGY2 Residency Programs (Advanced Areas of Practice, Informatics, Health System Administration, Medication Safety, and Managed Care Pharmacy Systems)
3. Review other applicable resources available to the current PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program
4. With consideration of available resources and related PGY2 residencies, identify areas of the residency or outcomes, goals, or objectives that can use improvement
5. Review orientation materials and based on your experiences, suggest ways that the contents be improved and what could be added to improve the orientation process
6. Prepare a written list or plan for improving the current PGY2 Pharmacy Outcomes and Healthcare Analytics Residency Program including, but not limited to:
a. Orientation for new residents
b. Changes in existing rotations
c. Additional rotations
d. Teaching responsibilities (students, PGY1 residents)
e. Any other features that could use improvement
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A Postgraduate Year Two (PGY2) Pharmacy Resident is offered a unique opportunity to be trained in a well-organized health care system, but is only given a temporary appointment at the facility.  This temporary appointment does not allow the resident full access to certain leave policies (e.g., Family and Medical Leave Act).  Nonetheless, a resident may find him/herself in a situation that requires that they request an extended period of time off.  In the event that the Residency Program Director (RPD), VPE or facility Human Resources Officer cannot utilize established policies or procedures to adequately accommodate a resident’s request for extended leave, the following guidance is provided.

The RPD, VPE, or Human Resources Officer is in no way obligated to exercise approval of extended leave of absence.  This procedure does not supersede, negate or otherwise nullify any standing national, regional (e.g., VISN 15) or local policy regarding leave. 

Extended Leave of Absence Request
A leave request will be considered an extended leave request when the time off requested is for longer than 3 working days, but shorter than 6 months.  Requests shorter than 3 working days that cannot be covered by accrued annual leave (AL), sick leave (SL) (if appropriate), or at the discretion of the VPE, leave without pay (LWOP) are not considered significant enough to extend a residency beyond the scheduled one year appointment and will not be addressed here.  It is recognized that a resident gains experience throughout the course of the year.  If a resident is unable to return to the residency after 6 months, the resident is unable to build upon their experience gained prior to the leave.  In this case, it is recommended that the resident voluntarily withdraw or resign from the residency.

Trainees such as pharmacy residents who have legitimate reasons for extended leave can be placed on Leave Without Pay (LWOP) after using their accrued annual and sick leaves.  It would be a rare occasion for a facility to grant advanced leave.  Most facilities won't agree to put trainees in the Voluntary Leave Sharing Program but it has been approved for special circumstances.  The resident who goes on LWOP may return to complete the program in a paid status for a time extension equal to the time of the LWOP.  If additional time is needed beyond the extension to meet the training objectives that will not be met because of the extended absence on annual and sick leave, any additional time will be without pay.  VA’s Office of Academic Affiliations (OAA) will only pay for the equivalent of 12 months.

Procedures:
1. Resident requests leave
The resident must submit her/his leave request to the RPD in writing.  If at all possible, the resident is encouraged to submit the request 2 months prior to requested time off.  In the event of an emergent request, the resident should submit the request to the RPD as soon as possible.  The written request should include:
· Dates requested off
· Reason for leave
· Amount of AL and SL accrued
2. RPD reviews leave request
Upon receipt of resident’s extended leave request, the RPD has 2 business days to review the request for completeness.
3.	RPD meets with resident to discuss request
RPD discusses request with resident, present alternative options (e.g., use of AL, or SL) to accommodate request.  Depending on length of requested leave, RPD may need to advise resident that they will be responsible to pay their share of benefits (portion that is normally deducted from paycheck), or risk losing benefits. (Government will typically continue to pay its portion of benefits, though facility’s Fiscal department will have to be advised and a plan will have to be in place to secure this funding prior to leave being approved.)
4. RPD discusses request with VISN Pharmacy Executive (VPE)
Based on written request and discussion with resident, RPD meets with VPE to review request and potential ways to accommodate request.  If RPD and VPE refuse to accommodate request, RPD will present this decision to the resident and document decision in writing.  If RPD and VPE wish to determine accommodation to request using a LWOP and extending the residency, the RPD will contact the following sections to advise of situation and develop plan.
5. RPD contacts facility HR, Fiscal
6. RPD contacts VA PBM and OAA
VA PBM Contact:  Lori Golterman, Pharm.D.
OAA Contact:	Kenneth R. Jones, PhD, Director, Associated Health Education
7. Based on guidance, RPD develops accommodation to leave request
a. Approval of accommodation by VPE
8. RPD reviews approved accommodation with resident
a. RPD documents resident review and acceptance of approved accommodation
b. Approved accommodation not accepted by resident
9. RPD notifies VPE, facility HR and Fiscal, VA PBM and OAA of accepted, approved accommodation
10. Notification of OAA
If the extension goes into the next fiscal year (after September 30), the Office of Academic Affiliations (OAA) will send next fiscal year's funds to pay for the extension in the next year.  When a resident goes on LWOP, the program director should discuss this situation with the facility fiscal people to 
(1) Tell them that the person is on LWOP but will be returning so fiscal won't send all of the unused money back to OAA ; 
(2) Tell them the anticipated date of return so they'll know how much, if any, of the money should be returned to OAA that won't be used in the fiscal year; and 
(3) Let them know that OAA will be sending additional funds in the next fiscal year to pay for the period of extension that goes into the next fiscal year.  
The facility residency program director should let the Office of Academic Affiliations, Director of Associated Health Education know of the situation and how much funding, if any, will be needed in the next fiscal year to pay for the extension.  
11. Resident goes on extended leave
12. Resident returns from extended leave
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	Educational Outcomes, Goals, and Objectives for Postgraduate Year Two (PGY2) Pharmacy Outcomes & Healthcare Analytics Residency Programs




Overview of PGY2 Pharmacy Outcomes & Healthcare Analytics Residencies

The PGY2 residency in pharmacy outcomes and healthcare analytics builds upon PGY1 residency graduates’ patient-care competence, clinical foundation, and overall knowledge of pharmacy operations to prepare residents to assume high level, multifaceted careers in a variety of healthcare settings.  The residency promotes the integration of evidence-based medicine, outcomes measurement, and process improvement with information technology, informatics, and data analysis to inform decisions surrounding pharmaceutical products and services.  Throughout the program, residents will develop proficiency in applied pharmacoeconomics, data analytics, and population level health improvement.  Residents enjoy frequent collaboration with staff VISN-wide, such as pharmacoeconomic pharmacists, clinical program coordinators, clinical pharmacy specialists, PACT teams, and specialty providers who provide evidence-based care to our veterans.  They will assist in establishing multi-facility metrics/monitors and will lead, facilitate, and collaborate with active taskforces, committees, and regional health care teams comprised of interdisciplinary experts.  
   
Graduates of this program will achieve mastery in population health, application of best evidence, and pharmacy informatics, enabling them to apply robust methodologies to optimize quality and outcomes within government or private health care systems and pharmacy benefits management organizations.  They will be adept in the language and concepts of information technology, programming (e.g. SQL), software programs (e.g. Microsoft Office, Pyramid BI, SQL Reporting Services (SSRS)) and applied pharmacoeconomic principles, while also possessing enhanced leadership and managerial skills.  The graduate will be fully capable of creating pharmacoeconomic proposals, querying data warehouses to create reports and dashboard tools, managing network and local formularies and developing and applying drug use criteria to populations.  

Upon completion of the residency graduates are prepared for a practice position in a multitude of healthcare environments.  They are prepared to practice as a pharmacy benefit manager for a single pharmacy department, healthcare network, or national program, assume a role in a sub-specialty of pharmacy informatics, and design and conduct pharmacy outcomes research.  Graduates from similar VA programs have entered careers in pharmacy benefits management, informatics, technical decision support design, outcomes research, and health policy legislation within both government and private managed care health systems and PBMs.

Explanation of the Contents of This Document:

Each of the document’s objectives has been classified according to educational taxonomy (cognitive, affective, or psychomotor) and level of learning. An explanation of the taxonomies is available elsewhere.[footnoteRef:1] [1:  Nimmo, CM. Developing training materials and programs: creating educational objectives and assessing their attainment. In: Nimmo CM, Guerrero R, Greene SA, Taylor JT, eds. Staff development for pharmacy practice. Bethesda, MD: ASHP; 2000.] 


The order in which the required educational outcomes are presented in this document does not suggest relative importance of the outcome, amount of time that should be devoted to teaching the outcome, or sequence for teaching.

The educational outcomes, goals, and objectives are divided into those that are required and those that are elective. The required outcomes, including all of the goals and objectives falling under them, must be included in the design of the program. The elective outcomes are provided as options to include in the program. Should an elective outcome be selected for a program year, the program is not required to include all of the goals and objectives falling under that outcome. Each of the goals falling under the program’s selection of program outcomes (required and elective) must be evaluated at least once during the resident’s year.

Educational Outcomes (Outcome): Educational outcomes are statements of broad categories of the residency graduates’ capabilities.

Educational Goals (Goal): Educational goals listed under each educational outcome are broad sweeping statements of abilities.

Educational Objectives (OBJ): Resident achievement of educational goals is determined by assessment of the resident’s ability to perform the associated educational objectives below each educational goal.

Instructional Objectives (IO): Instructional objectives are the result of a learning analysis of each of the educational objectives. They are offered as a resource for preceptors encountering difficulty in helping residents achieve a particular educational objective. The instructional objectives falling below the educational objectives suggest knowledge and skills required for successful performance of the educational objective that the resident may not possess upon entering the residency year. Instructional objectives are teaching tools only. They are not required in any way nor are they meant to be evaluated.


	Required Educational Outcomes, Goals, and Objectives for Postgraduate Year Two (PGY2) Pharmacy Residencies in Pharmacy Outcomes and Healthcare Analytics



Outcome R1: Demonstrate effective leadership and practice management skills in the areas of administration, analytics, informatics, and outcomes.
Goal R1.1:	Exhibit ongoing development of the essential personal skills of a practice leader.
OBJ R1.1.1	(Characterization) Practice self-managed continuing professional development with the goal of improving the quality of one’s own performance through self-assessment and change.
IO	State criteria for judging one’s performance of tasks that are critical in one’s own practice.
IO	Explain the role of participation in pharmacy professional organization meetings in the ongoing development of expertise in pharmacy outcomes and healthcare analytics
IO	Explain the importance of continuing to remain current and grow in both clinical and management skills.
IO	Explain the role of board certification in the development and maintenance of expertise in drug information practice.
IO	Explain the importance of staying current with pertinent biomedical literature.
IO	Explain the importance of staying current with health news in popular media and within the organization.
IO	Explain the leadership role of a data manager, pharmacoeconomic pharmacist, and healthcare analyst within the organization
OBJ R1.1.2	(Characterization) Demonstrate commitment to the professional practice of pharmacy through active participation in the activities of local, state, and/or national pharmacy professional 
IO	Explain the importance of contributing to the work of pharmacy professional organizations in advancing the visibility of the pharmacist’s role in the overall care of patients.
OBJ R1.1.3	(Application) Devise an effective plan for balancing professional and personal life and use time management skills effectively to fulfill practice responsibilities.
IO	Explain the importance of balancing professional and personal life.
IO	Explain an effective system for the management of one’s time in professional practice.
IO	Explain the importance of prioritizing according to the level of importance and rapidly adapting to change.
IO	Explain how to develop a reasonable timeline for a project.
IO	Explain strategies for satisfactorily making progress on several projects simultaneously.
OBJ R1.1.4	(Synthesis) Initiate and maintain a systematic approach to documenting professional activities and accomplishments.
OBJ R1.1.5	(Characterization) Display integrity in professional relationships and actions and use sound ethical reasoning to guide practice decisions.
IO	Explain ethical dilemmas that may confront a clinician working as a data manager, pharmacoeconomic pharmacist, or other related profession under the pharmacy outcomes and healthcare analytics umbrella.
IO	Explain ethical principles embodied in the American Pharmacists Association Code of Ethics for Pharmacists[footnoteRef:2]2. [2: 2 Adopted by the membership of the American Pharmaceutical Association on October 27, 1994. Endorsed by the American Society of Health-System Pharmacists House of Delegates on June 3, 1996 (ASHP Policy 9607). Proceedings of the 47th annual session of the ASHP House of Delegates. Am J Health-Syst Pharm. 1996; 53:1805. ASHP Reports.] 

IO	Explain the implications of the Belmont Report[footnoteRef:3]3 for ethical decision-making in pharmacy. [3: 3The Belmont Report.: Ethical Principles for the Protection of Human Subjects of Research. Report from the National Commission for the Protection of Human Subjects of Biomedical and Behavioral Research (resource on the World Wide Web). URL: http.//ohsr.od.nih.gov/guidelines/guidelines.html. Office of Human Subjects Research, National Institutes of Health. 1979 April 18,   Available from Internet. Accessed 2007April 2.] 

OBJ R1.1.6	(Analysis) Identify potential conflict-of-interest situations in the fields of pharmacoeconomics, healthcare analytics, and pharmacy outcomes
IO	Explain the concept of perceived conflict-of-interest versus actual conflict-of-interest.
IO	Explain the types of conflict-of-interest that may arise in research, purchasing, formulary decision-making, publishing, and professional practice.
OBJ R1.1.7	(Application) Adhere to the requirements of the organization’s policy in all interactions with pharmaceutical industry representatives.
IO	Explain the potential conflicts inherent in the objectives of one’s health care organization and the objectives of a pharmaceutical industry representative.
IO	Appraise current policies governing relations between the organization and the pharmaceutical industry to ensure that ethical practices are observed.
IO	Explain why pharmaceutical industry representatives regard PBM staff members and pharmacy outcomes specialists as influential individuals in their organization.
IO	Explain the appropriate relationship between the drug information specialist and a pharmaceutical industry representative.
Goal R1.2:	Contribute to the leadership and management activities within the pharmacy outcomes and healthcare analytics field by exercising superior communication and political skills.
OBJ R1.2.1	(Analysis) When confronted with a barrier to the accomplishment of a particular project, analyze the organizational environment, including its structure, network of resources, and politics, to determine a strategy for achieving success.
IO	Explain the organization’s structure including the function of each of its departments and key individuals.
IO	Explain the importance of effective networking in removing barriers.
IO	Explain how to identify key stakeholders of a given project.
IO	Explain the importance of persuasion as a skill of effective leaders.
IO	Compare and contrast the types of persuasive arguments that are potentially effective.
IO	Identify formal and informal medical staff leaders and how they can help achieve the desired goal.
OBJ R1.2.2	(Synthesis) Create an effective professional network.
IO	Explain formal and informal techniques for networking.
Goal R1.3:	Exercise practice leadership.
OBJ R1.3.1	(Characterization) Demonstrate enthusiasm and passion for the profession of pharmacy.
OBJ R1.3.2	(Comprehension) Explain the nature of mentoring in pharmacy, its potential connection with achievement, and the importance of being willing to serve as a mentor to appropriate individuals.
OBJ R1.3.3	(Comprehension) Explain the general processes of establishing and maintaining an ASHP-accredited PGY-2 residency program.

Outcome R2: Optimize patient outcomes through the provision of evidence-based[footnoteRef:4], patient-centered information and recommendations and foster effective decision support as an integral part of interdisciplinary healthcare teams. [4:  Evidence-based medicine -- the integration of best research evidence, clinical expertise, and patient values in making decisions about the care of individual patients (Institute of medicine, 2001; Straus and Sackett, 1998). Best research evidence includes evidence that can be quantified, such as that from randomized controlled trials, laboratory experiments, clinical trials, epidemiological research, and outcomes research and evidence derived from the practice knowledge of experts, including inductive reasoning (Guyatt et al., Higgs et al., 2001). Clinical expertise is derived from the knowledge and experience developed over time from practice, including inductive reasoning. Patient values and circumstances are the unique preferences, concerns, expectations, financial resources, and social supports that are brought by each patient to a clinical encounter. (Institute of Medicine. Health professions education: a bridge to quality. Washington, DC: The National Academies Press; 2001.)
] 

Goal R2.1:	Develop collaborative professional relationships with members of the PBM staff, various health care teams, taskforces, and workgroups.
OBJ R2.1.1	(Synthesis) Use group participation skills when leading or working as a member of a formal or informal work group or taskforce to establish openly communicative and collaborative working relationships.
IO	Explain the value of good peer relationships in the achievement of informatics projects.
IO	Explain methods for achieving consensus.
IO	Explain how to create an agenda for a meeting.
IO	Explain methods for assuring participation by all members of a group.
IO	Explain methods for effective group leadership.
IO	Explain the roles and responsibilities of the facilitator of a meeting.
IO	Explain effective strategies for facilitating meetings.
OBJ R2.1.2	(Analysis) Determine the appropriate type of communication, and the medium and organization for it, using an understanding of the target audience, the characteristics of the information to be communicated, effectiveness, efficiency, customary practice and the recipient's preferences.
IO	Accurately identify the primary theme or purpose of one's written, oral, or virtual communication.
IO	Accurately determine what information will provide credible background to support or justify the primary theme of one's communication.
IO	Logically sequence ideas in written and oral communication.
IO	Accurately determine the depth of communication appropriate to one's audience.
IO	Accurately determine words and terms that are appropriate to one's audience.
IO	Accurately determine one's audience's needs.
IO	Accurately identify the length of communication that is appropriate to the situation.
IO	Explain the importance of assessing the receiver's understanding of the message conveyed.
IO	Explain techniques for persuasive communication.
IO	Explain the value of consulting with administrators and key decision-makers when choosing route(s) for communication of information.
IO	Explain issues, including confidentiality, surrounding the choice of media to communicate information.
IO	Explain the differences in language (e.g., jargon, acronyms) used to communicate among the various disciplines involved in pharmacy outcomes and healthcare analytics.
IO	Explain the importance of adjusting one’s communications for the specific category of health professional (e.g., nurses, physicians, respiratory therapist, etc.).
Goal R2.2:	Lead departmental and/or interdisciplinary teams in the design, implementation, and/or enhancement of the organization’s criteria for medication use, monitoring, and outcomes measurement.
OBJ R2.2.1	(Synthesis) Collaborate with an interdisciplinary team to write or revise an existing guideline, measure/metric, policy, or protocol.
IO	Appraise current policies and procedures for congruence with the organization’s mission, goals, and needs.
Goal R2.3:	Prioritize development of analytic tools that improve and assist clinicians in patient care.
OBJ R2.3.1	(Evaluation) Appropriately prioritize development of analytic tools based on potential for improvement of patient care if given limited time and multiple responsibilities.
IO	Explain factors to consider when determining priority for patient-care improvement projects.
IO	Explain how the complexity or severity of patient problems may mandate urgency of tool development and reordering of current priorities.
Goal R2.4:	Assure that all patient-specific, medication-specific, and evidence-based pharmacotherapy information required to support effective medication-related decisions is readily available in a useful format to members of interdisciplinary, patient-centered teams.
OBJ 2.4.1	(Synthesis) Effectively present the benefits of functionally integrated evidence-based and other knowledge resources, analysis tools, and medication information systems.
IO	Demonstrate utilization of analysis tools to members of interdisciplinary teams who will be using them in their daily practice.
Goal R2.5:	Guard the confidentiality and security of health data stored in the health care organization’s database.
OBJ R2.5.1	(Comprehension) Explain the organization’s regulatory policies for maintaining security of patient information.
OBJ R2.5.2	(Synthesis) Collaborate with information technology and other professionals to assess analysis tool security and patient protections for conformance with accepted standards including access control, data security, data encryption, HIPAA privacy regulations, and ethical and legal issues.
IO	Explain accepted criteria for system security.
IO	Explain current HIPPA regulations and the application of those regulations to pharmacy technology and automation systems.

Outcome R3: Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management resources, and pharmacy outcomes evaluation.
Goal R3.1:	Establish oneself as an expert for data retrieval, evidence-based medication information, and outcomes-related resources within the organization.
OBJ R3.1.1	(Synthesis) Implement a successful strategy for earning credibility within the organization to be an authoritative expert on the creation of analytic tools, measurement of outcomes, and overall evidence-based medication-related care of patients.
IO	Identify opportunities for the pharmacy outcomes and healthcare analytic specialist to earn credibility with members of the various interdisciplinary taskforces.
IO	Identify opportunities for the specialist to earn credibility within the PBM and various providers within the organization.
OBJ R3.1.2 	(Synthesis) Fulfill requests for provider-requested data, reports, or outcomes in an accurate and efficient manner.
OBJ R3.1.3	(Comprehension) Answer questions and troubleshoot issues from users of the organization’s analysis tools, criteria, or policies and procedures.
Goal R3.2:	Contribute pharmacist perspective and expertise regarding the development, implementation, utilization, and revision of outcomes measures and metrics, and analysis tools in interactions with information technology staff, PBM staff, clinicians and end users
OBJ R3.2.1	(Application) Participate in the development of project timelines, financial projections, and outcomes measurement 
IO	Explain the potential contributions of the following to the achievement of a safe and effective system:
1. Formulary systems
1. Medication-use guidelines
1. Medication-use restrictions
1. Evidence-based protocols
1. Care paths
1. Disease state management
1. Wellness management
1. Provider education including academic detailing
1. Patient education
1. Outcomes studies
1. Benchmarking
1. Technology and automated systems
1. Medication distribution systems and control
1. Analytics tools and software
OBJ R3.2.2	(Synthesis) When presented with a non-standard problem, apply lateral (out-of-box) thinking to its solution
IO 	Troubleshoot dashboards/reports with error in the code
Goal R3.3:	Critically evaluate and employ advanced analysis skills to relevant biomedical literature in preparing analysis tools, drug information responses, pharmacoeconomic proposals, and drug use criteria.
OBJ R3.3.1	(Evaluation) Determine if the study design and/or methodology are appropriate to accomplish the objectives of a piece of biomedical literature.
OBJ R3.3.2	(Evaluation) Accurately interpret statistical information presented in a piece of biomedical literature.
IO	Explain the application and interpretation of advanced statistical methods.
IO	Determine instances in which a study conclusion is erroneously supported by data display.
OBJ R3.3.3	(Analysis) Identify potential sources of bias in a piece of biomedical literature.
OBJ R3.3.4	(Evaluation) Determine the internal and external validity of a piece of biomedical literature and if a study’s results have applicability for hypothesizing future research or for directing patient care decisions.
OBJ R3.3.5	(Evaluation) When presented with conflicting biomedical literature, determine the validity and applicability for organizational need.
IO	 Compare and contrast the reputations and peer-review procedures of biomedical journals.
OBJ R3.3.6	(Evaluation) When presented with limited evidence-based biomedical literature, synthesize a reasonable proposal for the specific information need in collaboration with members of relevant taskforces or workgroups.
OBJ R3.3.7	(Evaluation) Appraise information provided by a pharmaceutical manufacturer.
OBJ R3.3.8	(Synthesis) Design tools and measures that perform patient-centered, evidenced-based monitoring for a therapeutic regimen or disease state that effectively evaluates achievement of the specified therapeutic goals.
IO	Identify monitoring tools utilized and discuss monitoring parameters for the analyzed diseases and conditions.
IO	Identify customary monitoring parameters for medications commonly prescribed for diseases and conditions being analyzed.
OBJ R3.3.9	(Analysis) Conduct a pharmacoeconomic analysis to support a medication policy and/or process recommendation or decision (decision analysis, CEA, CBA, CMA, CUA).
IO	Explain the principles and methodology of pharmacoeconomic analysis.
IO	Explain reliable sources of data.
Goal R3.4:	Identify opportunities for improving the safety of aspects of the organization’s medication-use system through analysis tools, measures, metrics, guidelines and policies.
OBJ R3.4.1	(Application) Assist in the organization’s reporting and preventing medication errors and adverse drug reactions (ADEs) through development/maintenance of analysis tools, updating drug use criteria, reporting alerts at meetings, or other means as necessary.
Goal R3.5:	Assist the organization in achieving compliance with accreditation, legal, regulatory, and safety requirements related to the use of medications (e.g., Joint Commission requirements; ASHP standards, statements, and guidelines; state and federal laws regulating pharmacy practice; OSHA regulations).
OBJ R3.5.1	(Evaluation) Determine appropriate activities and documentation needed to meet accreditation, legal, regulatory, and safety requirements for pharmacy.
IO	Explain the influence of accreditation, legal, regulatory, and safety requirements on clinical practice.

Outcome R4: Demonstrate excellence in the provision of training and educational activities for health care professionals, health care professionals in training, and the public.
Goal R4.1:	Provide effective education and training on pharmacoeconomic proposals, analysis tools/software utilization, academic detailing goals, or general drug therapy topics to health care professionals and health care professionals in training.
OBJ R4.1.1	(Application) Use effective educational techniques in the design of all educational activities.
IO	Identify emerging issues in securing and integrating evidence-based information suitable for educational sessions.
IO	Identify changes in medication-use or newly developed analysis tools that require training of staff within the organization.
IO	Explain the differences in effective educational strategies when teaching colleagues versus residents versus students versus health professionals in other disciplines.
IO	Design instruction that meets the individual learner’s needs.
IO	Explain how different instructional delivery systems (e.g., demonstration, written materials, web-based) foster different types of learning.
IO	Design instruction that employs strategies, methods, and techniques congruent with the objectives for an education or training program.
OBJ R4.1.2	(Application) Use advanced public speaking skills to communicate effectively in large and small group situations.
	IO	Explain techniques that can be used to enhance audience interest.
IO	Explain techniques that can be used to enhance audience understanding
IO	Explain speaker habits that distract the audience.
IO	Explain the importance of developing excellence in public speaking for fulfillment of the role as a pharmacoeconomic pharmacist or data manager/analyst.
IO	Explain a systematic method for ongoing improvement in one’s own public speaking skills.
Goal R4.2:	Design and deliver education programs to the public that center on health improvement, wellness, and disease prevention.
OBJ R4.2.1	(Synthesis) Use appropriate educational techniques to deliver an educational program to the public that centers on health improvement, wellness, or disease prevention.
Goal R4.3:	Design and present Academic Detailing education programs to healthcare providers and patients in order to improve patient outcomes.
OBJ R4.3.1	(Synthesis) Contribute to the design of evidence-based, non-commercial educational programs for outreach to healthcare providers and patients that centers on health improvement, wellness, or disease prevention.
IO	Explain appropriate medication-related educational topics for health care support groups.
IO	Explain appropriate medication-related educational topics for the general public.
OBJ R4.3.2	(Synthesis) Contribute to Academic Detailing programs by training participating providers on the use of analysis tools which measure outcomes that coincide with the program’s desired goals.
IO	Explain how to use analysis tools via virtual training sessions.
IO	Explain how available analysis tools can assist academic detailers 

Outcome R5: Demonstrate the technical skills essential to the role of a pharmacist specializing in pharmacy outcomes and healthcare analytics.
Goal R5.1:	Demonstrate a working knowledge of available technology for prescribing, order processing, distribution/dispensing, monitoring, safe and efficient administration, administration documentation
OBJ R5.1.1	(Comprehension) Demonstrate a working knowledge of available technology for prescribing, order processing, distribution/dispensing, monitoring, safe and efficient administration, administration documentation
Goal R5.2:	Demonstrate and apply understanding of basic analytics principles, standards, and best practices.
IO	Explain research findings on the limitations of using warnings, including warning labels and alarms, in the medication-use process.
IO	Explain the advantages of dashboards and reports 
IO	Describe best practices to effectively design dashboards and report tools
OBJ R5.2.1	(Application) Utilize best practice strategies to maximize code performance.
IO 	Explain the need for efficient programming. 
IO	Explain the function of indexes in SQL programming and the proper utilization of clustered indexes.
IO	Demonstrate the ability to reorganize queries to improve performance.	
OBJ R5.2.2	(Comprehension) Express understanding of the functions and purposes of SQL Server, Reporting Services, ProClarity, MS Office Programs, and SharePoint from the perspective of a pharmacist working in outcomes and healthcare analytics.
OBJ R5.2.3	(Evaluation) Exercise proficiency in the use of databases and data analysis software to successfully construct reports and dashboards. 
IO	Explain the concept of dimensional modeling.
IO	Explain how the design of the data warehouse facilitates decision making.
IO	Explain the difference between transactional and analytic database design.
IO	Explain how to develop analysis tools that are sufficiently detailed to support desired user goals.
IO	Evaluate the effectiveness, utilization, and quality of the tools requested by providers within the organization.
IO	Explain the principles and uses of databases in the management of large volumes of data.  
IO	Draw upon appropriate databases to answer posed questions
IO	Perform statistical analyses for the purpose of evaluating the data.
IO	Draw accurate conclusions regarding significance of information
OBJ R5.2.4	(Comprehension) Explain the concept of data warehousing and its uses in clinical and operational decision-making.
OBJ R5.2.5	(Synthesis) Apply an understanding of evidence-based medication therapy management to contribute to the establishment of process and outcomes measurements that would be used to manage and evaluate the implementation and success of a disease management and/or medication therapy management program.
IO	Explain the concept of process measurements.
IO	Explain the concept of outcomes measurements.
IO	Explain commonly used process measurements.
IO	Explain commonly used outcomes measurements.
Outcome R6: Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.
Goal R6.1:	Understand the interrelationship of the pharmacy benefit management function, and the network health care systems.
OBJ R6.1.1	(Comprehension) Explain the elements of managed care, including benefit design and management, co-pay, formulary, utilization management, prior authorization, consults, access, and contract negotiations (medication acquisition and/or network pharmacies).
			IO	Compare VA PBM function against private sector PBMs
			IO	Explain patient eligibility requirements.
			IO	Describe the methods for pharmaceutical procurement.
OBJ R6.1.2	(Comprehension) Explain the principles of the financial management of the organizational unit. 
IO	Describe elements of the organization’s financial plan
IO	Describe the data elements of productivity measures (e.g. operational activities, budgets, FTE, etc.)
IO	Explain the factors that influence projection of a pharmacy budget.
OBJ R6.1.3	(Analysis) Research literature, business publications, websites and other relevant resources to assemble a list of factors that will influence sites’ budget projections for the upcoming fiscal year. 
IO	Review resources for identifying pipeline drugs
IO	Explain factors to consider when determining whether a particular pipeline drug would be used by the agency’s covered population
IO	Describe the influence of specialty drugs on the pharmacy budget.
OBJ R6.1.4	(Synthesis) Provide analytic tool(s) to assist pharmacy executives in projecting the monetary result of influencing factors. 
IO	Explain importance of  customizing analysis tools to be applicable to various customers.
Goal R6.2:	Provide pharmacy expertise to the organization in the area of managed care by contributing to the ongoing development of the organization’s formulary through review of existing, development of new, and implementation of pharmacoeconomic proposals, drug use criteria, and organizational policies and procedures affecting the care of patients.
OBJ R6.2.1	(Analysis) Create a written drug use criteria or pharmacoeconomic proposal for a medication, class, or disease state that is to be considered by the organization’s P&T committee for approval.
IO	Explain signs and symptoms, epidemiology, risk factors, pathogenesis, natural history of disease, pathophysiology, clinical course, etiology, of the disease(s) to be treated by the drug under consideration.
IO	Explain the mechanism of action, pharmacokinetics, pharmacodynamics, pharmacoeconomics, usual regimen (dose, schedule, form, route, and method of administration), indications, contraindications, interactions, adverse reactions, and therapeutics of the drug under consideration. 
IO	Explain the structure and types of information supplied by pharmaceutical manufacturers using the organization’s template format.
IO	Explain likely sources of relevant information not contained in the materials supplied by the pharmaceutical manufacturer.
IO	Explain the characteristics of scientific writing.
IO	Explain factors to consider when judging the safety, the efficacy, or the pharmacoeconomics of a specific medication.
OBJ R6.2.2	(Synthesis) When appropriate, present the recommendations contained in a proposal to members of the P&T Committee.
IO	Explain the composition and responsibilities of the organization’s P&T committee.
IO	Explain an appropriate style of presentation for P&T committee meetings.
OBJ R6.2.3	(Synthesis) Participate in the communication of information regarding formulary design and/or changes.
Goal R6.3:	Understand the organization’s process for contracting with pharmaceutical manufacturers.
OBJ R6.3.1	(Knowledge) State the types of contracts possible with pharmaceutical companies.
IO	Describe the purchasing hierarchy
OBJ R6.3.2	(Comprehension) Explain what affects drug pricing in the marketplace.
OBJ R6.3.3	(Comprehension) Explain the organization’s process for negotiating the price of medications with a manufacturer.


Outcome R7: Contribute to the body of pharmacotherapy knowledge by conducting outcomes-based research or quality improvement projects with the assistance of analysis tools.
Goal R7.1:	Conduct a pharmacy outcomes and/or health analytics-related research or QI project using effective research and project management skills.
OBJ R7.1.1	(Synthesis) Identify a topic of significance for a pharmacy-related research project that requires institutional review board (IRB) review or approval through a quality improvement (QI) process.
IO	Explain the types of resident projects (e.g., prospective, retrospective, clinical trials) that will meet residency program project requirements and timeframe.
IO	Explain how one determines if a potential project topic is of significance in one’s particular practice setting.
IO	Explain how to conduct an efficient and effective literature search for the background analysis.
IO	Explain how to generate a research question(s) to be answered by an investigation.
OBJ R7.1.2	(Synthesis) Formulate a feasible design for a pharmacy-related research project.
IO	Explain the elements of a project proposal.
IO	Explain how to identify health care personnel who will be affected by the conduct of the project and strategies for gaining their cooperation.
IO	Explain how to determine a timeline with suitable milestones that will result in project completion by an agreed-upon date.
IO	Explain various methods for constructing data collection tools.
OBJ R7.1.3	(Synthesis) Secure any necessary approvals, including IRB, for a pharmacy-related research project.
IO	Explain how to identify stakeholders who must approve a particular project.
IO	Explain the components that make up a budget for a project.
IO	Explain strategies for seeking funding for a research project.
IO	Explain the role of the IRB in the approval process.
OBJ R7.1.4	(Synthesis) Implement a pharmacy-related research project as specified in its design.
IO	Given a particular approved residency project, explain methods for organizing and maintaining project materials and documentation of the project’s ongoing implementation.
IO	Explain methods of data analysis. 
IO	Explain issues surrounding confidentiality of patient information accessed for a research study.
Goal R7.2:	Engage in the publication process.
OBJ R7.2.1	(Comprehension) Explain the benefits, to the practitioner and the profession, of contributing to the pharmacy literature.
OBJ R7.2.2	(Synthesis) Write a research article, review, or case report that is suitable for publication.
IO	Use a standard style for biomedical journals in the preparation of research articles, reviews, or case reports submitted for publication.
IO	Given a specific article, identify appropriate journals to which that article might be submitted for publication.
IO	Given an identified topic related to pharmacy practice, appraise the potential to publish an article on that topic.
IO	Explain the rules governing who may declare authorship of a given work.
OBJ R7.2.3	(Synthesis) Use correct grammar, punctuation, spelling, style, and formatting conventions to prepare a written summary of a pharmacy-related research project.
OBJ R7.2.4	(Application) Follow the submission requirements of an appropriate peer-reviewed publication to submit a manuscript for publication.
OBJ R7.2.5	(Synthesis) Successfully employ accepted manuscript style to prepare a final report of a pharmacy-related research project.
IO	When given a particular residency project ready for presentation, explain the type of manuscript style appropriate to the project and criteria to be met when using that style.
OBJ R7.2.6	(Evaluation) Participate in the peer review of a pharmacy professional’s article submitted for publication or presentation.
IO	Explain sources of information on the components of a peer review.
IO	Explain the characteristics of an effective peer review.
Goal R7.3:	Prepare and deliver an effective poster presentation.
OBJ R.7.3.1	(Synthesis) Design an effective poster for the presentation of a topic.
	IO	Explain the types of content that should be included in a poster.
	IO	Explain the rules for visual presentation of poster material.
	IO	Explain resources that can be used to generate poster materials.
OBJ R7.3.2	(Synthesis) Exercise skill in responding to questions occurring during the presentation of a poster.
OBJ R7.3.3	(Synthesis) Effectively present the results of a pharmacy-related research project.


	Elective Educational Outcomes, Goals, and Objectives for Postgraduate Year Two (PGY2) Pharmacy Residencies in Pharmacy Outcomes and Healthcare Analytics



Outcome E1:	Demonstrate advanced skills in working with a specific technology or automation product (such as Cube Building, Clinical Reminders, etc.).
Goal E1.1:	Serve as an expert resource for the management of a specific technology or system.
OBJ E1.1.1	(Synthesis) Formulate effective explanations, geared for a variety of interested audiences, of the functions of the technology system.
IO	Explain the differences in communicating with a technical audience versus a non-technical audience.
IO	Explain communication strategies with information technology vendors.
OBJ E1.1.2	(Application) Demonstrate the operation of the technology or system.
IO	Explain the user view of the technology or automation system.
IO	Explain the technical view of the technology or automation system.

Outcome E2:	Utilize added knowledge and skills to enable the application of contemporary quality methodology to the management of pharmacy services.
Goal E2.1:	Participate in clinical and economic outcomes analyses.
OBJ E2.1.1	(Comprehension) Explain the principles and methodology of prospective clinical, humanistic, and economic outcomes analysis.
IO	Explain the principles and methodology of basic pharmacoeconomic analyses.
IO	Explain the purpose of a prospective clinical, humanistic or economic outcomes analysis.
IO	Explain study designs appropriate for a prospective clinical, humanistic and economic outcomes analysis.
	IO	Explain the technique and application of modeling.
IO	Explain the types of data that must be collected in a prospective clinical, humanistic and economic outcomes analysis.
IO	Explain possible reliable sources of data for a clinical, humanistic and economic outcomes analysis.
IO	Explain methods for analyzing data in a prospective clinical, humanistic and economic outcomes analysis.
IO	Explain how results of a prospective clinical, humanistic and economic outcomes analysis can be applied to internal business decisions and modifications to a customer's formulary or benefit design.
OBJ E2.1.2	(Comprehension) Explain the principles and methodology of retrospective clinical, humanistic, and economic outcomes analysis.
IO	Explain the purpose of a retrospective clinical, humanistic or economic outcomes analysis.
IO	Explain study designs appropriate for a retrospective clinical, humanistic and economic outcomes analysis.
IO	Explain the types of data that must be collected in a retrospective clinical, humanistic and economic outcomes analysis.
IO	Explain the content and utilization of reports and audits produced by the pharmacy department.
IO	Explain possible reliable sources of data for a retrospective clinical, humanistic and economic outcomes analysis.
IO	Explain methods for analyzing data in a retrospective clinical, humanistic and economic outcomes analysis.
IO	Explain the impact of limitations of retrospective data on the interpretation of results.
IO	Explain how results of a retrospective clinical, humanistic and economic outcomes analysis can be applied to internal business decisions and modifications to a customer's formulary or benefit design.
OBJ E2.1.3:	(Evaluation) Contribute to a retrospective clinical or economic outcomes analysis.

Outcome E3:	Demonstrate skills required to function in an academic setting.
Goal E3.1:	Understand faculty roles and responsibilities.
OBJ E3.1.1	(Comprehension) Explain variations in the expectations of different colleges/schools of pharmacy for teaching, practice, research, and service.
IO	Discuss how the different missions of public versus private colleges/schools of pharmacy can impact the role of faculty members.
IO	Discuss maintaining a balance between teaching, practice, research and service.
IO	Discuss the relationships between scholarly activity and teaching, practice, research and service.
OBJ E3.1.2	(Analysis) Explain the role and influence of faculty in the academic environment.
IO	Explain the responsibilities of faculty in governance structure (e.g. the faculty senate, committee service).
IO	Describe the responsibilities of faculty (e.g. curriculum development and committee service) related to teaching, practice, research, and service roles.
OBJ E3.1.3	(Comprehension) Describe the types and ranks of faculty appointments.
IO	Explain the various types of appointments (e.g. non-tenure, tenure-track, and tenured faculty).
IO	Differentiate among the various ranks of faculty (e.g. instructor, assistant professor, associate professor, full professor).
IO	Discuss the role and implications of part-time and adjunct faculty as schools continue to expand and faculty shortages occur.
OBJ E3.1.4	(Comprehension) Discuss the promotion and tenure process for each type of appointment.
IO	Identify the types of activities that are considered in the promotion process.
IO	Identify the types of activities that are considered for tenure.
OBJ E3.1.5	(Application) Identify resources available to help develop academic skills.
IO	Explain the role of academic-related professional organizations (e.g. AACP) in faculty professional development.
IO	Identify resources to help develop teaching skills and a teaching philosophy.
OBJ E3.1.6	(Comprehension) Explain the characteristics of a typical affiliation agreement between a college of pharmacy and a practice site (e.g., health system, hospital, clinic, retail pharmacy).
IO	Explain how the political environments of either a college or a practice site may affect the other.
Goal E3.2	Exercise teaching skills essential to pharmacy faculty.
OBJ E3.2.1	(Synthesis) Develop an instructional design for a class session, module, or course.
IO	Construct a student-centered syllabus.
IO	Construct educational objectives for a class session, module, or course that is appropriate to the audience.
IO	Identify appropriate instructional strategies for the class session, module, or course to achieve the objectives.
IO	Consider assessment tools that measure student achievement of the educational objectives.
OBJ E3.2.2	(Synthesis) Prepare and deliver didactic instruction on a topic relevant to the specialized area of pharmacy residency training.
IO	Identify educational technology that could be used for a class session, module, or course (e.g., streaming media, course management software, audience response systems).
IO	Create instructional materials appropriate for the topic and audience.
IO	Identify strategies to deal with difficult learners.
IO	Given feedback from teaching evaluations (e.g. student and or peer), devise a plan to incorporate improvements in future instruction.
OBJ E3.2.3	(Application) Develop and deliver cases for workshops and exercises for laboratory experiences.
IO	Identify the appropriate level of case-based teachings for small group instruction.
IO	Identify appropriate exercises for laboratory experiences.
IO	Provide appropriate and timely feedback to improve performance.
OBJ E3.2.4	(Application) Serve as a preceptor or co-preceptor utilizing the four roles employed in practice-based teaching (direct instruction, modeling, coaching and facilitation).
IO	Assess the learner’s skill level to determine the appropriate preceptor strategy for providing practice-based teaching.
IO	Given performance-based criteria, identify ways to provide constructive feedback to learners.
IO	Develop strategies to promote professional behavior.
IO	Identify strategies to deal with difficult learners in the practice setting.
IO	Given a diverse learner population, identify strategies to interact with all groups with equity and respect.
OBJ E3.2.5	(Analysis) Develop a teaching experience for a practice setting (e.g., introductory or advanced pharmacy experience).
IO	Create educational goals and objectives to be achieved.
IO	Develop activities that will allow achievement of identified educational goals and objectives.
IO	Identify how and when feedback should be provided.
IO	Identify other preceptors for the experience, if appropriate.
IO	Determine training that might be needed for the preceptors to deliver student education.
IO	Identify potential challenges of precepting and providing patient care services simultaneously.
OBJ E3.2.6	(Synthesis) Design an assessment strategy that appropriately measures the specified educational objectives for the class session, module, course, or rotation.
IO	Identify appropriate techniques for assessing learning outcomes in various educational settings [e.g., written examinations, oral examinations, practical examinations, Objective Structured Clinical Examination (OSCE)].
IO	Develop examination questions to assess the knowledge, skills, attitudes and behaviors that are appropriate to the learner’s level and topic.
IO	Discuss the various methods for administering examination questions (e.g., computerized testing, paper testing).
OBJ E3.2.7	(Evaluation) Create a teaching portfolio.
IO	Define the concept of a teaching portfolio and describe its primary purpose
IO	Outline the steps in building a teaching portfolio.
IO	Develop a personal teaching philosophy to guide one’s teaching efforts and facilitate student learning.
OBJ E3.2.8	(Evaluation) Compare and contrast methods to prevent and respond to academic and profession dishonesty.
IO	Evaluate physical and attitudinal methods to prevent academic dishonesty.
IO	Discuss methods of responding to incidents of academic dishonesty.
IO	Discuss the role of academic honor committees in cases of academic dishonesty.
IO	Identify examples and methods to address unprofessional behavior in learners.
OBJ E3.2.9	(Comprehension) Explain the relevance of copyright laws to developing teaching materials.
IO	Discuss copyright regulations as related to reproducing materials for teaching purposes.
IO	Discuss copyright regulations as related to linking and citing on-line materials.

Appendix

The resident will explain signs and symptoms, epidemiology, risk factors, pathogenesis, natural history of disease, pathophysiology, clinical course, etiology, and treatment of diseases and conditions listed below.

The resident will explain the mechanism of action, pharmacokinetics, pharmacodynamics, pharmacogenomics, pharmacoeconomics, usual regimen (dose, schedule, form, route, and method of administration), indications, contraindications, interactions, adverse reactions, and therapeutics of medications and non-traditional therapies, where relevant, that are applicable to the diseases and conditions listed below.

The resident will explain various forms of non-medication therapy, including life-style modification and the use of devices for disease prevention and treatment, for diseases and conditions listed below.

Application of knowledge will occur through taskforces, committees, workgroups, and interdisciplinary teams and during the Population Management longitudinal rotation.
1) Oncology
A. Multiple Myeloma
B. Prostate Cancer
C. Renal Cell Carcinoma
2) Chronic Pain Management
A. Chronic Non-Cancer Pain
B.  Rheumatoid Arthritis
3) Infectious Diseases
A. Hepatitis C
B. Antimicrobial Stewardship
4) Anticoagulation
A. Atrial Fibrillation
B. DVT, PE, other embolic events
5) Mental Health
A. PTSD
B. Schizophrenia
C. Depression
6) Endocrinology
A. Diabetes
7) Cardiology
A. Hyperlipidemia
8) Neurology
A. Multiple Sclerosis
9) Miscellaneous
A. As relevant to current issues and current discussion within the PBM.
B. As required for updating drug use criteria, protocols, proposals, or other miscellaneous policies
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VA Heartland Network (VISN 15)
Pharmacy Outcomes & Healthcare Analytics Resident
Initial Achievement Plan & Self-Evaluation
Program Planning Form

2015-2016
	Name of Resident:
	, Pharm.D.
	Type of Residency
	Pharmacy Outcomes & Healthcare Analytics



In order to design a program that will best meet a resident’s needs and interests, each Resident is asked to complete an individual initial evaluation for Program Individualization.  Please complete this form in PharmAcademic.  This information will be used to assess your current strengths, areas where you would like to gain experience, and your professional goals to guide in the planning of your residency experiences for the upcoming year.

Career Goal Setting:  

	What are your immediate goals?  Ideally, what would you like to do after completing your residency?  Describe the type of professional practice and setting in which you would like to be.

	

	

	Describe how you think your practice will change over the next five years.

	

	

	What are your long-range career goals?

	



Professional Goal Setting:  

What immediate goals do you want to accomplish during your residency as they relate to the following items.  Please identify any specific skills or training you may want to receive during your upcoming residency. 

	Clinical training:

	

	

	Teaching Skills:

	

	

	Research Skills:

	

	

	Other:

	



Pharmacy Practice Experience Inventory:  

As part of our assessment of your previous pharmacy practice experiences (including internships, externships, clerkships, residency etc), please describe your practice experiences and proficiency in the following areas:

	Acute care (hospital experiences and activities performed; include supervisory activities, working with directors or supervisors of pharmacy services, etc.):

	

	

	Ambulatory care (outpatient or community pharmacy experiences and activities):

	

	

	Drug Information/DUE/Drug Policy Development (regardless of setting, whether inpatient or outpatient; also describe your experiences in providing drug information, whether formal or informal):

	

	

	Pharmacy Practice Management (orientation and familiarity with pharmacy operations, ordering systems, inventory control, pharmacy computer systems, etc., whether inpatient or outpatient):

	




Pharmacy Practice Experience Inventory (continued):  
After reflecting on your Pharm.D. student clerkships, internships, clinical and previous resident experiences please rank yourself as competent and confident using a scale of 1 (not competent or confident at all) to 5 (very competent and confident).

	
	Internal medicine
	
	Surgery

	
	Geriatrics
	
	Critical care

	
	Hypertension
	
	Anticoagulation

	
	Diabetes
	
	Hyperlipidemia

	
	Institutional practice (staffing)
	
	Drug usage evaluation

	
	Drug literature evaluation
	
	Formulary monographs/management

	
	Research project
	
	Oncology

	
	Cardiology
	
	Respiratory diseases

	
	Drug safety
	
	HIV/HCV/Infectious Diseases

	
	Ambulatory Care
	
	Pharmacoeconomics

	
	Pharmacy Practice Management 
	
	



Considering the areas listed above, what suggestions would you have to tailor your experiences during the residency to improve your competency and confidence?

	



Outcomes and Healthcare Analytics Residency Specific Skills: 

	Describe your prior experiences and level of comfort with different methods of validating data:

	

	

	Describe your experiences working to improve population health. What skills you would like to 
improve upon in the residency year?

	

	

	With regards to your clinical research project, what specific clinical domains interest you most? 
What are your preferences (if any) regarding the project structure?

	

	

	What is your level of comfort working virtually (conference calls, etc.)? How do you feel these 
meetings are different from face to face meetings? How do you adjust your approach accordingly?
What would you like to improve in this context?

	




Residency Elective Experience Preferences:  
The following are possible areas where a resident can participate as elective rotations.  
Please indicate your interest in the following areas based on the following scale.  

1 = Very Interested, 2 = Moderately Interested, 3 = Indifferent, 4 = Moderately Uninterested, 5 = Very Uninterested

	
	
	Advanced Academic Detailing

	
	
	Advanced Data Management

	
	
	Population Management

	
	
	Other (please define): 

	
	
	Other (please define):  




	Please identify the type of activities that you would like to participate in during any elective experiences.  Describe the type of skills you would like to develop. 

	



Personal and Clinical Strengths & Weaknesses:  

	At this point in time, what clinical strengths do you feel that you have?

	

	

	What clinical strengths do you wish to develop during the Residency year?

	

	

	What clinical weaknesses do you feel that you have?

	

	

	How would you like preceptors to help you improve your clinical strengths and weaknesses?

	

	

	At this point in time, what personality strengths do you feel that you have?

	

	

	Please list three personality strengths that you would like to develop during the Residency Year.  

	

	

	What personality weaknesses do you feel that you have?

	

	

	How would you like preceptors to help you improve your personality strengths and weaknesses?

	



Other:  
	

	Other comments and suggestions/preferences for your residency. Please include any time off requests for special events (weddings, family events, etc.) that you may need during the upcoming year.
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VA Heartland Network (VISN 15)
Pharmacy Outcomes & Healthcare Analytics Resident
Quarterly Customized Plan

2015-2016


	PGY2 Initial Individualized Resident Plan:

	Immediate Interests to Address Professional and Career Goals:

	Pharmacy Practice Experience Inventory: (additional clinical practice experiences requested)

	Residency Elective Experience Preferences:

	Research Interests/Teaching/Didactic Goals:

	Resident Self-Assessment Summary (summary of rotation self-evaluations plus preceptor-resident discussion):



	Customized Plan:
Projects currently planned to meet goals and objectives for the [first] Quarter include:
1. Core Rotations:
a. Pharmacoeconomics, Outcomes, and Formulary Management
b. Pharmacy Foundation and Service/Policy Development
c. Data Management and Analytics
d. Clinical Research Project
e. Population Health

		Entering Characteristics
	Changes to Program/
Residency Structure
	1st Quarter Update
	2nd Quarter Update
	3rd Quarter Update

	
	
	
	
	

	Strengths


	
	
	
	

	Areas for Improvement
	
	
	
	







	Signatures will be recorded in PharmAcademic.
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	Veterans Affairs      
Medical Center
Reno, NV
	PGY-2 Pharmacy Outcomes & Healthcare Analytics



Outgoing residents: I would like to request your feedback about the residency. I appreciate if you would take a few minutes and complete the following survey.  I want your honest feedback and I am trying to identify areas of improvement. 

1. What did you like the best about this residency program? What did you like the least?


2. What specific skill did you improve/learn in this residency program that will help you in the future?


3. What experience and or skill would you have liked (that you did not get) in the residency program?


4. If you could change one or two aspects of the residency program what would it (they) be? 


5. If you had to do the residency again, would you choose this one again?


6. Do you have specific comments (positive and/or negative about specific rotations?


7. Do you have specific comments (positive and/or negative about specific preceptors?


8. Do you have specific comments (positive and/or negative about the RPD?


9. Any other final comments?
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Position Title: PGY-2 Pharmacy Outcomes & Healthcare Analytics Resident

General Program Description:
The role of the pharmacy resident is to develop into a clinically competent pharmacist capable of managing small and large populations of patients, primarily through longitudinal experiences focusing on data management, pharmacoeconomics/formulary management, population health and health outcomes. The PGY2 resident provides specialized support to promote the integration of information technology, informatics, and data analysis with the practice of evidence-based medicine and medical treatments for VISN 15 PBM and KCVAMC projects. 

Residents are under the general supervision of the residency director, and under the preceptorship of the residency director and other assigned personnel.  Under such oversight, the resident will design computerized reports and interfaces for various demographics; will demonstrate project development, implementation, and management skills; will initiate and implement clinical programs to enhance the efficiency of patient care; will monitor the local Veterans Integrated Service Network (VISN) performance measures and metrics; will provide education to health care professionals and participate in clinical research.

Functions:
1. Clinical and population management
a. Demonstrates professionalism, creativity, and cooperation to work with various VISN 15 PBM task forces, workgroups and committees to improve patient care through various projects.
b. Evaluates drug related problems, designs systematic problem solving routines, assist in therapeutic selection, monitoring and evaluation of therapy. 
c. Clinically manages patient populations by using dashboard tools to improve patient safety, quality and other outcomes under the supervision of a preceptor.
2. Data management
a. Initiates, develops, validates, and executes projects in support of population health and finance.
b. Conducts audit and feedback with clinical staff to improve user interface of data tools.
c. Demonstrates understanding of the VA health data repository enterprise architecture data warehouse by manipulating the local, regional, and sometimes central databases to improve performance measures and metrics, improve efficiency of patient care, and identify at risk patients to assist VA personnel as appropriate for research and program purposes. 
3. Research, Pharmacoeconomics and Health Outcomes 
a. Reviews PBM performance measures/metric, Lost Opportunity Costs (LOC)/PBM contract adherence, and other pharmacoeconomic initiatives.
b. Applies pharmacoeconomic principles to the VA healthcare environment and in research design and methodologies to improve economic, clinical, and humanistic health outcomes.
c. Manages and directs outcome projects developed and assigned by the preceptor at the direction of committees, task forces, and informal groups.
d. Monitors and records both clinical and economic outcomes of programs.  
e. Continually monitors new literature, evidence, and pricing changes to improve care and cost-containment. 
f. Designs and participates in research studies involving therapy outcomes, pharmacoeconomics, and quality care.  
4. Education
a. Precepts other trainees as part of duty responsibilities as assigned.
b. Provides accurate and comprehensive information about drugs and drug use to other health care providers and patients.
c. Participates education programs to pharmacists, providers, and other health care professionals.
d. Assumes responsibility for self-development in learning about new medications and current changes within the practice of pharmacy.
e. Demonstrates strong interpersonal skills dealing with other health providers.
5. Administration
a. Participates in defining strategic goals, educates clinicians regarding processes related to operations, assists in measurements of those goals, and contributes to PBM success.  
b. Demonstrates responsibility and initiative by managing projects in all aspects of VISN formulary.
c. Attends, participates and contributes to decisions of P&T Committees, VISN Formulary Management Workgroup, and other committees and/or work groups.
d. Participates in various Continuous Quality Improvement (CQI) initiatives, including Drug Use Evaluations (DUEs).
e. Reviews questions/problems dealing with various aspects of pharmacy operations and implements projects to better utilize available resources.
6. Quality Assurance/Drug Use Evaluation/Research
a. Designs, develops, and completes at least one approved research/quality improvement project to evaluate the quality of clinical pharmacy services, other pharmacy service or drug usage, and prescribing practices.  Completion includes a manuscript submission.
b. Coordinates targeted physician and pharmacist task forces or project groups to address performance measures, and optimize the cost-effective use of medications and respective concerns. 
c. Exercises initiative and collaboration effectively with clinical and administrative staff to meet performance goals and support quality patients care activities. 
d. Participates in a longitudinal experience where the resident will gain exposure and contribute to the development and achievement of PBM and pharmacy service goals on the local, VISN, and National levels.  
e. Develops and implements VISN-wide targeted programs to achieve performance measures and contract goals in a global and time-efficient manner. Monitors needs of individual sites and guides sites on project implementation.

Qualifications:
1. The resident must be a United States Citizen.
2. Graduate of a degree program in pharmacy from an approved college or university. The degree program must have been approved by the American Council on Pharmaceutical Education (ACPE), or prior to the establishment of ACPE, have been a member of the American Association of Colleges of Pharmacy (AACP). 
3. Licensure:  Full, current and unrestricted license to practice pharmacy in a State, Territory, Commonwealth of the United States (i.e., Puerto Rico), or the District of Columbia. The pharmacist must maintain current registration if this is a requirement for maintaining full, current, and unrestricted licensure.
4. Completion of a first-year pharmacy practice residency or an equivalent experience approved by ASHP, 3 years of clinical experience minimum, is required to be considered for this PGY-2 program. 
5. See VA Handbook 5005, Part II, Appendix G-15.

Supervisory Controls:
The resident serves with considerable independence in all areas of pharmacy activity under the general supervision of the Residency Director. The resident reports to and keeps other preceptors apprised of trends/problems affecting any aspects of the activity, also, recognizing the need for changes in policy and procedures and makes viable recommendations.

Customer Service:
A. Relationships with supervisors, co-workers and others within the organization must be consistently courteous and cooperative in nature and overall contribute to the effective operation of the office. Performance must demonstrate the ability to adjust to change or work pressure in a pleasant manner; handle differences of opinion in a businesslike fashion; follow instructions conscientiously; and function as a team member, helping the group effort where possible.  
B. Interacts with a wide variety of staff and demonstrates sensitivity to and an understanding of their needs by taking ownership of the problem and adopting the customer’s needs as their own. 
C. Provides professional and technical advice, support and assistance to all customers with a view towards accomplishing the service mission (i.e. customer service).  Personal interactions will be free of legitimate negative feedback. 
D. Customers are treated in a professional manner, with tact, courtesy and respect.  Instills confidence and trust with supervisors, peers and subordinates by providing timely and quality service. Meets established time frames and deadlines in area of responsibility. 

Drug Testing Position:
In accordance with criteria contained in Executive Order 12564, this position has been determined as “sensitive” for drug testing purposes.  VA employees in positions involving law enforcement, national security, the protection of life and property, public health or safety, or other functions requiring a high degree of trust and confidence, will be designated as subject to drug testing.

Occupational Safety and Health:
A. Follow safe work practices and procedures, including use of required personal protective equipment (PPE). 
B. Recognize and report unsafe or unhealthy conditions/practices to supervisory personnel. 
C. Report work-related injuries or illness to supervisory personnel. 

ADP Security: 
In the performance of official duties, the employee has regular access to printed and electronic files containing sensitive information, which must be protected under the provisions of the Privacy Act of 1974, Health Insurance Portability and Accountability Act (HIPAA) of 1996, and other applicable law and regulations.  The employee is responsible for (1) protecting that information from unauthorized release or from loss, alteration, or unauthorized deletion and (2) following applicable regulations and instructions regarding access to computerized files, release of access codes, etc. as set out in a computer access agreement which the employee signs.

Language Proficiency:
The resident in this position has direct patient care duties and must be proficient in the English language. 

Duties:
1. Abide by the bylaws, rules, and regulations of VISN 15 and KCVAMC which apply to activities as a member of the professional staff.
2. Abide by the professional standards established by the American Society of Hospital Pharmacists and the policies and procedures of this Medical Center and the Department of Veterans Affairs
3. In the performance of official duties, the employee has regular access to both printed and electronic information containing sensitive data which must be protected under the provisions of the Privacy Act of 1974 and other applicable laws, federal regulations, VA statutes and policies, and VHA policy.  The employee is responsible for (1) protecting that data from unauthorized release or from loss, alteration or unauthorized deletion and (2) following applicable regulations and instructions regarding access to computerized files, release of access codes, etc., as set out in a "Rules of Behavior" signed by each employee.
4. The resident is required to obtain a pharmacist license as defined by the Department of Veterans Affairs.
5. Meet the requirements of the ASHP Accreditation Standard for post graduate year 2 (PGY2) pharmacy residency program.


I have read and received a copy of this Functional Statement.  I understand that I am responsible for the contents within.



Employee Signature: _______________________________  Date: _________



Supervisor Signature: _______________________________  Date: _________
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1) Q: Where can I find detailed information about the VA National Formulary Management Process?
A: VHA Handbook 1108.08 “VHA Formulary Management Process”.

2) Q: What is the purpose of the VA National Formulary (VANF)?
A: The purpose of the VANF is to provide high quality, best value pharmaceutical products while assuring the portability and standardization of the pharmacy benefit to eligible veterans accepted by VA for care.

3) Q: Why aren’t strengths listed on the VA National Formulary (VANF)?
A: The VANF is dosage form specific to allow flexibility at VISN/facility level.
				
4) Q: Why can’t I locate a brand name product on the VA National Formulary?
A: Items are listed by generic name and VA class. In some cases the brand name drug is included in parentheses for standardization or as an example for complicated generic name combinations.

5) Q: What is the VA Class?
A: It is a therapeutic classification system to help identify similar products.
 
6) Q: What does "R" mean by antibiotics?
A: This is defined in the heading of the VA National Formulary and states: “The national restriction for antibiotics is that all decisions regarding which agents to carry in these classes will be made at the local or VISN level. These decisions should be based on local culture and sensitivity patterns.”
 
7) Q: Where can I find VA clinical guidance (e.g., Criteria for Use, Drug Class Reviews, and Drug Monographs?
A: Refer to the PBM Webpage at https://vaww.cmopnational.va.gov/cmop/PBM/default.aspx
 under “Clinical Guidance”.
 
8) Q: Can agents be added on the VISN/local level?
A: No. The VANF is the sole drug formulary used in VA. (Reference: VHA Handbook 1108.08, paragraph 17. a.)
 
9) Q: How do I know if a drug is on a National Contract or other special contract?
A: Refer to the PBM Webpage at https://vaww.cmopnational.va.gov/cmop/PBM/default.aspx
under “Drug & Pharmaceutical Prices” or the Prime Vendor Webpage (https://connect.mckesson.com).
 
10) Q: Can agents listed on the VA National Formulary (VANF) be deleted on the VISN/facility level?
A: No. The VANF is a listing of products (drugs and supplies) that must be available for prescription at all VA facilities, and cannot be made non-formulary by a VISN or individual medical center. (Reference: VHA Handbook 1108.08, paragraph 3. q.)
 
11) Q: How do I know if an item is on the VA National Formulary (VANF)?
A: Items are listed by generic name or VA class on the PBM Webpage at https://vaww.cmopnational.va.gov/cmop/PBM/default.aspx under “National Formulary”.
 
12) Q: How is the VA National Formulary (VANF) updated?
A: The VANF is updated by the PBM after changes are made from Medical Advisory Panel/VISN Pharmacist Executives (MAP/VPE) meetings.

13) Q: Where can I obtain a current copy or changes previously made to the VA National Formulary?
A: Refer to the PBM Webpage at https://vaww.cmopnational.va.gov/cmop/PBM/default.aspx under “National Formulary”.
  
14) Q: How is an item added to the VA National Formulary (VANF)?
A: Requests for change in VANF status may be submitted to the PBM by a VISN Formulary Committee, the VFL Committee, the MAP, a VHA Chief Medical Consultant, or VHA Chief Medical Officer. NOTE: An individual or group of physicians may submit a request for VANF addition through their VISN Formulary Committee(s).
1. All requests for change in VANF status must contain:
a. Minutes of the VFL Committee or other acknowledged meeting in which action was taken on the product (if applicable).
b. Literature citations that support the recommendation.
2. All requests for addition to the VANF must contain:
a. Criteria for drug use that addresses indications, monitoring, and any efficacy or safety outcomes specific to the Veteran population;
b. Completion of VA Form 10-0450, VHA National Formulary Request for Formulary Review;
c. Completion of VA Form 10-0451, Conflict of Interest Disclosure Form, by the parties presenting the drug for formulary addition; and
d. The signature of the VISN Pharmacist Executive, VHA Chief Medical Consultant, or Chief Medical Officer.
(Reference: VHA Handbook 1108.08, paragraph 17. l.)

15) Q: What is the non-formulary use procedure?
A: A non-formulary request process must exist at each VA facility. The process should assure that decisions are evidence-based and timely.  Non-formulary products may be approved under the following circumstances: 
1. Contraindication(s) to the formulary agent(s).
2. Adverse reaction to the formulary agent(s).
3. Therapeutic failure of formulary alternatives.
4. No formulary alternative exists.
5. The patient has previously responded to a non-formulary agent and risk is associated with a change to a formulary agent.
(Reference: VHA Handbook 1108.08, paragraph 17. q.)
 
16) Q: Can I use a non-formulary agent if I am involved in a clinical trial?
A: Yes. Drugs and supplies are not added to the VANF solely for the purpose of performing a clinical trial; however, the VANF is not intended to impede the use of any pharmaceutical agent in legitimate scientific studies. (Reference: VHA Handbook 1108.08, paragraph 17. j.)

17) Q: How was the original National Formulary compiled?
A: By combining the VISN formularies for matches, and then field review for comment, and selection.
 
18) Q: When was the original VA National Formulary published?
A: May 1997.
 
19) Q: How will drug classes be reviewed?
A: The PBM will determine which drug therapeutic classes will be reviewed in preparation of awarding national contracts or as needed based on scientific evidence or safety concerns. Requests for drug or drug class reviews may be submitted to the PBM by a VISN Formulary Committee, the VPE Committee, the MAP, VHA Chief Medical Consultants, or VHA Chief Medical Officers. (Reference: VHA Handbook 1108.08, paragraph 17. k.)

20) Q: What is the function of the VISN formulary committee?
A: The VISN Formulary Committee’s function is to provide clinical oversight and guidance for the formulary review process; coordinate VANF initiatives at the VISN and facility levels; and communicate VISN-specific submissions to the PBM and MAP for consideration as part of the VANF process. (Reference: VHA Handbook 1108.08, paragraphs 3. t. and 10)
  
21) Q: Can the VISN or facility level restrict National Formulary agents?
A: VISNs are not permitted to modify PBM-MAP Criteria for Use documents; however, restrictions to prescribing can be established for VANF items that require close monitoring to ensure appropriate use. For example, in the case of anti-infectives, facility level restrictions intended to prevent resistance are permissible. Restrictions may include evidence-based guidelines or prescribing privileges for providers with specific expertise. Restrictions are not to be based solely on economics, nor are they to be so limiting as to prevent patients with legitimate medical needs from receiving these medications and supplies. (Reference: VHA Handbook 1108.08, paragraphs 17. b. and 17. aa.)

22) Q: Where can I look up drug prices?
A: Refer to the National Acquisition Center (CCST) Pharmaceutical Catalog Search or the Prime Vendor Webpage (https://connect.mckesson.com).
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1. Drug information sites 
a. Site http://vaww.reno.va.gov/pharmacy_service/Drug_Information.asp:  This address links into the VA’s intranet drug information site.  This page will give you access to Facts and Comparisons, Up-to-date, Micromedex, GlobalRPH and more. 
b.  Clinical Pharmacology: http://clinicalpharmacology-ip.com/default.aspx 

2. VISN 15 PBM site: https://vaww.visn15.portal.va.gov/v15projects/pbm/default.aspx 
This address has links to important documents, worksites, and organizational information.  Here is a list of a few items on the site: National Formulary link, National PBM website, VISN 15 Drug Use Criteria, Treatment Algorithms, Dashboards and Reports, VISN 15 PBM Workgroup and Committee Minutes/Agendas.

3. National PBM site: https://vaww.cmopnational.va.gov/cmop/PBM/default.aspx
This address has links to important national documents.  Here is a list of a few documents: Criteria For Use, Drug Class Reviews, Drug Monographs, Patient and Provider Letters and much more.  Future residents should become familiar with this site.

4. Concur Government Edition (CGE): https://cge.concursolutions.com/  
This site is used to confirm travel plans that are work related.

5. McKesson: https://connect.mckesson.com/portal/site/smo/template.LOGIN/?cid=SMODecom2
Use this to look up cost data and run reports.  Ask Diana for the access code when needed.  If unfamiliar with McKesson ask Diana Higgins for a tutorial.

6. PharmAcademic: https://www.pharmacademic.com/ 
The resident will use this site to complete evaluations, required by ASHP

7. VA Talent Management System (aka TMS): https://www.tms.va.gov/plateau/user/login.jsp
The resident will have to complete certain task on the LMS during the residency that are required by the VA. 

8. PharmacoEconomic Data Management: http://vaww.national.cmop.va.gov/pre/PharmacoEconomic/default.aspx
This is a share point site used by the national PBM.  It consists of national documents from national and different VISN on “Cost savings and Clinical Initiatives”.  

9. VA Information Resource Center (VIReC): http://vaww.virec.research.va.gov/ 
Health Services Research & Development Service (HSR&D): http://www.hsrd.research.va.gov/
Both of these sites have lecture series on many different topics in research.  

10. National Center for Patient Safety: http://www.patientsafety.gov/

11. National Acquisition Center (contracting/pricing information):  http://www1.va.gov/nac/

12. CDW Metadata:  http://vaww.dwh.cdw.portal.va.gov/metadata/default.aspx

13. Benefit info:  www.benefeds.com




[bookmark: AppendixXIIOAAMandatoryTraining][bookmark: _Toc384795214]APPENDIX XII: OAA Mandatory Trainee Orientation and Orientation Checklist





[bookmark: _MON_1401608445]						

[bookmark: _Toc67755726][image: https://vaww.visn15.portal.va.gov/SiteCollectionImages/VHAExcellenceLogo.jpg]
Employee Orientation Checklist

Employee Name: 
RPD:	Monica Schaefer
Review Date: 7/9/2015

	Yes = Completed 	IP = In Process

	Technical Setup

	
	Yes
	IP
	Comments

	ID badge?
	☒	☐	KCVA NEO- HR (Building 2) 

	Personal Identification Verification (PIV) card for computer access?
	☒	☐	KCVA NEO- HR (Building 2), or from prior station

	Elevator Badge?
	☒	☐	Admin Staff

	Parking Garage Pass?
	☒	☐	Admin Staff

	Optional: Gym Access at 1100 Walnut St. 6th Floor
	☒	☐	Admin Staff
Located in Town Pavillion via 2nd floor bridge.

	Key FOB for after-hours access?
	☒	☐	Contact Pete Villanueva
Will need PIV card for setup.

	After-hours alarm code for office?
	☒	☐	Get from Monica.

	Printer access set up?
	☒	☐	See “Getting Started” notebook instructions or call Pete Villanueva x 3051 to set up for you.
Ricoh printers

	Voice mail set up?
	☒	☐	Contact Phil Sass 

	Books 24x7 set up?
	☒	☐	Click on 'Launch Books 24x7 on TMS'
Add to learning plan

	VPN/Remote Access for laptop
	☒	☐	Request Form
Mail Code 119
Use Paul Walker as supervisor
Must receive approval before Pete Villanueva can issue laptop.
Email chrysann.higginbotham@va.gov (ISO approver) a reminder if no response after 1-2 weeks.

	Laptop Request: Telework for inclement weather and PRN
	☒	☐	Email request to Pete Villanueva after remote access approval.

	Access Requests

	
	Yes
	IP
	Comments

	Network Access?
	☒	☐	ePAS through Jim Hewins

	VISTA Access?
	☒	☐	ePAS through Jim Hewins

	Map to KCVA Pharmacy Shared Drive?

	☒	☐	Start Menu > Right Click “Computer” > Map Shared Drive > Change drive to L > copy & paste this into Folder:
\\vhav15netapp2\kanshares$\deptfolders\pharmacy
Map to L drive to match Monica’s for when she sends you links.

	Map to VISN 15 Pharmacy Shared Drive?
	☒	☐	Contact Pete Villanueva for access, then:
Start Menu > Right Click “Computer” > Map Shared Drive > Change drive to R > copy & paste this into Folder: \\vhav15netapp2\pharmacy$
Map to R drive to match Monica’s for when she sends you links.

	M Drive (Personal drive which follows you across different computers)?
	☒	☐	Ask Monica to contact KCVA/Pete Villanueva if missing.

	PHI/PII National Access?
	☒	☐	National Access PHI/PII Request Form
Justification: PGY2 Pharmacy resident at VISN 15 office with Monica Schaefer & Paul Walker.

	VISN 15 Data Warehouse
	☒	☐	Request access through Eric Wagner and Deb Ernzen for developer access (access to VDWWORK and V15 databases, along with access to Developer Sharepoint)

	Region 2 Data Warehouse &
Access to Region 2 ProClarity and Pyramid cubes?
	☒	☐	Open ProClarity (Desktop Icon) > Skip > Cube for browsing > Server R02litdwh80
Requires National Access PHI/PII approval.
Pyramid Link https://bioffice.pa.cdw.va.gov/default.aspx 

	Access to National PBM Pharmacy Utilization ProClarity cube?

	☒	☐	Request Paul Walker request access - Need access to all national VISN data and Social Security # access to VISN 15 data only for VHAPBHSQLANA.

	National Opioid Safety Initiative Dashboard?

	☒	☐	National OSI Access Forms
National OSI Dashboard
These are the same forms used for access to National PBM Pharmacy Proclarity cube- forward signed copies to 
PBMBIQuestions@va.gov for access request.


	ProClarity Installed on Computer?
	☒	☐	Ask Pete Villanueva after receiving access to national VISN data.

	East and West orbit CPRS for data validation
	☒	☐	Ask Monica to contact Jim Hewins for West Orbit if based out of KCVA and Bill Harmon for East Orbit. Alternatively, contact ChrysAnn Higginbotham if based out of VISN 15.

	Added to Outlook Mailing groups:
VISN 15 HQ
VHA Pharmacy Residents *Year*
	☒	☐	Contact Kevin Arnhold for addition VISN 15 HQ.
Look in Global Address Book (in Outlook) to find group owner of VHA Pharmacy Residents mailing list for your year and email owner a request to be added.

	PGY2 Residency Documentation Library on SharePoint
	☒	☐	Ask Monica to add you and make you an administrator.

	Submit Pre-Registration for ASHP Mid-year Meeting
	☒	☐	https://conferences.lrn.va.gov/vacr/default.asp?CampId=9016 
Obtain supervisor approval from VISN 15 Travel Request first https://vaww.visn15.portal.va.gov/v15projects/fiscal/travel/Lists/Requests/Item/newifs.aspx?List=af197c2c-5894-44b0-88a2-0209a72291c3&Source=https%3a//vaww.visn15.portal.va.gov/v15projects/fiscal/travel/Lists/Requests/AllItems.aspx&RootFolder=/v15projects/fiscal/travel/Lists/Requests&ContentTypeId=0x0100E9CE2A22DEB4254A95A722E9A7522326 

	McKesson Connect Access to All VISN 15 Facilities
	☒	☐	Email Diana Campbell (McKesson contact, not VA) to request, accounts to mirror Monica & Paul’s access

	Archimedes
	☒	☐	https://archimedesmodel.com/  
http://vaww.infoshare.va.gov/sites/ClinicalPharmacy/Pharmacoecon/default.aspx
Map this destination to your network options Z\\vhav15netapp2\pharmacy$
Then, this is the location of the folder: Z:\VISN P&T\VISN 15 P'Econ\Archimedes Project 
Review these PDFs: 'ARCHeS Assumptions' and 'ARCHeS Worksheet - ARCHeS Example....'


	Website Links for Favorites

	
	Yes
	IP
	Comments

	VISN Home Page
	☒	☐	VISN 15 Home

	VISN 15 Pharmacy Benefits Page
	☒	☐	VISN 15 PBM Home

	VISN 15 Data Warehouse
	☒	☐	VISN 15 Data Warehouse

	VINCI Central
	☒	☐	VINCI Central

	VINCI Workspace
	☒	☐	VINCI Workspace

	National PBM Homepage
	☒	☐	National PBM Home

	PBM Pharmacoeconomics Data Management
	☒	☐	PBM Pharmacoeconomics Data Management

	Outpatient Antibiotic Beta Testing
	☒	☐	Outpatient Abx Beta Testing
Request access via weblink after receiving
 National Access PHI/PII approval, otherwise Kevin Nechodom cannot grant access to data.

	Psychopharmacology Initiative Dashboard
	☒	☐	PDSI SharePoint

	VISN 15 Opioid Safety Initiative (OSI) Reports and Dashboard
	☒	☐	VISN 15 OSI Dashboard
Requires National Access PHI/PII approval?

	National OSI Dashboard
	☒	☐	National OSI Dashboard
Add to favorites after site access approval.

	VISN 21 Population Health Sharepoint
	☐	☐	

	Region 2 BISL Site
	☒	☐	Region 2 BISL Site

	OIT Region 2 Homepage
	
	
	Region 2 Home

	KCVA Research SharePoint
	☒	☐	KCVA Research SharePoint

	VA Pharmacy Informatics Wiki SharePoint
	☒	☐	VA Pharmacy Informatics Wiki - SQL

	Clinical Pharmacy HomePage
	☒	☐	Clinical Pharmacy Home

	VA Pharmacy Residency SharePoint
	☒	☐	VA Pharmacy Residency SharePoint

	ASHP Residency Accreditation
	☒	☐	ASHP Residency Accreditation

	McKesson Connect Login Page
	☒	☐	McKesson Connect

	Education

	
	Yes
	IP
	Comments

	TMS account transferred to Network?
	☒	☐	TMS Login
Click on Name to View Profile

	TMS module: VHA Mandatory Training for Trainees completed?
	☒	☐	TMS Login
Catalog ID 3185966

	TMS module: Laptop Security 101 (WBT) completed?
	☒	☐	TMS Login
Catalog ID LaptopSecurity_12

	CITI’s Human Research Curriculum Completed?
	☒	☐	CITI Program
Register first under VA Kansas City (589)
Save screenshot of completion report to computer drive.

	TMS module: Veterans Choice Program 101
	☒	☐	TMS Login
Catalog ID VA 26911

	Managing SharePoint Permissions- OIT Region 2 completed?
	☒	☐	Region 2 SharePoint
Must receive PHI/PII access first.
Add Catalog ID 3174021 to TMS Learning Plan.
Need administrator access on SharePoint from Monica to follow tutorial.

	Accessing VISN Data Warehouse Tools
	☒	☐	Remote Desktop Connection
Must have access to VISN 15 Data Warehouse first. Do not need if have SQL Server 2012 on computer, can connect directly.

	Training

	
	Yes
	IP
	Comments

	TMS account transferred to Network?
	☒	☐	TMS Login
Click on Name to View Profile

	TMS module: VHA Mandatory Training for Trainees completed?
	☒	☐	TMS Login
Catalog ID 3185966

	TMS module: Laptop Security 101 (WBT) completed?
	☒	☐	TMS Login
Catalog ID LaptopSecurity_12

	CITI’s Human Research Curriculum Completed?
	☒	☐	CITI Program
Register first under VA Kansas City (589)
Save screenshot of completion report to computer 
drive.

	International Society for Pharmacoeconomics and Outcomes Research
	☐	☒	ISPOR's Intro to Pharmaceconomics Course (Free)
May discuss with Monica afterwards.

	Optional: Strengths Finder 2.0
	☐	☐	Strengths Finder Test
Test requires access code from book.

	Performing Self-Assessment Using Prompter Questions
	☐	☐	Dr. Patterson to deliver this to resident during July Orientation
Contact Dr. Mark Patterson to schedule (see Preceptor Manual)

	LEAN Yellow Belt Training and Certification 
	☐	☒	Schedule training at KCVA

	Longitudinal Training Registration

	
	Yes
	IP
	Comments

	Dr. Patterson's Research Seminar
	☒	☐	Request calendar invite from Laurie Witt.
Monthly class with PGY-1 residents on guidance for yearlong project.

	Understanding Designs for Clinical Research
	☒	☐	VA Understanding Designs for Clinical Research
Starts in the middle of July.
Ask Monica to locate/order  textbook Studying a Study and Testing a Test, 6th edition or class.
Do not need to complete if completed during PGY1 residency in VA

	Healthcare Analytics Certificate Program, Course 1: Healthcare Data Analysis
	☐	☒	Healthcare Data Analysis Course
9 week online course Aug-Oct, register before end of July.
Ask Monica to send you form SF182, fill out, have Paul sign, and email back to Cheryl for tuition + textbook fees.

	SQL Class
	☒	☐	SQL Class
Ask Monica to email Tom Fagan about registration for the fall PBM/BISL remote live Basic SQL class.

	Moodle
	☒	☐	Moodle Home
I think the SQL class will be through this website in the fall. Other classes, BCPS study group (not very active this year), hopefully ACPE CE credits in future.

	myVeHU
	☒	☐	myVeHU classes
Monica will forward you Outlook calendar invites with recommended upcoming events.

	Health Economics Resource Center Cyber Seminars
	☐	☒	Save to favorites: VA HERC Home

VA HERC's Health Economics Cyber Seminars
Monica to forward email to you for first one.  Once registered for one course, you will get announcements to others.
VA HERC's Cost Effective Analysis Course FY16 
Sign up when available
Complete Spring 2014 PP review April 9 through May 28 2014 through 

	Teaching Certificate through UMKC
	☒	☐	If no teaching certificate already.  
Ask Monica to RSVP you for classes.
Email completed SF182 form and Paul’s sign-off to Admin Staff to cover class fees.
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	Goals and Objectives Taught/Taught and Evaluated in Learning Experiences
	Clinical Research Project
	Data Management and Analytics
	Pharmacoeconomics, Health Outcomes, and Formulary Management
	Pharmacy Foundation, Service and Policy
	Population Management

	
	
	
	
	Custom Curricular Set
	 
	 
	 
	 
	 

	
	
	
	
	1 .R1: Demonstrate effective leadership and practice management skills in the areas of administration, analytics, informatics, and outcomes.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R1.1 Exhibit ongoing development of the essential personal skills of a practice leader.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R1.1.1 Practice self-managed continuing professional development with the goal of improving the quality of one’s own performance through self-assessment and change.
	 
	 
	T
	TE
	 

	
	
	
	
	 
	 
	2 R1.1.2 Demonstrate commitment to the professional practice of pharmacy through active participation in the activities of local, state, and/or national pharmacy professional organizations.
	 
	 
	 
	TE
	 

	
	
	
	
	 
	 
	3 R1.1.3 Devise an effective plan for balancing professional and personal life and use time management skills effectively to fulfill practice responsibilities.
	 
	 
	T
	TE
	 

	
	
	
	
	 
	 
	4 R1.1.4 Initiate and maintain a systematic approach to documenting professional activities and accomplishments.
	 
	 
	 
	TE
	 

	
	
	
	
	 
	 
	5 R1.1.5 Display integrity in professional relationships and actions and use sound ethical reasoning to guide practice decisions.
	 
	 
	T
	TE
	 

	
	
	
	
	 
	 
	6 R1.1.6 Identify potential conflict-of-interest situations in the fields of pharmacoeconomics, healthcare analytics, and pharmacy outcomes.
	 
	 
	T
	TE
	 

	
	
	
	
	 
	 
	7 R1.1.7 Adhere to the requirements of the organization’s policy in all interactions with pharmaceutical industry representatives.
	 
	 
	 
	TE
	 

	
	
	
	
	 
	2 R1.2 Contribute to the leadership and management activities within the pharmacy outcomes and healthcare analytics field by exercising superior communication and political skills.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R1.2.1 When confronted with a barrier to the accomplishment of a particular project, analyze the organizational environment, including its structure, network of resources, and politics, to determine a strategy for achieving success.
	 
	 
	T
	TE
	T

	
	
	
	
	 
	 
	2 R1.2.2 Create an effective professional network.
	 
	T
	 
	TE
	 

	
	
	
	
	 
	3 R1.3 Exercise practice leadership.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R1.3.1 Demonstrate enthusiasm and passion for the profession of pharmacy.
	 
	 
	 
	TE
	 

	
	
	
	
	 
	 
	2 R1.3.2 Explain the nature of mentoring in pharmacy, its potential connection with achievement, and the importance of being willing to serve as a mentor to appropriate individuals.
	 
	 
	T
	TE
	 

	
	
	
	
	 
	 
	3 R1.3.3 Explain the general processes of establishing and maintaining an ASHP-accredited PGY-2 residency program.
	T
	T
	T
	TE
	 

	
	
	
	
	2 .R2: Optimize patient outcomes through the provision of evidence-based, patient-centered information and recommendations and foster effective decision support as an integral part of interdisciplinary healthcare teams.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R2.1 Develop collaborative professional relationships with members of the PBM staff, various health care teams, taskforces, and workgroups.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R2.1.1 Use group participation skills when leading or working as a member of a formal or informal work group or taskforce to establish openly communicative and collaborative working relationships.
	 
	 
	T
	TE
	T

	
	
	
	
	 
	 
	2 R2.1.2 Determine the appropriate type of communication, and the medium and organization for it, using an understanding of the target audience, the characteristics of the information to be communicated, effectiveness, efficiency, customary practice and the recipient's preferences.
	T
	T
	T
	TE
	T

	
	
	
	
	 
	2 R2.2 Lead departmental and/or interdisciplinary teams in the design, implementation, and/or enhancement of the organization’s criteria for medication use, monitoring, and outcomes measurement.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R2.2.1 Collaborate with an interdisciplinary team to write or revise an existing guideline, measure/metric, policy, or protocol.
	 
	 
	T
	 
	T

	
	
	
	
	 
	3 R2.3 Prioritize development of analytic tools that improve and assist clinicians in patient care.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R2.3.1 Appropriately prioritize development of analytic tools based on potential for improvement of patient care if given limited time and multiple responsibilities.
	 
	TE
	 
	 
	 

	
	
	
	
	 
	4 R2.4 Assure that all patient-specific, medication-specific, and evidence-based pharmacotherapy information required to support effective medication-related decisions is readily available in a useful format to members of interdisciplinary, patient-centered teams.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 2.4.1 Effectively present the benefits of functionally integrated evidence-based and other knowledge resources, analysis tools, and medication information systems.
	 
	TE
	 
	 
	 

	
	
	
	
	 
	5 R2.5 Guard the confidentiality and security of health data stored in the health care organization’s database.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R2.5.1 Explain the organization’s regulatory policies for maintaining security of patient information.
	T
	TE
	 
	 
	T

	
	
	
	
	 
	 
	2 R2.5.2 Collaborate with information technology and other professionals to assess analysis tool security and patient protections for conformance with accepted standards including access control, data security, data encryption, HIPAA privacy regulations, and ethical and legal issues.
	T
	TE
	 
	 
	 

	
	
	
	
	3 .R3: Serve as an authoritative resource on the optimal use and development of analysis tools, formulary management resources, and pharmacy outcomes evaluation.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R3.1 Establish oneself as an expert for data retrieval, evidence-based medication information, and outcomes-related resources within the organization.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R3.1.1 Implement a successful strategy for earning credibility within the organization to be an authoritative expert on the creation of analytic tools, measurement of outcomes, and overall evidence-based medication-related care of patients.
	 
	TE
	 
	 
	TE

	
	
	
	
	 
	 
	2 R3.1.2 Fulfill requests for provider-requested data, reports, or outcomes in an accurate and efficient manner.
	 
	TE
	 
	 
	TE

	
	
	
	
	 
	 
	3 R3.1.3 Answer questions and troubleshoot issues from users of the organization’s analysis tools, criteria, or policies and procedures.
	 
	TE
	T
	 
	 

	
	
	
	
	 
	2 R3.2 Contribute pharmacist perspective and expertise regarding the development, implementation, utilization, and revision of outcomes measures and metrics, and analysis tools in interactions with information technology staff, PBM staff, clinicians and end users
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R3.2.1 Participate in the development of project timelines, financial projections, and outcomes measurement.
	T
	TE
	 
	 
	T

	
	
	
	
	 
	 
	2 R3.2.2 When presented with a non-standard problem, apply lateral (out-of-box) thinking to its solution.
	 
	TE
	T
	T
	 

	
	
	
	
	 
	3 R3.3 Critically evaluate and employ advanced analysis skills to relevant biomedical literature in preparing analysis tools, drug information responses, pharmacoeconomic proposals, and drug use criteria.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R3.3.1 Determine if the study design and/or methodology are appropriate to accomplish the objectives of a piece of biomedical literature.
	T
	 
	T
	 
	TE

	
	
	
	
	 
	 
	2 R3.3.2 Accurately interpret statistical information presented in a piece of biomedical literature.
	T
	 
	T
	 
	TE

	
	
	
	
	 
	 
	3 R3.3.3 Identify potential sources of bias in a piece of biomedical literature.
	 
	 
	T
	 
	TE

	
	
	
	
	 
	 
	4 R3.3.4 Determine the internal and external validity of a piece of biomedical literature and if a study’s results have applicability for hypothesizing future research or for directing patient care decisions.
	T
	 
	T
	 
	TE

	
	
	
	
	 
	 
	5 R3.3.5 When presented with conflicting biomedical literature, determine the validity and applicability for organizational need.
	 
	 
	T
	 
	TE

	
	
	
	
	 
	 
	6 R3.3.6 When presented with limited evidence-based biomedical literature, synthesize a reasonable proposal for the specific information need in collaboration with members of relevant taskforces or workgroups.
	 
	 
	T
	 
	TE

	
	
	
	
	 
	 
	7 R3.3.7 Appraise information provided by a pharmaceutical manufacturer.
	 
	 
	 
	T
	T

	
	
	
	
	 
	 
	8 R3.3.8 Design tools and measures that perform patient-centered, evidenced-based monitoring for a therapeutic regimen or disease state that effectively evaluates achievement of the specified therapeutic goals.
	 
	 
	T
	 
	TE

	
	
	
	
	 
	 
	9 R3.3.9 Conduct a pharmacoeconomic analysis to support a medication policy and/or process recommendation or decision (decision analysis, CEA, CBA, CMA, CUA).
	 
	 
	TE
	 
	 

	
	
	
	
	 
	4 R3.4 Identify opportunities for improving the safety of aspects of the organization’s medication-use system through analysis tools, measures, metrics, guidelines and policies.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R3.4.1 Assist in the organization’s reporting and preventing medication errors and adverse drug reactions (ADEs) through development/maintenance of analysis tools, updating drug use criteria, reporting alerts at meetings, or other means as necessary.
	 
	 
	TE
	 
	T

	
	
	
	
	 
	5 R3.5 Assist the organization in achieving compliance with accreditation, legal, regulatory, and safety requirements related to the use of medications (e.g., Joint Commission requirements; ASHP standards, statements, and guidelines; state and federal laws regulating pharmacy practice; OSHA regulations).
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R3.5.1 Determine appropriate activities and documentation needed to meet accreditation, legal, regulatory, and safety requirements for pharmacy.
	 
	 
	T
	TE
	 

	
	
	
	
	4 .R4: Demonstrate excellence in the provision of training and educational activities for health care professionals, health care professionals in training, and the public.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R4.1 Provide effective education and training on pharmacoeconomic proposals, analysis tools/software utilization, academic detailing goals, or general drug therapy topics to health care professionals and health care professionals in training.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R4.1.1 Use effective educational techniques in the design of all educational activities.
	 
	T
	TE
	 
	T

	
	
	
	
	 
	 
	2 R4.1.2 Use advanced public speaking skills to communicate effectively in large and small group situations.
	 
	T
	TE
	 
	T

	
	
	
	
	 
	2 R4.2 Design and deliver education programs to the public that center on health improvement, wellness, and disease prevention.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R4.2.1 Use appropriate educational techniques to deliver an educational program to the public that centers on health improvement, wellness, or disease prevention.
	 
	 
	TE
	 
	T

	
	
	
	
	 
	3 R4.3 Design and present Academic Detailing education programs to healthcare providers and patients in order to improve patient outcomes.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R4.3.1 Contribute to the design of evidence-based, non-commercial educational programs for outreach to healthcare providers and patients that centers on health improvement, wellness, or disease prevention.
	 
	 
	T
	 
	TE

	
	
	
	
	 
	 
	2 R4.3.2 Contribute to Academic Detailing programs by training participating providers on the use of analysis tools which measure outcomes that coincide with the program’s desired goals.
	 
	T
	TE
	 
	T

	
	
	
	
	5 .R5: Demonstrate the technical skills essential to the role of a pharmacist specializing in pharmacy outcomes and healthcare analytics.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R5.1 Demonstrate a working knowledge of available technology for prescribing, order processing, distribution/dispensing, monitoring, safe and efficient administration, and administration documentation.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R5.1.1 Demonstrate a working knowledge of available technology for prescribing, order processing, distribution/dispensing, monitoring, safe and efficient administration, and administration documentation.
	 
	TE
	 
	 
	T

	
	
	
	
	 
	2 R5.2 Demonstrate and apply understanding of basic analytics principles, standards, and best practices.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R5.2.1 Utilize best practice strategies to maximize code performance.
	 
	TE
	 
	 
	 

	
	
	
	
	 
	 
	2 R5.2.2 Express understanding of the functions and purposes of SQL Server, Reporting Services, ProClarity, MS Office Programs, and SharePoint from the perspective of a pharmacist working in outcomes and healthcare analytics.
	 
	TE
	 
	 
	 

	
	
	
	
	 
	 
	3 R5.2.3 Exercise proficiency in the use of databases and data analysis software to successfully construct reports and dashboards.
	 
	TE
	 
	 
	 

	
	
	
	
	 
	 
	4 R5.2.4 Explain the concept of data warehousing and its uses in clinical and operational decision-making.
	 
	TE
	 
	 
	 

	
	
	
	
	 
	 
	5 R5.2.5 Apply an understanding of evidence-based medication therapy management to contribute to the establishment of process and outcomes measurements that would be used to manage and evaluate the implementation and success of a disease management and/or medication therapy management program.
	 
	TE
	 
	 
	T

	
	
	
	
	6 .R6: Understand a pharmacy benefits management structure and contribute to the organization’s formulary management.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R6.1 Understand the interrelationship of the pharmacy benefit management function, and the network health care systems.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R6.1.1 Explain the elements of managed care, including benefit design and management, co-pay, formulary, utilization management, prior authorization, consults, access, and contract negotiations (medication acquisition and/or network pharmacies).
	 
	 
	TE
	 
	T

	
	
	
	
	 
	 
	2 R6.1.2 Explain the principles of the financial management of the organizational unit.
	 
	 
	TE
	 
	T

	
	
	
	
	 
	 
	3 R6.1.3 Research literature, business publications, websites and other relevant resources to assemble a list of factors that will influence sites’ budget projections for the upcoming fiscal year.
	 
	 
	TE
	 
	T

	
	
	
	
	 
	 
	4 R6.1.4 Provide analytic tool(s) to assist pharmacy executives in projecting the monetary result of influencing factors.
	 
	T
	TE
	 
	T

	
	
	
	
	 
	2 R6.2 Provide pharmacy expertise to the organization in the area of managed care by contributing to the ongoing development of the organization’s formulary through review of existing, development of new, and implementation of pharmacoeconomic proposals, drug use criteria, and organizational policies and procedures affecting the care of patients.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R6.2.1 Create a written drug use criteria or pharmacoeconomic proposal for a medication, class, or disease state that is to be considered by the organization’s P&T committee for approval.
	 
	 
	T
	 
	TE

	
	
	
	
	 
	 
	2 R6.2.2 When appropriate, present the recommendations contained in a proposal to members of the P&T Committee.
	 
	 
	TE
	 
	TE

	
	
	
	
	 
	 
	3 R6.2.3 Participate in the communication of information regarding formulary design and/or changes.
	 
	 
	TE
	 
	TE

	
	
	
	
	 
	3 R6.3 Understand the organization’s process for contracting with pharmaceutical manufacturers.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R6.3.1 State the types of contracts possible with pharmaceutical companies.
	 
	 
	TE
	T
	T

	
	
	
	
	 
	 
	2 R6.3.2 Explain what affects drug pricing in the marketplace.
	 
	 
	TE
	T
	T

	
	
	
	
	 
	 
	3 R6.3.3 Explain the organization’s process for negotiating the price of medications with a manufacturer.
	 
	 
	TE
	T
	T

	
	
	
	
	7 .R7: Contribute to the body of pharmacotherapy knowledge by conducting outcomes-based research or quality improvement projects with the assistance of analysis tools.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 R7.1 Conduct a pharmacy outcomes and/or health analytics-related research or QI project using effective research and project management skills.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R7.1.1 Identify a topic of significance for a pharmacy-related research project that requires institutional review board (IRB) review or approval through a quality improvement (QI) process.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	2 R7.1.2 Formulate a feasible design for a pharmacy-related research project.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	3 R7.1.3 Secure any necessary approvals, including IRB, for a pharmacy-related research project.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	4 R7.1.4 Implement a pharmacy-related research project as specified in its design.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	2 R7.2 Engage in the publication process.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R7.2.1 Explain the benefits, to the practitioner and the profession, of contributing to the pharmacy literature.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	2 R7.2.2 Write a research article, review, or case report that is suitable for publication.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	3 R7.2.3 Use correct grammar, punctuation, spelling, style, and formatting conventions to prepare a written summary of a pharmacy-related research project.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	4 R7.2.4 Follow the submission requirements of an appropriate peer-reviewed publication to submit a manuscript for publication.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	5 R7.2.5 Successfully employ accepted manuscript style to prepare a final report of a pharmacy-related research project.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	6 R7.2.6 Participate in the peer review of a pharmacy professional’s article submitted for publication or presentation.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	3 R7.3 Prepare and deliver an effective poster presentation.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 R.7.3.1 Design an effective poster for the presentation of a topic.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	2 R7.3.2 Exercise skill in responding to questions occurring during the presentation of a poster.
	TE
	 
	 
	 
	 

	
	
	
	
	 
	 
	3 R7.3.3 Effectively present the results of a pharmacy-related research project.
	TE
	 
	 
	 
	 

	
	
	
	
	8 E1: Demonstrate advanced skills in working with a specific technology or automation product (such as Cube Building, Clinical Reminders, etc.).
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 E1.1 Serve as an expert resource for the management of a specific technology or system.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 E1.1.1 Formulate effective explanations, geared for a variety of interested audiences, of the functions of the technology system.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	2 E1.1.2 Demonstrate the operation of the technology or system.
	 
	 
	 
	 
	 

	
	
	
	
	9 E2: Utilize added knowledge and skills to enable the application of contemporary quality methodology to the management of pharmacy services.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 E2.1 Participate in clinical and economic outcomes analyses.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 E2.1.1 Explain the principles and methodology of prospective clinical, humanistic, and economic outcomes analysis.
	 
	 
	TE
	 
	 

	
	
	
	
	 
	 
	2 E2.1.2 Explain the principles and methodology of retrospective clinical, humanistic, and economic outcomes analysis.
	 
	 
	TE
	 
	 

	
	
	
	
	 
	 
	3 E2.1.3 Contribute to a retrospective clinical or economic outcomes analysis.
	 
	 
	TE
	 
	 

	
	
	
	
	10 E3: Demonstrate skills required to function in an academic setting.
	 
	 
	 
	 
	 

	
	
	
	
	 
	1 E3.1 Understand faculty roles and responsibilities.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 E3.1.1 Explain variations in the expectations of different colleges/schools of pharmacy for teaching, practice, research, and service.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	2 E3.1.2 Explain the role and influence of faculty in the academic environment.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	3 E3.1.3 Describe the types and ranks of faculty appointments.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	4 E3.1.4 Discuss the promotion and tenure process for each type of appointment.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	5 E3.1.5 Identify resources available to help develop academic skills.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	6 E3.1.6 Explain the characteristics of a typical affiliation agreement between a college of pharmacy and a practice site (e.g., health system, hospital, clinic, retail pharmacy).
	 
	 
	 
	 
	 

	
	
	
	
	 
	2 E3.2 Exercise teaching skills essential to pharmacy faculty.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	1 E3.2.1 Develop an instructional design for a class session, module, or course.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	2 E3.2.2 Prepare and deliver didactic instruction on a topic relevant to the specialized area of pharmacy residency training.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	3 E3.2.3 Develop and deliver cases for workshops and exercises for laboratory experiences.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	4 E3.2.4 Serve as a preceptor or co-preceptor utilizing the four roles employed in practice-based teaching (direct instruction, modeling, coaching and facilitation).
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	5 E3.2.5 Develop a teaching experience for a practice setting (e.g., introductory or advanced pharmacy experience).
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	6 E3.2.6 Design an assessment strategy that appropriately measures the specified educational objectives for the class session, module, course, or rotation.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	7 E3.2.7 Create a teaching portfolio.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	8 E3.2.8 Compare and contrast methods to prevent and respond to academic and profession dishonesty.
	 
	 
	 
	 
	 

	
	
	
	
	 
	 
	9 E3.2.9 Explain the relevance of copyright laws to developing teaching materials.
	 
	 
	 
	 
	 






APPENDIX XIV: Critical Objectives and Deliverable Products

	Learning Experience
	Critical Objectives
	Deliverables

	Pharmacy Foundation
	1.2.1 - When confronted with a barrier to the accomplishment of a particular project, analyze the organizational environment, including its structure, network of resources, and politics, to determine a strategy for achieving success.
	Participate in the planning and successful implementation of at least two major operational or pharmacy management projects.

	Pharmacy Foundation
	1.3.2 - Explain the nature of mentoring in pharmacy, its potential connection with achievement, and the importance of being willing to serve as a mentor to appropriate individuals.
	Serve as a mentor for at least two pharmacy students and/or PGY-1 pharmacy residents on rotation through Network PBM unit, including planning schedules, activities, coaching, mentoring, and participating in evaluations.

	Pharmacy Foundation
	2.1.1 - Use group participation skills when leading or working as a member of a formal or informal work group or taskforce to establish openly communicative and collaborative working relationships.
	Serve as the leader for one Network PBM workgroup, including preparing written agendas and minutes, gaining commitment to follow-up actions and facilitating of project progress among workgroup.

	Pharmacy Foundation
	2.2.1 - Collaborate with an interdisciplinary team to write or revise an existing guideline, measure/metric, policy, or protocol.
	Write or revise 2  of the following (guideline, measure/metric, policy, or protocol) and gain approval through  Network Pharmacy & Therapeutics Committee. 

	Clinical Research Project
	R7.1.4 Implement a pharmacy-related research project as specified in its design.
	Create proposal (IRB approved or otherwise), gather data, analyze results, and craft final manuscript fit for publication.

	Clinical Research Project
	R7.2.5 Successfully employ accepted manuscript style to prepare a final report of a pharmacy-related research project.
	Manuscript style report presenting the project and its results.

	Clinical Research Project
	R7.3.3 Effectively present the results of a pharmacy-related research project.
	Present the results of the research project to an appropriate audience.

	Population Health Management
	R3.1.2 Fulfill requests for provider-requested data, reports, or outcomes in an accurate and efficient manner. 
	Provide data in response to specific requests: examples can be patients at risk for safety harm, data for a resident’s project, or a deep dive / MUE into the utilization of a particular agent at a given facility (i.e., what is the value of liraglutide at a given facility?).

	Population Health Management
	R3.3.6 When presented with limited evidence-based biomedical literature, synthesize a reasonable proposal for the specific information need in collaboration with members of relevant taskforces or workgroups.
	Provide thoughtful, detailed, and useful feedback on monograph drafts and draft criteria for use.

	Population Health Management
	R3.3.8 Design tools and measures that perform patient-centered, evidenced-based monitoring for a therapeutic regimen or disease state that effectively evaluates achievement of the specified therapeutic goals.  
	Construct, in Pyramid, SSRS, or both, one or more tools that front line providers can use to improve monitoring or management of a given disease state.

	Population Health Management
	R6.2.3 Participate in the communication of information regarding formulary design and/or changes. 
	Prepare e-mails to providers regarding formulary changes or therapeutic conversions.
Craft Patient Letters informing them of changes in their prescription. 

	PE, Health Outcomes, and Formulary Management
	R3.3.9 Conduct a pharmacoeconomic analysis to support a medication policy and/or process recommendation or decision (decision analysis, CEA, CBA, CMA, CUA).
	Incorporate appropriate practical pharmacoeconomic analysis into a pharmacy formulary management proposal

	PE, Health Outcomes, and Formulary Management
	R3.4.1 Assist in the organization’s reporting and preventing medication errors and adverse drug reactions (ADEs) through development/maintenance of analysis tools, updating drug use criteria, reporting alerts at meetings, or other means as necessary.
	Utilize available monitoring tools (or developing new ones) to identify and implement appropriate actions to improve patient safety.

	PE, Health Outcomes, and Formulary Management
	R4.3.2 Contribute to Academic Detailing programs by training participating providers on the use of analysis tools which measure outcomes that coincide with the program’s desired goals.
	Provide training to key stakeholders on at least one new report and/or dashboard that detailers will use to identify priority prescribers

	PE, Health Outcomes, and Formulary Management
	R6.1.4 Provide analytic tool(s) to assist pharmacy executives in projecting the monetary result of influencing factors.
	Design cost model for new high cost drug(s)
Track national cost savings initiatives through Pyramid dashboard and provide quarterly reports to P&T

	PE, Health Outcomes, and Formulary Management
	R6.2.1 Create a written drug use criteria or pharmacoeconomic proposal for a medication, class, or disease state that is to be considered by the organization’s P&T committee for approval.
	Write, present and gain approval for at least one VISN 15 drug use criteria or PE proposal

	Data Management/Analytics
	2.4.1 Effectively present the benefits of functionally integrated evidence-based and other knowledge resources, analysis tools, and medication information systems.
	Demonstrate features of available technical resources to appropriate audiences (clinical dashboards to providers, relevant sharepoint features to clinical workgroups, etc.).

	Data Management/Analytics
	R3.1.1 Implement a successful strategy for earning credibility within the organization to be an authoritative expert on the creation of analytic tools, measurement of outcomes, and overall evidence-based medication-related care of patients.
	Participate in, and leadership of, at least one committee (chairing, drafting agenda, etc.).
Build a reputation (for the above expertise) throughout the rest of daily work. 

	Data Management/Analytics
	R3.1.3 Answer questions and troubleshoot issues from users of the organization’s analysis tools, criteria, or policies and procedures.
	Serve as point of contact for VISN 15 Pharmacy Academic Detailing dashboard users.
Modify / maintain dashboards as needed.

	Data Management/Analytics
	R3.2.1 Participate in the development of project timelines, financial projections, and outcomes measurement.
	Participate in strategic planning timelines development to meet specified goals, with each action or step outlined within the timeline.  Identify metrics to measure baseline and progress toward defined goals during strategic planning phase.  Provide reports on progress to strategic planning workgroups and committees at specified time points and as needed during implementation phase.
Demonstrate through work on Academic Detailing Campaigns

	Data Management/Analytics
	R5.2.3 Exercise proficiency in the use of databases and data analysis software to successfully construct reports and dashboards.
	Construct at least one dashboard, available and imlemented to end users (i.e., clinical staff).
Create at least one functional crosswalk table.
Add stored procedures and create project specific tables.
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The President’s Agenda for Veterans

Allow All Veterans Back into the VA

Strengthen VA Care

Combat Homelessness among 
     Our Nation’s Veterans

Ensure a Seamless Transition

Fully Fund VA Medical Care
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Fix the Benefit’s Bureaucracy

Improve Mental Health Treatment

Improve Care for Traumatic Brain Injury

Expand Vet Centers

The Secretary’s Agenda for Veterans
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Secretary Shinseki’s Themes



Access



Homelessness



Backlog
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Secretary Shinseki’s Vision

Veteran Centric

Results Oriented

Forward Looking
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VHA-Related Major Initiatives 
FY 2010 

Eliminate Veteran Homelessness

Implement Virtual Lifetime Electronic Records 

Improve Veterans’ mental health

Design a Veteran-centric healthcare model & infrastructure 

Expand healthcare access to Veterans, including women & 
rural populations

Ensure preparedness to meet emergent national needs 

Perform research and development
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New VHA-Related Major Initiatives FY 2011

Transform health care delivery through 
health informatics.  



Create health care value by reducing cost while maintaining quality. 
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My Priorities



Create a Vision for the Organization



Align the Organization



Reduce Variation
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Delivery System of the Future

Patient Centered 

Team Care

Continuously Improving

Registries

Evidence Based

Telemental Health, Telemedicine, Case Management

Wagner Model for Chronic Care

Learning Organization
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Alignment

Providers

Education

Research

Patient Care Service

10N Operations

System Redesign

Budget – Veterans Equitable Resource Allocation (VERA)

Performance Management

Informatics

















VHA: The Future

11

Variation



Structures and Organization



Business Processes



Medical Care
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VHA Vision Statement

    VHA will continue to be the benchmark of excellence and value in healthcare and benefits by providing exemplary services that are both patient centered and evidence based. 



    This care will be delivered by engaged, collaborative teams in an integrated environment that supports learning, discovery and continuous improvement. 



     It will emphasize prevention and population health and contribute to the nation’s wellbeing through education, research and service in National emergencies. 
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VHA’s Future Delivery System

Patient Centered

Team Care

Continuous Improvement

Data Driven, Evidence Based

Provides Value

Population Based
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Patient 

Centered

Team 

Care

Continuous Improvement

VHA’s Future Delivery System

Evidence Based

Patient
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Patient Centered



Patients in control of their health care



System designed around the needs of 
   the patient
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Continuous Improvement

Data about: Quality, Cost, Access 
   and Satisfaction

Time

A corporate operating principle

VHA System Redesign
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17

Team Care
The New Health Care Work Place

Work is done in teams

Team members regard each other as peers

Teams are empowered

Teams have data about cost, quality,     
   satisfaction and access

Teams use a continuous improvement 
   process

Teams have time

Teams work collaboratively

















VHA: The Future

18

Data Driven, Evidence Based

Data about point-of-care 
  performance.



Medical practice based on 
  the evidence.
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What do we want to create?
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20

Organization of Excellence

Provides patient-centered care

Provides coordinated care

Is fully integrated

Learns continuously

Continuously improves its processes

Is transparent
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21

Organization of Excellence (continued)

Continuously measures performance

Manages its employees’ skills and knowledge

Empowers employees

Works in teams

Works collaboratively

Has consistent and predictable performance
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VHA’s Future Delivery System

Patient Centered

Team Care

Continuous Improvement

Data Driven, Evidence Based

Provides Value

Population Based
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Section I

Overview
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Sources of Funding ($ Millions)











VISN 21 Overview
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Funding and Staffing Overview

($ Millions)















	0-5%		6-10%	               	 10%+







*Colors denote size of variance.  Does not necessarily reflect a performance problem.
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Workload & Infrastructure



















VISN 21 Overview
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Guidance; Ver. 1.0; Dated June 29, 2012  Office of Budget/OM





VISN 21 Footprint

Square Miles: 257,226



Veteran Enrollees:  398,562



States: 03*



Senators: 06



Congressional Districts: 27*



VAMCs: 06



CBOCs:  36



Vet Centers: 22



State Veterans Homes: 02



VBA Regional Offices: 04



National Cemeteries: 05



State Veterans Cemeteries: 12





* U.S. territories are not included
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Section II

What  Are You Trying to Accomplish in FY 2013?
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Execution of Budget In Key Areas



Describe what actions you are taking to bring execution in line with your plan.

VISN 21 has less than 1% variance from Total Plan.  We are reviewing obligations at each Facility to identify issues or problems in obligations in those areas we are under executing.  

What does VACO need to know about the difficulty for your VISN to adhere to its plan in these areas?

Plan was developed based on historical obligations, but assumptions have changed since the development of the plan in early September. 

Communications and Rent is under executed due to buy-aheads, which were unknown at the time the Op Plan was submitted.  Supplies and Materials is under executed due to errors in Home Oxygen obligations.  Equipment and NRM obligations are exceeding plan due to concerted efforts to obligate earlier in the fiscal year.

There have been many changes in contracting and purchasing. More contracts are being awarded annually with various effective dates than in past years.

Issues/Risks and Mitigation

VISN may not meet projected monthly plan (R).  Working with Facilities and contracting to improve communications and ensure projections are on track for future years. (M).
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Improvements in My Budget Plan



Description

What is the root cause of your budget planning challenges?

Operating Plan funding is based on VERA estimates and not actual funding.   Operating Plan estimates do not always come to fruition.

Change in assumptions after the development of the initial Operating Plan early in September (i.e. funding re-programming  and change in carryover guidance).

Difficulty making projections on a month by month basis due to delays in hiring, changes in contracting timelines, delays in contract processes and supplemental funding sent out mid-year.

Plan is developed using historical obligation information and known needs.  Changes in practice, policy or funding levels effect those assumptions. 

Describe what steps VISN has taken to improve the accuracy of your budget plan.

VISN 21 monitors obligation rates on a monthly basis.  Discrepancies are addressed with the Facility to correct issues and provide education to staff on business guidelines. 

Planned 2013 Accomplishments

VISN 21  execution is within 1% over all and historically VISN 21 has been on track in budget execution.

Issues/Risks and Mitigation

Developing Plan prior to firm funding information from Program Offices creates risk of variance in Plan (R). Opportunity to revise plan once actual funding is received (M).  
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Description

How are we being proactive  in combating Veteran suicides and assisting DoD with Servicemembers prevention?

Providing suicide prevention training in National Guard and Reserve units and at Yellow Ribbon Events. 

Providing outreach in the community regarding post-deployment issues and suicide prevention strategies aimed at returning service members, family members, friends and those who provide services to them. 

What actions are you taking to meet the demand for these services? 

Expanded clinic hours to accommodate Veteran needs. 

NCHCS and PIHCS have joint ventures with active duty bases, collaborating in the care of suicidal patients.   

Training primary care providers in brief suicide risk assessments and the use of suicide safety planning.  

Planned 2013 Accomplishments

Are you on plan to achieve your goal through March?   Yes

Describe your plan to achieve the goal for the year?

Complete hiring of the vacant positions through aggressive recruitment activities.  Recruitment for quality mental health (MH) providers continues with only seven percent of the R19 and existing MH vacancy positions left to fill.

Mental Health and Combating Suicide
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Planned 2013 Accomplishments (continued)

Continue training community MH providers in military culture.  Facilities generally provide two training opportunities a month with some offering up to nine training opportunities in a month.

Continue to expand TeleMental Health (TMH) capability to deliver psychotherapy for PTSD.  Five of six health care systems have a MH provider onboard to deliver pyschotherapy via TMH and one is pending an entrance on duty date.  Over 40 additional MH providers will be trained by the end of FY13 to deliver psychotherapy for PTSD.

The VISN 21/22 Academic Detailing program pilot was funded permanently by Mental Health Services. The program was presented for National participation via an Executive Decision Memorandum to the Under Secretary for Health in February with the final decision pending.  

Issues/Risks and Mitigation

Access to Mental Health Residential Rehabilitation Treatment Programs (MHRRTP) is difficult at some facilities. (R); Standing up a workgroup to develop VISN-wide processes and procedures for MHRRTP referral. (M)

Several facilities have yet to fully implement Primary Care Mental Health Integration (PCMH-I) programs which impacts quality patient care. (R); These facilities are accountable for completing implementation of PCMH-I by the end of FY13.  Their progress is being tracked via the medical center directors’ ECF plans. (M)

Mental Health and Combating Suicide
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Description

What actions is VISN 21 taking to meet the demand among Women Veterans for Healthcare services? 

Expanding the number of  Women’s Health (WH) Patient Aligned Care Teams (PACTs). 

Focusing on Emergency Department (ED) care for women Veterans in response to 2012 survey. 

Improving communication and care options through secure messaging and telehealth.

VISN 21’s plan to expand access and specific women’s programmatic care for the year.

Increase implementation of telehealth, telegynecology and secure messaging.

Expand specialty gynecology services and ED consultation/coverage at facility and Community Based Outpatient Clinic (CBOC) locations.

Planned 2013 Accomplishments

Are you on plan to achieve your goal through March?   Yes

Describe your plan to achieve the goal for the year.

Conduct ongoing monitoring of staffing and training for WH PACTs and designated WH providers at every facility.

Conduct ongoing monitoring of routine follow up services, i.e., mammograms and pap smears, to ensure appropriate cancer screening for WH patients.

Conduct ongoing monitoring of privacy issues through Women Veterans Program Manager (WVPM) involvement on environment of care rounds.  No current outstanding privacy issues.

Women’s Veterans Healthcare Programs
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Planned 2013 Accomplishments (continued)

Address identified gaps in service from 2012 ED survey at all facilities with EDs.

Conduct monthly WVPM calls  and bimonthly WH Medical Director/WVPM calls to share best practices and common challenges in meeting goals.  

Use successful completion of prior year’s virtual WH Mini-Residency as a best practice for future trainings.

A new dedicated WH clinic opened in Mather.  All VISN 21 medical centers now have dedicated WH clinics.

Issues/Risks and Mitigation

Challenge recruiting WH providers in rural and CBOC areas. (R); Actively recruiting WH providers using VISN recruiter, considering incentives, and providing educational support. (M). 

Ensuring coverage for WH services during extended hours. (R); Working with Primary Care to create an extended hours schedule for WH providers. (M)

Challenge in increasing usage of telehealth for WH services. (R); Facilities are working with their telehealth programs to create action plans and processes. NCHCS has a pilot program for telegynecology. (M)

Women’s Veterans Healthcare Programs



		FY 2013 Annual Estimate		Obligations as of JAN

		$15M		$4M



Pre-Decisional/Not for Public Release

FY 2013 Mid-Year Budget Review – VISN 21

14





14





Description

VISN 21 is focused on targeting the chronically homeless through increased Health Care for Homeless Veterans (HCHV) services and the use of the Housing First Model. 

Thirteen FY13 HCHV FTE to further expand outreach to the chronically homeless and to assist with response to the National Call Center for Homeless Veterans.

Three facilities awarded FY13 HUD-VASH “Enhanced Housing First Teams” of 8.5 FTE to provide services to chronically homeless Veterans with intensive case management needs.  Staffing plans include social workers, nurses, peer support specialists, employment specialists, and housing specialists.

   

VISN 21 is on target to pass all three Homeless Performance Measures in FY13.   As of the end of February 2013:

“Discharge to Permanent Housing” -  passing at 69.32% (national 63.8%)

“Veterans Housed in HUD-VASH (Point-in-Time)” - on target at 78.92% (national 79.97%)

“Chronically Homeless Veterans in HUD-VASH” - passing at 69.94% (national 63.73%)

Planned 2013 Accomplishments  

Our plans to insure VISN 21 meets all Homeless Performance Measures include the following:

Quarterly reviews of NEPEC data and PM progress between GPD Liaisons and their GPD Providers



Ending Veteran Homelessness
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Planned 2013 Accomplishments (continued)  

Monthly conference calls with HUD-VASH staff and VACO Regional Coordinator

Monthly collaborative conference calls with HUD Regional Contact, PHAs, and HUD-VASH staff

Facilities will target the chronically homeless with their FY13 HUD-VASH vouchers

Will request VACO site visits for Technical Assistance on Housing First Implementation for the three sites awarded Enhanced Teams in FY13

Developing Menlo Park Long Term Homeless Housing Complex Enhanced Use (BURR) 60 Units and expand Barbers Point EU to provide 40 additional Permanent Housing Units    

Issues/Risks and Mitigation

VISN 21 has been awarded funding for an additional 60 Homeless positions in FY13, bringing our total of VACO-funded positions to 292.  This is a 70% increase in just 18 months.  This rapid growth poses challenges to each VAMC in terms of space and other resources. (R)  VISN 21 Homeless Leadership will work closely with facilities to explore solutions for these challenges, such as alternative work schedules and alternative work space (e.g., office space with our community partners). (M)

Resources Analysis ($ Millions)

Ending Veteran Homelessness



		FY 2013 Annual Estimate		Obligations as of January

		$266M		$61M
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Description

Describe the greatest challenges you face in facility safety and security.

Acquiring funding to correct seismically deficient buildings and creating the proper setback distances for Medical Centers.

Increased OSHA focus on Healthcare Safety Compliance.

What specific actions have you taken or are you planning to take this year to ensure safety? 

Continued execution of previously approved seismic projects and submission of the two remaining seismically deficient buildings in FY15 Strategic Capital Investment Planning (SCIP).  

Security issues are  being addressed  through the installation of traffic control and increasing required setback distances. 

In response to OSHA increased Healthcare surveillance, the VISN has implemented a new respiratory protection contract and increased oversight of blood borne pathogen reporting. 

Identify your three greatest needs and explain how they are being addressed. 

Replace or retrofit seismically deficient buildings through project submissions in the FY12, FY13, FY14 and FY15 SCIP cycles.

Execution of Minor land purchase projects to decompress existing campuses also allows increased stand off distances to be achieved.

Increase compliance with OSHA Healthcare standards through training and site visits.

Facility Safety and Security
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Planned 2013 Accomplishments

Continue with designs on two Major and two Minor Construction projects and one Lease. 

San Francisco Seismic Corrections Buildings (Design)		$224.8M

Reno Seismic Corrections Building (Design)			$213.8M

Menlo Park Bldg 323 Minor Seismic Corrections (Design)	    	    $9.8M

Palo Alto Public Health Research Seismic Correction (Design)	    $9.9M

Maui HI CBOC (acquire Seismically compliant Build to Suit Lease) 	    $1.3M

Continued work with Real Property Service to acquire land for campus decompression at Sacramento, Martinez, and Reno.  This will allow for future projects to achieve required security setback distances.

Supplement annual workplace evaluation with unannounced safety site visits with Senior Medical Center involvement. 

Issues/Risks and Mitigation

VA-owned buildings fail to meet current seismic codes and VISN lacks adequate construction funding ($109M) to bring the last two buildings in V21 (Palo Alto and Sacramento) into compliance. (R)  Develop projects for FY15 SCIP to correct deficient buildings. (M)

Delays in finalizing purchase of land intended to decompress campuses and improve standoff distances may result in loss of Minor funding. (R)   Work with Real Property to acquire land in FY13. (M)

National OSHA findings could impact Medical Center operations through increasing OSHA inspections. (R) Improve and increase internal inspections in FY13. (M) 

Facility Safety and Security
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Section III

What  Are Your Three Greatest

Challenges For 2013 and 2014?
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Full Implementation of Patient Aligned Care Teams (PACT)



What is the challenge? 

Difficulty meeting PACT compass metrics for same day access with Primary Care Provider (PCP), appointments within 7 days of desired date, and recruitment and retention of PCP. 

What is the cause(s) of the challenge?

Recruitment and retention of providers in rural areas especially due to salary discrepancy compared to the community standards.

Having many part-time PCPs in academically affiliated facilities makes same day access with PCP difficult.

Difficulty in developing and sustaining processes in scheduling practices that impact same day and 
7 day access with PCPs.

What is the Potential Impact on 2013? 

May not be able to meet the access metric for 2013, even though facilities have shown marked improvement in most areas in the past year.

What Steps are Being Taken to Resolve the Challenge?

Facilities will develop action plans to improve scheduling practices.

Facilities will evaluate current strategies in clinic and team coverage when there is a provider vacancy.

Do You Require Help?

No, none at this time.



Greatest Challenges for 2013
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Future Delivery of Care for Veterans in the Philippines

What is the challenge? 

Inability to conduct long-term planning due to unique legislative and annual reauthorization requirements.

Lack of long-term plan for VA Equipment Program for Philippines Veterans Memorial Medical Center (VMMC).

Pharmaceutical expenditure has increased by 15% between FY11 and FY12 ($431,000).

What is the cause(s) of the challenge?

Extensive legislative operational authority required annually.  

Equipment grant supports VMMC which is no longer utilized by VA.

Increased pharmaceutical costs have resulted from the inability to order controlled substances from the prime vendor (PV) and a high number of prescriptions/patient.

What is the Potential Impact on 2013?    

Operational authority for VA OPC presence in Manila is directly tied to that of the VARO which will expire 12/31/13.

Continued need for the VA Equipment Grant to the Philippines will be re-evaluated.

What Steps are Being Taken to Resolve the Challenge?

V21 continues to provide clinical and administrative oversight to the VA OPC and will work closely with VHA officials (10N) to insure uninterrupted services and formulate long term operational plan for VMMC Equipment Grant Program.

Controlled substance orders from the PV for FDA approved controlled substance purchases have been finalized and began March 25, 2013.

Automated prescription fill equipment has been installed in the pharmacy to improve timely prescription fills and improve efficiency.

Do You Require Help?

No, none at this time.



Greatest Challenges for 2013
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High Cost Pharmaceuticals

What is the challenge? 

Continue to maintain medication cost containment at a time when costly therapies are quickly emerging without adequate safety and efficacy data.   

What is the cause(s) of the challenge?

New high-cost therapies (Oncology, Multiple Sclerosis (MS), Hepatitis C, etc.).

10% increase in patients receiving outpatient chemotherapy

20% increase in patients receiving MS therapies

Additional new therapies expected for Hepatitis C

Less than aggressive and slow solicitation of contracted products by the National Acquisition Center (NAC). 

What is the Potential Impact on 2013? 

FY13 impact of high-cost drugs is expected to exceed FY12 ($2M Hep C, $5M oncology/other, MS impact still unclear based on new drug approvals).

What Steps are Being Taken to Resolve the Challenge?

Western States Network Consortium (WSNC) is negotiating better prices for additional cost avoidance.

VISN Oncology Task Force is developing drug use guidance and VISN-level prior authorization for new high-cost drugs with significant toxicities and/or limited clinical benefit.  

Do You Require Help?  

No, none at this time.



Greatest Challenges for 2013
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VA/DoD Joint Venture Issues Between VA Pacific Islands Health Care System (VAPIHCS) and Tripler Army Medical Center (TAMC)



What is the challenge? 

Complex billing and coding issues impact timely billing and payment of claims.

VA approved VA/DoD Joint construction (Major Lease/Minor Construction) projects on Oahu are at risk for DoD participation.

New senior leadership (Change of Command) for various DoD installations on Oahu has impacted previous executive commitments made to VA.      

What’s the cause(s) of the challenge?

Army billing system (ARMS PRO) does not follow CMAC methodology for billing claims.  

Enhanced Document Referral (eDR) Program still not fully functional.  

TAMC business process requires modification to ensure accurate bills are issued.

TAMC has indicated that it is not “financially feasible” for Army to participate in the planned VA/DoD “Advance Leeward Outpatient Health Care Access” (ALOHA) Ambulatory Care Clinic. 

TAMC has also informed VAPIHCS that they “respectfully decline to participate” in the VA/DoD Joint Ambulatory Surgery Center (ASC) to be constructed on the TAMC campus.

VA Under Secretary for Health (USH) and Assistant Secretary of Defense for Health Affairs (ASD/HA)  requested a “deep dive”  by VISN 21 and DoD (TAMC has lead) to develop a joint Business Case Analysis (BCA) for the ALOHA and ASC projects.

What is the Potential Impact on 2013 and/or 2014? 

Backlog in processing payments on the VA side is causing inadequate workload capture related to services provided under the sharing agreement.

VA/DoD ALOHA Clinic project delivery schedule delayed initially due to lack of agreed upon Concept of Operations and Business Rules; now further delayed due to DoD reconsideration on participation.  

VA/DoD ASC design (by the Army Corps of Engineers) is targeted for completion in July 2013. 



Greatest Challenges for 2013 and 2014
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What is the Potential Impact on 2013 and/or 2014?   (continued)

Both projects have the potential for further delays (should TAMC withdraw) as scope and design will require review and potentially rework.

Hawaii stakeholders may question the perceived move away from a “federal” joint presence envisioned with the ALOHA project, and the single agency use/occupancy of a VA Ambulatory Surgery Center co-located on the TAMC campus.

Turnover of VA and DoD Executive Leadership at Oahu facilities has impeded collaboration/shared vision; particularly as previous senior leadership commitments to projects are withdrawn. 

What Steps are Being Taken to Resolve the Challenge?

Continue modifications to eDR to fix billing errors.  Improve communication between TAMC and VAPIHCS.  Review completed by Tricare Management Activity (TMA) on billing/coding issues with recommendations to the VA USH and ASD/HA.  TAMC to hire additional coders to ensure workload is accurately coded before billing.

VAPIHCS processed all bills for FY11 and FY12 received as of 1st Quarter FY13; resulting in $10M in payments.

VA USH and DoD ASD/HA requested Joint BCA on VA/DoD projects in question are near completion with a planned briefing to occur in April/May 2013. 

Activation of VAPIHCS/TAMC Joint Venture Office is proposed to support enhanced collaboration and communication; as well as coordination of analyses, construction, and Joint Incentive Fund (JIF) initiatives.

VISN 21 has actively recruited for SES Director at VAPIHCS.  Once on board, the new Director will proactively recruit to fill vacant Associate Director and Nurse Executive positions.

Do You Require Help?

No, not at this time.

Greatest Challenges for 2013 and 2014
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Section IV

How Are You Spending Your Funds?

Budget and Staffing
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Aggregate Data - Obligations

Pitching a No-Hitter
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FYTD 2013 Plan 	O	N	D	J	F	M	A	M	J	J	A	S	257.41593076845669	467.04093354383457	660.7824323716826	885.80110822648942	1076.2264539409446	1271.5416533370387	1495.8757367796484	1699.2498157873551	1910.0746849478198	2129.3933786762959	2337.5104604537983	2575.6443369452022	FYTD 2013 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	301.75424550000002	492.41476441000009	656.40785297999992	903.79044076000162	1086.6578742600002	1278.9129520000001	FYTD 2013 Var %	O	N	D	J	F	M	A	M	J	J	A	S	0.17224386462477795	5.4328922892545858E-2	-6.6203022014051423E-3	2.0308545977694856E-2	9.6925886562814131E-3	5.7971350318064005E-3	FYTD 2012 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	239.51975676999967	436.54119502000009	620.3968379800001	832.77698019000013	1014.1303412200009	1196.14818571	1404.3171345299975	1597.4665358500001	1804.1272961399998	2050.9844590199987	2248.3754886500001	2588.9888133099994	





Aggregate Data - FTE

Managing the Clubhouse

		Key Question		How are you managing staffing levels in 2013 to prepare for potential budget challenges in 2014 and 2015?

		Response		The VISN monitors FTE levels by Facility on a monthly basis.  Facilities have established a supportable FTE plan for FY13 and beyond.
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FYTD 2013 Plan 	O	N	D	J	F	M	A	M	J	J	A	S	11670	11695	11713	11731	11754	11777	11800	11821	11844	11865	11881	11890.2	FYTD 2013 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	11661.750000000002	11741.900000000001	11778.88	11796.88	11821.7	11844.617179999987	FYTD 2013 Var %	O	N	D	J	F	M	A	M	J	J	A	S	-7.0694087403583533E-4	4.0102607952117748E-3	5.6245197643643129E-3	5.6158895234847154E-3	5.7597413646419031E-3	5.7414604738048403E-3	FYTD 2012 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	11243.65	11220.67	11255.090000000004	11227.66	11228.3	11230.810000000001	11249.04	11277.27	11306.84	11333.62	11362	11392.949999999983	





Aggregate Data – Medical Care Collections

Plan to Meet Goal
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FYTD 2013 Plan 	O	N	D	J	F	M	A	M	J	J	A	S	9.5251630000000009	18.637460999999998	27.519931999999997	36.973794000000005	45.667886999999993	55.886887999999935	65.319963000000129	75.523094999999998	85.072766999999885	95.061840000000004	105.14871199999995	114.346581	FYTD 2013 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	9.2801422100000028	17.865754549999963	27.196377309999992	37.968991710000012	47.499301380000013	56.456571000000004	FYTD 2013 Var %	O	N	D	J	F	M	A	M	J	J	A	S	-2.5723527250924551E-2	-4.1406200662203935E-2	-1.1757103542261723E-2	2.6916299420070379E-2	4.010289287087003E-2	1.0193500128330597E-2	FYTD 2012 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	7.448804	15.338054	23.08465	31.647781999999999	39.369507000000006	51.225013400000066	59.714878380000002	69.248620570000114	80.594987939999982	90.230470209999979	99.861724390000006	108.09378208999998	





Section V

Backup
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The new workload based VISN-to-VAMC Allocation Model was used to allocate $2,182 million of VERA General Purpose funds, supplemented with $10 million of VISN carryover. 

The following adjustments were made to the initial VAMC allocation amounts:

$39.1 million (excludes supplemental funding) for VISN-managed Capital Programs (Non-Recurring Maintenance)

$10 million for VISN-managed Equipment programs

$21.2 million for VISN Operations

$10 million for Performance Initiative

$12.3 million for VISN-wide Obligations 



 How are you Allocating your Funds?
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 How are you Allocating your Funds?
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How Are Your Funds Allocated

VISN 21

Our Starting Line Up Is. . . 
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Detailed Data - Obligations

Covering the Bases
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Detailed Data

 Obligations - Special Categories II

Bases Loaded . . .Here Comes the Grand Slam
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Detailed Data

FTE - Special Categories

Our All-Star Line-up. . .
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Key Metric - New Primary Care Wait Times
V21 Ranks 6th in the Nation—Committed to Climb Higher

Percent of Appointments

Completed Within 14

Days of Create Date



Performance
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FYTD 2013 Plan	O	N	D	J	F	M	A	M	J	J	A	S	FYTD 2013 Actual	O	N	D	J	F	M	A	M	J	J	A	S	41.230000000000011	38.14	52.080000000000005	45.92	48.010000000000005	FYTD 2013 Var (P/Pt.)	O	N	D	J	F	M	A	M	J	J	A	S	41.230000000000011	38.14	52.080000000000005	45.92	48.010000000000005	0	0	0	0	0	0	0	







Key Metric - New Specialty Care Wait Times
Improvement Work In Progress

Percent of Appointments

Completed Within 14

Days of Create Date



Performance
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FYTD 2013 Plan	O	N	D	J	F	M	A	M	J	J	A	S	FYTD 2013 Actual	O	N	D	J	F	M	A	M	J	J	A	S	37.74	35.100000000000009	37.940000000000005	33.700000000000003	37.51	FYTD 2013 Var (P/Pt.)	O	N	D	J	F	M	A	M	J	J	A	S	37.74	35.100000000000009	37.940000000000005	33.700000000000003	37.51	0	0	0	0	0	0	0	







Key Metric - Established Primary Care Wait Times
Anticipate Improvement as Provider Vacancies Are Filled

Percent of Appointments

Completed Within 14

Days of Desired Date



Performance
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FYTD 2013 Plan	O	N	D	J	F	M	A	M	J	J	A	S	FYTD 2013 Actual	O	N	D	J	F	M	A	M	J	J	A	S	81.8	80.600000000000009	81.2	82	84.1	FYTD 2013 Var (P/Pt.)	O	N	D	J	F	M	A	M	J	J	A	S	81.8	80.600000000000009	81.2	82	84.1	0	0	0	0	0	0	0	







Key Metric - Established Specialty Care Wait Times
Much Work Remains to Improve Access to 
High Quality Care

Performance

Percent of Appointments

Completed Within 14

Days of Desired Date
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FYTD 2013 Plan	O	N	D	J	F	M	A	M	J	J	A	S	FYTD 2013 Actual	O	N	D	J	F	M	A	M	J	J	A	S	86.6	85.8	86.1	86.5	87.6	FYTD 2013 Var (P/Pt.)	O	N	D	J	F	M	A	M	J	J	A	S	86.6	85.8	86.1	86.5	87.6	0	0	0	0	0	0	0	







Key Metric - Number of Pro Rated Patients
It’s a Sell Out Crowd

Workload



Data includes P1-8 Veterans and Non Veterans only.
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FYTD 2013 Plan 	O	N	D	J	F	M	A	M	J	J	A	S	112311.78179746207	163790.38382375243	188169.72291097316	204100.14538452314	208842.12433776408	223649.29177195602	233999.70470007247	240431.46697604808	245735.07344896905	251511.11354228231	257651.77045465467	263316.07313567621	FYTD 2013 Actuals	O	N	D	J	F	M	A	M	J	J	A	S	120563	183870.1	206477.40000000002	





Workload

Other Relevant “Drivers”

Record Turnout
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$2,589 $2,709 N/A 5% N/A


Reimbursement


$28 $20 N/A -30% N/A


Collections


$108 $114 N/A 5% N/A


FTE


11,393 11,890 N/A 4% N/A


Fiscal Year


2012 2013 2014


Percentage Change




image4.emf

FY 2013 Initial Operating Budget Plan  ($ Millions)


Category   Obs.   % of Total Funding 


Total Funding $2,709 100%


Funding Breakout:


Total Allocated $2,699 99.63%


Reserve (Contingencies only) $10 0.37%




Microsoft_Office_Excel_Worksheet1.xlsx

VISN 21


			Fiscal Year			2012			2013			2014			Percentage Change


															’12 to ‘13			’13 to ‘14


			Funding  			$2,589			$2,709			N/A			5%			N/A


			Funding Breakout:						0			0


			Obligations			$2,589			$2,709			N/A			5%			N/A


			Reimbursement			$28			$20			N/A			-30%			N/A


			Collections			$108			$114			N/A			5%			N/A


			FTE			11,393			11,890			N/A			4%			N/A
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FY13 Op. Budget Plan


						FY 2013 Initial Operating Budget Plan  ($ Millions)


						Category			  Obs.			  % of Total Funding 


						Total Funding			$2,709			100%


						Funding Breakout:


						Total Allocated			$2,699			99.63%


						Reserve (Contingencies only)			$10			0.37%
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2013 2013


$ Change


Percentage 


Change


Mid-Year 


Plan


Mid-Year 


Actual


Plan v. 


Actual


   Plan v. 


Actual


Funding


1,272 1,279 7 1%


Collections


60 60 0 1%


Total FTE


11,777 11,845 68 1%
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						2013			2013			$ Change			Percentage Change


						Mid-Year Plan			Mid-Year Actual			Plan v. Actual			   Plan v. Actual


			Funding			1,272			1,279			7			1%


			Collections			60			60			0			1%


			Total FTE			11,777			11,845			68			1%
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Percentage 


Change


’12 to ‘13


Enrollees   380,406    398,562  5%


Pro Rated 


Patients


263,041  263,316  0%


CBOC’s 36 36 0%


Hospitals 6 6 0%


Vet Centers 21 22 5%


Community 


Living Centers


8 8 0%


Fiscal Year 2012 2013
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VHA Overview


			Fiscal Year			2012			2013			Percentage Change


												’12 to ‘13


			Enrollees			380,406			398,562			5%


			Pro Rated Patients			263,041			263,316			0%


			CBOC’s			36			36			0%


			Hospitals			6			6			0%


			Vet Centers			21			22			5%


			Community Living Centers			8			8			0%
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($ Millions)


Cum. Mar 


Plan Actual Diff. % 


Annual 


Plan


% Annual 


Plan


Personal Services (10) $700 $726 $27 4% $1,437 51%


Travel and Trans of Persons (21) $28 $31 $3 12% $53 58%


Transportation of Things (22) $0.8 $1 $0 49% $2 75%


Communications, Utilities & Rent (23) $44 $39 -$5 (11%) $72 54%


Other Contractual Services (25) $313 $282 -$31 (10%) $588 48%


Supplies and Materials (26) $159 $147 -$12 (7%) $328 45%


Equipment (31) $2 $6 $4 193% $14 46%


Lands and Structures (32) $7 $26 $19 276% $41 64%


State and Homeless Grants (41) $18 $20 $1 7% $39 50%


Other Obligations $0.4 $0.2 $0 (38%) $1 41%


Total All Medical Care $1,272 $1,279 $7 1% $2,576 50%
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VISN 21


			($ Millions)			Cum. Mar Plan			Actual			Diff.			% 			Annual Plan			% Annual Plan


			Personal Services (10)			$700			$726			$27			4%			$1,437			51%


			Travel and Trans of Persons (21)			$28			$31			$3			12%			$53			58%


			Transportation of Things (22)			$0.8			$1			$0			49%			$2			75%


			Communications, Utilities & Rent (23)			$44			$39			-$5			(11%)			$72			54%


			Other Contractual Services (25)			$313			$282			-$31			(10%)			$588			48%


			Supplies and Materials (26)			$159			$147			-$12			(7%)			$328			45%


			Equipment (31)			$2			$6			$4			193%			$14			46%


			Lands and Structures (32)			$7			$26			$19			276%			$41			64%


			State and Homeless Grants (41)			$18			$20			$1			7%			$39			50%


			Other Obligations			$0.4			$0.2			-$0			(38%)			$1			41%


			Total All Medical Care			$1,272			$1,279			$7			1%			$2,576			50%









































&"Arial,Bold"&F
&A	








Microsoft_Office_Excel_Worksheet6.xlsx

Sheet1


			 			FYTD 2013 Plan 			FYTD 2013 Actuals			FYTD 2013 Var %			FYTD 2012 Actuals


			O			257			302			17%			240


			N			467			492			5%			437


			D			661			656			-1%			620


			J			886			904			2%			833


			F			1,076			1,087			1%			1,014


			M			1,272			1,279			1%			1,196


			A			1,496									1,404


			M			1,699									1,597


			J			1,910									1,804


			J			2,129									2,051


			A			2,338									2,248


			S			2,576									2,589












































Obligations


			OBLIGATIONS by VISN			VISN			OCT			NOV			DEC			JAN			FEB			MAR			APR			MAY			JUN			JUL			AUG			SEP








			FYTD 2012 Plan 			 VISN 01			253			417			590			797			965			1,154			1,374			1,555			1,735			1,944			2,130			2,316


			FYTD 2011 Plan 			 VISN 01			217			376			533			758			914			1,084			1,295			1,458			1,642			1,838			2,019			2,251


			FYTD 2011 Actuals 			 VISN 01			217			376			533			720			860			1,028			1,229			1,395			1,561			1,771			1,966			2,233








			FYTD 2012 Plan 			 VISN 02			160			225			297			394			462			533			625			691			755			848			915			1,067


			FYTD 2011 Plan 			 VISN 02			123			195			262			365			435			511			596			686			775			858			948			1,034


			FYTD 2011 Actuals 			 VISN 02			123			195			262			365			431			502			599			677			760			862			953			1,054








			FYTD 2012 Plan 			 VISN 03			168			336			504			672			839			1,005			1,173			1,341			1,513			1,680			1,845			2,007


			FYTD 2011 Plan 			 VISN 03			174			340			481			643			797			956			1,126			1,288			1,451			1,618			1,787			1,956


			FYTD 2011 Actuals 			 VISN 03			174			340			481			643			784			962			1,126			1,283			1,429			1,595			1,756			1,972








			FYTD 2012 Plan 			 VISN 04			240			429			598			797			951			1,115			1,320			1,480			1,639			1,853			2,063			2,282


			FYTD 2011 Plan 			 VISN 04			215			402			588			782			948			1,110			1,299			1,468			1,636			1,836			2,021			2,202


			FYTD 2011 Actuals 			 VISN 04			215			402			588			783			925			1,098			1,274			1,435			1,618			1,812			2,010			2,281








			FYTD 2012 Plan 			 VISN 05			121			223			318			423			517			613			723			826			959			1,072			1,188			1,288


			FYTD 2011 Plan 			 VISN 05			119			222			313			409			499			601			703			802			931			1,031			1,138			1,239


			FYTD 2011 Actuals 			 VISN 05			119			222			313			410			488			583			697			795			889			987			1,101			1,284








			FYTD 2012 Plan 			 VISN 06			261			431			615			780			936			1,114			1,299			1,492			1,677			1,859			2,040			2,470


			FYTD 2011 Plan 			 VISN 06			237			419			592			760			946			1,124			1,313			1,506			1,700			1,909			2,115			2,360


			FYTD 2011 Actuals 			 VISN 06			237			419			592			762			917			1,099			1,287			1,474			1,666			1,848			2,061			2,368








			FYTD 2012 Plan 			 VISN 07			220			443			661			874			1,083			1,280			1,497			1,716			1,942			2,158			2,400			2,643


			FYTD 2011 Plan 			 VISN 07			223			429			627			840			1,037			1,244			1,450			1,684			1,910			2,111			2,316			2,524


			FYTD 2011 Actuals 			 VISN 07			223			429			627			840			1,020			1,210			1,415			1,615			1,845			2,056			2,283			2,538








			FYTD 2012 Plan 			 VISN 08			328			674			1,019			1,366			1,689			2,027			2,350			2,661			2,949			3,241			3,593			3,900


			FYTD 2011 Plan 			 VISN 08			391			670			930			1,311			1,578			1,894			2,193			2,496			2,830			3,116			3,419			3,862


			FYTD 2011 Actuals 			 VISN 08			391			670			930			1,319			1,571			1,881			2,227			2,520			2,839			3,168			3,481			3,946








			FYTD 2012 Plan 			 VISN 09			233			402			579			746			922			1,093			1,272			1,433			1,618			1,785			1,938			2,123


			FYTD 2011 Plan 			 VISN 09			263			423			572			741			904			1,064			1,244			1,426			1,592			1,775			1,943			2,102


			FYTD 2011 Actuals 			 VISN 09			263			423			572			741			884			1,043			1,216			1,379			1,560			1,731			1,890			2,084








			FYTD 2012 Plan 			 VISN 10			200			336			487			627			775			927			1,064			1,212			1,345			1,484			1,625			1,756


			FYTD 2011 Plan 			 VISN 10			155			285			417			547			689			843			986			1,123			1,299			1,469			1,613			1,764


			FYTD 2011 Actuals 			 VISN 10			154			284			415			546			671			808			954			1,100			1,257			1,408			1,545			1,746








			FYTD 2012 Plan 			 VISN 11			204			351			498			645			799			952			1,112			1,278			1,427			1,582			1,737			1,889


			FYTD 2011 Plan 			 VISN 11			199			335			473			617			757			906			1,072			1,226			1,370			1,535			1,683			1,842


			FYTD 2011 Actuals 			 VISN 11			199			335			473			629			746			877			1,025			1,171			1,313			1,462			1,604			1,838








			FYTD 2012 Plan 			 VISN 12			186			344			514			691			855			1,030			1,210			1,387			1,558			1,733			1,904			2,069


			FYTD 2011 Plan 			 VISN 12			186			359			519			727			920			1,108			1,315			1,506			1,722			1,929			2,128			2,334


			FYTD 2011 Actuals 			 VISN 12			186			359			519			727			881			1,053			1,246			1,441			1,636			1,838			2,052			2,314








			FYTD 2012 Plan 			 VISN 15			181			333			494			667			811			979			1,150			1,312			1,462			1,630			1,776			1,979


			FYTD 2011 Plan 			 VISN 15			167			296			421			573			708			853			1,019			1,151			1,279			1,447			1,586			1,773


			FYTD 2011 Actuals 			 VISN 15			167			296			421			577			695			837			1,002			1,139			1,268			1,439			1,589			1,752








			FYTD 2012 Plan 			 VISN 16			389			703			959			1,245			1,511			1,764			2,044			2,331			2,582			2,880			3,186			3,478


			FYTD 2011 Plan 			 VISN 16			377			658			909			1,182			1,422			1,699			1,979			2,234			2,494			2,782			3,056			3,398


			FYTD 2011 Actuals 			 VISN 16			377			658			909			1,182			1,418			1,679			1,962			2,216			2,497			2,775			3,052			3,413








			FYTD 2012 Plan 			 VISN 17			252			418			593			798			958			1,116			1,307			1,479			1,636			1,811			1,953			2,145


			FYTD 2011 Plan 			 VISN 17			213			387			563			726			885			1,057			1,231			1,400			1,575			1,734			1,897			2,063


			FYTD 2011 Actuals 			 VISN 17			213			387			563			726			879			1,054			1,220			1,356			1,527			1,672			1,860			2,096








			FYTD 2012 Plan 			 VISN 18			191			335			485			635			767			914			1,052			1,200			1,354			1,519			1,690			1,878


			FYTD 2011 Plan 			 VISN 18			174			313			456			595			736			886			1,045			1,185			1,348			1,510			1,653			1,837


			FYTD 2011 Actuals 			 VISN 18			174			313			456			595			717			861			1,000			1,135			1,291			1,453			1,606			1,798








			FYTD 2012 Plan 			 VISN 19			132			244			352			467			569			672			796			903			1,024			1,159			1,273			1,401


			FYTD 2011 Plan 			 VISN 19			117			229			330			447			542			655			761			866			974			1,116			1,221			1,326


			FYTD 2011 Actuals 			 VISN 19			117			229			330			447			537			635			750			855			951			1,052			1,159			1,328








			FYTD 2012 Plan 			 VISN 20			214			382			538			715			865			1,033			1,217			1,386			1,548			1,734			1,907			2,090


			FYTD 2011 Plan 			 VISN 20			198			356			502			667			822			979			1,156			1,318			1,479			1,658			1,827			2,003


			FYTD 2011 Actuals 			 VISN 20			198			356			502			667			807			974			1,143			1,302			1,460			1,628			1,792			2,047








			FYTD 2012 Plan 			 VISN 21			223			430			621			826			1,004			1,206			1,419			1,617			1,828			2,027			2,259			2,490


			FYTD 2011 Plan 			 VISN 21			207			401			578			769			942			1,105			1,338			1,543			1,739			1,900			2,066			2,369


			FYTD 2011 Actuals 			 VISN 21			207			401			578			769			935			1,124			1,320			1,505			1,710			1,894			2,093			2,380








			FYTD 2012 Plan 			 VISN 22			237			469			710			956			1,174			1,380			1,622			1,840			2,031			2,272			2,478			2,759


			FYTD 2011 Plan 			 VISN 22			252			448			640			888			1,068			1,301			1,542			1,741			1,952			2,178			2,402			2,657


			FYTD 2011 Actuals 			 VISN 22			252			448			640			858			1,019			1,212			1,448			1,645			1,846			2,078			2,305			2,571








			FYTD 2012 Plan 			 VISN 23			198			368			552			736			908			1,085			1,287			1,471			1,647			1,844			2,011			2,266


			FYTD 2011 Plan 			 VISN 23			183			347			524			707			886			1,085			1,279			1,471			1,673			1,871			2,058			2,250


			FYTD 2011 Actuals 			 VISN 23			183			347			524			707			865			1,045			1,242			1,426			1,630			1,817			1,993			2,248








			FYTD 2012 Plan 			 VISN 99			654			1,308			1,962			2,616			3,270			3,924			4,578			5,232			5,886			6,540			7,194			7,848


			FYTD 2011 Plan 			 VISN 99			409			755			1,100			1,581			2,110			2,632			3,176			3,677			4,214			4,768			5,329			5,878


			FYTD 2011 Actuals 			 VISN 99			409			755			1,100			1,581			1,960			2,666			3,238			3,687			4,231			4,743			5,308			6,170








			FYTD 2012 Plan 			National			5,244			9,601			13,946			18,473			22,629			26,917			31,489			35,844			40,112			44,657			49,102			54,143


			FYTD 2011 Plan 			National			4,802			8,642			12,332			16,636			20,545			24,697			29,118			33,255			37,586			41,988			46,225			51,022


			FYTD 2011 Actuals 			National			4,801			8,642			12,331			16,595			20,010			24,230			28,620			32,552			36,786			41,087			45,461			51,460
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			 			FYTD 2013 Plan 			FYTD 2013 Actuals			FYTD 2013 Var %			FYTD 2012 Actuals


			O			11,670			11,662			-0%			11,244


			N			11,695			11,742			0%			11,221


			D			11,713			11,779			1%			11,255


			J			11,731			11,797			1%			11,228


			F			11,754			11,822			1%			11,228


			M			11,777			11,845			1%			11,231


			A			11,800									11,249


			M			11,821									11,277


			J			11,844									11,307


			J			11,865									11,334


			A			11,881									11,362


			S			11,890									11,393












































Obligations


			OBLIGATIONS by VISN			VISN			OCT			NOV			DEC			JAN			FEB			MAR			APR			MAY			JUN			JUL			AUG			SEP








			FYTD 2012 Plan 			 VISN 01			253			417			590			797			965			1,154			1,374			1,555			1,735			1,944			2,130			2,316


			FYTD 2011 Plan 			 VISN 01			217			376			533			758			914			1,084			1,295			1,458			1,642			1,838			2,019			2,251


			FYTD 2011 Actuals 			 VISN 01			217			376			533			720			860			1,028			1,229			1,395			1,561			1,771			1,966			2,233








			FYTD 2012 Plan 			 VISN 02			160			225			297			394			462			533			625			691			755			848			915			1,067


			FYTD 2011 Plan 			 VISN 02			123			195			262			365			435			511			596			686			775			858			948			1,034


			FYTD 2011 Actuals 			 VISN 02			123			195			262			365			431			502			599			677			760			862			953			1,054








			FYTD 2012 Plan 			 VISN 03			168			336			504			672			839			1,005			1,173			1,341			1,513			1,680			1,845			2,007


			FYTD 2011 Plan 			 VISN 03			174			340			481			643			797			956			1,126			1,288			1,451			1,618			1,787			1,956


			FYTD 2011 Actuals 			 VISN 03			174			340			481			643			784			962			1,126			1,283			1,429			1,595			1,756			1,972








			FYTD 2012 Plan 			 VISN 04			240			429			598			797			951			1,115			1,320			1,480			1,639			1,853			2,063			2,282


			FYTD 2011 Plan 			 VISN 04			215			402			588			782			948			1,110			1,299			1,468			1,636			1,836			2,021			2,202


			FYTD 2011 Actuals 			 VISN 04			215			402			588			783			925			1,098			1,274			1,435			1,618			1,812			2,010			2,281








			FYTD 2012 Plan 			 VISN 05			121			223			318			423			517			613			723			826			959			1,072			1,188			1,288


			FYTD 2011 Plan 			 VISN 05			119			222			313			409			499			601			703			802			931			1,031			1,138			1,239


			FYTD 2011 Actuals 			 VISN 05			119			222			313			410			488			583			697			795			889			987			1,101			1,284








			FYTD 2012 Plan 			 VISN 06			261			431			615			780			936			1,114			1,299			1,492			1,677			1,859			2,040			2,470


			FYTD 2011 Plan 			 VISN 06			237			419			592			760			946			1,124			1,313			1,506			1,700			1,909			2,115			2,360


			FYTD 2011 Actuals 			 VISN 06			237			419			592			762			917			1,099			1,287			1,474			1,666			1,848			2,061			2,368








			FYTD 2012 Plan 			 VISN 07			220			443			661			874			1,083			1,280			1,497			1,716			1,942			2,158			2,400			2,643


			FYTD 2011 Plan 			 VISN 07			223			429			627			840			1,037			1,244			1,450			1,684			1,910			2,111			2,316			2,524


			FYTD 2011 Actuals 			 VISN 07			223			429			627			840			1,020			1,210			1,415			1,615			1,845			2,056			2,283			2,538








			FYTD 2012 Plan 			 VISN 08			328			674			1,019			1,366			1,689			2,027			2,350			2,661			2,949			3,241			3,593			3,900


			FYTD 2011 Plan 			 VISN 08			391			670			930			1,311			1,578			1,894			2,193			2,496			2,830			3,116			3,419			3,862


			FYTD 2011 Actuals 			 VISN 08			391			670			930			1,319			1,571			1,881			2,227			2,520			2,839			3,168			3,481			3,946








			FYTD 2012 Plan 			 VISN 09			233			402			579			746			922			1,093			1,272			1,433			1,618			1,785			1,938			2,123


			FYTD 2011 Plan 			 VISN 09			263			423			572			741			904			1,064			1,244			1,426			1,592			1,775			1,943			2,102


			FYTD 2011 Actuals 			 VISN 09			263			423			572			741			884			1,043			1,216			1,379			1,560			1,731			1,890			2,084








			FYTD 2012 Plan 			 VISN 10			200			336			487			627			775			927			1,064			1,212			1,345			1,484			1,625			1,756


			FYTD 2011 Plan 			 VISN 10			155			285			417			547			689			843			986			1,123			1,299			1,469			1,613			1,764


			FYTD 2011 Actuals 			 VISN 10			154			284			415			546			671			808			954			1,100			1,257			1,408			1,545			1,746








			FYTD 2012 Plan 			 VISN 11			204			351			498			645			799			952			1,112			1,278			1,427			1,582			1,737			1,889


			FYTD 2011 Plan 			 VISN 11			199			335			473			617			757			906			1,072			1,226			1,370			1,535			1,683			1,842


			FYTD 2011 Actuals 			 VISN 11			199			335			473			629			746			877			1,025			1,171			1,313			1,462			1,604			1,838








			FYTD 2012 Plan 			 VISN 12			186			344			514			691			855			1,030			1,210			1,387			1,558			1,733			1,904			2,069


			FYTD 2011 Plan 			 VISN 12			186			359			519			727			920			1,108			1,315			1,506			1,722			1,929			2,128			2,334


			FYTD 2011 Actuals 			 VISN 12			186			359			519			727			881			1,053			1,246			1,441			1,636			1,838			2,052			2,314








			FYTD 2012 Plan 			 VISN 15			181			333			494			667			811			979			1,150			1,312			1,462			1,630			1,776			1,979


			FYTD 2011 Plan 			 VISN 15			167			296			421			573			708			853			1,019			1,151			1,279			1,447			1,586			1,773


			FYTD 2011 Actuals 			 VISN 15			167			296			421			577			695			837			1,002			1,139			1,268			1,439			1,589			1,752








			FYTD 2012 Plan 			 VISN 16			389			703			959			1,245			1,511			1,764			2,044			2,331			2,582			2,880			3,186			3,478


			FYTD 2011 Plan 			 VISN 16			377			658			909			1,182			1,422			1,699			1,979			2,234			2,494			2,782			3,056			3,398


			FYTD 2011 Actuals 			 VISN 16			377			658			909			1,182			1,418			1,679			1,962			2,216			2,497			2,775			3,052			3,413








			FYTD 2012 Plan 			 VISN 17			252			418			593			798			958			1,116			1,307			1,479			1,636			1,811			1,953			2,145


			FYTD 2011 Plan 			 VISN 17			213			387			563			726			885			1,057			1,231			1,400			1,575			1,734			1,897			2,063


			FYTD 2011 Actuals 			 VISN 17			213			387			563			726			879			1,054			1,220			1,356			1,527			1,672			1,860			2,096








			FYTD 2012 Plan 			 VISN 18			191			335			485			635			767			914			1,052			1,200			1,354			1,519			1,690			1,878


			FYTD 2011 Plan 			 VISN 18			174			313			456			595			736			886			1,045			1,185			1,348			1,510			1,653			1,837


			FYTD 2011 Actuals 			 VISN 18			174			313			456			595			717			861			1,000			1,135			1,291			1,453			1,606			1,798








			FYTD 2012 Plan 			 VISN 19			132			244			352			467			569			672			796			903			1,024			1,159			1,273			1,401


			FYTD 2011 Plan 			 VISN 19			117			229			330			447			542			655			761			866			974			1,116			1,221			1,326


			FYTD 2011 Actuals 			 VISN 19			117			229			330			447			537			635			750			855			951			1,052			1,159			1,328








			FYTD 2012 Plan 			 VISN 20			214			382			538			715			865			1,033			1,217			1,386			1,548			1,734			1,907			2,090


			FYTD 2011 Plan 			 VISN 20			198			356			502			667			822			979			1,156			1,318			1,479			1,658			1,827			2,003


			FYTD 2011 Actuals 			 VISN 20			198			356			502			667			807			974			1,143			1,302			1,460			1,628			1,792			2,047








			FYTD 2012 Plan 			 VISN 21			223			430			621			826			1,004			1,206			1,419			1,617			1,828			2,027			2,259			2,490


			FYTD 2011 Plan 			 VISN 21			207			401			578			769			942			1,105			1,338			1,543			1,739			1,900			2,066			2,369


			FYTD 2011 Actuals 			 VISN 21			207			401			578			769			935			1,124			1,320			1,505			1,710			1,894			2,093			2,380








			FYTD 2012 Plan 			 VISN 22			237			469			710			956			1,174			1,380			1,622			1,840			2,031			2,272			2,478			2,759


			FYTD 2011 Plan 			 VISN 22			252			448			640			888			1,068			1,301			1,542			1,741			1,952			2,178			2,402			2,657


			FYTD 2011 Actuals 			 VISN 22			252			448			640			858			1,019			1,212			1,448			1,645			1,846			2,078			2,305			2,571








			FYTD 2012 Plan 			 VISN 23			198			368			552			736			908			1,085			1,287			1,471			1,647			1,844			2,011			2,266


			FYTD 2011 Plan 			 VISN 23			183			347			524			707			886			1,085			1,279			1,471			1,673			1,871			2,058			2,250


			FYTD 2011 Actuals 			 VISN 23			183			347			524			707			865			1,045			1,242			1,426			1,630			1,817			1,993			2,248








			FYTD 2012 Plan 			 VISN 99			654			1,308			1,962			2,616			3,270			3,924			4,578			5,232			5,886			6,540			7,194			7,848


			FYTD 2011 Plan 			 VISN 99			409			755			1,100			1,581			2,110			2,632			3,176			3,677			4,214			4,768			5,329			5,878


			FYTD 2011 Actuals 			 VISN 99			409			755			1,100			1,581			1,960			2,666			3,238			3,687			4,231			4,743			5,308			6,170








			FYTD 2012 Plan 			National			5,244			9,601			13,946			18,473			22,629			26,917			31,489			35,844			40,112			44,657			49,102			54,143


			FYTD 2011 Plan 			National			4,802			8,642			12,332			16,636			20,545			24,697			29,118			33,255			37,586			41,988			46,225			51,022


			FYTD 2011 Actuals 			National			4,801			8,642			12,331			16,595			20,010			24,230			28,620			32,552			36,786			41,087			45,461			51,460
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			 			FYTD 2013 Plan 			FYTD 2013 Actuals			FYTD 2013 Var %			FYTD 2012 Actuals


			O			10			9			-3%			7


			N			19			18			-4%			15


			D			28			27			-1%			23


			J			37			38			3%			32


			F			46			47			4%			39


			M			56			56			1%			51


			A			65									60


			M			76									69


			J			85									81


			J			95									90


			A			105									100


			S			114									108












































Obligations


			OBLIGATIONS by VISN			VISN			OCT			NOV			DEC			JAN			FEB			MAR			APR			MAY			JUN			JUL			AUG			SEP








			FYTD 2012 Plan 			 VISN 01			253			417			590			797			965			1,154			1,374			1,555			1,735			1,944			2,130			2,316


			FYTD 2011 Plan 			 VISN 01			217			376			533			758			914			1,084			1,295			1,458			1,642			1,838			2,019			2,251


			FYTD 2011 Actuals 			 VISN 01			217			376			533			720			860			1,028			1,229			1,395			1,561			1,771			1,966			2,233








			FYTD 2012 Plan 			 VISN 02			160			225			297			394			462			533			625			691			755			848			915			1,067


			FYTD 2011 Plan 			 VISN 02			123			195			262			365			435			511			596			686			775			858			948			1,034


			FYTD 2011 Actuals 			 VISN 02			123			195			262			365			431			502			599			677			760			862			953			1,054








			FYTD 2012 Plan 			 VISN 03			168			336			504			672			839			1,005			1,173			1,341			1,513			1,680			1,845			2,007


			FYTD 2011 Plan 			 VISN 03			174			340			481			643			797			956			1,126			1,288			1,451			1,618			1,787			1,956


			FYTD 2011 Actuals 			 VISN 03			174			340			481			643			784			962			1,126			1,283			1,429			1,595			1,756			1,972








			FYTD 2012 Plan 			 VISN 04			240			429			598			797			951			1,115			1,320			1,480			1,639			1,853			2,063			2,282


			FYTD 2011 Plan 			 VISN 04			215			402			588			782			948			1,110			1,299			1,468			1,636			1,836			2,021			2,202


			FYTD 2011 Actuals 			 VISN 04			215			402			588			783			925			1,098			1,274			1,435			1,618			1,812			2,010			2,281








			FYTD 2012 Plan 			 VISN 05			121			223			318			423			517			613			723			826			959			1,072			1,188			1,288


			FYTD 2011 Plan 			 VISN 05			119			222			313			409			499			601			703			802			931			1,031			1,138			1,239


			FYTD 2011 Actuals 			 VISN 05			119			222			313			410			488			583			697			795			889			987			1,101			1,284








			FYTD 2012 Plan 			 VISN 06			261			431			615			780			936			1,114			1,299			1,492			1,677			1,859			2,040			2,470


			FYTD 2011 Plan 			 VISN 06			237			419			592			760			946			1,124			1,313			1,506			1,700			1,909			2,115			2,360


			FYTD 2011 Actuals 			 VISN 06			237			419			592			762			917			1,099			1,287			1,474			1,666			1,848			2,061			2,368








			FYTD 2012 Plan 			 VISN 07			220			443			661			874			1,083			1,280			1,497			1,716			1,942			2,158			2,400			2,643


			FYTD 2011 Plan 			 VISN 07			223			429			627			840			1,037			1,244			1,450			1,684			1,910			2,111			2,316			2,524


			FYTD 2011 Actuals 			 VISN 07			223			429			627			840			1,020			1,210			1,415			1,615			1,845			2,056			2,283			2,538








			FYTD 2012 Plan 			 VISN 08			328			674			1,019			1,366			1,689			2,027			2,350			2,661			2,949			3,241			3,593			3,900


			FYTD 2011 Plan 			 VISN 08			391			670			930			1,311			1,578			1,894			2,193			2,496			2,830			3,116			3,419			3,862


			FYTD 2011 Actuals 			 VISN 08			391			670			930			1,319			1,571			1,881			2,227			2,520			2,839			3,168			3,481			3,946








			FYTD 2012 Plan 			 VISN 09			233			402			579			746			922			1,093			1,272			1,433			1,618			1,785			1,938			2,123


			FYTD 2011 Plan 			 VISN 09			263			423			572			741			904			1,064			1,244			1,426			1,592			1,775			1,943			2,102


			FYTD 2011 Actuals 			 VISN 09			263			423			572			741			884			1,043			1,216			1,379			1,560			1,731			1,890			2,084








			FYTD 2012 Plan 			 VISN 10			200			336			487			627			775			927			1,064			1,212			1,345			1,484			1,625			1,756


			FYTD 2011 Plan 			 VISN 10			155			285			417			547			689			843			986			1,123			1,299			1,469			1,613			1,764


			FYTD 2011 Actuals 			 VISN 10			154			284			415			546			671			808			954			1,100			1,257			1,408			1,545			1,746








			FYTD 2012 Plan 			 VISN 11			204			351			498			645			799			952			1,112			1,278			1,427			1,582			1,737			1,889


			FYTD 2011 Plan 			 VISN 11			199			335			473			617			757			906			1,072			1,226			1,370			1,535			1,683			1,842


			FYTD 2011 Actuals 			 VISN 11			199			335			473			629			746			877			1,025			1,171			1,313			1,462			1,604			1,838








			FYTD 2012 Plan 			 VISN 12			186			344			514			691			855			1,030			1,210			1,387			1,558			1,733			1,904			2,069


			FYTD 2011 Plan 			 VISN 12			186			359			519			727			920			1,108			1,315			1,506			1,722			1,929			2,128			2,334


			FYTD 2011 Actuals 			 VISN 12			186			359			519			727			881			1,053			1,246			1,441			1,636			1,838			2,052			2,314








			FYTD 2012 Plan 			 VISN 15			181			333			494			667			811			979			1,150			1,312			1,462			1,630			1,776			1,979


			FYTD 2011 Plan 			 VISN 15			167			296			421			573			708			853			1,019			1,151			1,279			1,447			1,586			1,773


			FYTD 2011 Actuals 			 VISN 15			167			296			421			577			695			837			1,002			1,139			1,268			1,439			1,589			1,752








			FYTD 2012 Plan 			 VISN 16			389			703			959			1,245			1,511			1,764			2,044			2,331			2,582			2,880			3,186			3,478


			FYTD 2011 Plan 			 VISN 16			377			658			909			1,182			1,422			1,699			1,979			2,234			2,494			2,782			3,056			3,398


			FYTD 2011 Actuals 			 VISN 16			377			658			909			1,182			1,418			1,679			1,962			2,216			2,497			2,775			3,052			3,413








			FYTD 2012 Plan 			 VISN 17			252			418			593			798			958			1,116			1,307			1,479			1,636			1,811			1,953			2,145


			FYTD 2011 Plan 			 VISN 17			213			387			563			726			885			1,057			1,231			1,400			1,575			1,734			1,897			2,063


			FYTD 2011 Actuals 			 VISN 17			213			387			563			726			879			1,054			1,220			1,356			1,527			1,672			1,860			2,096








			FYTD 2012 Plan 			 VISN 18			191			335			485			635			767			914			1,052			1,200			1,354			1,519			1,690			1,878


			FYTD 2011 Plan 			 VISN 18			174			313			456			595			736			886			1,045			1,185			1,348			1,510			1,653			1,837


			FYTD 2011 Actuals 			 VISN 18			174			313			456			595			717			861			1,000			1,135			1,291			1,453			1,606			1,798








			FYTD 2012 Plan 			 VISN 19			132			244			352			467			569			672			796			903			1,024			1,159			1,273			1,401


			FYTD 2011 Plan 			 VISN 19			117			229			330			447			542			655			761			866			974			1,116			1,221			1,326


			FYTD 2011 Actuals 			 VISN 19			117			229			330			447			537			635			750			855			951			1,052			1,159			1,328








			FYTD 2012 Plan 			 VISN 20			214			382			538			715			865			1,033			1,217			1,386			1,548			1,734			1,907			2,090


			FYTD 2011 Plan 			 VISN 20			198			356			502			667			822			979			1,156			1,318			1,479			1,658			1,827			2,003


			FYTD 2011 Actuals 			 VISN 20			198			356			502			667			807			974			1,143			1,302			1,460			1,628			1,792			2,047








			FYTD 2012 Plan 			 VISN 21			223			430			621			826			1,004			1,206			1,419			1,617			1,828			2,027			2,259			2,490


			FYTD 2011 Plan 			 VISN 21			207			401			578			769			942			1,105			1,338			1,543			1,739			1,900			2,066			2,369


			FYTD 2011 Actuals 			 VISN 21			207			401			578			769			935			1,124			1,320			1,505			1,710			1,894			2,093			2,380








			FYTD 2012 Plan 			 VISN 22			237			469			710			956			1,174			1,380			1,622			1,840			2,031			2,272			2,478			2,759


			FYTD 2011 Plan 			 VISN 22			252			448			640			888			1,068			1,301			1,542			1,741			1,952			2,178			2,402			2,657


			FYTD 2011 Actuals 			 VISN 22			252			448			640			858			1,019			1,212			1,448			1,645			1,846			2,078			2,305			2,571








			FYTD 2012 Plan 			 VISN 23			198			368			552			736			908			1,085			1,287			1,471			1,647			1,844			2,011			2,266


			FYTD 2011 Plan 			 VISN 23			183			347			524			707			886			1,085			1,279			1,471			1,673			1,871			2,058			2,250


			FYTD 2011 Actuals 			 VISN 23			183			347			524			707			865			1,045			1,242			1,426			1,630			1,817			1,993			2,248








			FYTD 2012 Plan 			 VISN 99			654			1,308			1,962			2,616			3,270			3,924			4,578			5,232			5,886			6,540			7,194			7,848


			FYTD 2011 Plan 			 VISN 99			409			755			1,100			1,581			2,110			2,632			3,176			3,677			4,214			4,768			5,329			5,878


			FYTD 2011 Actuals 			 VISN 99			409			755			1,100			1,581			1,960			2,666			3,238			3,687			4,231			4,743			5,308			6,170








			FYTD 2012 Plan 			National			5,244			9,601			13,946			18,473			22,629			26,917			31,489			35,844			40,112			44,657			49,102			54,143


			FYTD 2011 Plan 			National			4,802			8,642			12,332			16,636			20,545			24,697			29,118			33,255			37,586			41,988			46,225			51,022


			FYTD 2011 Actuals 			National			4,801			8,642			12,331			16,595			20,010			24,230			28,620			32,552			36,786			41,087			45,461			51,460
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($ Millions)


VISN Station Total % Dist


Allocated $10 $2,689 $2,699 99.6%


Withheld $10 $10 0.4%


Total Funding $20 $2,689 $2,709 100%


FY 2013 Funding Allocation Summary
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FY13 Funding Allocation


			FY 2013 Funding Allocation Summary


			($ Millions)			VISN			Station			Total			% Dist


			Allocated			$10			$2,689			$2,699			99.6%


			Withheld			$10						$10			0.4%


			Total Funding			$20			$2,689			$2,709			100%





			Funding Totals For Initiatives Shown Below are Included Above


			Initiative “A”									0			N/Ap 


			Initiative “B”									0			N/Ap 
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$ %


VISN HQ


0 8 19 20 1 5%


358 MANILA


10 11 11 12 0 4%


459 HONOLULU


201 218 228 238 10 4%


570 FRESNO


183 195 200 210 10 5%


612 N. CAL HLTH CARE


505 520 535 554 19 4%


640 VA PALO ALTO HCS


764 819 835 878 43 5%


654 SIERRA NEVADA HCS


210 227 235 246 11 5%


662 SAN FRANCISCO


476 500 526 551 25 5%


Total Funding $2,348  $2,496  $2,589  $2,709  $119 5%


Allocated Funding: 4-Year Comparison


($ Millions)


2011 2012


Change 


(2012 to 2013)


2010 2013
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Field Allocation


						Allocated Funding: 4-Year Comparison


						($ Millions)			2010			2011			2012			2013			Change (2012 to 2013)


																					$			%


						VISN HQ			0			8			19			20			1			5%


						358 MANILA			10			11			11			12			0			4%


						459 HONOLULU			201			218			228			238			10			4%


						570 FRESNO			183			195			200			210			10			5%


						612 N. CAL HLTH CARE			505			520			535			554			19			4%


						640 VA PALO ALTO HCS			764			819			835			878			43			5%


						654 SIERRA NEVADA HCS			210			227			235			246			11			5%


						662 SAN FRANCISCO			476			500			526			551			25			5%


						Total Funding			$2,348			$2,496			$2,589			$2,709			$119			5%
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FYTD 


Var.


O N D J F M FYTD Annual Pct.


Total 302 492 656 904 1,087 1,279 1,272 2,576 1%


Personal Services 122 241 358 487 603 726 700 1,437 4%


Travel 21 23 24 28 29 31 28 53 12%


Contracts 98 128 151 224 258 282 313 588 -10%


Supplies 32 58 77 102 126 147 159 328 -7%


Equipment 2 3 3 4 5 6 2 14 193%


All Other 27 40 44 59 65 86 70 155 23%


Category 


($Millions)


FYTD 2013 Obligations FY 2013 Plan
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VISN 21


			Category ($Millions)			FYTD 2013 Obligations																		FY 2013 Plan						FYTD Var.


						O			N			D			J			F			M			FYTD			Annual			Pct.


			Total			302			492			656			904			1,087			1,279			1,272			2,576			1%


			Personal Services			122			241			358			487			603			726			700			1,437			4%


			Travel			21			23			24			28			29			31			28			53			12%


			Contracts			98			128			151			224			258			282			313			588			-10%


			Supplies			32			58			77			102			126			147			159			328			-7%


			Equipment			2			3			3			4			5			6			2			14			193%


			All Other			27			40			44			59			65			86			70			155			23%





&"Arial,Bold"VHA FY 2009 Obligation Plan by VISN
&A
&10(Dollars in Thousands)	
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FYTD 


Var.


O N D J F M FYTD Annual Pct.


Medical 


Equipment


2 3 3 4 5 6 2 12 179%


Beneficiary Travel 20 21 22 25 26 28 28 42 0%


NRM 0 1 2 4 7 26 7 39 287%


Leases 0 0 0 0 0 0 0 0 -


Minor Construction 0 9 9 9 9 9 9 68 0%


Contracts - Fee 


Basis


32 52 68 119 139 146 146 280 0%


Category 


($Millions)


FYTD 2013 Obligations FY 2013 Plan
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VISN 21


			Category ($Millions)			FYTD 2013 Obligations																		FY 2013 Plan						FYTD Var.


						O			N			D			J			F			M			FYTD			Annual			Pct.


			Medical Equipment			2			3			3			4			5			6			2			12			179%


			Beneficiary Travel			20			21			22			25			26			28			28			42			0%


			NRM			0			1			2			4			7			26			7			39			287%


			Leases			0			0			0			0			0			0			0			0			-


			Minor Construction			0			9			9			9			9			9			9			68			0%


			Contracts - Fee Basis			32			52			68			119			139			146			146			280			0%
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O N D J F M FYTD Annual


Total FTE 11,662 11,742 11,779 11,797 11,822 11,845 11,777 11,890


Physicians 1,036 1,050 1,060 1,063 1,067 1,068 1,053 1,060


Dentists 47 46 47 47 47 46 45 45


Registered Nurses 2,164 2,196 2,209 2,212 2,217 2,225 2,202 2,222


Non-Physician Providers 578 579 581 580 581 582 565 572


LPN/LVN/Nurse Assistants 1,170 1,185 1,195 1,199 1,202 1,205 1,195 1,204


Health Techs & Allied Health 2,751 2,755 2,762 2,771 2,778 2,785 2,725 2,757


Wage Board (P&H) 825 832 830 829 831 829 833 841


All Other 3,089 3,098 3,097 3,096 3,100 3,105 3,159 3,189


FYTD 2013 Actuals FY 2013 Plan


Category
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			Category			FYTD 2013 Actuals																		FY 2013 Plan						FYTD Var.


			Category			O			N			D			J			F			M			FYTD			Annual			Pct.


			Total FTE			11,662			11,742			11,779			11,797			11,822			11,845			11,777			11,890			-0%


			Physicians			1,036			1,050			1,060			1,063			1,067			1,068			1,053			1,060			-1%


			Dentists			47			46			47			47			47			46			45			45			-4%


			Registered Nurses			2,164			2,196			2,209			2,212			2,217			2,225			2,202			2,222			-1%


			Non-Physician Providers			578			579			581			580			581			582			565			572			-3%


			LPN/LVN/Nurse Assistants			1,170			1,185			1,195			1,199			1,202			1,205			1,195			1,204			-1%


			Health Techs & Allied Health			2,751			2,755			2,762			2,771			2,778			2,785			2,725			2,757			-2%


			Wage Board (P&H)			825			832			830			829			831			829			833			841			0%


			All Other			3,089			3,098			3,097			3,096			3,100			3,105			3,159			3,189			2%








&"Arial,Bold"Veterans Health Administration
FY 2012 FTE Operating Plan
&A
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						O			N			D			J			F			M			A			M			J			J			A			S


			FYTD 2013 Plan


			FYTD 2013 Actual			41			38			52			46			48


			FYTD 2013 Var (P/Pt.)			41			38			52			46			48			0			0			0			0			0			0			0
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						O			N			D			J			F			M			A			M			J			J			A			S


			FYTD 2013 Plan


			FYTD 2013 Actual			38			35			38			34			38


			FYTD 2013 Var (P/Pt.)			38			35			38			34			38			0			0			0			0			0			0			0
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						O			N			D			J			F			M			A			M			J			J			A			S


			FYTD 2013 Plan


			FYTD 2013 Actual			82			81			81			82			84


			FYTD 2013 Var (P/Pt.)			82			81			81			82			84			0			0			0			0			0			0			0
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						O			N			D			J			F			M			A			M			J			J			A			S


			FYTD 2013 Plan


			FYTD 2013 Actual			87			86			86			87			88


			FYTD 2013 Var (P/Pt.)			87			86			86			87			88			0			0			0			0			0			0			0
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			 			FYTD 2013 Plan 			FYTD 2013 Actuals			FYTD 2013 Var %			FYTD 2012 Actuals


			O			112,312			120,563			7%


			N			163,790			183,870			12%


			D			188,170			206,477			10%


			J			204,100						-100%


			F			208,842						-100%


			M			223,649						-100%


			A			234,000						-100%


			M			240,431						-100%


			J			245,735						-100%


			J			251,511						-100%


			A			257,652						-100%


			S			263,316						-100%












































Obligations


			OBLIGATIONS by VISN			VISN			OCT			NOV			DEC			JAN			FEB			MAR			APR			MAY			JUN			JUL			AUG			SEP








			FYTD 2012 Plan 			 VISN 01			253			417			590			797			965			1,154			1,374			1,555			1,735			1,944			2,130			2,316


			FYTD 2011 Plan 			 VISN 01			217			376			533			758			914			1,084			1,295			1,458			1,642			1,838			2,019			2,251


			FYTD 2011 Actuals 			 VISN 01			217			376			533			720			860			1,028			1,229			1,395			1,561			1,771			1,966			2,233








			FYTD 2012 Plan 			 VISN 02			160			225			297			394			462			533			625			691			755			848			915			1,067


			FYTD 2011 Plan 			 VISN 02			123			195			262			365			435			511			596			686			775			858			948			1,034


			FYTD 2011 Actuals 			 VISN 02			123			195			262			365			431			502			599			677			760			862			953			1,054








			FYTD 2012 Plan 			 VISN 03			168			336			504			672			839			1,005			1,173			1,341			1,513			1,680			1,845			2,007


			FYTD 2011 Plan 			 VISN 03			174			340			481			643			797			956			1,126			1,288			1,451			1,618			1,787			1,956


			FYTD 2011 Actuals 			 VISN 03			174			340			481			643			784			962			1,126			1,283			1,429			1,595			1,756			1,972








			FYTD 2012 Plan 			 VISN 04			240			429			598			797			951			1,115			1,320			1,480			1,639			1,853			2,063			2,282


			FYTD 2011 Plan 			 VISN 04			215			402			588			782			948			1,110			1,299			1,468			1,636			1,836			2,021			2,202


			FYTD 2011 Actuals 			 VISN 04			215			402			588			783			925			1,098			1,274			1,435			1,618			1,812			2,010			2,281








			FYTD 2012 Plan 			 VISN 05			121			223			318			423			517			613			723			826			959			1,072			1,188			1,288


			FYTD 2011 Plan 			 VISN 05			119			222			313			409			499			601			703			802			931			1,031			1,138			1,239


			FYTD 2011 Actuals 			 VISN 05			119			222			313			410			488			583			697			795			889			987			1,101			1,284








			FYTD 2012 Plan 			 VISN 06			261			431			615			780			936			1,114			1,299			1,492			1,677			1,859			2,040			2,470


			FYTD 2011 Plan 			 VISN 06			237			419			592			760			946			1,124			1,313			1,506			1,700			1,909			2,115			2,360


			FYTD 2011 Actuals 			 VISN 06			237			419			592			762			917			1,099			1,287			1,474			1,666			1,848			2,061			2,368








			FYTD 2012 Plan 			 VISN 07			220			443			661			874			1,083			1,280			1,497			1,716			1,942			2,158			2,400			2,643


			FYTD 2011 Plan 			 VISN 07			223			429			627			840			1,037			1,244			1,450			1,684			1,910			2,111			2,316			2,524


			FYTD 2011 Actuals 			 VISN 07			223			429			627			840			1,020			1,210			1,415			1,615			1,845			2,056			2,283			2,538








			FYTD 2012 Plan 			 VISN 08			328			674			1,019			1,366			1,689			2,027			2,350			2,661			2,949			3,241			3,593			3,900


			FYTD 2011 Plan 			 VISN 08			391			670			930			1,311			1,578			1,894			2,193			2,496			2,830			3,116			3,419			3,862


			FYTD 2011 Actuals 			 VISN 08			391			670			930			1,319			1,571			1,881			2,227			2,520			2,839			3,168			3,481			3,946








			FYTD 2012 Plan 			 VISN 09			233			402			579			746			922			1,093			1,272			1,433			1,618			1,785			1,938			2,123


			FYTD 2011 Plan 			 VISN 09			263			423			572			741			904			1,064			1,244			1,426			1,592			1,775			1,943			2,102


			FYTD 2011 Actuals 			 VISN 09			263			423			572			741			884			1,043			1,216			1,379			1,560			1,731			1,890			2,084








			FYTD 2012 Plan 			 VISN 10			200			336			487			627			775			927			1,064			1,212			1,345			1,484			1,625			1,756


			FYTD 2011 Plan 			 VISN 10			155			285			417			547			689			843			986			1,123			1,299			1,469			1,613			1,764


			FYTD 2011 Actuals 			 VISN 10			154			284			415			546			671			808			954			1,100			1,257			1,408			1,545			1,746








			FYTD 2012 Plan 			 VISN 11			204			351			498			645			799			952			1,112			1,278			1,427			1,582			1,737			1,889


			FYTD 2011 Plan 			 VISN 11			199			335			473			617			757			906			1,072			1,226			1,370			1,535			1,683			1,842


			FYTD 2011 Actuals 			 VISN 11			199			335			473			629			746			877			1,025			1,171			1,313			1,462			1,604			1,838








			FYTD 2012 Plan 			 VISN 12			186			344			514			691			855			1,030			1,210			1,387			1,558			1,733			1,904			2,069


			FYTD 2011 Plan 			 VISN 12			186			359			519			727			920			1,108			1,315			1,506			1,722			1,929			2,128			2,334


			FYTD 2011 Actuals 			 VISN 12			186			359			519			727			881			1,053			1,246			1,441			1,636			1,838			2,052			2,314








			FYTD 2012 Plan 			 VISN 15			181			333			494			667			811			979			1,150			1,312			1,462			1,630			1,776			1,979


			FYTD 2011 Plan 			 VISN 15			167			296			421			573			708			853			1,019			1,151			1,279			1,447			1,586			1,773


			FYTD 2011 Actuals 			 VISN 15			167			296			421			577			695			837			1,002			1,139			1,268			1,439			1,589			1,752








			FYTD 2012 Plan 			 VISN 16			389			703			959			1,245			1,511			1,764			2,044			2,331			2,582			2,880			3,186			3,478


			FYTD 2011 Plan 			 VISN 16			377			658			909			1,182			1,422			1,699			1,979			2,234			2,494			2,782			3,056			3,398


			FYTD 2011 Actuals 			 VISN 16			377			658			909			1,182			1,418			1,679			1,962			2,216			2,497			2,775			3,052			3,413








			FYTD 2012 Plan 			 VISN 17			252			418			593			798			958			1,116			1,307			1,479			1,636			1,811			1,953			2,145


			FYTD 2011 Plan 			 VISN 17			213			387			563			726			885			1,057			1,231			1,400			1,575			1,734			1,897			2,063


			FYTD 2011 Actuals 			 VISN 17			213			387			563			726			879			1,054			1,220			1,356			1,527			1,672			1,860			2,096








			FYTD 2012 Plan 			 VISN 18			191			335			485			635			767			914			1,052			1,200			1,354			1,519			1,690			1,878


			FYTD 2011 Plan 			 VISN 18			174			313			456			595			736			886			1,045			1,185			1,348			1,510			1,653			1,837


			FYTD 2011 Actuals 			 VISN 18			174			313			456			595			717			861			1,000			1,135			1,291			1,453			1,606			1,798








			FYTD 2012 Plan 			 VISN 19			132			244			352			467			569			672			796			903			1,024			1,159			1,273			1,401


			FYTD 2011 Plan 			 VISN 19			117			229			330			447			542			655			761			866			974			1,116			1,221			1,326


			FYTD 2011 Actuals 			 VISN 19			117			229			330			447			537			635			750			855			951			1,052			1,159			1,328








			FYTD 2012 Plan 			 VISN 20			214			382			538			715			865			1,033			1,217			1,386			1,548			1,734			1,907			2,090


			FYTD 2011 Plan 			 VISN 20			198			356			502			667			822			979			1,156			1,318			1,479			1,658			1,827			2,003


			FYTD 2011 Actuals 			 VISN 20			198			356			502			667			807			974			1,143			1,302			1,460			1,628			1,792			2,047








			FYTD 2012 Plan 			 VISN 21			223			430			621			826			1,004			1,206			1,419			1,617			1,828			2,027			2,259			2,490


			FYTD 2011 Plan 			 VISN 21			207			401			578			769			942			1,105			1,338			1,543			1,739			1,900			2,066			2,369


			FYTD 2011 Actuals 			 VISN 21			207			401			578			769			935			1,124			1,320			1,505			1,710			1,894			2,093			2,380








			FYTD 2012 Plan 			 VISN 22			237			469			710			956			1,174			1,380			1,622			1,840			2,031			2,272			2,478			2,759


			FYTD 2011 Plan 			 VISN 22			252			448			640			888			1,068			1,301			1,542			1,741			1,952			2,178			2,402			2,657


			FYTD 2011 Actuals 			 VISN 22			252			448			640			858			1,019			1,212			1,448			1,645			1,846			2,078			2,305			2,571








			FYTD 2012 Plan 			 VISN 23			198			368			552			736			908			1,085			1,287			1,471			1,647			1,844			2,011			2,266


			FYTD 2011 Plan 			 VISN 23			183			347			524			707			886			1,085			1,279			1,471			1,673			1,871			2,058			2,250


			FYTD 2011 Actuals 			 VISN 23			183			347			524			707			865			1,045			1,242			1,426			1,630			1,817			1,993			2,248








			FYTD 2012 Plan 			 VISN 99			654			1,308			1,962			2,616			3,270			3,924			4,578			5,232			5,886			6,540			7,194			7,848


			FYTD 2011 Plan 			 VISN 99			409			755			1,100			1,581			2,110			2,632			3,176			3,677			4,214			4,768			5,329			5,878


			FYTD 2011 Actuals 			 VISN 99			409			755			1,100			1,581			1,960			2,666			3,238			3,687			4,231			4,743			5,308			6,170








			FYTD 2012 Plan 			National			5,244			9,601			13,946			18,473			22,629			26,917			31,489			35,844			40,112			44,657			49,102			54,143


			FYTD 2011 Plan 			National			4,802			8,642			12,332			16,636			20,545			24,697			29,118			33,255			37,586			41,988			46,225			51,022


			FYTD 2011 Actuals 			National			4,801			8,642			12,331			16,595			20,010			24,230			28,620			32,552			36,786			41,087			45,461			51,460




































































































image14.emf

FYTD 


O N D J FYTD Annual Pct.


Total 


Uniques


116,756 177,682 198,046 0 0     243,865  -


Priority 1-6


98,990 145,904 161,598 0 0     196,922  -


Priority 7-8


17,766 31,778 36,448 0 0       46,942  -


FY 2013 Plan Category


FYTD 2013 Actuals
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VISN 21


			Category			FYTD 2013 Actuals												FY 2013 Plan						FYTD Var.


						O			N			D			J


						O			N			D			J			FYTD			Annual			Pct.


			Total Uniques			116,756			177,682			198,046			0			0			243,865			-


			Priority 1-6			98,990			145,904			161,598			0			0			196,922			-


			Priority 7-8			17,766			31,778			36,448			0			0			46,942			-
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FY13 - 3rd Quarter Report 
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VISN 21 Strategic Alignment



VISN 21 Priorities

Top VISN 21 Strategies for FY13
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Project Name: Enhance Veteran Focus and Experience

Project POCs: Alicia Adams (SNHCS) & Patricia Almond (CCHCS)



What is the overall current state of your initiative?  Each facility has completed their baseline assessment (see attachment). From this facilities will develop target goals to improve and increase Veteran involvement at their facilities. 



Is the initiative on-track according to your Team’s self-reported timeline?  Yes, Aim #1, Task #1 is complete. Each facility has completed its’ baseline assessment (see attachment). Facilities  are now able to develop target goals based off the information they have from their assessment.  Each facility is now proceeding to Task #2 increase Veterans participation and Task #3 develop a metric to measure this increased participation. Aim #2, Task #1 & Task #2 to  develop two methods to  communicate the ICARE principles to Veterans, families and staff is in progress. Each facility is communicating this in different ways. Facilities have shared ideas and best practices on the bi-weekly conference calls. Products produced in regards to Aim #2 have been posted on the VISN 21 PCC SharePoint as a resource for other facilities to use.



What are the most critical challenges and next steps that your team must address to insure continued progress towards meeting your AIMS?  Some facilities continue to have no dedicated person for PCC with staff  working collateral duty which slows progress on the AIMS and the TASKS associated with them. Some facilities are in a re-building mode since losing Veterans from various committees. Facilities are finding it more challenging to stay focused with competing priorities. All facilities will continue to share successful strategies and best practices to support and sustain progress.



Are there any adjustments to the information provided in your team’s original Charge or AIMS that you plan to make in the coming quarter?    Some facilities will make adjustments to their Aims.



Any other comments/feedback?  Some facilities are looking at the strategic alignment of Patient Centered Care and System Redesign. This idea has been discussed on some of the bi-weekly conference calls.





Executive Sponsors:  Kurt Schlegelmilch & Joanne Krumberger

Project Start Date: 02/15/13
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Project Name: Systems Redesign  Capability 

Project POCs: Imee Maragay (PAHCS) &

Judy Daley (VISN 21) 

Executive Sponsors: Lisa Freeman

Project Start Date: 10/1/2012 

Overall current state of succession planning HPI:

VISN 21 SR initiatives are on track to be met according to the workgroup’s timeline

Major milestones and accomplishments to date include:

ThedaCare trainings have been coordinated; A3-Managing to Learn and Coaching for Improvement are scheduled. Fresno, Northern California, and Reno completed the first workshop, A3-Managing to Learn and Coaching for Improvement

VISN completed LOIW training May 8-9  and Yellowbelt training May 10

Each facility is conducting at least two improvement projects and providing updates at monthly VISN SR workgroup calls (Hawaii is exempt)

Each site has at least one dedicated SR staff member 



Critical challenges and next steps to insure continued progress:

Challenges: 

Sites to continue hiring SR dedicated staff

Uncertainty of commitment of existing efforts by incoming leadership at Northern California, San Francisco and Hawaii

Critical Next Steps: 

All sites to complete ThedaCare training by the end of FY13

 Sites to complete at least two improvement projects  by the end of FY13 and continue efforts using tools and techniques learned through ThedaCare training

Face-to-Face meeting September 5 to discuss SR FY14 goals

Adjustments to information provided in team’s original Charge or AIM:

N/A

Other Comments/Feedback:

 Workgroup continues to be a useful resource for sites to share lessons learned and best practices

Imperative that V21 Leadership declare “Lean” is leadership (versus improvement) philosophy for V21 for FY14
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Project Name: 

Succession Planning 

Project POC: David Leo (PAHCS)

Executive Sponsor: 

Dave Mastalski and Susan Shyshka

Project Start Date: 2.15.13

Overall current state of succession planning HPI:

Team on track to meet exit survey participation rate aim #1 goal. Q3 exit surveys completed has increased over Q2

Aim #3 accomplished by 5 workgroups to address identified critical succession planning issues: physician recruitment/retention, EDRP, mentoring, supervisor training, and Veteran representation

Physician recruitment/retention: New physician job posting, tentative offer templates

EDRP: 100% allocation. First time in many years that all funds have been allocated

Mentoring: Currently performing a baseline of mentoring efforts based on facility surveys

Supervisor training: Establish VISN supervisor training team composed of facility HRD’s

Veteran representation: Special Emphasis Program pilot at San Francisco



Ongoing bi-weekly meetings with great group participation



Initiative timeline update:

Aim #1 to increase exit survey participation is on track

Aim #3 is on schedule



Critical challenges and next steps to insure continued progress:

Aim #1: Continued supervisor and HR adherence to new facility exit survey processes 

Aim #3: Workgroups providing progress updates at each team meeting



Adjustments to information provided in team’s original Charge or AIM:

Aim #2 has been postponed until next FY

More clarification on Aim #3



Other Comments/Feedback:

None
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Project Name: Psychological Safety 

Project POCs: Helen King (PAHCS) 

Executive Sponsor: Gloria Martinez (PAHCS) & Jack Shantz (CCHCS)

Project Start Date: 2.15.13

Overall current state of Psychological Safety HPI:

AIM #1: Team on track to review and analyze AES and Safety perception Surveys. 

Aim #2: Determining number of staff at each facility the number of staff education in medical team 

AIM #3  Assessing which facilities have/are implementing CREW and current what stage of development.

Will be meeting 2 times per  month and FY 2013 has moved into 4th QTR.



Initiative timeline update:

Aim #1: On schedule as planned

AIM #2: Ramping up and slightly behind schedule. 

Aim #3: On schedule as planned



Critical challenges and next steps to insure continued progress:

Aim #1-  #3: Highly complex subject matter heavily dependent on organization culture.



Adjustments to information provided in team’s original Charge or AIM:

Aim #2 has been adjusted to include “Stop the line” initiative.



Other Comments/Feedback:

None
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Project Name: Research  Advocacy 

Project POCs: 

Carl Grunfeld, (SFVAMC) & MaryAnn O’Brien (SFVAMC)

Executive Sponsors: 

Diana Nicoll & 

William F. Dubbs

Project Start Date: 2/7/2013








		Overall current state of Research HPI:
Aim #1: completed in Q. 2
Aim #2: facilities developed and implemented targeted strategic plans to promote research based on needs assessment outcomes:
Strategies include on-site presentations geared toward employees and Veterans; outreach events with community partners, such as VSOs, research nonprofits, and schools; incorporation of research content into Veteran and employee newsletters and facility websites; development of PR materials, informational handouts, and research displays 
All facilities actively participated in Research Week, employing the above strategies
Each facility is tracking the # of promotional materials distributed, # of attendees at research events, and # of press releases and published research articles  
Aim #3: Received green light to post article on the VISN 21 website in Q. 4. The article will: 
Provide highlights of the research being conducted at each facility 
Focus on the critical role research plays in advancing clinical care
Educate Veterans about the opportunities they have to participate in research
Initiative timeline update:
Aim #1: completed
Aim #2: on track
Aim #3: on track
Critical challenges and next steps to insure continued progress:
Aim #2 challenges: geographic barriers to outreach, challenges in tracking and measuring impact of activities; next steps: build upon strategies implemented in Q. 3 and initiate remaining planned activities
Aim #3 next steps: draft and submit article  
Adjustments to information provided in team’s original Charter or AIM:
Aim #3: article will not be published in Federal  Practitioner, which is a peer-reviewed journal, but will instead be posted on VISN 21 website
Other Comments/Feedback:
None
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Project Name: Improve Telephone Access and Response

Project POC:  

Pat Moran

Is the Initiative On Track According to Self-Reported Timeline?    

The following revised timeline proposal is under consideration: 

	1/31/14: Knowledge Base and Communications Tools “Go Live” date

	3/31/14: Virtualization and load balancing implementation date for VAPAHCS and VASNHCS

Representatives from all workgroups will meet together on July 30th- 31st.

Knowledge Base: working on obtaining and creating scripts for call center agents

CRM: VistA/CPRS integrated version is on track for deployment on 8/23/13

IT Infrastructure: Per IT, hardware in place at VASNHCS; telephone install required at VAPAHCS; working on Auto Attendant standardization / Cisco Agent Configuration 

Executive Sponsor: 

Jane Dutton Morris  & Pat Moran (VISN 21 Lead Project)

Project Start Date: 9/1/12








Overall Current State of the FtP V21 PACT Call Center Pilot Initiative:  

We will not likely meet the FY2013 VA TAMMCS Aim:  

“By 9/30/13 the VASNHCS Centralized Communications Center and the VAPAHCS Telephone Care Program Call Center will be integrated via a telephony solution which includes load balancing.”  The Aim Statement also has 3 corollaries, related to VSSC call center metrics and meeting this part of the Aim Statement remains possible.   

Labor Relations Concerns: 120 day delay during which the pilot continued to move forward, whenever possible: Specific PACT Teams participating in the pilot were identified, work on the Customer Relationship Management (CRM) software application continued, and a Call Flow Map/Measure Workshop was held in May that yielded agreements on:

Standardized clinical and administrative call flows between call centers and PACT Teams

Communication tools between call centers and PACT Teams

Draft Roles and Responsibilities for call center staff

Permission to move forward with implementation was granted by VACO LMR on 5/30/2013.  Workgroups were re-convened in June.
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Project Name: Improve Telephone Access and Response

Continued



Comments / Feedback:

Facilities must be engaged in access re-design if they have not yet done so.  It will not matter how fast calls are answered or how efficient call center agents are if there are no appointments available or call center agents do not have access to clinics to schedule appointments.  

Adjustments to Original Charge or Aim?

Yes; there is insufficient time remaining to implement a virtual, centralized call center in a safe and appropriate manner in FY 2013.

Critical Challenges / Next Steps to Ensure Progress Towards Meeting Aim:

Insufficient time remaining to develop and implement standardized processes / revise timeline / groups to be held accountable for  meeting Task Tracker due dates established after timeline is revised

Telephony Solution: need increased Region 1 support, guidance / meetings scheduled with Region 1 telephony expert

Change Management: must have sufficient time for affected staff to achieve proficiencies in multiple new processes (e.g., scheduling, scripting, etc.), telephone systems, software applications / adjust timeline and Task Tracker, identify trainer, develop a training plan

CRM: No funding for FtP CRM identified for FY14 or beyond; we will not be able to access CRM after 9/30/13 unless funding obtained / VACO CBO and OIT VRM pursuing funding / some expected functionalities may not be available

No funding confirmed for pilot in FY14 / VACO CBO pursuing funding for all VHA PACT Call Center Pilots in FY14







9



HPI FY 2013 TIMELINE

		COMPLETED		FY 13 DATE/QUARTER		HPI Team-Collaborative - AIM/GOAL

		x		February 22, 2013		Complete Vision, Analysis, and Team sections of the embedded HPI Project Charter template.
Report at SPB and/or ELF (to be scheduled) on initial progress and identify any immediate challenges/barriers 

		x		March 18, 2013		Complete appropriate parts of remaining Aims, Map, Measure, Change, and Sustain sections of the embedded document for your team.
Report at SPB and/or ELF on progress (to be scheduled)

		x		2nd Quarter Progress Report
(due March 29, 2013)		Complete Q2 Progress Report Template (to be provided) which will include Q3 Next Steps and identify any Challenges/Barriers/Course Corrections needed.

		x		3rd Quarter progress Report
(due June 28, 2013)		Complete Q3 Progress Report Template (to be provided) and submit Q4 Next Steps and Identify any Challenges/Barriers/Course Corrections needed.

				4th Quarter  “Thursday ELF” VTEL HPI Reports		To Be Scheduled

				End of FY Report
(due September 27, 2013) 		Teams will be scheduled to present an end of year report to Network and Facility leadership (to be scheduled). 
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Facts About the Veterans Health Administration (VHA)



· 6 million patients treated in 2010

· More than 1,600 sites of care.  Includes 152 hospitals, 965 outpatient clinics, 133 community living centers, and 293 Vet Centers

· 244,000 employees

· More than 20,000 physicians and more than 53,000 nurses 

· 139,000 volunteers provided more than 12.5 million hours of service in 2010

· More than 75 million outpatient visits in 2010

· Nearly 680,000 inpatient admissions in 2010

· The number of women Veterans using VA healthcare doubled from 2000 (160,000) to 2010 (315,000)

· VA provides more public data about quality and safety than any healthcare system in the world.  www.hospitalcompare.va.gov, www.hospitalcompare.hhs.gov. 

· Affiliations with more than 1,200 educational institutions

· More than 100,000 health care students receive clinical training from VA each year



Did you know VHA …?

· Created the nicotine patch to help people stop smoking

· Performed the first successful liver transplant

· Invented the cardiac pacemaker

· Pinpointed genes for HIV, diabetes, and obesity susceptibility

· Identified schizophrenia gene and developed a unique preventive drug

· Created the bionic ankle

· Contributed to the development of the CAT (or CT) scan

· Developed new drugs and treatment for diseases such as AIDS/HIV, diabetes, Alzheimer's, and osteoporosis

· Originated the use of Bar Code Medical Administration to prevent inpatient prescription errors.

· Reduced a common healthcare-associated infection (MRSA) by more than 60 percent in intensive care units nationwide

· Created the first enterprise-wide Electronic Health Record

· Jointly performed the first U.S. hand transplant with University of Pittsburgh

· Since 2007, rescued more than 18,000 Veterans in serious danger of suicide through Veterans Crisis Line and counseled more than 490,000 callers.
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Introduction

Welcome

Welcome to the VHA Mandatory Training for Trainees course. As a trainee in a Veterans Affairs
(VA) facility, paid or unpaid, you are required to fulfill Federal requirements for training. Consisting
of 14 modules, this course was designed to meet your informational needs and allow you to
function safely and effectively in your trainee role. The course also provides links to source
documents and policies that may be useful to you in specific circumstances. To be most effective,
the course should be completed prior to the start of your VA rotation.

To complete this educational activity participants must:

e participate in 100% of the course activities;

e complete the web—based training program;

e complete each lesson exam with a minimum score of 80% or greater, if you do not pass
the first time you may retake the exam; and

e complete the program evaluation.

Important Note: A certificate of completion will be generated upon completion of the entire
course and must be printed and hand—carried, mailed, or emailed to your individual VA
facility for you to receive credit for the required training. It is strongly recommended that you
retain a copy for your records.

The course does not need to be completed in a single sitting. The bookmark feature will allow you to
start where you left off, even if you are accessing the course from a different computer, and will allow
you to navigate to different lessons in the course using the main menu.





Mission of VA/Patient Population/Customer Service/Constitution

Introduction to: Mission of VA/Patient Population/Customer Service
Constitution

Goal Statement
Welcome to the Mission of VA/Patient Population/Customer Service/Constitution lesson. In this
lesson, you will learn how VA'’s unique history evolved to serve veterans’ needs, and you will
discover how VA's core values and service standards were designed to serve this unique group
of people.
Objectives
After completing this lesson, you will be able to:

o identify the major characteristics of VA customers;

e list VA customer service principles, including the core values and service standards;

e describe the most common medical illnesses and mental health issues associated with
military service, including the signature injury of OIF/OEF Veterans; and

e describe the importance of PTSD and suicide prevention in our Veteran patients.





Mission of VA/Patient Population/Customer Service/Constitution

Mission of VA/Patient Population/Customer Service/Constitution Overview

Serving over 5 million veterans a year, the Veterans Health Administration (VHA) provides
medical and rehabilitative treatment of all kinds, from acute to long term care. The Department of
Veterans Affairs (VA) plays a preeminent role in educating physicians, nurses, and other
healthcare professionals. More than half of the clinicians currently practicing in the United States
received some part of their training in a VA facility.

The VA became a cabinet level department in 1989 and is part of the executive branch of the
government defined in the Constitution of the United States. The Secretary of Veterans Affairs
serves in the President’s cabinet. All people working in the VA system should be familiar with the
VA's stature as a cabinet—level agency, and its place in the executive branch of the US
government.

Explore the Constitution of the United States [http://72.32.50.200/constitution/].
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Mission of VA/Patient Population/Customer Service/Constitution

VA Mission

Today's modern VA is a dynamic partnership with a shared mission divided between three
administrations:

e The VHA manages one of the largest healthcare systems in the world.

e The Veteran Benefits Administration (VBA) supplies compensation and vocational
assistance to disabled veterans.

e The National Cemetery Administration (NCA) honors veterans with a final resting place
and lasting memorials that commemorate their service to our Nation.

Working as One VA, these administrations proudly provide responsive, timely, and
compassionate service to those who served our Nation.

VA Mission

"To care for him who shall have borne the battle and for his widow and his orphan."

Abraham Lincoln made that pledge to America’s Civil War veterans during his Second

Inaugural Address, in 1865. Nearly a century and a half later, the VA is still making good on
President Lincoln’s promise.





Mission of VA/Patient Population/Customer Service/Constitution

Whom Do We Serve?

Eligibility for most veterans’ health care benefits is based solely on active military service in the
Army, Navy, Air Force, Marines, or Coast Guard (or Merchant Marines during WW Il), as long as
the veteran was honorably discharged. There are also other categories of eligibility:

e reservists and National Guard members who were called to active duty by a Federal
Executive Order may qualify for VA health care benefits; and

e returning service members, including Reservists and National Guard members, who
served on active duty in a theater of combat operations have special eligibility for hospital
care, medical services, and nursing home care for two to five years following discharge
from active duty.

Remember that health care eligibility is not just for those who served in combat. Other groups
may be eligible for some health benefits. Also, veteran’s health care facilities are not just for men.
VA offers full-service health care to women veterans as well.

Generally, a service—connected disability is one that was incurred or aggravated while on active
duty in the military. Veterans may be eligible for additional benefits related to their service
connected condition, but veteran’s health care is not just for service—connected injuries or
medical conditions.





Mission of VA/Patient Population/Customer Service/Constitution

Customer Service in the VA

VA's key customers are veterans and their families. All trainees must treat veterans and their
families with the care and respect they deserve. Equally important are your interactions with
internal customers, including VA employees, volunteers, contractors, and other trainees. The
VA's core values and service standards can be used to guide the behavior of all VA employees
and trainees. Most of these concepts follow common sense and courtesy, and reflect the way
most people would like to be treated.

VA Core Values:

e Trust: the basis for the caregiver—patient relationship and fundamental to all that we do in
health care, it is based upon having confidence in the honesty, integrity, and reliability of
the caregivers and the VA system of health care

¢ Respect: honoring the dignity and worth of our patients, co—workers, and the systems we
are a part of

¢ Commitment: a pledge to assume responsibility for our individual and collective actions

o Compassion: demonstrating empathy and caring in responding to our patients and co—
workers

o Excellence: performance of the highest quality.

To learn more refer to: VA Core Values [http://www.va.gov/JOBS/VA_In_Depth/ mission.asp#2]

VA Service Standards:

e Staff courtesy toward patients, families, visitors, and co—workers

e Timely access to health care

e One healthcare team is in charge of each patient’s care and is in charge of the
coordination of care

e Respect for patient preferences and the provision of physical comfort and emotional
needs

e Access to specialty care in a timely manner when required

To learn more refer to: VA Service Standards [http://www.cem.va.gov/cem/anca/css.asp]

All VA treatment team members are expected to act as first—line patient advocates, ensuring that
patient rights are provided for and respected for each patient, and problems or complaints are
addressed. Because of the importance of patient satisfaction to the VA healthcare mission, you
may be contacted by a patient care advocate to provide assistance in resolving a patient’s
complaint. If this happens, you and your supervisor are encouraged to cooperate with the patient
advocate in the resolution of the complaint. Veteran customer service programs measure
veterans’ experiences and opinions of the care they receive at VA by systematically collecting
and evaluating veteran satisfaction information. Targeted actions are taken based on data
collected by VA's Office of Quality and Performance, Patient Advocate Complaint and/or
Compliment data, feedback from Veterans’ organizations, and data about waiting times for
appointments. Facilities utilize this data in strategic planning and veteran satisfaction initiatives.
Veteran satisfaction is also measured at each VA facility, including patient waits and staff
courtesy, through a variety of mechanisms such as direct patient interviews, mystery shoppers,
surveys, and comment cards. Overall patient satisfaction varies between individual facilities, but
is usually above 85%.
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Mission of VA/Patient Population/Customer Service/Constitution

Service Specific Medical llinesses and Mental Health Issues

VA has seen a wide range of common service-connected medical injuries. Health risks
associated with specific military actions or periods include:

WWIl/Korea
e Cold Injury
e EXxposure to nuclear weapons (including testing or cleanup)
e Chemical warfare agent experiments

Cold War
e Nuclear testing

Vietnam
e Agent Orange exposure
e Hepatitis C

Gulf Wars
e Smoke exposure
e Leishmaniasis
e Immunizations
e Chemical or biological agents
e Depleted uranium (DU)

Operation Enduring Freedom/Operation Iraqgi Freedom (OEF/OIF)
e Traumatic brain injury (TBI) or spinal cord injury
e Combined penetrating, blunt trauma, and burn injuries (blast injuries)
e Mental health issues
e Vision loss
e Traumatic amputation
e Multi-drug resistant acinetobacter
e Leishmaniasis
e Depleted uranium (DU)

All eras
e Post—traumatic Stress Disorder (PTSD)

Traumatic Brain Injury

Thousands of service members are returning with TBI, deemed by many as the
"signature injury" of the OEF/OIF conflicts. The signs and symptoms of TBI may not be
readily apparent. All returning OEF/OIF veterans should be screened for TBI and
potentially related consequences, which may be physical, cognitive, emotional, or social.

Post—traumatic Stress Disorder

PTSD is a common diagnosis in our veterans, regardless of service era. Although PTSD
symptoms can begin right after a traumatic event, PTSD is not diagnosed unless the
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symptoms last for at least one month, and either cause significant distress or interfere
with work or home life. To be diagnosed with PTSD, a person must have three different
types of symptoms: re—experiencing symptoms, avoidance and numbing symptoms, and
arousal symptoms. Nightmares, flashbacks, and insomnia are common symptoms of
PTSD. All veterans in our system should be screened for PTSD.





Mission of VA/Patient Population/Customer Service/Constitution

Suicide Prevention

Unfortunately, suicide in the veteran population is a significant and growing problem and is often
related to military experiences and other related or unrelated social problems. As a trainee in the
VA system, you may encounter someone who is considering suicide or who demonstrates
several warning signs of potential suicide. Suicide is preventable; therefore it is important to be
able to recognize the warning signs of suicide and know what action to take if you encounter
someone who has suicidal tendencies or is making threats of suicide. Signs of suicide include:

e threatening suicide;

o talking about death or suicide;

e seeking access to, or obsession with, drugs, guns, weapons, or other means of
personal harm;

e substance abuse;

e depression and expression of hopelessness;

o withdrawal from friends, family, or work;

e (giving away possessions that have family or personal meaning; and

e making statements like "they will understand or miss me when | am gone".

If you encounter someone demonstrating any of these warning signs, do not be judgmental or
confrontational. Always notify your supervisor if a patient is exhibiting any warning signs of
potential suicide. Working with your supervisor, ask if they are thinking about suicide (For
example: Are you feeling hopeless about the present/future? If yes ask...Have you had thoughts
about taking your life? If yes ask...When did you have these thoughts and do you have a plan to
take your life? Have you ever had a suicide attempt?). You should also work with your supervisor
to assure the patient’'s immediate safety and determine the most appropriate treatment setting.
Possible options include:

refer for mental health treatments or assure the follow—up appointment is made;
inform and involve someone close to the patient;

limit access to means of suicide; and/or

increase contact and make a commitment to help the patient through the crisis.

Most VA medical facilities have a Suicide Prevention Coordinator who may be contacted to
intervene, determine the level of threat, and begin the referral process for treatment. Be aware of
the warning signs of potential suicide; as a person with direct patient contact, you may be the first
link in the recognition and prevention process.





Mission of VA/Patient Population/Customer Service/Constitution

Honoring Our Veterans

Please remember: Military service is distinct among all vocations. It deserves our respect and
gratitude, whether or not a veteran saw combat action, was called to foreign soil, or was injured in

battle.
Any man or woman who has served in active duty in the military can tell you:

about the pain of being away from loved ones;
about the physical and emotional stress;
about the fear of being called to make the ultimate sacrifice; and

about the camaraderie and the pride.

Please honor our nation’s veterans during your training time in VA.





Mission of VA/Patient Population/Customer Service/Constitution

Summary for: Mission of VA/Patient Population/Customer Service/
Constitution

In this lesson, you learned about the mission and background of VA. You also learned about the
people served by VA and the core values and service standards.

You should now be able to:

identify the major characteristics of VA customers;
list VA customer service principles, including the core values and service standards;

e describe the most common medical illnesses and mental health issues associated with
military service, including the signature injury of OIF/OEF Veterans; and

e describe the importance of PTSD and suicide prevention in our Veteran patients.





Trainee Supervision

Introduction to: Trainee Supervision

Goal Statement
Welcome to the Trainee Supervision lesson. In this lesson, you will learn how VA'’s trainee
supervision standards and guidelines help to ensure safe patient care.
Objectives
After completing this lesson, you will be able to:
e explain the core principles of current VA trainee supervision guidelines;
e recognize that there are local supervision monitoring requirements for each facility; and

e locate the mandated supervision requirements for a particular clinical setting and type of
trainee.





Trainee Supervision

Trainee Supervision in VHA

VA has a statutory mission embedded in legislation to train health professionals "for VA and the
Nation." VA takes this commitment to train health professionals very seriously. In a health care
system where patient care and the training of health care professionals occurs simultaneously,
there must be a clear delineation of responsibilities to ensure that safe patient care is delivered.
During the care of our veteran patients, you, the trainee, will learn your discipline—appropriate
knowledge, skills, and behaviors.

Whether the sponsor of your program is the VA itself or an educational partner institution like a
medical school, nursing school, associated health professions school, or teaching hospital, VA
programs follow all of the standard requirements of accrediting and certifying bodies for health
professions education.





Trainee Supervision

General Principles About Supervision Guidelines
There are some general principles about supervision that each trainee should understand:

1. Your supervisor has the ethical and legal responsibility to personally care for the patients
you are involved with. Because of that, your supervisor should be kept up to date on all
clinical developments, positive or negative. Your supervisor should be familiar with each
patient, either directly through face—to—face contact, or indirectly through substantial
conversation and discussion.

2. Your supervisor should be clearly identified in the medical record so that all readers of
the medical record recognize your supervisor’s personal involvement and input. One
easy way to document supervision is to add a few sentences to your own note explaining
how your supervisor was involved. The documentation must state that your supervisor
was involved and describe the degree of his/her involvement.

3. You will be allowed progressively more independence in patient care only as you
demonstrate success in the attainment of your core competencies. As you acquire the
knowledge and judgment that accrue with experience, you are allowed the privilege of
increased responsibility for patient care in a gradual and systematic way.

4. Trainee supervision will occur wherever patient care is delivered — including, but not
limited to inpatient care, outpatient care, community and long—term care, emergency
care, and the performance and interpretation of diagnostic and therapeutic procedures.

Documentation of supervision may take four forms:

1. Independent Progress note by the supervisor;

2. Addendum to a trainee note by the supervisor;

3. Co-signature of a trainee note by the supervisor; and

4

Documentation of involvement by a supervisor is reflected in the trainee note.

Example Supervision Involvement Statement:

& vistA CPRS

File Edt View Action Options Tools Help (
ZEIFIR TITTZ AMS Jan 30.09 15:26 Prinary Care Team Unassgned |
S5AN Dec 02,1906 (221 | Provider,
Last 25 Signed Mobes IMITIAL MEDICAL RESIDENT VISIT Jan 30.2009@15
= E‘ New Mote in Progress Wt 01/30/08 ACUPUNCTURE CLINIC

B Jan 30,09 INITIAL MEDICAL RESI
= B Allsigned notes
Dec 31.08 LTC DAY NURSING A
+ [ Oct 24,08 PRIMARY CARE NO 5H
Sep 03,08 CRISIS NOTE, GIULTR
@ [ Feb05.08 IMED INFORMED CONS
i L3
&l ] Feb 05,08 IMED INFORMED CON

|
I have seen and discussed the patient with my supervising practitioner, Dr. J
Smith. Dr. Swith agress with my ascessment and plan.
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Trainee Supervision

Supervision Guidelines

For physician, podiatry, optometry, and dental residents, there is a VA policy that describes the
rules about supervision (see Resident Supervision Handbook [http://www1.va.gov/
vhapublications/ViewPublication.asp?pub_ID=1289]). Note that the physical presence of your
supervisor is required when care is delivered in:

all outpatient clinics;

extended care settings;

emergency department;

all OR cases; or

all non—routine, non—OR procedures

A policy for the Supervision of Associated Health Trainees [http://www1.va.gov/vhapublications/
ViewPublication.asp?pub_ID=1754] is also available online. This policy contains supervision rules
for those health professionals not covered by the Resident Supervision Handbook with the
exception of medical and dental students. The principles of supervision for associated health
trainees are generally the same or similar to those for physician, podiatry, optometry, and dental
residents. Further information regarding clinical trainee guidelines and opportunities may be
found at http://www.va.gov/oaa.

VA does not yet have a written policy governing the supervision of medical students and dental
students. However, one is anticipated by spring of 2009. Medical and dental students can place
documentation in the medical record; however, any documentation authored by students may not
be used for medical, legal, or billing purposes, unless it is accompanied by an addendum from the
supervising practitioner. Co—signature alone is insufficient documentation of supervision of
medical and dental students. The attending or resident who is operating under the same
attending must perform and document an independent assessment and plan for the patient. A
medical/dental student note without an addendum or accompanying independent attending or
resident note cannot be taken to be an official record of patient care. Individual facilities may have
specific guidelines about student documentation and your supervisor should inform you of these.
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Summary for: Trainee Supervision

VA is committed to training health professionals "for VA and the Nation." The trainee supervision
standards and guidelines that you learned in this lesson help to ensure that safe patient care is
delivered. You should now be able to:

e explain the core principles of current VA trainee supervision guidelines;
e recognize that there are local supervision monitoring requirements for each facility; and

e locate the mandated supervision requirements for a particular clinical setting and type of
trainee.





Information Security

Introduction to: Information Security

Goal Statement

Welcome to the Information Security lesson. In this lesson, you will learn some key techniques for
keeping VA's information secure.

Objectives
After completing this lesson, you will be able to:

o identify the principles of computer and data security, including encryption, password
protection, authorized use of computers, and data transmission/usage including
appropriate use of thumb drives, laptops, email and text messaging;

¢ identify the circumstances when the facility Information Security Officer should be
contacted; and

o define "limited personal use" of government computers and systems.
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Information Security Overview

Congress mandates that all VA employees, contractors, and all other users of VA information and
VA information systems complete computer security training, including trainees, even if you come
to VA for a brief rotation! Information security helps you understand what you need to do to

ensure:
o confidentiality, integrity, and the protection of veterans’ Personally Identifiable Information
(P1);
e timely and uninterrupted flow of information throughout VA systems; and

e the protection of VA information and information systems from fraud, waste, and abuse.
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Confidentiality

Confidentiality at VA means information is available only to those people who need it to do their
jobs to take care of patients. To maintain confidentiality you must:

e understand what information you have access to and why;

e read and follow remote access security policies;

e only access information systems through approved hardware, software, solutions, and
connections;

e take appropriate steps to protect information, network access, passwords, and
equipment;

e control access to patient files or information saved on disks or other media (such as
thumb drives or CDs); and not use automatic password—saving features found on web
sites.

Promptly report to your ISO (Information Security Officer) if you are concerned that any
personally identifiable information (PIl) has been compromised. If you do not know your 1SO, ask
your supervisor. Every VA facility has an ISO who can help you with any questions you may
have.
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What are the VA National Rules of Behavior?

Prior to being granted access to VA's information and information systems, you must agree to the
VA National Rules of Behavior
[http://www.va.gov/oaa/Archive/VA_Handbook_6500_appd_G.pdf], stating you have read,
understand, and will abide by these security rules. The VA National Rules of Behavior must be
read and signed each year. The education office at your VA facility will inform you of the process
for completing the Rules of Behavior. The VA National Rules of Behavior also contain the
consequences of inappropriate behavior. Consequences may include a written reprimand, being
asked to leave your VA rotation, etc. depending upon the violation.
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Electronic Transfer of Data or Files
E—mail

Electronic mail (e—mail) helps us do our jobs faster. But using e—mail also has risks. Since e-mail
is not private, never use e—-mail to send VA sensitive personal information about veterans unless
the e—mail can be encrypted according to Federal guidelines(sometimes referred to as FIPS 140—
2 approved). Because most trainees at VA will not be assigned a personal VA computer or VA
encryption certificates, trainees should not send veteran personally identifiable information (PII)
by e—-mail.

Text Messaging

Text messaging that is not encrypted according to Federal guidelines should not be utilized to
send VA sensitive information about veterans.

Removable Storage Media

Removable storage media may be convenient, but certain security requirements must be followed
when using them. All removable storage devices that connect to VA's resources via USB ports
(thumb drives, external ports, etc.) must be encrypted with FIPS 140-2 approved encryption.
Only VA approved and issued thumb drives are allowed within VA. In certain circumstances,
trainees may be required to use Removable Storage Media within the VA system to perform
activities related to their educational program. Ask your supervisor how to apply for this
permission.

Peer-to-Peer Programs

Public peer—to—peer (P2P) file sharing refers to programs that let anonymous files be shared
between computers. There are times when using P2P is helpful. But most of the time, these
programs break the law by sharing copyrighted music, videos, and games. Freewire is one
example of a public P2P program. P2P programs also can be used to spread viruses and
"spyware". For example, someone could use spyware to get information that could be used to
steal your identity, buy items on a veteran’s credit card, or collect personal financial information
about a VA employee. Public peer-to-peer is not allowed at VA and most P2P networks are
blocked. If you think your computer may have P2P software or spyware, tell your 1SO.
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Social Engineering

Social engineering is when a person tries to gain your trust in order to get information and
resources which he or she can use for harm. This is an important information security issue.

If people ask you for VA personally identifiable information, such as your password, or information
about VA patients or employees, make sure you know who they are and whether they have
permission to obtain the information as part of their job. A social engineer posing as an IT
specialist, for example, can gain access to patient and employee information if you give them
your password. Contact your supervisor prior to giving any information if you are in doubt.
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Passwords

Passwords are an essential part of any security program. VA systems require you to use strong
passwords. Strong passwords must:

e Have at least eight characters (i.e., Gabc123&).
o Use at least three of the following four kinds of characters:

o Upper—case letters (ABC...)

0 Lower—case letters (...xyz)

0 Numbers (0123456789)

0 Special characters, such as #, &, *, or @
When you log into a VA system, the combination of your user name and password identifies YOU
as the person accessing the system and information. All actions taken after you log into the
system are identifiable back to you, so it is important that you never share your log in
information. If someone else uses your account information, you are responsible. Never use
another person’s password for any reason, even if your password is forgotten, inactive, not
working, or if someone asks you to log on for him or her.

Other important points about passwords:

e Don't use words found in a dictionary

e Dont use personal references (names, birthdays, addresses, etc.).

e Change your passwords at least every 90 days. If you suspect someone may know
your password, change it immediately and inform your ISO.

e Don't allow others to view the keyboard when you type your password.

e If you have several passwords to remember you may write them down, but keep them
in a locked place so no one else can get to them.

For more information about passwords, ask your supervisor or ISO.
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Remote Access to VA Information Systems

In certain circumstances, trainees may require and obtain remote access to the VA system to
perform patient care or other activities. You are only allowed to access VA systems while off site
if you have your supervisor’s permission. This special access is called "VPN" or "RESCUE." Ask
your supervisor how to apply for this permission.

Wireless Networks

Due to wireless technologies’ convenience, it is being used by many federal agencies. An
important item to note here is that the only time a computer is permitted to connect to the VA
network wirelessly, is if the connection is encrypted using VA-sanctioned encryption software (i.e.
“FIPS 140-2 compliant”). Improperly used wireless technologies can introduce a multitude of
vulnerabilities to the VA’'s network. If as a VA trainee, you need to use a wireless network to
perform your VA duties, make sure that you receive guidance from your supervisor and/or your
facility 1ISO for further information.
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Additional Safe Use Guidelines

Please remember some additional basic information security concepts that help to protect
patients’ information:

e Lock or log off your computer when you walk away from it. This will prevent an
unauthorized user from performing tasks or accessing information using your account.

¢ When sending a fax, you must confirm that the fax was received at its destination. You
should follow up a fax with direct contact to the receiving individual to assure that the fax
was received.

e Never talk about a veteran’s case in a public place or to anyone who does not have the
need to know.

e If you print PIl, make sure you take it from the printer right away and keep it stored in a
secure place. Make sure to print to the correct printer in a secure location.

e Protect all information and only access information you need to do your job.

¢ You may only access, use, or send VA information from a VA—owned laptop, handheld
computer, or storage device that is encrypted according to Federal guidelines. You may
only use your home computer, personal laptop, or personal storage device if it meets
specific requirements and you have received special permission to do so.

e You may not share VA information with anyone else.

e You must not share your user name or password—or instructions on how to access the
VA network—with anyone else.
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Viruses

Follow these guidelines to prevent viruses from infecting VA computers:

Most virus protection software on VA computers within facilities is maintained by VA
information technology staff, but if you are ever issued a VA computer, you should make
sure to keep the virus protection software up to date.

Always be cautious when opening e-mail from people you don't know. Since most
computer viruses are spread by e-mail, do not open e-mail attachments that are from
people you do not know.

Never forward or reply to chain mail or hoax messages. Delete them, preferably without
opening them. If you accidentally open the e-mail, close it and delete it.

Never open e-mails with inappropriate subject lines.

Learn to recognize the signs of a virus infection, such as a computer reacting slowly,
failing to start, losing files, or degradation of memory capacity.

If you think a security incident has occurred, you should:

write down the date, time, and location the incident took place as well as the computers
that may have been affected;

write down any error messages that showed up on your computer screen;

write down any Web addresses, server names, or IP addresses involved in the incident;
document what happened, when, and the computer’s ID number; and

tell your ISO what happened.
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Backups

You may be given VA network space where you can save VA work done in word processing
programs, etc. Information saved on network spaces and information entered into the
Computerized Patient Record System (CPRS) is routinely backed up. However, if you are saving
information on a local hard drive (C: drive), it is important to remember to back up your
information. Options for back-up include an individual’'s VA network space and VA encrypted
portable storage media.

If you have any concerns about how the information on your C: drive should be backed up,
contact your supervisor or local IT staff.





Information Security

Limited Personal Use of Government Computers and Systems

You may have the privilege of some limited personal use of certain Government resources, such
as computers, e-mail, Internet access, and telephone, and fax services. This benefit is available
only when it:

does not interfere with official VA business;

is performed on your own non-work time;

involves no more than minimal expense to the Government; and
is legal and ethical.
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Inappropriate Use of Government Computers and Systems

Personal use may be limited or eliminated at any time, especially if you abuse these privileges.
Restrictions for personal use of resources can vary between VA facilities.

Examples of misuse or inappropriate use include the following:

e Any personal use that could cause congestion, delay, or disruption of service to any
Government system or equipment. For example, continuous data streams, video, sound,
or other large file attachments that degrade performance of VA's network. If you are
streaming music to your team room to have background music, that is a violation. But if
you are downloading large image files for your radiology rotation, that is acceptable.

e Using VA systems as a staging ground or platform to gain unauthorized access to other
systems.

e The creation, copying, transmission, or retransmission of chain letters or other
unauthorized mass mailings regardless of the subject matter.

e Activities which are illegal, inappropriate, or offensive to fellow employees or the public.
Such activities include hate speech or material that ridicules others on the basis of race,
creed, religion, color, sex, disability, national origin, or sexual orientation.

e The creation, downloading, viewing, storage, copying, or transmission of sexually explicit
or sexually oriented materials. In fact, accessing some of these materials may be a
criminal offense and prosecutable under state or federal law.

e The creation, downloading, viewing, storage, copying, or transmission of materials
related to gambling, illegal weapons, terrorist activities, and any illegal activities or
activities otherwise prohibited.

e Use for commercial purposes in support of for profit activities or other outside
employment or business activity (e.g. consulting for pay, sales or administration of
business transactions, sale of goods or services).

e Engaging in any outside fundraising activity, endorsing any product or service,
participating in any lobbying activity, or engaging in any prohibited partisan political
activity.

o Posting VA information to external newsgroups, bulletin boards, or blogs without
authority, including any use that could create the perception that VA endorses the
content.

e Posting revealing patient details.

e Any use that could generate more than minimal additional expense to the government.

e The unauthorized acquisition, use, reproduction, transmission, or distribution of any
controlled information including computer software and data, that includes privacy
information; copyrighted, trademarked, or material with other intellectual property rights
beyond fair use; proprietary data; or export-controlled software or data.

To protect yourself, you should discuss your limits and responsibilities with your supervisor or
ISO. More can be read about limited personal use of government equipment in VA Directive
6001.
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VA Information Security Policies and Links

VA Directives

VA Directive and Handbook 6500, Information Security Program

VA Directive 6300, Records Information Management

VA Directive 6301, Electronic Mail Records

VA Directive and Handbook 0710, Personnel and National Information Security

VA Directive 6001, Limited Personal Use of Government Office Equipment Including Information
Technology

VA Directive 6502, VA Enterprise Privacy Program

VA Directive 6371, Destruction of Temporary Paper Records

VA Handbook 6500.2, Managing Security and Privacy Incidents

Federal Policies

Federal Information Security Management Act (FISMA) Title 111, 2002 E-Gov Act

OMB Circular A-130, Appendix Ill, Security of Federal Automated Information Resources

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Clinger-Cohen Act of 1996

OMB Memorandum M-06-16, Protection of Sensitive Agency Information

OMB Memorandum M-06-20, FY 2006 Reporting Instructions for the Federal Information
Security Management Act and Agency Privacy Management (July 17, 2006)

NIST Special Publications — Computer Security Resource Center — CSD — 800 Series

Privacy Act of 1974 (5 USC 552a)
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Summary for: Information Security

In this lesson, you learned the importance of keeping information secure. Following the VA’'s
Cyber Security guidelines helps to keep veterans’ information private and prevent loss of data.
You should now be able to:

e identify the principles of computer and data security, including encryption, password
protection, authorized use of computers, and data transmission/usage including
appropriate use of thumb drives, laptops, email and text messaging;

¢ identify the circumstances when the facility Information Security Officer should be
contacted; and

¢ define "limited personal use" of government computers and systems.
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Introduction to: Privacy

Goal Statement

Welcome to the Privacy lesson. In this lesson, you will learn which types of patient information
may be shared and methods for protecting patients’ privacy.

Objectives

After completing this lesson, you will be able to:

e list the following three important facts related to privacy:
o individually identifiable information related to drug abuse, alcoholism, sickle cell
anemia, and HIV have special protection and regulations for disclosure;
0 each facility has a Privacy Officer and a Release of Information Office, available
to clarify types of information and to whom it may be conveyed; and
o all patient information transmitted to a school or an educational program
institution should be de-identified.
¢ identify what information may be released with or without signed, written authorization by
the patient and what information can be disclosed to another provider for treatment; and
o identify what constitutes a violation of privacy/confidentiality and how to prevent them
(emalil, text messaging, fax, computer screen, printers, telephone conversation, and
hallway conversation), as well as, how to report violations.





Privacy
Privacy Overview

VA patients have a right to know that their personal and clinical care information is protected. It is,
therefore, of utmost importance that you follow regulations regarding privacy in the performance
of your duties at the VA.

There are several statutes, including the Freedom of Information Act, the Privacy Act (FOIA), and
the Health Insurance Portability and Accountability Act (HIPAA) that govern the use of identifiable
patient information. Many of these statutes are applicable in both VA and non-VA facilities, but
the VA has additional statutes to follow.

Both inside and outside of VA, serious penalties (i.e. criminal and civil penalties such as fines or
imprisonment) may be incurred for privacy violations. Misuse of or improperly guarding patient
information is a serious matter.

Example Statute

For example, 38 U.S.C. 7332 provides special protection of information relating to treatment of
drug abuse, alcoholism, sickle cell anemia, and HIV.
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Individually Identifiable Information

Usually, a code that includes the first initial of the last name, and the last four digits of the
social security number (such as Z1234), in the absence of other personally indentifiable
information, is not considered personally identifiable.

Individually identifiable information is protected under the privacy statutes. Examples of
individually identifiable information include a patient’s full name, full social security number, birth
date, or any combination of personal (ex: room number) or clinical elements (ex: diagnoses) that
could allow identification of the specific patient.
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Check Your Knowledge 1

An employee from another VA Medical Center calls your VHA facility requesting Joe Veteran’'s
health information for the purposes of coordinating treatment. Should you provide Joe’s
information?

Select Yes or No

Feedback:

e Yes: Individually identifiable information can be used by VHA employees on a need to
know basis in the performance of their official duties for the purposes of treatment,
payment, and healthcare operations without written authorization from the patient;
therefore, you would provide the requested information after confirming the identity of
person on the phone.

e No: Sorry, that's incorrect. Individually identifiable information can be used by VHA
employees on a need to know basis in the performance of their official duties for the
purposes of treatment, payment, and healthcare operations without written authorization
from the patient; therefore, you would provide the requested information after confirming
the identity of person on the phone.
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Sharing Identifiable Patient Information with Other Providers for Treatment

With a few exceptions, sharing individually identifiable information with a provider within or
outside of the VHA system for the purposes of treatment (or payment of healthcare operations)
does not require prior written authorization of the patient.

The exceptions, for which prior written authorization is required, include:

o Information related to VA treatment of Drug abuse, Alcoholism, Sickle cell anemia, and
diagnosis or treatment of HIV ("DASH") (38 U.S.C. 7332) (if communicated outside of VA
facilities or to non—VA providers) Exception 1 — DASH

e Psychotherapy notes (even between VA facilities) Exception 2 — Psychotherapy

Exception 1 — DASH

If information about VA treatment of drug abuse, alcoholism, sickle cell anemia, or diagnosis or
treatment of HIV must be provided to a non—VA provider, please have your supervisor, clerical
staff in your area, or your facility Release of Information Office (or equivalent) assist you. A
patient or his or her legal representative must sign VA Form 10-5345 (Request for and
Authorization to Release Medical Records of Health Information). Completed forms must be
taken to the Facility’s Release of Information Office (if not completed by them). Because veterans
have the right to inquire about all requests for their records, the facility must keep track of all
information requests.

Exception 2 - Psychotherapy

Please contact your supervisor, the facility Release of Information Office, or your facility Privacy
Officer about regulations regarding release of psychotherapy notes.
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Procedures When an Individual or Third Party Requests that their
Information be Released

Limited portions of patient records, such as lab tests or a recent progress note, may be printed
and given to the patient for the purpose of patient education. Exceptions to this rule include
information related to treatment of drug abuse, alcoholism, sickle cell anemia, and diagnosis or
treatment of HIV and psychotherapy notes.

All other requests for patient information from an individual or third party require signed
authorization and should go through your VA facility’s Release of Information Office.

Remember that releasing information to the patient’s spouse or close relative is not permitted
unless done with the patient’s consent.

If you have a question about releasing VA patient information to a patient or an outside party,
including family members of veteran, refer to your supervisor or the facility Release of Information
Office (or equivalent).

Release Forms

e Form 10-5345a; Individual's Request for a Copy of their Own Health Information
e VA form 10-5345 Request for and Authorization to Release Medical Records of Health
Information
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Check Your Knowledge 2

A person calls a VA Medical Center requesting a copy of their spouse’s medical record. The
veteran has not completed a written authorization. Should the required information be provided?

Select Yes or No

Feedback:

e Yes: Sorry, that's incorrect. The VA Medical Center personnel cannot provide the spouse
a copy of the medical record without the signed written authorization of the veteran
(except in rare circumstances).

Refer the spouse to the Release of information (ROI) Unit to obtain additional information
on how to appropriately obtain a copy of the significant other's medical record and to
confirm that other authority (e.g., Power of Attorney) is not present.

e No: The VA Medical Center personnel cannot provide the spouse a copy of the medical
record without the signed written authorization of the veteran (except in rare
circumstances).

Refer the spouse to the Release of information (ROI) Unit to obtain additional information
on how to appropriately obtain a copy of the significant other's medical record and to
confirm that other authority (e.g., Power of Attorney) is not present.
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Sharing VA Patient Information with your School or Educational Program

Your school or educational program may ask you to share information in the form of a procedure
or case log, as part of a conference presentation, in written work, etc. Remember that information
about VA patients that is transmitted to your school or educational program should not contain
specific patient identifiers.

Example
The patient’s last initial (e.g., Mr. S.) may be used in a log turned into your school or program,
but the patient’s full name (e.g., Mr. John Smith) may not.

You should contact your supervisor if your school or educational program requires that specific
patient identifiers be included in information transmitted to the school. If you have a question
about a privacy issue or ever need to report a privacy violation, contact your supervisor or the
facility Privacy Officer.
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Disposal of Documents or Media Containing Personally Identifiable
Information

It is important to remember that paper containing personally identifiable information (such as sign-
out lists, copies of patient records, test results, etc.) be shredded or placed in approved, locked
paper disposal containers. Do not leave patient information on work tables, at nursing stations,
etc. Notify your supervisor if there is no container or shredder available in or near your work
place. If you need to dispose of information on portable media or on computers, contact your
supervisor or 1SO.
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Summary for: Privacy

This lesson discussed the privacy regulations involved in the performance of your duties at the
VA. Specifically, you learned how to protect individually identifiable information and how to
respond to requests for information. You should now be able to:

e list the following three important facts related to privacy:
o individually identifiable information related to drug abuse, alcoholism, sickle cell
anemia, and HIV have special protection and regulations for disclosure;
o each facility has a Privacy Officer and a Release of Information Office, available
to clarify types of information and to whom it may be conveyed; and
o all patient information transmitted to a school or an educational program
institution should be de—identified whenever possible.
e identify what information may be released with or without signed, written authorization by
the patient and what information can be disclosed to another provider for treatment; and
o identify what constitutes a violation of privacy/confidentiality and how to prevent them
(email, text messaging, fax, computer screen, printers, telephone conversation, and
hallway conversation), as well as, how to report violations.
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Introduction to: Safety/Occupational Health/Fire and Other Emergencies

Goal Statement

Welcome to the Safety/Occupational Health/Fire and Other Emergencies lesson. In this lesson,
you will learn critical procedures for ensuring a safe environment for yourself, fellow VA staff, and
patients.

Objectives

After completing this lesson, you will be able to:

e state that the VA strives to provide a safe and healthful work environment, which includes
providing trainees with appropriate tools to perform their jobs safely (safe needles,
personal protective equipment);

e describe the trainee's role in responding to a fire or other emergency; and
e describe what to do in the event of a blood/body fluid exposure.
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VA’'s Safe and Healthful Work Environment

The VA strives to maintain a safe and healthful work environment, which includes:
e Providing trainees with the appropriate equipment to enable them to safely perform their
roles
e Having procedures in place to assure that trainees get the proper evaluation and
treatment should an exposure, injury, or occupational iliness occur
e Having procedures in place for dealing with fires and other emergencies

The VA Occupational Safety and Health (OSH) Program is a national initiative whose main
objective is to prevent occupational injuries and illnesses in all VA Healthcare Facilities. As a part
of this program, all VA facilities must have programs to monitor and reduce or eliminate work-
related injuries and illnesses.

Prevention

As a trainee at a VA facility, you will be provided with the proper materials to safely perform your
job. Personal protective equipment available at no cost includes:

Eye and face shields

Gloves

Gowns

Needles (where possible with guards, i.e., "safer" devices)
Respirators (disposable N95s, or powered air purifying respirators)

If you do not have or do not believe that you have the proper materials to safely perform your job,
contact your supervisor or the unit supervisor in your area to assist you with requesting or
locating the necessary equipment or materials.
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Blood and Body Fluid Exposure

Blood and body fluid exposure is of particular concern to those working in clinical areas.
Remember to use personal protective equipment whenever it is indicated. Also remember that, to
prevent accidental needle stick injury and potential exposure to infectious agents, place all
needles and needle-containing devices in a marked puncture proof container. Needles should not
be recapped, placed in the regular trash containers, nor be placed on a tray or table top for later
disposal.
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Procedures When Exposed to Blood or Other Body Fluids

Despite the best preventative measures, accidental blood or body fluid exposure may still occur.
If you are exposed to blood or other body fluids, follow these procedures:
e Wash the affected area and remove any contaminated clothing
e Go to the Occupational Health Office for evaluation as soon as is possible
e Report the exposure to your supervisor. Your supervisor or the Occupational Health Unit
will initiate recording of the injury to meet Federal reporting requirements.
e Prophylactic medications are available for the appropriate circumstances. Someone from
your team will be asked to request that viral blood work be obtained from the patient
involved if this information is not already available.

Note: Your school or educational program may require or encourage you to report any
exposures to them since it has potential impact on disability and workman’s compensation
programs supplied by them. Please be sure that you are aware of your school or educational
program’s requirements.

Be sure to follow through with your VA Occupational Health Office as directed after you leave VA
to assure that all follow-up and monitoring has been completed.
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Fire and Other Emergencies: RACE

In the event of a fire or other emergency, follow the instructions of your supervisor, the unit
supervisor in your area, or other VA staff member.

The basic procedures to follow in the event of a fire may be remembered using the acronym
RACE.

Select each letter of the acronym to learn more.

Race — R-A-C-E

The R in race is for Remove. Remove all persons in immediate danger to safety. This action may
include moving patients to another zone on the same floor, another floor, or outside the building.
Please check with your supervisor or the unit supervisor in your area about whether or not you
may assist with relocating patients.

The A in race is for Activate. Activate closest alarm.
The C inrace is for Close. Close fire doors and windows to prevent the spread of smoke and fire.

The E in race is for Extinguish. Extinguish the fire.
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Fire and Other Emergencies: PASS

You should be familiar with the procedure for using a fire extinguisher if you are asked to assist in
extinguishing a fire. Procedures may be remembered using the acronym.

Select each letter of the acronym to learn more.

Pass — P-A-S-S

The P in pass is for Pull. Pull the pin breaking the plastic seal.
The A in pass is for Aim. Aim at the base of the fire.

The first S in pass is for Squeeze. Squeeze the handles together.
The second S in pass is for Sweep. Sweep from side to side.
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Safety/Occupational Health/Fire and Other Emergencies

Procedures in the Case of an Injury, or lliness

Each VA facility has procedures in place to assure that trainees get the proper evaluation and
treatment in the case of an injury or occupational illness. If you experience an injury or
occupational illness during your VA rotation, immediately notify your supervisor and report to your
facility’s Occupational Health Office (or equivalent) for evaluation and documentation of the event.
In most VA facilities, trainees should report to the Emergency Room for evaluation and care
during non—business hours. The VA will assess your condition, stabilize you if necessary, and
arrange for your care to be continued with your chosen medical provider.
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Safety/Occupational Health/Fire and Other Emergencies

Summary for: Safety/Occupational Health/Fire and Other Emergencies

In this lesson, you learned general procedures for performing your job safely and ensuring a safe
environment for both workers and veterans. You should now be able to:

e state that the VA strives to provide a safe and healthful work environment, which includes

providing trainees with appropriate tools to perform their jobs safely (safe needles,
personal protective equipment);

e describe the trainee’s role in responding to a fire or other emergency; and
e describe what to do in the event of a blood/body fluid exposure.
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Patient Safety

Introduction to: Patient Safety

Goal Statement

Welcome to the Patient Safety lesson. This lesson will help you become more aware of the
concepts of patient safety and the VHA patient safety program.

Objectives

After completing this lesson, you will be able to:

describe your role in VA's patient safety program;

define adverse events and close calls and the difference between expected outcomes
and adverse events;

recall that adverse events and close calls should be reported to the your supervisor;
describe the importance of good communication (e.g. read backs, handoffs);

recall that the Joint Commission Patient Safety Goals are a VA priority; and

describe the key infection control practices and procedures at VA (to include hand
washing).

Page 51 of 106





United States Department of Veterans Affairs
Mandatory Training for Trainees

Patient Safety

Promoting Patient Safety

Patient safety is the foundation of quality patient care. Each VA Medical Facility is dedicated to
the identification and correction of unsafe practices and conditions that may affect patient health
and safety. As a trainee in the VA system, you are responsible for joining your supervisor and all
VA staff to ensure the safety of patients by reporting any condition or event that results in harm to
a patient or may have the potential to cause harm. Any unsafe practice, event, or condition
should be reported to your supervisor or the facility patient safety manager. Unsafe practices,
events, or conditions may include:

patient falls;

medication errors;

procedure errors or complications;
missing patients, assaults;
suicidal behaviors;

reactions to medications;
unexpected deaths; and

close calls.

View the VHA National Patient Safety Improvement Handbook
[http://www1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1695].
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Patient Safety

Patient Safety Goals

Patient safety and patient safety goals are a priority in the VA system. Patient safety is a very
important part of hospital accreditation requirements necessary for the operation of healthcare
facilities. The Joint Commission is a nationwide accrediting body that inspects healthcare facilities
to ensure compliance with patient safety goals and regulations.

There are several Joint Commission National Patient Safety Goals (NPSG)
[http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/09_hap_npsgs.htm]
that most trainees should be aware of in their day—to—day activities. The following is a list of some
of the things you should remember about the Joint Commission NPSG’s for 2008 and 2009

Patient Identification

Identify the patient using at least two patient identifiers when providing care, treatment, or
services. For example, ask the patient for both a name and telephone number. The patient must
recite the information themselves, not merely affirm the information.

Communications

Read back of Verbal Orders: For verbal or telephone orders or for telephonic reporting of critical
test results, verify the complete order or test result by having the person receiving the information
record and then read back the complete order or test result, which is then confirmed as correct by
the person who gave the order. This should be done in a timely manner.

Abbreviations: Only use allowed abbreviations, acronyms, symbols, and dose designations for
your facility. Many older abbreviations, especially the Latin abbreviations, have been banned
because they are not clear or are easily confused with other words. For all hospitals, the list of
abbreviations not to be used includes at a minimum the following:

e Uyu

e U

e Q.D.,QD,q.d.,qd

e Q.0.D, QOD, g.0.d, god
e Trailing zero (X.0 mg)2

e Lack of leading zero (.X mQ)

e MS
e MSO4
e MgSO4

Hand Offs: Each VA facility has a standardized approach to hand off communications about a
patient when another person will be covering for a time. The transfer of a patient between
caregivers, departments, or wards is a key time for patient safety errors. The sending and
receiving persons should engage in a patient handoff, in which all current patient data such as
their name and identifier, address, lab values, known allergies, condition, present treatments, and
medications are exchanged and examined by both the sending and receiving caregivers or unit
personnel. Good communication between caregivers and patients is important in preventing
errors that can endanger patients. Each handoff includes an opportunity to ask and respond to
guestions. There is a standardized software package that has been deployed for this purpose.
Please check with your supervisor about the standard that has been defined in your VA facility.
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Medication Safety

e All Joint Commission accredited facilities must take initiatives to prevent errors involving
the interchange of look—alike/sound-alike drugs and use of anticoagulation therapy.

e All medications, medication containers (for example, syringes, medicine cups, basins), or
other solutions on and off the sterile field must be labeled.

Infection Control

e As you enter and leave a patient’'s room, or between patient contacts, cleanse your
hands using an alcohol-based rub and/or antibacterial soap and water.

e To perform a moderately invasive procedure, such as the insertion of a central
intravenous catheter, wash and disinfect your hands before putting on sterile gloves and
again after the procedure and follow proper techniques (e.g., site preparation, drapes,
etc.). Contact your supervisor regarding any questions about the proper procedures.

e Contaminated materials (i.e. the presence or the reasonably anticipated presence of
blood or other potentially infectious materials on an item) such as gloves, drape, and
sponges or any solid waste that is generated in diagnosis, treatment, or immunization are
potential sources for spreading infectious agents and should be disposed of in
appropriately labeled containers.

Medication Reconciliation

All Joint Commission accredited facilities must have a process for comparing the patient’s current
medications with those ordered for the patient. You must communicate a complete list of the
patient’s medications to the next provider of service when a patient is referred or transferred to
another setting, service, practitioner, or level of care within or outside the organization. The
complete list of medications is also provided to the patient on discharge from the facility.

Fall Risk

All Joint Commission accredited facilities must implement a fall reduction program including an
evaluation of the effectiveness of the program.

Patients’ Active Involvement

Encourage patients’ active involvement in their own care as a patient safety strategy. Define and
communicate the means for patients and their families to report concerns about safety and
encourage them to do so.

Universal Protocol for Procedures

Joint Commission’s Universal Protocol is intended to ensure that procedures are performed on
the correct patient and at the right site. Required elements of the universal protocol include a pre—
procedure verification process, marking the procedure site, and performing a time—out with the
procedure team. Trainees who are expected to perform or participate in procedures should view
the VHA’s Ensuring Correct Surgery Directive. You should receive additional information about
how the universal protocol is implemented from your VA facility.
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Patient Safety

Adverse Events

Adverse events, untoward incidents, therapeutic misadventures, iatrogenic (procedure related)
injuries, or other adverse occurrences directly associated with care or services provided within
the jurisdiction of a medical center, outpatient clinic, or other VHA facility. Adverse events may
result from acts of commission or omission (e.g., administration of the wrong medication, failure
to make a timely diagnosis or apply the appropriate therapeutic intervention, adverse reactions or
negative outcomes of treatment). Some examples of more common adverse events include:

patient falls;

adverse drug events;

procedural errors or complications;

completed suicides;

parasuicidal behaviors (attempts, gestures, and threats); and
missing patient.
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Patient Safety

Close Calls

A close call is an event or situation that could have resulted in an adverse event, but did not,
either by chance or through timely intervention. Such events have also been referred to as "near
miss" incidents. An example of a close call would be a surgical or other procedure almost
performed on the wrong patient due to lapses in verification of patient identification, but caught
prior to the procedure. Close calls are opportunities for learning and afford the chance to develop
preventive strategies and actions; they receive the same level of scrutiny as adverse events that
result in actual injury. They require reporting and documentation in the Patient Safety Information
System (PSIS).

VA and other healthcare institutions have internal and external processes for monitoring and
addressing issues that contribute to adverse events and close calls to prevent them from
happening again. These processes include Root Cause Analyses (RCA'’s) and Healthcare Failure
Mode and Effect Analyses (HFMEA's). Trainees can participate in promoting VA'’s culture of
patient safety by following VA policies designed to promote patient safety and by reporting close
calls and adverse events to supervisors as soon as they are observed.

The next page describes RCA’'s and HFMEA'’s in more detalil.
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Patient Safety

Processes for Monitoring Issues Contributing to Close Calls

RCA and HFMEA are processes for monitoring and addressing issues that contribute to adverse
events and close calls.

Root Cause Analyses (RCA)

RCA is a process for identifying the basic or contributing causal factors that underlie variations in
performance associated with adverse events or close calls. An RCA is a specific type of focused
review that is used for all adverse events or close calls requiring analysis. In an RCA, an
interdisciplinary team evaluates multiple possible contributing factors and systematically
determines the 'root cause’ of the adverse event or close call. Actions and outcome measures are
developed and implemented to address the root cause(s).

Healthcare Failure Mode and Effect Analyses (HFMEA)

HFMEA is a tool that is to proactively evaluate health care processes. HFMEA uses an
interdisciplinary team, process and subprocess flow diagramming, failure mode and failure mode
cause identification, a hazard scoring matrix, and a decision tree algorithm to identify system
vulnerabilities. As part of the process, actions and outcome measures are developed and
implemented.
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Patient Safety

Check Your Knowledge 3
Example Scenarios

The following are examples of adverse events and close calls that should be brought to the
immediate attention of your supervisor so proper action may occur and ultimately the safe care
we provide to our patients will be enhanced. Think about each scenario and then match the
appropriate label.

Case 1l

The nursing staff was providing a patient with routine a.m. care, which consisted of showering the
patient in the shower room on the ward. The patient was seated in a chair being washed when he
slid off the chair and hit his face, hip, and shoulder. The patient was examined by the doctor and
had x—rays ordered. No fractures were noted. The patient was followed closely and neurological
status remained normal.

Select Adverse or Close Call

Adverse
That's correct! This case is an example of an Adverse Event.

Close Call
Sorry that’s incorrect. A close call is an event or situation that could have resulted in an adverse
event, but did not, either by chance or through timely intervention.

Case 2

The YXZ brand monitor did not trigger an alarm in the SICU when it should have. The nurses
observed the monitor failure and reported it. No patient injury occurred.

Adverse
Sorry that’s incorrect. An adverse event is an untoward incident, therapeutic misadventure,
iatrogenic injury, or other adverse occurrence directly associated with care or services.

Close Call
That's correct! This case is an example of a Close Call.

Case 3

An older patient was noted to have a tourniquet on his left arm above the wrist. The tourniquet
was immediately removed; the patient’s hand was deep purple. The patient was unable to
complain to the nursing staff due to his mental status.

Adverse
That's correct! This case is an example of an Adverse Event.

Close Call
Sorry that’s incorrect. A close call is an event or situation that could have resulted in an adverse
event, but did not, either by chance or through timely intervention.
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Patient Safety

Summary for Patient Safety

In this lesson, you learned the importance of joining your supervisor and all VA staff to ensure the
safety of patients by reporting conditions or events that could harm patients. You should now be
able to:

e describe your role in VA patient safety program;

o define adverse events and close calls and the difference between expected outcomes
and adverse events;

recall that adverse events and close calls should be reported to the trainee’s supervisor;
describe the importance of good communication (e.g. read backs, handoffs);

recall that the Joint Commission Patient Safety Goals are a VA priority; and

describe the key infection control practices and procedures at VA (to include hand
washing).
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Introduction to: Government Ethics

Goal Statement

Welcome to the Government Ethics lesson. In this lesson, you will learn how to avoid ethically
guestionable situations in your work for the government.

Objectives
After completing this lesson, you will be able to:
o recall that acceptance of gifts or favors are restricted by federal government ethics policy.
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Government Ethics

Ethics Guidelines

As a trainee in a federal facility, be very careful to avoid unethical behavior and conflicts of
interest. The following video demonstrates a few scenarios that could happen in your facility.

Jane Walsh: These are the faces of ethics most wanted tonight. These government employees
have crossed the line. The line between ethical behavior and the land of deception and guilt, and
when you cross that line once, you begin that trip down a slippery slope, to a place where no V.A.
employee should ever be found.

I'm Jane Walsh. Welcome to Ethics Most Wanted. Some violations are committed out of love,
hate, or passion. But others are committed out of greed and ignorance. And Mr. Jim Miles has
plenty of both.

Vendor Rep: | knew Jim from his work at V.A. he was just the kind of person we wanted at our
conference in Trouble, Oklahoma.

Jim: Hi. Well thank you very much. So glad you guys had me down here. | got a brother who
lives just on the edge of Trouble. He happens to have an extra ticket for tomorrow’s game.

Vendor Rep: Great, why don’t you take him out to dinner on the way to the game, and here are
some gift certificates to use.

Jim: Well okay then.
Vendor Rep: and also —

Jane Walsh: Jim Miles was also given a free brief case but taking these things was just the
beginning of his mistakes.

Jim: You guys have done so much for me already.
Vendor Rep: Come on, what are you talking about? It's nothing.

Jim: Well, flying me in, paying for my hotel room. You didn’'t have to do that. But, while I'm here,
I'll get a chance to look at that new high-speed server you're selling.

Vendor Rep: He knew what it was. It was the annual customer training conference for my
company. We do it all the time. Dinner for two is part of the standard practice. So is the free brief
case. It is a great way to thank our best customers and get future business.

Jim: You should join us tomorrow when we go out to the game.

Vendor Rep: Perhaps | will. Perhaps | will.

Jane Walsh: But Mr. Miles wouldn't be doing business with anyone for long.
Jim’s Supervisor: Hey, Jim, how was that conference last week.

Jim: Oh, um, um — pretty good.

Jim’s Supervisor: Tell me about it.

| wouldn’t say he lied to me, but | had no idea it was a vendor promotional training conference. He
just never told me that.

Jane Walsh: Mr. Miles should have told his supervisors this before he sought approval. But in
that case, he knew his plan would have been shot down even though the government wasn't
footing the bill.

Jim’s Supervisor: Well, | hear they have great steakhouses down in Trouble.
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Jim: | heard that too, but | didn’t really get out much. | mostly stayed in my hotel.

Jane Walsh: Again, Mr. Miles didn't say a word about his new brief case or his brother’s free
meal. Big mistake.

Jim’s Supervisor: Jim Miles knew there were rules about accepting personal gifts from vendors.
If I had known the whole story on this trip, | never would have approved it.

Jim: You know boss, you ought to fly out to Trouble yourself some time. | think you'd enjoy it.

Jim’s Supervisor: Maybe someday but spending all that time in those tiny cramped airline seats,
not a lot of fun.

Jim: Well, | enjoyed it.
Jim’s Supervisor: Well, good, I'm glad. Don’t miss the 12 o’clock meeting.
Jim: Okay, I'll see you there

Jim’s Supervisor: Okay, see you Jim. He never mentioned the vendor had upgraded him to first
class.

Jane Walsh: That was Mr. Miles’ final mistake. His lies had caught up with him.
Jim’s Supervisor: The truth finally came out. Jim lost his job.

Jane Walsh: Mr. Miles had a chance to do all of this legally. Full disclosure of all of these details
to his supervisor or the ethics attorneys would have saved him.

Ethics Attorney: We could have steered him in the right direction and made sure he didn’t
violate the statute so he didn't get into trouble in Trouble. We could have found a use for that brief
case too.

Jane Walsh: The last anyone heard from Mr. Miles, he packed his bags and bought a one-way
ticket back to Trouble. But this time, it was on his own dime.

Our next case tonight involves a V.A. pharmacist, drugs and a violation of the standards of
conduct.

Pharmaceutical Rep: Hi

Mr. Free Drug: Hey Pat.

Pharmaceutical Rep: | was doing regular rounds and | stopped by the pharmacist house to offer
him samples. So how are things going? How is your wife doing?

Mr. Free Drug: Oh, a little better, thanks. Hopefully I'll be back in the office soon.

Pharmaceutical Rep: That's good to hear. There was nothing new about this. | normally dropped
off the samples, yes at the VAMC, but his wife had been sick for a while, so | went to his house.
He used those samples at work.

Jane Walsh: But this day was different. Mr. Free Drugs was at the end of his rope. His wife still
had not improved and now, her doctor had prescribed a new and very expensive wonder drug,
named Cure-All.

Pharmaceutical Rep: Listen, | don’t know want to take much of your time but | do want to leave
with you an Accutane sample. A little stronger dosage on those.

Mr. Free Drug: Well, you know, we don’t get many adolescents with acne in our medical center
but your company manufactures Cure-All, doesn't it?

Pharmaceutical Rep: Yes. We do. Have you read any of the...
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Jane Walsh: In this seemingly harmless moment of truth Mr. Drug is in danger of violating the
standards of ethical conduct.

Mr. Free Drug: Got any samples?

Pharmaceutical Rep: Uh, yeah actually. I'm sure | do. You need to make sure that you have
your patients take that with a full stomach.

Mr. Free Drug: You know, on second thought, | probably shouldn't take this. | wanted to give
them to my wife, but I'm not supposed to take gifts of more than 20 bucks, and these are worth a
lot more than that.

Pharmaceutical Rep: Well, they might cost $100 retail but they cost us 15 bucks to make.
Mr. Free Drug: Oh, well, that's probably okay then.

Jane Walsh: But it's actually not okay. In one moment, Mr. Drug unknowingly crossed the line by
asking the rep for a drug for personal use. He's gone from law abiding government employee, to
ethics violator.

Mr. Free Drug: Hi, hon. Have you left yet? Don’t stop by the pharmacy. | got some samples for
you. Yep -

Jane Walsh: Shortly after he was caught, Ethics Most Wanted interviewed the disgraced
pharmacist and asked, “What were you thinking?”

Mr. Free Drug: | didn’t think it was such a big deal at the time. Doctors and pharmacists receive
samples from the pharmaceutical industry all the time. So this time the rep includes a sample of a
drug that my wife needed, | mean, it was under 20 bucks in value. So | asked for some. | mean,
what'’s the harm?

Ethics Attorney: The harm is a violation of the standards of conduct which prohibit employees
from soliciting gifts from those seeking or doing business with V.A. Hence, the V.A. doctors and
pharmacists are prohibited from requesting drug samples for their own personal use. Now, if Free
Drugs had not asked for the drug Cure-All and instead the drug had just been offered to him, then
an exception could have applied. In that case, he could accept an individual gift for personal use,
of a value of $20 or below, and a total of $50 worth of gifts from any one company combined in
one year. But the value is the fair market value, not wholesale.

In addition to this, VHA Directive prohibits employees from using any drugs donated directly to
the VHA for their own personal use. So even acting for the best reasons like Mr. Free Drugs was,
you still can get in trouble.

Mr. Free Drug: It was a lapse in judgment, and it cost me a lot. It's been an embarrassment to
me and my family. It threatened my livelihood, ruined my reputation, and for what? A few lousy
samples? | was stupid. It wasn’t worth it.

Jane Walsh: If you're ever face-to-face with a dilemma like this consult your ethics professionals
for advice on what you should do. Don’t make the same mistake Free Drugs did.

I’'m Jane Walsh for Ethics most wanted. Tune in next time and remember, we need your help to
put an end to all Ethics Violations.
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Government Ethics

Prohibited or Restricted Source

As you saw in the video, you are prohibited from accepting a gift from a "prohibited or restricted
source." A prohibited or restricted source is any private individual or non-federal organization that:

e is seeking official action by VA;

e does or seeks business with VA,

e conducts activities that are regulated by VA; and

e has interests that may be affected by the performance of your own official duties

Government ethics regulations create an exception to the general prohibition for gifts with a value
of $20 or less per source on any given occasion, with a limit of $50 total per year for gifts that can
be accepted from any one source. A gift is any item of monetary value, including any gratuity,
favor, service, discount, entertainment, or hospitality. Examples of gifts include tickets to events,
clocks, notebooks, reference books, product samples, or meals. Note that sales representatives
may provide food items of nominal value (e.g., soft drinks, coffee, donuts, and other light
refreshments are permissible; meals are not) to VA employees when incidental to a scheduled
meeting or legitimate educational interchange and are not otherwise prohibited by government
ethics rules and/or education accreditation requirements.

Note: This lesson on government ethics reflects VA national policy. Your local policy may be
more restrictive. Check with your supervisor to learn more about your local VA policy. The
best solution is to not accept gifts from sales representatives and to refer them to your
supervisor.
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Government Ethics

Summary for: Government Ethics

In this lesson, you saw some examples of unethical behavior and learned how to avoid conflicts
of interest. You should now be able to:

e recall that acceptance of gifts or favors are restricted by federal government ethics policy.
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Documentation of Health Records

Introduction to: Documentation of Health Records

Goal Statement

Welcome to the Documentation of Health Records lesson. In this lesson, you will learn how
proper health record documentation promotes excellent patient care.

Objectives
After completing this lesson, you will be able to:

e describe the trainee’s role in the importance of complete and accurate documentation;

e explain the importance of timely documentation and the need to assure that there are no
incomplete health record entries prior to the end of the trainee’s rotation or training
period; and

o identify who to contact when there are questions regarding health record documentation
and correction.
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Documentation of Health Records

Documentation Guidelines

Properly documenting health records is a key component in the VHA'’s mission to provide
excellence in patient care to our Veterans. Health record documentation is also used for legal
activities, research, performance measurement, and payment. The VHA Health Information
Management Program Office is responsible for maintaining health record documentation
guidelines and requirements and has published them in VHA Handbook 1907.01, Health
Information Management and Health Records

[http://www1.va.gov/vhapublications/ViewPublication.asp?pub_ID=1469].

When documenting in a health record, do your part to support the VHA’s mission by following
these guidelines:

All notes and other entries into the health record should be timely, accurate,
comprehensive, professionally—composed and complete.

Only use abbreviations in the health record that are approved by your medical facility. Do
not use the unapproved abbreviations identified by the Joint Commission and as
identified by your facility.

Exercise extreme care in copying and pasting information in a patient’s health record and
avoid it whenever possible. Do not copy and paste anything that could be considered
misrepresentation of history you have taken or exams you have performed including
progress notes from other practitioners (without attributing the note to the original writer),
the signature block of another provider, and physical findings from another clinician that
you have not verified yourself.

Complete all entries in the health record in a timely manner, preferably as close to the
point of service or observation as possible (typically no later than by the end of a shift or
on the same business day). Check with your supervisor about your VA facility’s policy
regarding timely health record completion.

As a healthcare professional in training, remember that the health record is a key means
of communication between healthcare workers. It is your professional responsibility to
complete all health record entries (ex: progress notes, procedure notes, operative
reports, and discharge summaries) for which you are responsible prior to completion of
your VA rotation.

All procedures performed should be documented in the patient health record. A
procedure note should always be written.
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Documentation of Health Records

Documentation

Each VA Medical Center has a Health Information Management Office. If you have a question
regarding documentation guidelines or procedures for correcting a record, contact the Health
Information Management Office at your facility.

Each VA Medical Center has a Compliance Officer. If you have a question regarding a
compliance concern, such as suspicion of illegal or unethical documentation or business
procedures being used in your VA Medical Facility, contact your supervisor and, if appropriate,
your VA facility’s Compliance and Business Integrity Officer. For more information about VHA
Compliance and Business Integrity (CBI) please see below for referenced Web Sites.

For more information about VHA Compliance and Business Integrity (CBI) please see below for
referenced Web Sites.

e VA Policy on CBI Committees
[http://www.va.gov/vhapublications/ViewPublication.asp?pub_ID=1271]

e Search for VA forms and Policies [http://www.va.gov/vhapublications/]
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Documentation of Health Records

Summary for: Documentation of Health Records

In this lesson, you learned how to properly document health records for patient care, legal
activities, research, performance measurement, and payment. You should now be able to:
e describe the trainee’s role in the importance of complete and accurate documentation;

e explain the importance of timely documentation and the need to assure that there are no
incomplete health record entries prior to the end of the trainee’s rotation or training
period; and

¢ identify who to contact when there are questions regarding health record documentation
and correction.
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Introduction to: Violence in the Workplace and Handling Disruptive
Behavior

Goal Statement

Welcome to the Violence in the Workplace and Handling Disruptive Behavior lesson. This lesson
will help you recognize, avoid, and address potentially violent situations in your workplace.

Objectives
After completing this lesson, you will be able to:

e recognize healthcare as an industry with a high degree of workplace violent behavior;
o define disruptive behavior;

o identify the special ways to identify potentially violent patients in the electronic medical
record (CPRS); and

e describe how to handle a patient who is manifesting potentially violent or disruptive
behavior, and the importance of knowing the physical area of work and its avenues of
escape if needed.
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Violence in the Workplace and Handling Disruptive Behavior

"All employers have a general duty to provide their employees with a workplace free from
recognized hazards likely to cause death or serious physical harm." — OSHA Act of 1970
Violence in the Healthcare Industry

Healthcare workers experience the highest rate of injuries from workplace assault in the United
States according to the Occupational Safety and Health Administration (OSHA). Employers, such
as VA, must promote hazardous-free work environments for all employees and trainees.
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Violence in the Workplace and Handling Disruptive Behavior

Addressing Violence in the Workplace

The National Institute for Occupational Safety and Health (NIOSH) defines workplace violence as
"violent acts (including physical assaults and threats of assaults) directed toward persons at work
or on duty."

Most of the violent situations at the VA involve mentally ill or confused patients directing violence
toward a healthcare worker. Delays in registration, admission, discharge, treatments, and
appointments, or mistakes or delays in receiving benefits, appointments, and prescriptions may
cause anger.

To find out if a patient has had a history of violent behavior, look for a "patient record flag" in the
patient's medical record. The flag is a notice (progress note) generally placed on the cover sheet
of the patient’s electronic record and will alert you to a history of violent behavior.

Note: Disruptive behavior by a patient, family member, employee, or trainee is generally
considered a vocalization or action out of the norm of usual conversations and actions that
may impede patient care and may lead to or involve workplace violence. Disruptive behavior is
not necessarily physically violent. For example, a patient refusing to take his or her medicine
can be considered disruptive behavior. Family members arguing in a raised voice with hospital
providers or being verbally abusive to the patient or staff also constitute disruptive behavior.
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Preventing Violence in the Workplace

There can also be cases of staff-on—staff violence. When confronted with a VA employee or
patient who brags about past violence, who handles a weapon (or simulates handling a weapon),
or who has outbursts in the facility, excuse yourself from the situation and notify your supervisor
as soon as possible.

An active workplace violence prevention program, such as the one in VA, includes three key
activities:

1. documenting incidents when they occur;
2. knowing the procedures to take in the event of violence; and

3. maintaining open communications between employers and workers, supervisors and
trainees.

All workers and trainees should assess the risks for disruptive behavior and violence in their
workplaces and take appropriate action to reduce those risks. A good start is to discuss these
issues with your immediate supervisor.
Websites for further information:
U.S. Department of Labor / Occupational Safety & Health Administration

e http://www.osha.gov/SLTC/workplaceviolence/index.html

e  http://www.osha.gov/Publications/OSHA3148/0sha3148.html

National Institute for Occupational Safety and Health

e  http://www.cdc.gov/niosh/violcont.html|

e http://www.cdc.gov/niosh/homepage.html
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Summary for: Violence in the Workplace and Handling Disruptive Behavior

As a healthcare trainee, you must be aware of the potential for violence in the workplace. In this
lesson, you learned how to recognize potentially violent situations and patients, and how to take
steps to prevent violence. You should now be able to:

recognize healthcare as an industry with a high degree of workplace violent behavior;
define disruptive behavior;

identify the special ways to identify potentially violent patients in the electronic medical
record (CPRS); and

describe how to handle a patient who is manifesting potentially violent or disruptive
behavior, and the importance of knowing the physical area of work and its avenues of
escape if needed.
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Introduction to: Federal Equal Employment Opportunity (EEO)
Laws/Workplace Harassment/No Fear Act

Goal Statement

Welcome to the Federal Equal Employment Opportunity (EEO) Laws/Workplace Harassment/No
Fear Act lesson. In this lesson you will learn about your rights to a workplace that is free from
retaliation and reprisal and does not discriminate on the basis of race, color, religion, sex, national
origin, age, or disability.

Objectives

After completing this lesson, you will be able to:

e describe the type of behavior/conduct that constitutes workplace harassment and sexual
harassment; and

e describe trainee’s rights with regard to whistleblower protection and prohibition of
retaliation.
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Federal Equal Employment Opportunity (EEO) Laws

VA prohibits discrimination and is responsible for ensuring that the workplace is free from
retaliation and reprisal and does not discriminate against employees or applicants with respect to
the terms, conditions, or privileges of employment on the basis of race, color, religion, sex,
national origin, age, or disability.

Prohibited workplace harassment has different characteristics and is not just limited to sexual
harassment. The courts and the Equal Employment Opportunity Commission (EEOC) have
defined discriminatory harassment as:

1. any conduct which is based on race, color, sex, religion, national origin, age, mental or
physical disability, sexual orientation, or reprisal for prior EEO activity; and

2. any such conduct that is so severe or pervasive, it interferes with an individual’'s work
performance or creates an intimidating, hostile, or offensive working environment.

Civil Rights Act of 1964

Harassment because of someone’s race, sex, religion, color, or national origin violates the Civil
Rights Act of 1964.

Age Discrimination in Employment Act

Harassment based on age (over 40) violates the Age Discrimination in Employment Act (ADEA).

Rehabilitation Act of 1973

Harassment based on physical or mental disability violates the Rehabilitation Act of 1973, as
amended.

Executive Order 11478

Harassment based on sexual orientation is prohibited by Executive Order 11478 and VA policy
directives.
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Discrimination

Trainees paid directly by VA are protected by all applicable EEO laws. Trainees at VA who are
not paid directly by VA may also have some EEO protection. However, all trainees in VA facilities
should be able to recognize conduct constituting discrimination or workplace harassment so that
they can report it to their supervisor or other local VA officials.

A key point:

e Any employee, former employee, or applicant for employment, who believes
discrimination occurred on the basis of race, color, religion, sex, national origin, age (over
40), disability, sexual orientation, or reprisal for prior EEO activities may initiate a
discrimination complaint.

Sexual Orientation

Discrimination based on sexual orientation is not covered by Title VII of the Civil Rights Act and
cannot be used as a basis for filing a complaint of discrimination before the EEOC. Such
complaints may only be brought through an internal agency grievance process.
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Characteristics of Harassment

Harassment is a form of discrimination and is a violation of law and policy. Harassment is defined
as:

e unwelcome verbal or physical conduct based on one’s membership in a protected
category, as listed on the previous screen;
e conduct when the submission or rejection of such conduct is used as the basis for
employment related decisions or actions; and
e conduct that has the intent or effect of unreasonably interfering with one’s work
performance or creating an intimidating, hostile, or offensive working environment (also
known as a hostile work environment).
Petty slights, annoyances, and isolated incidents (unless extremely serious) do not rise to the
level of prohibited harassment. To constitute harassment, the conduct must create a work
environment that would be hostile or offensive to a reasonable person. Examples of behavior that
may constitute harassment include:
e racial or ethnic jokes or slurs;
e pictures, objects, or graphic material containing offensive content;

e threatening words or gestures directed at a person because of his or her membership in
a protected class;

e obscene, vulgar, or abusive language;
e notes or e—mails containing slurs, jokes, or abusive language;

o stalking (waiting for the employee in the parking lot; hanging out near an employee’s
home); and

e physical assault, such as twisting a co—worker’s arm, brushing a hand across their
buttocks

Hostile Work Environment

A hostile work environment exists when unwelcome comments or conduct based on sex, race, or
other legally protected characteristics unreasonably interferes with an employee’s work
performance or creates an intimidating, hostile, or offensive work environment. Anyone in the
workplace might commit this type of harassment — a management official, co-worker, non—
employee such as a contractor, vendor, or guest. The victim can be anyone affected by the
conduct, not just the individual at whom the offensive conduct is directed.

Page 78 of 106





United States Department of Veterans Affairs
Mandatory Training for Trainees

Federal Equal Employment Opportunity (EEO) Laws/Workplace
Harassment/No Fear Act

Characteristics of Sexual Harassment

¢ Unwelcome sexual advances, requests for sexual favors, and other verbal or physical
conduct of a sexual nature constitute sexual harassment when one of the three following
circumstances is true:
0 Submission to such conduct is made either explicitly or implicitly a condition of
successful and/or continued participation in a training program
0 Submission to or rejection of such conduct by a trainee is used as the basis for
educational advancement decisions affecting the trainee
0 Such conduct has the purpose or effect of unreasonably interfering with the
trainee’s work performance or creating an intimidating, hostile, or offensive
working environment

Behavior constituting sexual harassment falls into three categories. Select each
category from the list below to see some

e Verbal
¢ Non-—verbal
e Physical

Sexual Harassment

Sexual harassment is a form of harassment that constitutes sex discrimination. It can occur in a
variety of circumstances, including the following situations:

e The harasser can be a man or a woman. The victim does not have to be of the opposite
sex.

e The harasser can be the victim’s supervisor, an agent of the employer, a supervisor in
another area, a co—worker, or a non—employee.

e The victim does not have to be the person harassed but could be anyone offended by the
offensive conduct.

e Unlawful sexual harassment may occur without economic injury to or discharge of the
victim.

e The harasser’s conduct must be unwelcome and/or unwanted.

e The harassment does not necessarily result in economic injury to or discharge of the

victim.
Verbal Sexual Harassment
e Sexual innuendoes
e Suggestive remarks or whistling
e Pressure for dates
e Sexist remarks

e Sexual propositions
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Non-verbal Sexual Harassment

Suggestive or insulting sounds
Leering, staring, or ogling
Obscene gestures
Obscene/graphic materials

Written sexual jokes

Physical Sexual Harassment

Touching

Pinching

Brushing up against someone intentionally
Cornering

Hugging

Assault/rape
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Addressing Harassment in the Workplace

You are not required to have a witness to the offensive conduct before you can report it to a
supervisor or management official. However, mere observance of behavior alone may not state
an independent claim of harassment. If you are a victim of sexual or workplace harassment,
follow these procedures:

Tell the harasser that the behavior is unwelcome and must stop.
Keep a record of any instances of harassment and follow—up actions.
Ask co—workers if they observed the behavior.

Tell your supervisor, someone else in your chain of command, or another manager about
the incident.

If the harasser is your supervisor, inform a higher—level supervisor.

If you are a VA employee, you have the right to contact an EEO counselor at the
Agency’s Office of Resolution Management (ORM) to file a complaint. You must initiate
contact with an ORM EEO Counselor within 45 days of the date of the incident.

All VA facilities have an EEO Manager who is available to answer questions about the complaint
process or address grievances. Disclosures of workplace harassment may also constitute
disclosure of abuse of authority under whistleblowing.
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The Notification & Federal Employee Antidiscrimination and Retaliation
(NO FEAR) Act (1) Overview

The NO FEAR (Notification & Federal Employee Antidiscrimination and Retaliation) Act was
enacted by Congress on May 15, 2002 to require Federal agencies to be accountable. The Act
requires that Federal agencies be accountable for violations of anti—discrimination and

whistleblower protection laws and requires VA to provide training to employees and applicants for
VA employment on federal antidiscrimination, whistleblower protection, and retaliation laws.

Federal employees are prohibited from engaging in discrimination. If, as a VA trainee, you are
personally impacted or observe such conduct, it should be reported to appropriate officials.

Anti—discrimination — 5 U.S.C 8§ 2302(b)(1) and (b)(10)
It is a prohibited personnel practice to discriminate against an employee:

e Based on race, color, national origin, religion, gender, mental or physical disability, age,
marital status, or political affiliation

e Based on "conduct which does not adversely affect the performance of the employee or
applicant, or the performance of others."
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Whistleblower Protection

Federal employees must also follow the guidelines of Whistleblower Protection — 5 U.S.C §
2302(b)(8). Whistleblower reprisal refers to the actual or threatened taking or withholding of a
personnel decision in retaliation for a protected disclosure against employees and applicants.
Employees or applicants may disclose information that they reasonably believe shows evidence
of the violation of law, rule, or regulation; gross mismanagement; gross waste of funds; abuse of
authority; or substantial and specific danger to public health or safety. An employee or applicant
is also protected if an employer mistakenly believes he or she is a whistleblower.
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Check Your Knowledge 4

Consider this scenario: Janet Johnson, a clinical trainee, suspected that her supervisor was
disclosing private patient information inappropriately. Janet reported her suspicions to a manager
several levels above her supervisor, and that manager initiated corrective action. Now Janet’s
supervisor is threatening to give her a poor evaluation.

Is this disclosure protected under Whistleblower Protection?

Feedback:
The disclosure described in the scenario is protected because:

The trainee has a reasonable belief that the disclosed information is true.
There is no requirement that trainee go through chain of command.

e The whistleblower’s personal motivation does not affect the reasonableness of a
disclosure.

e The disclosure is made to a person in the position to facilitate corrective action.
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The Notification & Federal Employee Antidiscrimination and Retaliation
(NO FEAR) Act

A protected disclosure falls into one of two categories:
1. disclosures made as part of normal duties outside of normal channels; or
2. disclosures made outside of assigned duties.

Disclosures made as part of normal duties through normal channels (e.g., to the alleged
wrongdoer) are not protected by the Whistleblower Protection Act. Disclosures must be
specific and detailed and may be made to the U.S. Office of Special Counsel (OSC),
Office of Inspector General (OIG) or comparable official, the media, or other person in
position to take or facilitate corrective action provided that the disclosure is not prohibited
by law and the information does not have to be kept secret in the interest of national
defense or the conduct of foreign affairs.

If an employee or applicant believes he or she has been the victim of whistleblower retaliation, he
or she may report it to the VA OIG Hotline at

1-800-488-8244 or file a written complaint with the OSC or online through the OSC
[http://www.osc.gov/] web site.

Additional information regarding whistleblower protection can be found at the Equal Employment
Opportunity Commission (EEOC) [http://www.eeoc.gov/] web site.
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Summary for: Federal Equal Employment Opportunity (EEO)
Laws/Workplace Harassment/No Fear Act

Employees and trainees have the right to work in an environment that is free from retaliation and
reprisal and does not discriminate on the basis of race, color, religion, sex, national origin, age, or
disability. In this lesson, you learned the major points of the EEO laws and No Fear Act. You also
learned how to address harassment in the workplace. You should now be able to:
1. describe the type of behavior/conduct that constitutes workplace harassment and sexual
harassment; and
2. describe trainee’s rights with regard to whistleblower protection and prohibition of
retaliation.
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Introduction to: Reporting Abuse and Neglect

Goal Statement

Welcome to the Reporting Abuse and Neglect lesson. This lesson will help you identify signs of
abuse or neglect in patients.

Objectives

After completing this lesson, you will be able to:

e define abuse and neglect;

e identify general signs and symptoms of abuse and neglect including characteristics of
injuries, inconsistencies (injury and explanations), and patient behaviors; and

o recall that the supervisor should be contacted in all cases of suspected abuse or neglect.

Page 87 of 106





United States Department of Veterans Affairs
Mandatory Training for Trainees

Reporting Abuse and Neglect

Reporting Abuse and Neglect Overview

Abuse and neglect are serious detriments to the health and safety of patients. By law, suspected
abuse or neglect must be reported, although the procedures to report abuse are different in all US
states and territories. The differing regulations may cause confusion or delays in reporting
suspected abuse or neglect. VA facility policies regarding reporting such cases should reflect
state law and may slightly differ between VA Medical Centers. Regardless, in all VA Medical
Centers, all instances of suspected abuse and neglect must be reported to your local VA Social
Work Service. Involve your supervisor in all suspected cases of abuse or neglect. They will
evaluate the situation and gather the pertinent information and documentation to present to Social
Work Service for follow—up.
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Discovering Abuse or Neglect

Most cases of abuse or neglect are discovered in outpatients who are visiting a clinic, patients
arriving in emergency departments, or in newly admitted inpatients. Signs and symptoms of
abuse or neglect include:

e vague or inconsistent explanations of injuries (which may be the result of shame or fear
of retaliation);

e acute or past chronic injuries such as bruising or broken bones;
e delayed medical care for injuries or illness;

e chronic abdominal pain;

e chronic depression and fatigue;

e poor nutritional status;

e bed sores;

e neglected oral health or dentition;

e inappropriate or soiled clothing; and/or

e poor hygiene.

Because the suspicion or discovery of patient abuse or neglect is a serious matter and may
cause embarrassment to the patient or caregiver or may cause further harm to the patient by a
caregiver, do not confront the patient or caregiver. Confronting a guilty caregiver may escalate
into a dangerous situation.

In all circumstances of suspected or overt signs of patient abuse and neglect, notify your
supervisor as soon as possible. The observation and reporting of suspected abuse or neglect is
very important. You may be responsible for saving a life or preventing continued avoidable pain
and suffering by being alert to the signs of possible patient abuse and neglect.
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Summary for: Reporting Abuse and Neglect

In this lesson, you learned how to identify signs of abuse or neglect in patients. You should now
be able to:

o define abuse and neglect;

e identify general signs and symptoms of abuse and neglect including characteristics of
injuries, inconsistencies (injury and explanations), and patient behaviors; and

o recall that the supervisor should be contacted in all cases of suspected abuse or neglect.
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Introduction to: Torts Claims Protection

Goal Statement

Welcome to the Torts Claims Protection lesson. This lesson will help you understand how you are
protected legally in the case of a patient filing a claim against you.

Objectives
After completing this lesson, you will be able to:

e describe the Federal Government'’s self-insurance program against malpractice claims
and identify the Act that covers "malpractice insurance" for all federal workers, including

trainees; and
e recognize that, in the case of a law suit, the federal government is the defendant, not the
trainee.
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Introduction to: Torts Claims Protection Overview

It is likely that over the course of your health professions career, you will encounter a patient that
feels he or she has been injured in the course of your care. The patient, or the patient’s attorney,
may decide to file a claim based on their alleged injuries. As a trainee in the VA system, you
should understand your legal protections.

You might think that, because you are training in a federal government facility, you are immune
from claims against you. This is not true. The Federal Tort Claims Act (FTCA), August 2, 1946,
chapter 753, title 1V, 60 Stat. 842, 28 U.S.C. § 1346(b) and 28 U.S.C. § 2671-2680), is a statute
enacted by the United States Congress in 1946 permitting private parties to sue the United States
in a federal court for most torts committed by persons acting on behalf of the United States.
Liability under the FTCA is limited to "circumstances where the United States, if a private person,
would be liable to the claimant in accordance with the law of the place where the act or omission
occurred.”" 28 U.S.C. § 1346(b).

However, as long as you were doing your job conscientiously, any claim against you will become
a claim against the United States government. This "substitution" protects you from personal
liability.
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Federal Tort Compensation Act (page 1)

An important provision of the Federal Employees Liability Reform and Tort Compensation Act
(FTCA) provides that "upon certification by the Attorney General that the defendant employee
was acting within the scope of their office or employment at the time of the incident out of which
the claim arose ... the United States shall be substituted as the party defendant.” 28 U.S.C. §
2679(d)(1). The purpose of this amendment to the Federal Tort Claims Act was to 'remove the
potential personal liability of Federal employees for common law torts committed within the scope
of their employment, and ... instead provide that the exclusive remedy for such torts is through an
action against the United States under the FTCA.” H.R. Rep. No. 700, 100th Cong., 2d Sess. 4
(1988)
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Federal Tort Compensation Act (page 2)
Trainees must fulfill certain criteria to be covered by the FTCA:

e Trainees must have an active appointment to the VA under a trainee appointment
authority. Nearly all trainees are appointed under a Title 38 appointment authority. That
means that trainees must have filled out all relevant application papers, had their
background screening including fingerprints performed, and in general satisfied all
application procedures required of both VA and their training program. You should
receive an appointment letter to verify that you have been appointed successfully.

e Trainees must act appropriately and conscientiously to keep their supervisor informed of
their actions and the conditions of their patients.

e Trainees must act within the scope of their training programs and not be guilty of willful
misconduct or gross negligence.

You do not need additional malpractice insurance while you train in the VA setting. There is no
monetary or time limit to your protection. You are protected permanently, regarding those acts
that occurred while you were training in VA. Claims protection via the FTCA is available for all
types and specialties of trainees, providing the three criteria named above are satisfied.
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Malpractice Claims

If you are named in a claim, be aware of the following facts:

Malpractice claims filed in state court will be thrown out because the state court does not
have jurisdiction in these matters. The claim may be moved to Federal District Court.
Again, the case may be dismissed if the claimant has not first filed under the
administrative processes required under the FTCA.

If the claim is denied through the VA’'s administrative process, the case may then be
brought to Federal District Court (FDC). The plaintiff has six months to file suit in FDC. At
this point, the US Attorneys in the Department of Justice become the defense attorneys.
The Justice Department has experience defending malpractice claims filed against the
Department of Defense, Veterans Administration, National Health Service Corps, and
other federal departments and agencies. They will substitute the federal government as
the defendant. Then, working with VA’s attorneys, and all of the witnesses (you, your
supervisors, and other parties to the case such as involved nursing staff), they will
develop the defense case.

If a payment is made to the claimant either administratively or through the federal court
system, this is similar to a malpractice settlement on your behalf. While it is possible that
your name would be forwarded to the National Practitioner Data Bank, this is extremely
unlikely. Your supervisor, being legally responsible for the care provided to the patient, is
normally the person whose name is forwarded to the NPDB.

If an administrative claim is pursued, the VA will collect specific information regarding the case. It
is best to cooperate with the information collection process. This information will be reviewed by
practitioners (peers) to determine if the standard of care was met. The Office of General Counsel
in VA, through a network of Regional Counsel, will determine if the claim has validity and if the
claim should be paid or denied. If you are contacted by Regional or General Counsel in VA
regarding a tort claim, provide accurate information to the best of your recollection. Because
some claims take a long time to file and process, you are allowed to ask for a copy of the medical
record to refresh your memory.
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Summary for: Torts Claims Protection

As a healthcare professional and trainee in the VA system, you should understand your legal
protections in the case of a patient claim against you. In this lesson, you learned about the type of
coverage you have as a VA trainee and what to expect during claims procedures. You should
now be able to:

e describe the Federal Government'’s self-insurance program against malpractice claims
and identify the Act that covers "malpractice insurance" for all federal workers, including
trainees; and

e recognize that, in the case of a law suit, the federal government is the defendant, not the
trainee.
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Introduction to: Patient Rights

Goal Statement
Welcome to the Patient Rights lesson. In this lesson, you will learn to identify patient rights
concerning respect and non—discrimination, information disclosure and confidentiality,
participation in treatment decisions, the complaints process, and pain management.
Objectives
After completing this lesson, you will be able to:

o identify the rights of patients in VA; and

e recognize that pain management is a patient right and a priority of the VA.
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Reviewing Patient Rights
All patients have rights concerning their healthcare within the following elements:

Respect and Non—discrimination
Information Disclosure and Confidentially
Participation in Treatment Decisions
Complaints Process

Pain Management

Continue to the next page to learn details about each element.
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Respect and Non-discrimination

e High quality patient care

(0]

(0]

(0]

Your first priority is to provide patients the medical care that they need with skKill,
compassion, dignity, and respect.

Patients have the right to know the identity of their caregivers and whether they
are students, residents, or other trainees (please always introduce yourself
correctly)

Patients should be encouraged to tell you if they are in pain or have other
concerns about their plan of care

e Clean and safe environment

(0]

(0]

Always follow the special policies and procedures that are in place to avoid
mistakes in care delivery and protect patients from abuse and neglect.

If an unexpected outcome or adverse event occurs, patients have a right to be
told what happened and to have any changes that will have to be made in their
plan of care discussed with them. (Trainees should immediately report this to
their supervisor or attending practitioner).
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Information Disclosure and Confidentially

e Protection of veteran’s privacy

e You must always respect the confidentiality of the provider—patient relationship with
reference to the sensitive information that is obtained as part of the relationship.

e The medical record is to be kept confidential; information is not to be released unless
authorized by law.

o Eligibility for services

e Veterans are to be given information about their health benefits entitlements in a way that
they can understand.

e Veterans are to receive information about costs, i.e., co—payments, before they are
treated.

e Assistance with submitting VA claims
e Veterans are to be informed of all outcomes of care, including any potential injuries.
e Veterans are also to be informed about how to request compensation for any injuries.
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Participation in Treatment Decisions

e Involvement in their care

(0]

(0}
(0}

(0]

It is critical for patients to have an opportunity to make informed decisions
regarding their medical care. Ensure the patient or designated next of kin (if the
patient is impaired) understands:

The risks, benefits, and alternatives of each proposed treatment

What they can reasonably expect from their treatment and any long—term effects
that may alter their quality of life

What the patient and family will need to do after discharge

Patients have the right to refuse care, treatment, and services in accordance with
law and regulation. This includes the right to refuse being examined or cared for
by a trainee. When the patient is not legally responsible, the surrogate decision
maker, as allowed by law, has the right to refuse care, treatment, and services on
the patient’s behalf.

e Assistance when they leave the hospital
Successful treatment often depends on the ability of the veteran to follow medication,
diet, and treatment plans. The family is often integral to the success of this endeavor as
well. Ensure that patients have had all of their questions answered as part of the
discharge planning process.

(o}
o}

(0}
(0}

The hospital addresses the wishes of the patient relating to end—of-life decisions.

Patients should be asked if they have an advanced directive and provided
assistance in completing an advanced directive if they so desire (follow local
hospital policy).

Patients have the right to review and revise their advance directives.
Patients wishes regarding organ donation should be honored.

e Research

(0]

(0]

Veterans have the right to know if a proposed treatment protocol is experimental
or part of a research study.

Veterans have the right to choose whether they will participate in a research
project.

Potential research risks are to be identified in advance and the veteran is not to
placed under any pressure to participate.

Page 101 of 106





United States Department of Veterans Affairs
Mandatory Training for Trainees

Patient Rights

Complaints Process

e Patients are to be encouraged to seek help from the treatment team or a patient
advocate if they have problems or complaints.

e Patients are to be allowed to make complaints verbally or in writing, without fear of
retaliation.
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Pain Management

Pain Management is a patient right and a priority of the VA. Pain is often referred to as the 5th
vital sign. Pain includes not only the perception of an uncomfortable stimulus but also the
response to that perception. About one—half of the persons who seek medical help do so because
of the primary complaint of pain. Pain may arise in nearly any organ system and may have
different characteristics in each.

Because pain is a subjective and intensely personal problem, sympathetic care is a key
component of its relief. The manner in which patients express their pain is influenced by their
mental and physical condition, cultural and ethnic background, and spiritual or religious beliefs.
With this in mind, in addition to administering analgesic drugs, healthcare professionals should
use a wide range of techniques to help relieve pain, including tactile stimulation, relaxation
techniques, diversion, and active listening.
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Summary for: Patient Rights

In this lesson, you learned that patients have certain rights concerning respect and non—
discrimination, information disclosure and confidentiality, participation in treatment decisions, the
complaints process, and pain management. You should now be able to:

¢ identify the rights of patients in VA; and
e recognize that pain management is a patient right and a priority of the VA
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Consider a Career as a VA Healthcare Professional (page 1)

VA is dedicated to offering the best programs, scholarships, internships, work—life balance
benefits, and competitive salaries it takes to attract and retain quality health care professionals.
VA employment offers a stable work environment, dependable pay structure, and opportunities
for career growth.

Becoming a VA healthcare professional provides a unique opportunity to care for a very special
and deserving group of patients. In addition to having the privilege of caring for our nation’s
veterans, their family members, and their survivors, many VA hospitals can provide unique career
opportunities for healthcare professionals as a result of their 107 medical schools and thousands
of other associated heath training program affiliations across the country.
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VA Career Opportunities

Consider a Career as a VA Healthcare Professional (page 2)

Consider the benefits of VA employment.

Work anywhere in the country with your current professional state license
Competitive salaries

Flexible scheduling

Generous vacation, personal, and sick leave, as well as 10 Federal holidays
15 days annual military leave for active Reserve and National Guard members
Excellent, stable health and retirement benefits

Exceptional education support, scholarship programs, and student debt reduction
programs

Extensive upward mobility opportunities

VA childcare subsidy programs available in several states
(http://www.va.qgov/vachildcare/ChildcareCenters.htm)

Malpractice protection guaranteed by the Federal Tort Claims Act
Nationwide job transfer opportunities

Partnerships with academic institutions which provide expanded research and teaching
opportunities

Information about VA careers can be found at http://www.vacareers.va.gov. We hope that, after
exploring the pages of this website, you have learned that a career in the VA also means having
abundant, nationwide opportunities at your fingertips, as well as working among the finest, most
diverse group of health care professionals in the nation.

Contact your local facility: http://www.vacareers.va.gov/networks.cfm Call: 1 (800) 949-0002 Send
an e—mail to: VAPlacementService@va.gov Write to: Department of Veterans Affairs Placement
Service 1555 Poydras Street, Suite 1971 New Orleans, LA 70112

END OF COURSE
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Appendix G

Department of Veterans Affairs (VA) National Rules of Behavior

| understand, accept, and agree to the following terms and conditions that apply to my
access to, and use of, information, including VA sensitive information, or information systems
of the U.S. Department of Veterans Affairs.

1. GENERAL RULES OF BEHAVIOR

a. lunderstand that when | use any Government information system, | have NO
expectation of Privacy in VA records that | create or in my activities while accessing or using
such information system.

b. 1 understand that authorized VA personnel may review my conduct or actions
concerning VA information and information systems, and take appropriate action. Authorized
VA personnel include my supervisory chain of command as well as VA system administrators
and Information Security Officers (ISOs). Appropriate action may include monitoring,
recording, copying, inspecting, restricting access, blocking, tracking, and disclosing information
to authorized Office of Inspector General (OIG), VA, and law enforcement personnel.

c. | understand that the following actions are prohibited: unauthorized access,
unauthorized uploading, unauthorized downloading, unauthorized changing, unauthorized
circumventing, or unauthorized deleting information on VA systems, modifying VA systems,
unauthorized denying or granting access to VA systems, using VA resources for unauthorized
use on VA systems, or otherwise misusing VA systems or resources. | also understand that
attempting to engage in any of these unauthorized actions is also prohibited.

d. I understand that such unauthorized attempts or acts may result in disciplinary or other
adverse action, as well as criminal, civil, and/or administrative penalties. Depending on the
severity of the violation, disciplinary or adverse action consequences may include: suspension
of access privileges, reprimand, suspension from work, demotion, or removal. Theft,
conversion, or unauthorized disposal or destruction of Federal property or information may
also result in criminal sanctions.

e. |l understand that | have a responsibility to report suspected or identified information
security incidents (security and privacy) to my Operating Unit’s Information Security Officer
(ISO), Privacy Officer (PO), and my supervisor as appropriate.

f. I understand that | have a duty to report information about actual or possible criminal
violations involving VA programs, operations, facilities, contracts or information systems to my
supervisor, any management official or directly to the OIG, including reporting to the OIG
Hotline. | also understand that | have a duty to immediately report to the OIG any possible
criminal matters involving felonies, including crimes involving information systems.
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g. |l understand that the VA National Rules of Behavior do not and should not be relied
upon to create any other right or benefit, substantive or procedural, enforceable by law, by a
party to litigation with the United States Government.

h. 1 understand that the VA National Rules of Behavior do not supersede any local policies
that provide higher levels of protection to VA'’s information or information systems. The VA
National Rules of Behavior provide the minimal rules with which individual users must comply.

i. lunderstand that if | refuse to sign this VA National Rules of Behavior as required
by VA policy, | will be denied access to VA information and information systems. Any
refusal to sign the VA National Rules of Behavior may have an adverse impact on my
employment with the Department.

2. SPECIFIC RULES OF BEHAVIOR.

a. | will follow established procedures for requesting access to any VA computer system
and for notification to the VA supervisor and the 1ISO when the access is no longer needed.

b. 1 will follow established VA information security and privacy policies and procedures.

c. I will use only devices, systems, software, and data which | am authorized to use,
including complying with any software licensing or copyright restrictions. This includes
downloads of software offered as free trials, shareware or public domain.

d. I will only use my access for authorized and official duties, and to only access data that
is needed in the fulfilment of my duties except as provided for in VA Directive 6001, Limited
Personal Use of Government Office Equipment Including Information Technology. | also agree
that | will not engage in any activities prohibited as stated in section 2c of VA Directive 6001.

e. | will secure VA sensitive information in all areas (at work and remotely) and in any form
(e.g. digital, paper etc.), to include mobile media and devices that contain sensitive
information, and | will follow the mandate that all VA sensitive information must be in a
protected environment at all times or it must be encrypted (using FIPS 140-2 approved
encryption). If clarification is needed whether or not an environment is adequately protected, |
will follow the guidance of the local Chief Information Officer (CIO).

f. I will properly dispose of VA sensitive information, either in hardcopy, softcopy or
electronic format, in accordance with VA policy and procedures.

g. | will not attempt to override, circumvent or disable operational, technical, or
management security controls unless expressly directed to do so in writing by authorized VA
staff.

h. 1 will not attempt to alter the security configuration of government equipment unless
authorized. This includes operational, technical, or management security controls.
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i. I will protect my verify codes and passwords from unauthorized use and disclosure and
ensure | utilize only passwords that meet the VA minimum requirements for the systems that |
am authorized to use and are contained in Appendix F of VA Handbook 6500.

j. 1 will not store any passwords/verify codes in any type of script file or cache on VA
systems.

k. 1 will ensure that I log off or lock any computer or console before walking away and will
not allow another user to access that computer or console while | am logged on to it.

[. 1 will not misrepresent, obscure, suppress, or replace a user’s identity on the Internet or
any VA electronic communication system.

m. | will not auto-forward e-mail messages to addresses outside the VA network.

n. | will comply with any directions from my supervisors, VA system administrators and
information security officers concerning my access to, and use of, VA information and
information systems or matters covered by these Rules.

0. | will ensure that any devices that | use to transmit, access, and store VA sensitive
information outside of a VA protected environment will use FIPS 140-2 approved encryption
(the translation of data into a form that is unintelligible without a deciphering mechanism). This
includes laptops, thumb drives, and other removable storage devices and storage media (CDs,
DVDs, etc.).

p. | will obtain the approval of appropriate management officials before releasing VA
information for public dissemination.,

g. | will not host, set up, administer, or operate any type of Internet server on any VA
network or attempt to connect any personal equipment to a VA network unless explicitly
authorized in writing by my local CIO and I will ensure that all such activity is in compliance
with Federal and VA policies.

r. I will not attempt to probe computer systems to exploit system controls or access VA
sensitive data for any reason other than in the performance of official duties. Authorized
penetration testing must be approved in writing by the VA CIO.

s. | will protect Government property from theft, loss, destruction, or misuse. | will follow
VA policies and procedures for handling Federal Government IT equipment and will sign for
items provided to me for my exclusive use and return them when no longer required for VA
activities.

t. I will only use virus protection software, anti-spyware, and firewall/intrusion detection
software authorized by the VA on VA equipment or on computer systems that are connected to
any VA network.

u. If authorized, by waiver, to use my own personal equipment, | must use VA approved
virus protection software, anti-spyware, and firewall/intrusion detection software and ensure
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the software is configured to meet VA configuration requirements. My local CIO will confirm
that the system meets VA configuration requirements prior to connection to VA’s network.

v. | will never swap or surrender VA hard drives or other storage devices to anyone other
than an authorized OI&T employee at the time of system problems.

w. | will not disable or degrade software programs used by the VA that install security
software updates to VA computer equipment, to computer equipment used to connect to VA
information systems, or to create, store or use VA information.

X. | agree to allow examination by authorized OI&T personnel of any personal IT device
[Other Equipment (OE)] that | have been granted permission to use, whether remotely or in
any setting to access VA information or information systems or to create, store or use VA
information.

y. | agree to have all equipment scanned by the appropriate facility IT Operations Service
prior to connecting to the VA network if the equipment has not been connected to the VA
network for a period of more than three weeks.

z. | will complete mandatory periodic security and privacy awareness training within
designated timeframes, and complete any additional required training for the particular
systems to which | require access.

aa. | understand that if | must sign a non-VA entity’s Rules of Behavior to obtain access to
information or information systems controlled by that non-VA entity, | still must comply with my
responsibilities under the VA National Rules of Behavior when accessing or using VA
information or information systems. However, those Rules of Behavior apply to my access to
or use of the non-VA entity’s information and information systems as a VA user.

bb. 1 understand that remote access is allowed from other Federal government computers
and systems to VA information systems, subject to the terms of VA and the host Federal
agency’s policies.

cc. | agree that | will directly connect to the VA network whenever possible. If a direct
connection to the VA network is not possible, then | will use VA-approved remote access
software and services. | must use VA-provided IT equipment for remote access when
possible. | may be permitted to use non—VA IT equipment [Other Equipment (OE)] only if a
VA-CIO-approved waiver has been issued and the equipment is configured to follow all VA
security policies and requirements. | agree that VA OI&T officials may examine such devices,
including an OE device operating under an approved waiver, at any time for proper
configuration and unauthorized storage of VA sensitive information.

dd. | agree that | will not have both a VA network connection and any kind of non-VA
network connection (including a modem or phone line or wireless network card, etc.) physically
connected to any computer at the same time unless the dual connection is explicitly authorized
in writing by my local CIO.
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ee. | agree that | will not allow VA sensitive information to reside on non-VA systems or
devices unless specifically designated and approved in advance by the appropriate VA official
(supervisor), and a waiver has been issued by the VA's CIO. | agree that | will not access,
transmit or store remotely any VA sensitive information that is not encrypted using VA
approved encryption.

ff. I will obtain my VA supervisor’s authorization, in writing, prior to transporting,
transmitting, accessing, and using VA sensitive information outside of VA'’s protected
environment..

gg. | will ensure that VA sensitive information, in any format, and devices, systems and/or
software that contain such information or that | use to access VA sensitive information or
information systems are adequately secured in remote locations, e.g., at home and during
travel, and agree to periodic VA inspections of the devices, systems or software from which |
conduct access from remote locations. | agree that if | work from a remote location pursuant to
an approved telework agreement with VA sensitive information that authorized OI&T personnel
may periodically inspect the remote location for compliance with required security
requirements.

hh. I will protect sensitive information from unauthorized disclosure, use, modification, or
destruction, including using encryption products approved and provided by the VA to protect
sensitive data.

ii. 1 will not store or transport any VA sensitive information on any portable storage media
or device unless it is encrypted using VA approved encryption.

jj- 1'will use VA-provided encryption to encrypt any e-mail, including attachments to the e-
mail, that contains VA sensitive information before sending the e-mail. | will not send any e-
mail that contains VA sensitive information in an unencrypted form. VA sensitive information
includes personally identifiable information and protected health information.

kk. 1 may be required to acknowledge or sign additional specific or unique rules of behavior
in order to access or use specific VA systems. | understand that those specific rules of
behavior may include, but are not limited to, restrictions or prohibitions on limited personal use,
special requirements for access or use of the data in that system, special requirements for the
devices used to access that specific system, or special restrictions on interconnections
between that system and other IT resources or systems.
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3. Acknowledgement and Acceptance
a. | acknowledge that | have received a copy of these Rules of Behavior.

b. I understand, accept and agree to comply with all terms and conditions of these Rules
of Behavior.

[Print or type your full name] Signature
Date
Office Phone Position Title
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		Print or type your full name: 

		Date: 






image19.emf
Additional content  MTT trainees who took course 3-09 to 6-09.doc


Additional content MTT trainees who took course 3-09 to 6-09.doc
Mandatory Training for Trainees Addendum

Trainees who took the VHA Mandatory Training for Trainees course between March 2009 and the release of the revised course mid-late June 2009 will need to verify receipt of the below content unless they have also taken the standard employee Information Security course.


Peer-to-Peer Programs:  Public peer–to–peer (P2P) file sharing refers to programs that let anonymous files be shared between computers. There are times when using P2P is helpful. But most of the time, these programs break the law by sharing copyrighted music, videos, and games. Freewire is one example of a public P2P program..P2P programs also can be used to spread viruses and "spyware".  For example, someone could use spyware to get information that could be used to steal your identity, buy items on a veteran’s credit card, or collect personal financial information about a VA employee.


Public peer-to-peer is not allowed at VA and most P2P networks are blocked.  If you think your computer may have P2P software or spyware, tell your ISO.

Social Engineering:  Social engineering is when a person tries to gain your trust in order to get information and resources which he or she can use for harm. This is an important information security issue.


If people ask you for VA personally identifiable information, such as your password, or information about VA patients or employees, make sure you know who they are and whether they have permission to obtain the information as part of their job.    A social engineer posing as an IT specialist, for example, can gain access to patient and employee information if you give them your password.  Contact your supervisor prior to giving any information if you are in doubt.


Passwords:  Passwords are an essential part of any security program. VA systems require you to use strong passwords.  Strong passwords must:


· Have at least eight characters (i.e., Gabc123&).


· Use at least three of the following four kinds of characters:


· Upper–case letters (ABC...)


· Lower–case letters (...xyz)


· Numbers (0123456789)


· Special characters, such as #, &, *, or @

When you log into a VA system, the combination of your user name and password identifies YOU as the person accessing the system and information. All actions taken after you log into the system are identifiable back to you, so it is important that you NEVER share your log in information. If someone else uses your account information, you are responsible. NEVER use another person’s password for any reason, even if your password is forgotten, inactive, not working, or if someone asks you to log on for him or her.

Other important points about passwords:


· Don’t use words found in a dictionary


· Don’t use personal references (names, birthdays, addresses, etc.).


· Change your passwords at least every 90 days. If you suspect someone may know your password, change it immediately and inform your ISO.


· Don’t allow others to view the keyboard when you type your password.


· If you have several passwords to remember you may write them down, but keep them in a locked place so no one else can get to them.


For more information about passwords, ask your supervisor or ISO.

Wireless Networks:  Due to wireless technologies’ convenience, it is being used by many federal agencies. An important item to note here is that the only time a computer is permitted to connect to the VA network wirelessly, is if the connection is encrypted using VA-sanctioned encryption software (i.e. “FIPS 140-2 compliant”).  Improperly used wireless technologies can introduce a multitude of vulnerabilities to the VA’s network. If as a VA trainee, you need to use a wireless network to perform your VA duties, make sure that you receive guidance from your supervisor and/or your facility ISO for further information.


Backups:  You may be given VA network space where you can save VA work done in word processing programs, etc.  Information saved on network spaces and information entered into the computerized patient record system (CPRS) is routinely backed up. However, if you are saving information on a local hard drive (C: drive), it is important to remember to back up your information. Options for back-up include and individual’s VA network space and VA encrypted portable storage media.  


If you have any concerns about how the information on your C: drive should be backed up, contact your supervisor or local IT staff.


Disposal of Documents or Media Containing Personally Identifiable Information:  It is important to remember that paper containing personally identifiable information (such as sign-out lists, copies of patient records, test results, etc.) be shredded or placed in approved, locked paper disposal containers.  Do not leave patient information on work tables, at nursing stations, etc.  Notify your supervisor if there is no container or shredder available in or near your work place.  If you need to dispose of information on portable media or on computers, contact your supervisor or ISO. 

VA Information Security Policies and Links


VA Directives


· VA Directive and Handbook 6500, Information Security Program

http://www1.va.gov/vapubs/search_action.cfm?dType=1

· VA Directive 6300, Records Information Management 


http://www1.va.gov/vapubs/search_action.cfm?dType=1

· VA Directive 6301, Electronic Mail Records 


http://www1.va.gov/vapubs/search_action.cfm?dType=1

· VA Directive and Handbook 0710, Personnel and National Information Security –  


http://www1.va.gov/vapubs/search_action.cfm?dType=2

· VA Directive 6001, Limited Personal Use of Government Office Equipment Including Information Technology  


http://www1.va.gov/vapubs/search_action.cfm?dType=1

· VA Directive 6502,  VA Enterprise Privacy Program 


http://www1.va.gov/vapubs/search_action.cfm?dType=1

· VA Directive 6371, Destruction of Temporary Paper Records 


http://www1.va.gov/vapubs/search_action.cfm?dType=1

· VA Handbook 6500.2, Managing Security and Privacy Incidents 


 http://www1.va.gov/vapubs/search_action.cfm?dType=2

 


Federal Policies  


· Federal Information Security Management Act (FISMA) Title III, 2002 E-Gov Act 


http://csrc.nist.gov/drivers/index.html

· OMB Circular A-130, Appendix III, Security of Federal Automated Information Resources 


http://csrc.nist.gov/drivers/index.html

· Health Insurance Portability and Accountability Act of 1996 (HIPAA) 


http://www.cms.hhs.gov/HIPAAGenInfo/02_TheHIPAALawandRelated%20Information.asp

· Clinger-Cohen Act of 1996 


http://www.ed.gov/policy/gen/leg/cca.html

· OMB Memorandum M-06-16, Protection of Sensitive Agency Information


 http://www.whitehouse.gov/OMB/memoranda/

· OMB Memorandum M-06-20, FY 2006 Reporting Instructions for the Federal Information Security Management Act and Agency Privacy Management  (July 17, 2006)  


http://www.whitehouse.gov/OMB/memoranda/

· NIST Special Publications – Computer Security Resource Center – CSD – 800 Series 


http://csrc.nist.gov/publications/PubsSPs.html

· Privacy Act of 1974 (5 USC 552a)


http://www.defenselink.mil/privacy/

This is to certify that I have received the Mandatory Training for Trainees Addendum (v1).


_______________________               ________________________             _________


Printed Name


         Signature



       Date  


_______________________               


Division/Department


 


Trainee Type (circle one):


Resident/Fellow

Medical Student

Nursing Student  



Other: _____________________________


Please also sign attached Rules of Behavior and return to your supervisor or other designee if you have not already done so.
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Lecture-Nirali's Version-Final.ppt


NIRALI PATEL, PHARM.D.

MONICA SCHAEFER, PHARM.D.



OCTOBER 10, 2013

Overview of Managed Health Care





The focus of today’s lecture is to introduce all of you to the concept of managed care pharmacy and as well other topics within the realm of managed care. There are a number job opportunities out there in managed care and this lecture will discuss some pharmacist roles within this practice setting and their importance. Unfortunately, as students you won’t get that much exposure to this area in pharmacy until maybe rotations, but it’s a concept that is important to understand regardless of which career in pharmacy you choose.







*









Instructor Contact Info

		Nirali Patel, Pharm.D.

		Managed Care Pharmacy Resident

		Nirali.Patel2@va.gov



		Monica Schaefer, Pharm.D.

		Director of Pharmacoeconomics

		Monica.Schaefer@va.gov





I’m Nirali Patel, and I’m a graduate of the University of Michigan. I’m the managed care resident at the VA this year.



This is Monica Schaefer, she is the director of pharmacoeconomics at the VA – so she is our expert.



If you have any questions about anything discussed in this lecture or anything else that we can answer for you, you are more than welcome to email either Monica or I at the email addresses listed here.



I’m going to start out by giving you a general overview of the concepts of managed care and then Monica will take over. At the end we will be doing a graded case study.
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Learning Objectives

Briefly review the evolution of health insurance and managed care



Define Managed Care and Managed Care Organizations



Identify and define the different types of Managed Care Organizations (MCO)



Define formularies and review their purpose



Identify and define the role of Pharmacy Benefit Managers (PBMs)



Discuss PBM and MCO related activities: Prior authorization, MUE



Discuss opportunities for pharmacists in managed care

		





During this lecture we will discuss:

		The history of health insurance and the evolution of managed care

		Different types of managed care organizations like HMOs, PPOs, etc

		We’ll talk about the different functions of managed care organizations

		We will go over what formularies are and the importance of them—pay close attention to this as it will help with the case study

		The purpose of a pharmacy benefit manager

		Some activities of those pharmacy benefit managers: some things you have heard of like prior authorizations, etc

		And lastly we’ll talk about the pharmacists role in managed care and what kind of jobs there are out there



*













Evolution of Managed Care



Let’s start off by discussing the evolution of managed care

*









History of Health Insurance

		Pre 1920s : Health insurance virtually non-existent



		1920-1930: Increased demand and higher cost for care



		1930-1940: Blue Cross and Blue Shield provide pre-paid hospital care



		1940-1960: Increase  in number of patients with health insurance



		1965: Medicare and Medicaid programs signed into law, medical care 	thought of as a right rather than a luxury

		





To start off, I wanted to give you a little historical background on how insurance has evolved in the US over the years. It will give you a good understanding as why we need “managed care” and how it helps us.



Pre 1920s – Because medical technology was not as fancy as it is today, there was not much that medicine could do for most illnesses, most patients were treated in their homes.  There was no emphasis on regular checkups or preventative medicine, so people only sought medical care when they were sick. The biggest cost associated with illness in this time period was missing work and not getting paid, rather than paying for health care itself. So at this time, there was no need for health insurance, instead people had “sickness insurance” to replace lost income when they were sick.



1920s –At this time, families were moving into cities from their rural homes and the number of hospitals facilities began to multiply. Medicine was now viewed as a science that gave people hope for cures of their ailments – so people started visiting doctors and hospitals more often…driving the demand for healthcare up. Stricter requirements for physician training and licensure meant less physicians were being trained and that it cost more to become a doctor. As a result, physicians started charging more for care. This follows the same logic of supply and demand which most of you have probably heard about in an econ course. The increased supply of patients increased the demand for medical care, thereby increasing the cost of healthcare.  This quickly became problematic and required a more systematic approach for patients to be able to afford healthcare.



1930s – During the great depression, when incomes were at an all-time low, patients couldn’t afford to go to hospitals. The first attempt at hospital insurance was when Dallas teachers contracted with Baylor University hospital to provide 21 days of hospitalization for a flat $6 fee. This was a way to ensure that people paid their bills. This was the precursor to “Blue Cross,” which was the first major hospital insurance. Blue cross were essentially pre-paid hospital service plans. You paid X dollars a month and if you needed to go to the hospital, they would take care of you. This allowed patients to smaller chunks of money over the whole year instead of owing more money than they had after one hospitalization. These pre-paid plans were good for both the patients and the hospitals because the hospitals had a steady stream of income and the patients with pre-paid plans could more affordably receive care, especially helpful during the great depression.



The next advancement was when physicians organized a plan to cover the cost of physician care --was called “Blue Shield.” Initially physicians held out on providing pre-paid care because they worried that they would get paid less if a 3rd party was involved and that they would no longer be able to charge patients whatever price they decided.



1940s and 50s – BCBS was very successful, showing other companies how profitable health insurance could be. It also showed how adverse selection could be overcome by offering insurance only to groups of employed workers…assuming they are young and fairly healthy. Adverse selection refers to higher risk patients buying more insurance than those who are healthy; for example smokers vs nonsmokers. Smokers tend require more health care dollars than those who are nonsmokers, so ultimately get a bigger bang for their buck if they buy the same priced plan as those that are nonsmokers, and then the insurance companies don’t generate enough revenue to cover the costs of healthcare. Because the Blue Cross plan was a non-profit, they had to offer everyone the same premiums. Commercial insurance companies were able to base premiums on how healthy the patient was, allowing them to charge lower premiums to the younger population than Blue Cross was….and then other companies ended up gaining BCBS’s business. Also at this time (WWII), labor was very limited. Employers started offering health benefit packages as an incentive to employees to help them secure labor, since wages were lower. There was a massive boom in the number of people with health insurance--in 1940, about 20 million people had health insurance. 142 million were insured by 1950.



1965 – Medicare and Medicaid were enacted by congress to help provide coverage for the elderly. With their fixed incomes and greater utilization of medical services, they were the age group with the most need for a medical coverage plan. Physicians ended up greatly benefiting from medicare patients because they billed those patients directly (whatever price was usual and customary for them to charge) and the patient was then reimbursed by medicare. This allowed the doctors to charge more than what the plan would reimburse them, making the patient pay the difference. This plan has evolved since it first started; now the gov’t determines what they will pay b/c they need to control payment since they are covering such a large elderly population which includes the baby boomers also now, one of the largest populations in US history (approximately between 75 and 80 million Americans were born between this period, and now we have to find an cost-effective way to manage them)
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Evolution of Managed Care

		1973: Health Maintenance Organization Act passed into law



		1980s: Term “managed care” emerged



		1983: Diagnosis Related Groups (DRGs) introduced nationwide



		Late 1980s: Widespread growth of managed care



		1993: Many states turn toward managed care, allowing cost savings 	and expansion of coverage





		1990s-Present: Managed care growing, health care reform







1970 – Health care costs were going through the roof, so in 1973, the Health Maintenance Act was passed. This allocated $375 million dollars in grants to start health maintenance organizations or HMOs. (We will talk more about HMOs in a bit). The government also required employers with > 25 employees to offer an HMO alternative to their benefits options. This was really the start of managed care and trying to contain cost by rationing care for the patients



1983 – Continued increase in gov’t spending on medicare, caused change in Medicare reimbursement policies in which doctors were reimbursed based on a set fee schedule. As mentioned before, medicare was allowing physicians to charge their “usual and customary” prices where the doctors picked what they charged. At this time, Diagnostic related groups, or DRGs, were introduced. For example, when a patient is admitted to the hospital for a diagnosis of pneumonia, medicare will give the hospital X dollars for the care of that patient. If it takes the hospital 10 days to treat the patient and send them home, they are losing a lot of money compared to if they treated the patient in 5 days. This motivated physicians to treat the patients more efficiently while maintaining a high quality of care.



1993 – Many states shifted delivery of their health services for medicaid patients to managed care organizations. By having more of the care, they were able to put the money they saved toward expanding coverage to previously uninsured groups. 



So some trends that we have seen over the past couple slides is that insurance can allow people couldn’t otherwise afford health care to have the care they need. Also, managing health care utilization can control costs for the payer, allowing expansion to more individuals or decreases in premiums. The physicians are affected in how much they are reimbursed based on how much the 3rd party payer (insurance organization) has control over that providers patients. 

*









What’s the Big Deal?



This graph illustrates how the US’s health care spending compares to other countries that belong to this organization, called the Organization for economic cooperation and development. This organization is a mixture of established countries as well as “up and coming” countries—so it gives a good mix. The US actually spends the most of any of the 34 countries in this organization. You can see that 18% of our GDP –or 18% of all the goods and services produced in our country per year is health care services. This is way above the average, which you can see in the middle is 9.5%. GDP measures the total country's output, its growth rate, and the standard of living.



We also spend more per person on health care than any of the other countries. In fact, you can see the average in the middle is about $3200, whereas we spend almost $8000 per person. None of these other countries are even coming close to what we spend on health care! And most of these countries are high-income, established countries. 



*









Quality!

		Rank		Life expectancy at birth (years)		Location

		1		83		Japan

		2		83		San Marino

		3		82		Australia

		4		82		Iceland

		5		82		Italy

		6		82		Monaco

		7		82		Switzerland

		8		81		Canada

		9		81		France

		10		81		Israel

		11		81		New Zealand

		12		81		Norway

		13		81		Singapore

		14		81		Spain

		15		81		Sweden

		16		80		Austria

		17		80		Belgium



		Rank		Life expectancy at birth (years)		Location

		18		80		Cyprus

		19		80		Finland

		20		80		Germany

		21		80		Greece

		22		80		Ireland

		23		80		Luxembourg

		24		80		Malta

		25		80		Netherlands

		26		80		Republic of Korea

		27		80		United Kingdom

		28		79		Denmark

		29		79		Portugal

		30		79		Slovenia

		31		78		Chile

		32		78		Costa Rica

		33		78		Kuwait

		34		78		United Arab Emirates

		35		78		United States



































































































So that leads us to the question that well US healthcare is so advanced, of course it’s going to cost more!



So here you can see life expectancy according to the world health organization. This is 2009 data – and of the 193 countries that the WHO gathers data on, we rank #35 in life expectancy.  So for example, from the last slide switzerland spends $3000 per person per year and they are ranked #7 in life expectancy, whereas we spend almost $8000 per person per year and rank #35. So these graphs give you a sense that rationing our health care in a logical way is very important to keep costs down and also to provide the best care we can with limited resources.
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What is Managed Care?



Now I will explain what managed care is and how it will affect you!
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What is Managed Care?

		“The body of clinical, financial and organizational activities designed to ensure the provision of appropriate health care services in a cost-efficient manner. Managed care techniques are most often practiced by organizations and professionals that assume risk for a defined population.”

		Health care services are typically controlled in a managed care plan through a network of primary care physicians often referred to as "gatekeepers." 

		“Managed health care is an approach to the delivery of healthcare services in a way that puts scarce resources to best use in optimizing patient care.”



http://www.amcp.org/amcp.ark?c=pr&sc=glossary



Managed care is sometimes used as a general term for the activity of organizing doctors, hospitals, and other providers into groups in order to enhance the quality and cost-effectiveness of health care. Managed Care Organizations (MCOs) include Health Maintenance Organizations (HMOs), Preferred Provider Organizations (PPOs), etc. The term managed care is often misunderstood, as it refers to numerous aspects of healthcare management, payment and organization. In the purest sense, all people working in healthcare and medical insurance can be thought of as "managing care." Any system of health payment where the plan attempts to control or coordinate use of health services by its enrolled members in order to contain health expenditures, improve quality, or both. 

*













“Administrative firms that manage the allocation of healthcare benefits…managed care firms have a significant say in how the services are administered so they have better control of healthcare costs.”

Managed Care Organizations



Read quote: 



So really, managed care is the management of all aspects of the health care delivery system, from utilization, financing, payment, and delivery—with a goal of making care more efficient to decrease cost. MCOs use strategies such as analyzing utilization and aggressively contracting with providers to try to decrease costs. 
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Differentiating Characteristics

Risk Bearing: Amount of financial risk borne by the providers



Physician Type: Relationship between the managed care organization and the physician(s)



Relationship Exclusivity: Whether physicians provide care to patients from one managed care organization or to patients from multiple managed care organizations.



Out-of-Network Coverage: Whether care received from a provider who is not in the managed care organization’s network is a covered benefit. 



		





There are several differences among the different types of managed care organizations, but here are some examples of major differences—I’ll discuss them in more detail in a bit



One differentiating difference between MCOs is the amount of risk taken by the providers. Who is going to take on the risk financially? The doctors or the MCO itself? The different organizations vary in the amount of financial risk that the physician takes on



What kind of relationship the MCO has with the physician; doctors can either work directly for the managed care organization, or can be contracted by them.



Relationship exclusivity: or does the MCO only use one physician group or does the physician see patients from many different MCOs and individuals?



Lastly, how the MCO handles coverage of services with non-contract providers; there are differences with how these organizations cover or don’t cover the cost of seeing outside doctors/specialists

*









Managed Care Organization Types





Fee For Service (FFS)



Health Maintenance Organizations (HMO)



Preferred Payer Organizations (PPO)



Point of Service (POS)



There are several types of managed care organization types, but over the years these different characteristics have become integrated and concepts are shared. The purpose of every MCO is to administer healthcare benefits, but in order to stay in business they all utilize these cost containment strategies differently
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Fee for Service Plans

		Traditional form of provider reimbursement

		Provider paid according to each service provided



		Plan may pay the provider directly or reimburse the patient after a claim is filed



		Differentiating factors:

		No provider networks

		Patient can use the doctor or hospital of their choice without penalty





Here is the first type of MCO, or Fee for Service Plans. Really these are kind of like the absence of managed care because utilization is uncontrolled. There are no provider networks. When we say provider networks we mean a “group of providers that the MCO has contractual agreements with.” The provider is reimbursed for each unit of service they provide, such as per lab done, visit, procedure, etc.  

-----------------------------------------

The advantages are that there are no provider networks, so the patients can see whatever provider they want without being penalized or having to pay increased copays. 

-----------------------------------------

However, the drawback is that utilization is relatively uncontrolled. Providers have no incentive to be efficient because they get paid more if they run more tests, require more visits, etc.  This leads to fee-for-service plans costing more to the insurance provider, and those increased costs lead to increased premiums to the end user. This model may also require the patient to turn in paperwork in order to get reimbursed—which can be cumbersome. Also, preventative care is not covered as extensively.
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Health Maintenance Organizations

“An entity that provides, offers or arranges for coverage of designated health services needed by members for a fixed, prepaid premium. HMOs offer prepaid, comprehensive health coverage for both hospital and physician services. ”



		Differentiating Features:



Place providers at risk

Generally do not provide coverage for medical care that is received out of network

Primary care physician acts as “gatekeeper”

http://www.amcp.org/amcp.ark?c=pr&sc=glossary



Read quote:

HMOs are the most common type of MCO. They offer complete, yet controlled access to care. Essentially requires patients to pay the set fee per month and then they arrange for all the care the patient requires. Members select a Primary Care Physician (PCP), who acts as their gatekeeper. This PCP oversees their care and authorizes referrals to specialists. Members can only be covered to see a specialist if this is authorized by the PCP. The rationale behind this approach is to avoid unnecessary and often expensive referrals to specialists—not everyone with a headache needs to rush to the neurologist. The gatekeeper may be financially at risk – not only for the services he or she provides, but also for the medical services provided by the specialist to whom a patient is referred. This is because the provider is reimbursed on a per-patient per month basis, incentivizing that gatekeeper to efficiently manage that patients healthcare.



Advantages are that the premiums and copays are usually lower and preventive care is covered to a larger extent.



Drawbacks are that you have to have referrals from your PCP and HMOs are the most restrictive to only paying for in-network care.









HMO Types

		Staff Model



HMO directly hires physicians

Patient can only use those physicians



		Group Model	



Contracts exclusively with a single medical group such as a hospital or clinic to provide all types of care



		Network Model



HMO contracts with multiple groups of providers



		Independent Practice Association Model

		Non-exclusive contracts with solo or small physician groups

		Physician bears risk, incentivized to keep costs down











Staff Model – All the physicians are directly employed by the HMO and are in a centralized site. These physicians have no direct financial risk but the HMO can influence them analyzing the efficiency of the care they provide. Because the HMO pays their salary, their contract may be terminated if they don’t meet the HMOs expectations. 

A great example of this is the VA—veterans come to the VA to receive all of their care: primary care, dental, pharmacy, inpatient, etc. The physicians are direct employees of the VA and their practice must follow the guidelines the VA sets.

-------------------------------------------



Group Model – In the group-model HMO, the HMO contracts exclusively with a single group of physicians—usually in a hospital or clinic setting-- and pays a set amount per patient to provide certain services. The physicians must then decide how to allot their money. These physicians usually do not have any fee-for-service (FFS) patients, just these HMO patients that they care for.

-------------------------------------------



Network-Model – This is just like the last one, the group model HMO, except the HMO/physician relationship is non-exclusive. The HMO contracts with a variety of large physician groups or health systems called their “network.” The providers in the network do bear risk, but because their relationship is non-exclusive, those providers may be taking care of fee-for-service patients as well. When a physician has a greater proportion of risk-bearing patients as opposed to FFS, they are more concerned with ensuring efficient utilization.

-------------------------------------------



Independent Practice Association (IPA) Model – The individual practice association contracts with independent physicians who work in their own private practices and see fee-for-service (FFS) patients as well as HMO enrollees. Physicians belonging to the IPA guarantee that the care needed by each patient for whom they are responsible will fall under a certain amount of money. They guarantee this by allowing the HMO to withhold an amount of their payments (usually about 20% per year). If, by the end of the year, the physician’s cost for treatment falls under this set amount, then the physician receives his entire “withhold fund.” If the opposite is true, the HMO can then withhold any part of this amount, at its discretion, from the fund. Essentially, the physician is put “at risk” for keeping down the treatment cost. This is the key to the HMO’s financial viability. 









Preferred Provider Organizations

“Affiliations of providers that seek contracts with insurance plans. Physicians are usually from solo or small-group practices and have nonexclusive arrangements with the PPO.”



		Members are free to see any provider they choose but have financial incentives to see in-network providers



		Pay physicians in a fee-for-service manner but PPO contracts for reduced prices



http://www.amcp.org/amcp.ark?c=pr&sc=glossary



Physicians are paid based on a fee-for-service model, but at contracted rates that are usually 10-20% lower than what they normally charge. So why would they do that?...increased patient volume and they get paid really quick. 



Because physicians bear no risk, and are paid fee-for-service-- plan administrators try to control costs by contracting for the lowest provider reimbursement rates and do case by case audits to evaluate providers efficiency.















PPOs, cont.

		Coverage provided through a network of physicians and hospitals



		Differentiating Factors:

		Providers bear no risk

		Patients can receive care out of network, but at a much higher cost







Advantages for patients include a certain degree of freedom to see whatever provider they please, but they pay less out of pocket if they stick to in-network providers. For example, if you see an in-network family physician for a routine visit, you may only have a small co-payment or deductible.  If you see a non-network family physician for a routine visit, you may have to pay as much as 50 percent of the total bill. They don’t have a primary care gatekeeper



PPOs have become very popular recently because they are less restrictive, but the disadvantage is higher copays and premiums

*









Point-of-Service Model

		Hybrid between an HMO and PPO

		Patients choose which model – HMO or PPO – they will use each time they seek health care





		Patients choose a primary care physician as their “gatekeeper”

		Oversees their care

		Makes referrals to specialists





		Free to see contracted providers or out-of-network providers

		Lower cost to see contracted providers





And now for our last Managed Care Organization type: the Point of Service model. This is really the best of HMOs and PPOs all rolled into one. Patients have a primary care “gatekeeper” to control utilization



Upon enrolling, patients can choose a primary care physician as their “gatekeeper.” As in the HMO model, visits to specialists made by referral will cost less. However, as in a PPO, patients can see out-of-network providers but it will cost much more.



Advantages are freedom of choice and more flexible than an HMO, but may be more cost-effective than a PPO.

*









Importance of Managed Care Organizations

		Assume Financial Risk



		Advocates for improving patient care



		Help control healthcare costs



		Encourages continuity of care



		Better oversight of patient care





To wrap up this section on the different types of Managed Care Organizations…I just want to make the point that we have these different forms of managed care to help control in utilization of health care services. By providing financial incentives, health care resources are used more effectively, allowing healthcare to be more affordable and improve quality of care.

*













The Drug Formulary



On to our next topic, which is drug formularies– something pharmacists should pay close attention to because you will have to abide by a formulary in whichever practice setting you choose.

*









The Drug Formulary

 

“A drug formulary, or preferred drug list, is a continually updated list of medications and related products supported by current evidence-based medicine, judgment of physicians, pharmacists and other experts in the diagnosis, treatment of disease and preservation of health. The primary purpose of the formulary is to encourage the use of the safe, effective and most affordable medications.”



“A formulary system is much more than a list of medications approved for use…they contain additional prescribing guidelines and clinical information which assist health care professionals to promote high quality, affordable care for patients.”

















http://www.amcp.org/amcp.ark?c=pr&sc=glossary



Formulary management systems are used by health plans, pharmacy benefit managers, hospital and government agencies including the veterans health administration, department of defense, and medicare/medicaide programs. Formularies have evolved into a tool for assuring the selection of medications demonstrated to be safe, effective and affordable while maintaining or improving the quality of patient care.









Formulary System

		Formularies are used by many different entities

		Hospitals

		Pharmacy benefit management companies

		Health plans

		Medicare and Medicaid





		Types of Formularies

		Open

		Closed

		Hybrid – contain elements of both open and closed





http://www.amcp.org/amcp.ark?c=pr&sc=glossary



Drug formularies are used by many different entities—for example, hospitals use a formulary to help them control costs when caring for inpatients, pharmacy benefit management companies control cost using a formulary for outpatient prescriptions, and health plans and Medicare/Medicaid use a formulary to reduce total costs to make pharmacy benefits affordable for a large number of members.

--Formularies are divided into two kinds, open and closed, but really these days formularies have many different caveats and are hard to classify as open vs. closed

--In a traditional open formulary, mostly every drug is covered by the plan; however, some drug classes such as those for cosmetic use or OTC drugs may be excluded from coverage

--In a traditional closed formulary, non-formulary drugs are not reimbursed by the payer. Essentially there is restricted assess to non-formulary medications; certain policies allow patients to gain access to restricted drugs when medically appropriate.

--Formularies can also have tiers so that the most cost-effective meds are the top tier and have the lowest copays, whereas the less cost-effective meds are lower tiers and require the patient to pay more out of pocket. The tier system is a hybrid in a way because it allows coverage, but at different levels of out-of-pocket expense.
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Strategies to Manage Utilization

		Guided-Use Strategies

		Criteria For Use

		Restrict use to specialty providers

		Quantity Limits

		Step Therapy

		Prior Authorizations

		Generic substitution

		Therapeutic Interchange





The formulary is one component of health care management. They exist to guide therapy towards using the most evidence-based and cost-effective direction. The mechanisms that the payer uses to guide therapy are built into the formulary. All the bullets on the screen are utilization management strategies built into formularies to help with cost savings.



Guided use strategies are things such as criteria for use or restriction of certain meds to specialty providers. For instance in the VA, we have criteria for use for expensive injectable meds. The criteria for use state that the patient must have failed two formulary alternatives, not have certain medical conditions, etc. In order for the patient to obtain this non-formulary medication, their doctor would have to fill out the required forms and it would be evaluated by a pharmacist. If the drug was deemed appropriate and necessary then the VA would pay for the patient to take that med. Criteria for use help to optimize therapy so that expensive medications aren’t used unnecessarily, to ensure that drug is safe for the patient, and also forces the physician to evaluate the appropriateness of the prescribing these medications. It is just one way to put up barriers and control in prescribing of pricey or potentially harmful drugs.



Another way to contain cost is quantity limits. For example, at the VA we have quantity limits on Viagra and other ED products. Patients can only get a certain quantity per month. You’ve seen this if you work in outpatient pharmacy when the insurance sends you back a message saying that patients can only get 30 days at a time, or a max of a certain #of pills.



Another method is step therapy. The patient has to following the proper steps of therapy before the a non-form drug will be covered.  For example, in order to get expensive cholesterol medication X, you must have failed an adequate trial of drug A and B. Once you have failed A and B, expensive drug X should be automatically aproved.



A prior authorization is a request that a physician makes to the PBM for the patient to gain access to a nonformulary drug that must be approved before a patient receives it. I will describe this in more detail in a few slides.



Generic substitution—automatic switch from brand prescription to generic at the pharmacy. Generic drugs are so much cheaper and have the same efficacy and safety.



Therapeutic interchange is something that happens in hospitals daily, for two drugs that are different chemical entities that have similar pharmacologic and therapeutic activity. Because classes of mediations are getting very crowded with “me-too” drugs or drugs that are essentially the same in efficacy and safety but just have a different name. For example--if the doc prescribes a certain non-formulary blood pressure medication for their patient in the hospital, it may be automatically changed to the equivalent formulary product. Say they prescribe omeprazole, but the hospitals formulary product is pantoprazole…it will be switched to the equivalent dosage of pantoprazole.













Pharmacy Benefit Managers



Next we are going to talk about Pharmacy Benefit Mangers (or PBMs)
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Pharmacy Benefit Managers (PBM)

 “Organizations that manage pharmaceutical benefits for managed care organizations, other medical providers, or employers.  PBMs contract with clients interested in optimizing the clinical and economic performance of their pharmacy benefit.”



		Maintain affordability of the prescription drug benefit



		Oversight of pharmacy services utilization



		Work to increase patient safety and appropriate prescribing





http://www.amcp.org/amcp.ark?c=pr&sc=glossary



Read quote…



Employers and health plans that are going to offer prescription drug benefits with their health insurance plans will usually partner with a PBM to help design and administer cost management tools for the pharmacy benefit.



PBMs can keep cost down by negotiating with pharmacies to create their own network of pharmacies. They contract with their network to allow them to reimburse the pharmacy for filling scripts at a discounted rate. The pharmacies are willing to take these cuts in reimbursement in exchange for increased prescription volume. Because PBMs are usually in charge of a lot of patients’ benefits, it allows them more negotiating power to get lower rates. 



PBMs oversee the utilization of pharmacy services, as well as overseeing the safety and appropriateness of prescribing









Pharmacy Benefits

		Pharmacy services is a relatively small portion of overall health care costs



		Pharmacies do not bear risk

		Reimbursed on a fee-for-service basis per prescription



		Types of Costs:

		Unit Costs

		Utilization Rates

		Administrative Costs





Much emphasis is placed on managing the pharmacy benefit in MCOs, despite its small share of the overall health care budget.



Physicians are more likely to be held responsible than pharmacies because physicians have the greatest influence over prescription utilization and costs.



The PBMs cost-containment efforts are directed to three different types of costs incurred whenever a prescription is dispensed.

     -Unit cost: amount paid for each prescription; which is made up of the drug ingredient costs + dispensing fee

     -Utilization: Or simply the # of prescriptions the patients are filling

     -Admin. Costs: to transmit claims electronically, as well as resources required to administer pharmacy benefits 

These are all areas where costs can be controlled, in order to increase profits for the PBM.









Pricing and Rebates

		Contract Pricing

		Lowest of the following:

		Contract Rate – Percentage of Average Wholesale Price (AWP) with a dispensing fee

		Maximum Allowable Cost (MAC) with a dispensing fee

		Usual and Customary Price (Cash Price)



		Rebates

		PBM receives rebates from pharmaceutical manufacturers

		Based on formulary decisions and PBM’s negotiating power









PBMs contract with pharmacies, aka their network, so that they can reimburse the pharmacy discounted rates for prescriptions. These discounted rates are based on the cost the pharmacy paid for the medication from the wholesaler plus a standard dispensing fee that they have agreed upon in their contract. Larger PBMs control the pharmacy benefits of more patients, and can therefore more aggressively negotiate prices.



MAC or “maximum allowable cost” means the unit price established by the PBM for a multisource drug included on PBM’s MAC drug lists developed for PBM’s clients, which may be amended from time to time by PBM, in its sole discretion.



Usual and customary price- or cash price, is the retail price of the drug



PBMs make a lot of their money through rebates from manufacturers. They contract with drug manufacturers and agree to make their products preferred on the formulary, in return the manufacturer returns some of the price to the PBM. The rebate amount is based either on the # of fills for that drug or based on market share. So say for coreg—a beta blocker—the PBM would make an arrangement with the manufacturer, and get a certain amount rebated to them for the % share coreg had of all the beta blockers dispenses to the PBMs patients. There really isn’t any data about the amount of money PBMs usually get back, but estimated to be 2-21% of the drugs purchase price and anywhere from 70-90% of that is returned to the PBMs customer, which is the insurance plan sponsor or employer.









Mail Services

		Most PBMs offer mail service pharmacies



		Mail service pharmacies can negotiate discounts on product costs due to large prescription volumes



		Mail service may be required for certain prescriptions



		Patients incentivized to use mail service pharmacy due to cheaper copays







Most PBMs allow their patients the option to fill through a mail service pharmacy. They might either have their own mail order facility if they are large enough, or contract with one. Mail order pharmacies usually buy in bulk and therefore pay less for their drugs. This savings is passed on to the PBM, who reimburses the mail order pharmacy for less than a traditional pharmacy. There are incentives for patients to use mail order pharmacies, such as lower copays.



Percent of scripts that go through mail-order









Claims Processing

		Electronic Claims Systems

		On-line electronic submission of claims

		Provide eligibility verification and claims adjudication

		Review usage, dispensing, and prescribing patterns



		Overrides

		Soft-edit vs. hard edit





PBMs usually provide the online, electronic claims system that allows pharmacies to input a prescription and to get almost instant feedback regarding coverage eligibility and copay amounts. The electronic claims system looks at the patients past fills and can evaluate their usage.



This last part about the “edits” is what happens when a pharmacy submits an online claim, the PBM computer system analyzes the claim for appropriateness, and sends a message back to the pharmacy. They are doing a review to look for drug-drug interactions, contraindications, duplicate therapy, and other problems.



*Soft-edit: is when a message is displayed for the pharmacist to acknowledge, but the claim will still be paid and processed. Mostly informational for the pharmacist

*Hard-edit: The claim is denied due to quantity limits, early refill, contraindications, and must call PBM or MCO for override













PBM/MCO Activities



Now I will talk about all the things that PBM and Managed Care pharmacists can do

*









Disease Management

		Collaborative practice involvement

		Ambulatory care clinics

		Multidisciplinary teams involving physicians, pharmacists, nurses, dieticians, and psychologists

		Risk identification, chronic disease management

		Patient education

		Regular follow-up with patient via phone or clinic visit

		Importance of PharmD involvement

		Improve safety and quality of care

		Improve access to care

		Improve patient self-management





Disease management is a newer development in the field of pharmacy. Many outpatient clinics, including the VA have started developing collaborative practice agreements. This means that the pharmacist works in collaboration with the physician to adjust doses of medications, add-on therapy, discontinue medications, and order lab tests within their scope of practice. The collaborative agreements allow more time for physicians to do other things, and allow pharmacists to be better utilized since we are educated and trained to manage several chronic disease states and work closely with patients.



The involvement of pharmacists in primary care, has shown improvement in the safety and quality of care for patients. It has also improved access to care and patient can have regular follow-up with the pharmacists and end up having better outcomes. More often than not, patients have difficulty managing high maintenance disease states—such as diabetes, at home. With the continuous help of a pharmacist, they are generally more motivated and more aware of the importance of managing these diseases.
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Medication Utilization Evaluations (MUE)

		Review of physician prescribing, pharmacist dispensing, and patient use of drugs





		Goal: To ensure appropriate, safe, and effective medication use





		Prospective MUE

		Conducted at the time the prescription is dispensed to ensure appropriate prescribing and enhance patient safety





		Retrospective MUE

		Analysis of past prescribing or use of drugs.

		Goal is to improve quality or safety 





Prospective: Conducted at the time the prescription is dispensed via the electronic claims adjudication system. This is what happens when the pharmacist or even the computer system does interaction checks, allergy checks, etc. Patients’ medication records are reviewed during the dispensing process to determine whether the prescriptions are appropriate. 



Retrospective: Reviews based on claims data for prescriptions that have already been dispensed. Goal is to find areas for improvement in drug therapy or improved safety. Pharmacist that complete MUEs may have to conduct prescriber education or patient education as follow up. May focus on physicians’ prescribing patterns, individual patients’ patterns,  or patterns of use for certain therapeutic categories – especially for drugs that may be subject to abuse. 



Some examples of MUEs that may be conducted are evaluating a patients refill history on their diabetes medication and following up with patient education on compliance and diabetes management. Another may be ensuring that certain medications are renally adjusted for patients within your hospital. If you find that prescribers aren’t adjusting doses as they should, prescriber education should be conducted. It is common now for pharmacists to have the ability to renally adjust medications at the time of verifying orders without having to call the physician every time a dose adjustment is needed. Usually there are a list of medications that this is allowed for and these dose adjustments are based on evidence-based medicine.
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Prior Authorization

		Also termed “coverage determination”

		Drugs requiring a PA are not approved for coverage until certain conditions are met and documented



		Allow reduction in overall medical costs by restricting access to expensive or high risk drugs

		Allowing access to such drugs with some oversight by the PBM



		Allows the MCO to get additional clinical information in order to make the most informed coverage decisions





One you have probably heard of and encountered in the retail setting is prior authorization. This is how patients are allowed controlled access to non-formulary drugs when it is deemed medically necessary and appropriate. They help to reduce waste, error, and unnecessary drug costs. This is similar to criteria for use….because once the conditions of the prior authorization are met and documented, the patient is allowed access and reimbursement for that non-formulary drug.
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This is an example of prior authorization standard form. So this one came off the internet from a PBM. Its for the non-formulary proton pump inhibitors that you see in the top box. Pretty much its check boxes—made really easy for the physician to fill out. This form is faxed from the insurance company to the physicians office. The physician must fill it out and fax it back to the PBM. After a pharmacist evaluates this form, they decide whether or not they will approve coverage of the medication and fax their decision (either on this form, or in the form of letter) back to the pharmacy. This prior authorization request brings together a lot of cost savings methods used by PBMs on their formulary. #1 says, “has the patient received a trial of omeprazole of esomprazole?”…aka step therapy. Then #2 asks if the patient was unable to tolerate the omeprazole/esomeprazole. #3 is about contraindications, #4 is about drug interactions. 



Pretty much this is just a way for the doctor to justify the use of the non-formulary agent to the PBM. That agent may be completely appropriate and necessary, but the PBM may not be able to see that from just the information they have to go off of from the patients claims history.  
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Quality Assurance



		Important role of managed care organizations



		Traditionally driven by economic motives but more recently driven by patient care





		Accreditation





The push for quality health care was traditionally driven purely for money saving reasons, but recently the drive for quality is more driven by patient care. In general patient-centered care is directly related to profitability. In an age where patient satisfaction, relapse rates, and other stats are posted on the internet, poor patient care will lead to less profitability.









Quality Measures

		Structure

		Resources  (including personnel) used to provide care

		Policies and procedures



		Process

		Interactions between practitioners and patients



		Outcomes

		End results of medical care





There are three quality measures important for any managed care organization to frequently monitor:



The first is the structure of the organization: This means, does the organization have the right number of staff to complete the daily tasks? Are there policies and procedures in place that ensures that the organization is able to meet a minimum standard of care?



For example: The pharmacist cannot dispense prescriptions or provide pharmaceutical care without a pharmacy, drug inventory, or patient profiles, all of which are important structural inputs.



Another quality measure is the process; Is there a process in place to ensure that practitioners are gathering all the necessary information and going over all the correct information with the patient? Some facilities have templates.



For example: The pharmacist takes a medication history, monitors the drug regimen, and counsels the patient on the appropriate way to use the treatment, these are all vital process activities.



Lastly, we measure outcomes. These are often the easiest to measure in terms of the quality of care because we can directly correlate outcomes 



For example: Outcomes, therefore, are the intended endpoints of care, and occasional unintended effects (e.g., adverse drug reactions). 
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The Role of the Pharmacist



To finish off my section, lets quickly go over what role a pharmacist in a managed care organization or a pharmacy benefit management company might have. 
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Pharmacists’ Roles

		Prior authorization reviews

		Formulary Management

		Make recommendations of additions or restrictions

		Collaborate with other providers at P&T meetings

		Perform MUEs to evaluate and increase quality of care

		Pharmacy Benefit Design

		Medication Therapy Management

		Disease Management/Ambulatory Care





For more information on careers in Managed Care:  www.amcp.org



Review prior authorization requests and determine coverage. Requires clinical knowledge and decision making.

Manage formulary

     --Make recommendations to P&T on whether or not to add, restrict, etc new drug

     --Requires rigorous research, and communication with other providers to make informed decisions.

Identify areas that could benefit from MUE, and remedy any issues revealed in doing so

Design pharmacy benefit designs for other employers or customers

MTM/Disease management- Work with patients directly towards reaching better outcomes by closely managing chronic disease states. This involves regular medication review, interpreting lab results, adjusting doses of medications appropriately, and gaining the confidence and skill to act as a provider to the patient as well as gaining a sense of trust in your decision-making capabilities with the PCP that you work with.
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Pharmacists’ Roles

		Patient Safety 

		Clinical Program Development

		Communication with Patients, Prescribers, and Pharmacists

		Business Management

		Cost Management



For more information on careers in Managed Care:  www.amcp.org



In a managed care setting, pharmacists are able to evaluate medication safety and educate providers and patients to effect change

Communicate with patients via educational letters, educate and provide regular updates to prescribers regarding formulary changes and appropriate medication use, as well as managing some business aspects such as budgeting, contracts, etc.



As a managed care pharmacist, you will have the potential to make decisions that will influence patients on a larger scale, improve the quality of care for potentially several millions of patients, while continuously staying up-to-date on new drugs and evidence-based medicine. You will be able to maintain your clinical knowledge and use it on a daily basis and have the opportunity to provide both direct and indirect patient care. Through our pharmacy training, we are equipped to be effective pharmacists in the managed care setting, or any other pharmacy setting since the concepts are utilized in every environment!!!
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Resident Roles

		Predict the impact of new drugs on pharmacy budget

		Track and trend pharmacy fiscal expenditures

		Identify areas for cost savings on drugs

		Manage formulary by evaluating new drugs

		Develop medication use policies (criteria for use)

		Operationalize clinical evidence and best practices into local processes

		Chronic disease management clinic

		Various quality assurance and performance improvement duties

		Contribute to P&T committee





This year as a managed care resident for the VA, I get to explore tons of areas of pharmacy that I wouldn’t have otherwise. I worked on projecting what kind of impact the new drugs set to hit the market this year would impact our pharmacy budget. Monica will talk more about how we do this in the next section. I’m currently working on identifying ways that we can cut costs for the pharmacy. I also will be working on evaluating prior authorization requests that come through for non-formulary medications and deciding if they are appropriate for the patient or not. There are numerous other things that I do, including staffing in the inpatient pharmacy some nights and weekends, managing patients diabetes/lipids/hypertension in the chronic disease management clinic, and other clinical work too. It’s an amazing opportunity and residency may be something you shouldn’t count out too soon. 
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Careers in Managed Care



Visit amcp.org



Do a rotation with a  managed care pharmacist



Apply for a residency!







Managed care may be an area that you had never thought of when picturing yourself in your career a few years from now. You may want to do a little research and see what you find. Visit amcp.org to read up about managed care and what pharmacists are doing in the field. You can also try to do a rotation with a managed care pharmacist. There are plenty of PBMs in town as well as internships available through the AMCP website. I became interested in managed care after doing a 4 month summer internship at Blue Cross Blue Shield of Michigan—I learned a lot of great things and had the opportunity to work with many successful clinically-trained pharmacists. If you are considering managed care pharmacy, consider going to midyear or  an AMCP fall/spring conference—these events are great for making connections and learning more about the field, pharmacy is a very small world!

*









Questions?



That’s it for my part, any question? You can always email me if something comes up when you’re studying for your test

*















Health expenditure as a share of GDP, OECD countries, 2009
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Prior authorization criteria and a copy of this form are available at: hitp://pec ha.osd.milfforms_criteria php.

Drug for which Prior Authorization is
requested:

[ aciphex raveprazote)

[Clpexitant fomery Kapidex)
(dextansoprazole)
[erevaci tansoprazote)

Step Please complete patient and physician information (please print)

1
|

2

Patient Name: Physician Name:

Address: Addres:

Sponsor ID# Phone #: _

Date of Birth: Secure Fax #

Step _Please complete the clinical assessment

1. Has the patient received a trial of omeprazole OR es [No
eesomeprazole (Nexium) and had an inadequate Please sign and date. P 5 Question 2
response?

2. Has the patient received a trial of omeprazole OR [ves No
‘esomeprazole (Nexium), but was unable to tolerate it Please sign and date. P 'Question 3
due to adverse effects?

3. Is treatment with omeprazole or esomeprazole Clves No
(Nexium) contraindicated for this patient (.g., due to Please sign and date. Proceed o Question 4
hypersensitivity)? = o

4. I the patient currently receiving clopidogrel (Plavix) Jres INo
and requires the use of a non-preferred PPI? PleascSign and date. CoveragE ot approved

[[Jprotonix (pantoprazote)
[[Jzegerid (omeprazoleisodium bicarbonate)

Step Lcertify that the above is correct to the best of my knowledge (please sign and date)

3

Prescriver Signature.

Date
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"One thing is sure. We have to do something. We have to do the best we know how at the moment . . . ; If it doesn't turn out right, we can modify it as we go along."

		— Franklin D. Roosevelt

		counseling Frances Perkins (first 		federal Labor Commissioner, chaired 		committee on Social Security)

	 



So in reading some guidance for writing a speech, it’s recommended to capture the audience’s attention with an anecdote or quote.  When I think about this topic, I think about how difficult and massive of an ordeal it is to shift our research paradigm and emphasis from the Phase III randomized controlled trial to the effectiveness (real-world) trials for impactful decision-making with regard to coverage and reimbursement.  I like this quote because it inspires me to think about taking action and not having to have it right the first time around.  As we know from history, even if some of the major social systems implemented under FDR are not perfect, that have longevity and helped many people in our country.  As we look to continue reforming healthcare, it’s good to keep this quote in mind and remember that inaction does not solve issues.
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Objectives

		Review comparative effectiveness research (CER) definition and purpose

		Identify key US health system and legislative changes leading to inclusion of CER within ACA 

		Contrast limits of use of CER for coverage and reimbursement decisions between ACA and MMA

		Generate discussion on application of CER to formulary management 





		We will start by reviewing the definitions and purpose of comparative effectiveness research

		Then examine some key US health system and legislative changes leading to CER within the Affordable Care Act as it is written today

		We will then look at contrasts in the limits on use of CER for coverage and reimbursement decisions between the ACA and MMA

		What has happened as a result of the legislative efforts  to date

		And finally, the overall purpose is to generate some discussion on the application of CER to formulary management
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CER - Purpose

			Value = 	Quality



				       Cost

		Provide optimal clinical outcomes considering both benefits and harms

		Inform coverage and reimbursement decisions

		Identify good investments in health care technology

		Spark innovation



*



To put it simply, the goal of investing in CER is to improve value in our healthcare system

As you can see by this simplified equation, value is a function of both quality and cost

At the core of this is to improve patient outcomes through better clinical care and selection of the best treatment options that minimize long-term adverse events with least side effects

It may be controversial to state that CER would spark innovation at this point in time depending on how it’s used to apply to coverage decisions.  There are some that fear that this would squash innovation, as costs of research and development could not be re-couped (increases risk for businesses).  However, a model or practice of equal payment for equal outcomes could spur innovation as developers invest in those agents and developments most likely to make a substantial incremental gain over existing therapies and develop agents in areas where significant gains are needed
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CER - Methods

		Comparison of 2 or more alternatives

		Examination of effects in real practice

		Addresses different questions than RCT:



Does the drug work in a non-controlled practice setting?

How does real world compliance affect performance?

How does it work in broader more inclusive populations?

How does it compare to alternative(s)?

What are the longer-term benefits and risks in terms of true outcomes?

	

*

Schumock, G. and Pickard AS.  Comparative effectiveness research: Relevance and applications to pharmacy.  Am J Health-Syst Pharm. 2009;66:e2-10



And to achieve the intended purposes of CER, different types of trials are needed to address information gaps critical to appropriate selection of therapeutic options.  

Prospective, retrospective observational, or synthesis are all study designs that can be used in developing a comparative effectiveness study

There are 2 basic elements in methodology that define CER

	Comparison of 2 or more alternatives

	Examination of effects in real practice

These types of study designs will help to answer different questions than RCT including

	Does the drug work in a non-controlled practice setting – does it work in an environment outside of the controlled 	clinical trial

	How are outcomes affected in subpopulations of persons with varying disease severity and comorbidities?

	How does it compare to alternative therapies that could be used in the same clinical condition?

	How are the broader populations affected? 
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Historical overview of health insurance in United States

		Early 1900s- Health insurance nonexistent

		1910 – 1920s- Few health insurance plans tied to employer or occupation cooperatives

		Oklahoma Farmer’s Union

		Los Angeles Department of Water and Power

		WWII- health benefits non-taxable form of wage

		Henry Kaiser and Kaiser Permanente

		Group Health Cooperative (Washington)

		Late 1960s- Small number of managed care plans



*



Now having reviewed what CER is, let’s move into the history of how current legislation on CER in the Affordable Care Act has come about.  



		Highlight WWII effect on healthcare and non-taxable form of wage

		Define FFS—a payment system of reimbursement to providers for each unit of service provided (visit, lab, procedure etc.)
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Historical Overview of Managed Care in United States

1965- Social Security Act (Medicare and Medicaid) shift healthcare from a privilege to right

HMO Act of 1973

Government allocated $375 million to increase HMOs

1980s- Term “managed care” emerged

		Medicare’s Diagnostic Related Groups

		1990s- President Clinton and healthcare reform; managed care grows



*



Beginning with the Social Security Act of 1965, which established Medicare and Medicaid, there was a shift of healthcare as a privilege or luxury to a right or entitlement



1965 Social Security Act changed the notion of healthcare as a privilege/luxury to right/entitlement.  I find it interesting that today the topic of health care as a right vs. a privilege is shaping much of the reform and debate of current efforts



		FFS was a very inefficient method for reimbursement which lead to increase healthcare spending and utilization

		This inefficient method for reimbursement and increase spending, resulted in Legislation specifically the 1973 HMO Act and 1980s DRGs

		The HMO Act of 1973 set the stage for the managed care growth and entry into the health insurance market, but managed care did not grow significantly until the late 80s and into the 90s.  

		DRGs--…system of classification for inpatient services based on principal diagnosis, secondary diagnosis, surgical procedures, age, sex, and presence of complications; and is basically a capitation system to pay for a specific diagnosis
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Formulary Management Needs

		Contracting

		Rebates

		PBMs

		Gaps in evidence to make coverage decisions or differentiate interventions

		Global markets using formalized comparative effectiveness and comparative cost-effectiveness for national coverage decisions



NICE



		Public Payers in US



Veterans Health Administration, DoD



Private Payers in US

 Technology Evaluation Center (TEC) established by the Blue Cross Blue Shield Association (BCBSA)



With the growth of managed care, there became an increasing need for better information to support formulary management needs that developed and took greater influence were:

		Contracting

		Rebates

		PBMs



		Canada’s CADTH, England’s NICE, Germany’s IQWIG, Australia’s PBAC , Sweden’s TLV do use cost-effectiveness for coverage decisions

		DoD has Pharmacoeconomic department that performs technical reviews of drug therapies

		VA has National Pharmacy Benefits Management Group that reviews drug therapies and classes of drugs and makes recommendations for national contracts





An example of a private payer technology appraisal group is the Technology Evaluation Center within Blue Cross Blue Shield.  Of note, Medicare is a client of TEC and uses reviews made by that group.

*











*

data extracted on 27 Aug 2013 14:33 UTC (GMT) from OECD.Stat





With all these changes in the move to managed care and increasing methods to control health care costs, including formulary management techniques, the US is still spending a disproportionate amount of its GDP on health care compared to other developed countries.  According to the Organization for Economic Cooperation and Development, America currently spends the most on healthcare among the 34 members included in their analyses.
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Stakeholders

		American citizens

		Society



Skyrocketing healthcare costs

Taxes

		Individual Patient 



Increased cost sharing, treatment choices, access to care

		Public and private payers

		Healthcare providers



Choices in treatments

Reimbursement for services

		Industry (devices, meds, technology, etc)





Having a say in publicly funded priorities for CER will aid private and public payers alike in making coverage decisions.  It is also a goal to provide better decision making support to those directly affected by interventions – the  people who use them and whose health is affected.



The American people have a number of interests at stake in the direction of health reform.  As a society, we are concerned about how the US fares in the global economy and sustainability of skyrocketing healthcare costs.  Without clear solutions to controlling these costs there will have to be other tradeoffs of other publicly funded efforts.   Of course, government and private payers are also impacted by the ability to make good economic decisions in the select provision of therapies supported by CER.



And last, but certainly not least, the industry that develops devices, medications, technology and other health related goods and services have a great deal at stake as they try to develop and introduce new  items and interventions.
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Early Efforts

		National Center for Health Care Technology (1978–1981) 

		Advised the Health Care Financing Administration (now CMS) on coverage decisions by examining new and existing technologies



		AHCPR created in 1989

		$97 million initial appropriation

		Charged with supporting outcomes research, HTA, practice guidelines 

		Aimed at ensuring Medicare sustainability

		CER program dropped in 1995









http://www.ehcca.com/presentations/compeffective2/docteur_ms1b.pdf



So at least until I started doing research to prepare this lecture, I hadn’t realized that the notion of CER had been in the healthcare picture for so long.  When I started practicing back in the late ‘90s there was a big push and emphasis toward “outcomes research” which is an intermediate to CER.  



This focused on meaningful outcomes of interventions, not just short-term surrogate markers of disease endpoints.



Agency for Healthcare Policy and Research was created in 1989 with $97 million initial appropriation; however, the CER program was dropped in 1995.
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Medicare Modernization Act (MMA) 2003

		First time CER written into law



Priorities and requests for research

$50 million per year for CER

		Allocated funding remained below authorized levels until 2009

		AHRQ disseminate research findings to Medicare prescription drug plans for use in formulary decisions 

		Included many restrictions on the way data could be used for coverage decisions





This program came with an allocation of $50 million per year specifically to fund CER; however, no dollars were appropriated in the government budget for this purpose until 2005 and which remained below authorized levels until 2009…so slow to pick up and be fully implemented



As part of the policy, AHRQ was required to disseminate findings to Medicare Advantage and Medicare prescription drug plans for use in formulary decisions.



However, the language of the MMA included significant limitations to the use of CER for coverage and reimbursement
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MMA Limitations

“..the Director shall not mandate national standards of clinical practice or quality health care standards.”

		‘…may not use data obtained in accordance with this section to withhold coverage of a prescription drug.”

		Prohibited applying a functional equivalence standard to pharmaceuticals or biopharmaceuticals under the outpatient prospective payment program



http://www.medicare.gov/medicarereform/108s1013.htm



This slide focuses on the specific language included in the MMA with regard to restrictions



Frist, it states that the Director shall not mandate national 

It qualifies that all involved in health care should have the best available evidence to support patient and provider preferences
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American Recovery and Reinvestment Act (ARRA) of 2009

		Established Federal Coordinating Council (FCC) for Comparative Effectiveness Research 

		Report spending priorities

		Increased funding for CER to $1.1 billion over 2 years



Text of the Recovery Act Related to Comparative Effectiveness Funding. Excerpt from the American Recovery and Reinvestment Act of 2009. March 2009. http://www.hhs.gov/recovery/programs/cer/recoveryacttext.html



The next phase of legistlation was the ARRA.



The FCC was well included public payer representatives from all government agencies



The FCC was tasked with making a report of spending priorities
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ARRA 2009 Limitations on Coverage



		Council not to mandate coverage, reimbursement, or other policies for any public or private payer



		Reports or recommendations of Council not to be construed as mandates or clinical guidelines for payment, coverage, or treatment



Text of the Recovery Act Related to Comparative Effectiveness Funding. Excerpt from the American Recovery and Reinvestment Act of 2009. March 2009. http://www.hhs.gov/recovery/programs/cer/recoveryacttext.html



Again, significant language on limits of applicability of CER to coverage decisions where council was not permitted to mandate any coverage, reimbursement, or other policies for public or private payers.
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		Abolished FCC

		Established Patient Centered Outcomes Research Institute (PCORI)	

		Governing board (AHRQ, NIH, industry, 2 federal or state officials)

		Identify CER priorities

		Sponsor CER, methods development, and information dissemination



Patient Protection and Affordable Care Act of 2010 (ACA)





This leads us to the current legilation on CER, the Patient Protection and Affordable Care Act of 2010 and we’ll continue to focus on the sections pertaining to CER.  



And of course, the governing board had to once again be abolished in true legislative fashion and a new group of 21 members to identify and sponsor CER priorities.



The Act also established the Center for Medicare and Medicaid Innovation which is testing innovative payment and delivery models.
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ACA 2010

		Established Center for Medicare and Medicaid Innovation

		Test innovative payment and delivery models



Accountable Care

Bundled payments for care improvement

Primary care transformation (medical homes)

Care for dual Medicare/Medicaid enrollees

Speed adoption of best practices

Development and testing of new payment and service delivery models









Accountable CareAccountable Care Organizations and similar care models are designed to incentivize health care providers to become accountable for a patient population and to invest in infrastructure and redesigned care processes that provide for coordinated care, high quality and efficient service delivery. 

Bundled Payments for Care ImprovementMedicare currently makes separate payments to various providers for the services they furnish to the same beneficiary for a single illness or course of treatment (an episode of care). Offering these providers a single, bundled payment for an episode of care makes them jointly accountable for the patient’s care. It also allows providers to achieve savings based on effectively managing resources as they provide treatment to the beneficiary throughout the episode. 

Primary Care TransformationPrimary care providers are a key point of contact for patients’ health care needs. Strengthening and increasing access to primary care is critical to promoting health and reducing overall health care costs. Advanced primary care practices – also called “medical homes” – utilize a team-based approach, while emphasizing prevention, health information technology, care coordination, and shared decision making among patients and their providers. 

Initiatives Focused on the Medicaid and CHIP PopulationMedicaid and the Children’s Health Insurance Program (CHIP) are administered by the states but are jointly funded by the federal government and states. Initiatives in this category are administered by the participating states. 

Initiatives Focused on the Medicare-Medicaid EnrolleesThe Medicare and Medicaid programs were designed with distinct purposes. Individuals enrolled in both Medicare and Medicaid (the “dual eligibles”) account for a disproportionate share of the programs’ expenditures. A fully integrated, person-centered system of care that ensures that all their needs are met could better serve this population in a high quality, cost effective manner. 

Initiatives to Speed the Adoption of Best PracticesRecent studies indicate that it takes nearly 17 years on average before best practices - backed by research - are incorporated into widespread clinical practice—and even then the application of the knowledge is very uneven. The Innovation Center is partnering with a broad range of health care providers, federal agencies professional societies and other experts and stakeholders to test new models for disseminating evidence-based best practices and significantly increasing the speed of adoption. 

Initiatives to Accelerate the Development and Testing of New Payment and Service Delivery ModelsMany innovations necessary to improve the health care system will come from local communities and health care leaders from across the entire country. By partnering with these local and regional stakeholders, CMS can help accelerate the testing of models today that may be the next breakthrough tomorrow. 
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		Unlike MMA, allows CMS to use CER for coverage and reimbursement decisions

		Coverage cannot be based solely on CER findings



Patient Protection and Affordable Care Act of 2010



This is very important as a stipulation in that CER can be used as a part of coverage decisions, as longas it is not the sole source of the decision.  



While still limiting, can see this gives much more flexibility than past legislation.
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		shall not be construed as mandates, guidelines, or recommendations for payment, coverage, or treatment

		Must use evidence as part of larger process

		May not use QALYs or other developed threshold that discounts life based on disabilities to determine coverage

		cannot treat extending the life of an elderly, disabled, or terminally ill as lower value



Limits on coverage or payment

Pearson S. and Bach P.  How Medicare Could Use Comparative Effectiveness Research in Deciding on New Research and Reimbursement10.1377/hlthaff.2010.0623 Health Aff October 2010 vol. 29 no. 10 1796-1804 



This language on limits is similar to past legislation, although to me the wording is more relaxed in stating that nothing in the research findings should be construed to mandate
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QALYs

		Life-years weighted by their quality

		Dead = 0

		Perfect health = 1

		Example:

		Patients on a new treatment live for  one year

		The quality of life is estimated at 80% of full health

		QALY = 1 year *0.8 = 0.8 QALYs





Now before we look at the exmaple of a cost-utility analysis using QALYs as the outcome measure, I want to go into a bit more detail on QALYs.



Theoretically this measure includes ultimate net effects of both positive and negative outcomes of the therapies by estimating survival adjusted for the quality or state of health under that treatment.
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Cost Utility Example

Treatment	Annual Cost	     Efficacy	    C/U Ratio

Standard Tx	$10,000	     	      1 year	    $10,000/QALY

New tx		$20,000	     1.5 years	     $13,333/QALY



		(Costnew-Coststandard)

		Efficacynew-Efficacystandard)



		($20,000-$10,000)   		=  $20,000/QALY

 		1.5-1.0 QALY gained			

ICER =



*

The cost-utility ratio is calculated the same as a cost-effectiveness ratio, only using a time weighted by quality outcome – the QALY. ICER also calculated in the same way.



But once you know the cost per QALY, how do we know whether this is a good value?  This is where the need for some threshold of affordability is needed.











COST

x = OUTCOME

A





y = COST







Alternative

less effective 

and more costly

(no-brainer)

E







Alternative

cheaper but less

effective

D







Alternative

more effective 

and less costly

(no-brainer)

C



E.g. $50,000

per QALY gained







Alternative 

more effective

but more costly

B
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Having reviewed cost-effectiveness and cost-utility analyses, let’s look at application of such analyses to decisions that have been made in the UK based on such analyses and how a full analysis might affect practice or coverage decisions.



At this point in time, the US government or private markets don’t use formal pharmacoeconomic analyses to hinge decisions regarding drug utilization.  Consideration is given to the overall costs of drug treatments and the costs they may offset in terms of reducing events, but it is an implied discussion without an objective measure of all relevant costs and quality of life.  Common thresholds for affordability are not set to determine the value of drug treatments.  



The National Institute for Health and Clinical Excellence (NICE) in the UK does use formal PE analyses in making final recommendations on use of therapies in specific situations.  I will review a few of these examples and how the recommendations for provision of newer systemic therapies in advanced and metastatic renal carcinoma differ from the clinical, non-economic based gu



NICE is viewed as a global leader in incorporating social values and public engagement into the development of health policy recommendations. Nevertheless,

eliciting information on what people value, bringing that information to bear on decisions, and evaluating the impact of those decisions have proven, respectively, challenging, difficult, and impossible.



Recently, questions about funding expensive cancer drugs for terminally ill patients have posed the biggest challenge to NICE’s approach.5

idelines in Europe and the US.
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PCORI Funded Awards

Kansas City 







Center for Medicare and Medicaid Innovation

		Testing innovative payment and delivery models



Accountable Care

Bundled payments for care improvement

Primary care transformation (medical homes)

Care for dual Medicare/Medicaid enrollees

Speed adoption of best practices

Development and testing of new payment and service delivery models









Accountable CareAccountable Care Organizations and similar care models are designed to incentivize health care providers to become accountable for a patient population and to invest in infrastructure and redesigned care processes that provide for coordinated care, high quality and efficient service delivery. 

Bundled Payments for Care ImprovementMedicare currently makes separate payments to various providers for the services they furnish to the same beneficiary for a single illness or course of treatment (an episode of care). Offering these providers a single, bundled payment for an episode of care makes them jointly accountable for the patient’s care. It also allows providers to achieve savings based on effectively managing resources as they provide treatment to the beneficiary throughout the episode. 

Primary Care TransformationPrimary care providers are a key point of contact for patients’ health care needs. Strengthening and increasing access to primary care is critical to promoting health and reducing overall health care costs. Advanced primary care practices – also called “medical homes” – utilize a team-based approach, while emphasizing prevention, health information technology, care coordination, and shared decision making among patients and their providers. 

Initiatives Focused on the Medicaid and CHIP PopulationMedicaid and the Children’s Health Insurance Program (CHIP) are administered by the states but are jointly funded by the federal government and states. Initiatives in this category are administered by the participating states. 

Initiatives Focused on the Medicare-Medicaid EnrolleesThe Medicare and Medicaid programs were designed with distinct purposes. Individuals enrolled in both Medicare and Medicaid (the “dual eligibles”) account for a disproportionate share of the programs’ expenditures. A fully integrated, person-centered system of care that ensures that all their needs are met could better serve this population in a high quality, cost effective manner. 

Initiatives to Speed the Adoption of Best PracticesRecent studies indicate that it takes nearly 17 years on average before best practices - backed by research - are incorporated into widespread clinical practice—and even then the application of the knowledge is very uneven. The Innovation Center is partnering with a broad range of health care providers, federal agencies professional societies and other experts and stakeholders to test new models for disseminating evidence-based best practices and significantly increasing the speed of adoption. 

Initiatives to Accelerate the Development and Testing of New Payment and Service Delivery ModelsMany innovations necessary to improve the health care system will come from local communities and health care leaders from across the entire country. By partnering with these local and regional stakeholders, CMS can help accelerate the testing of models today that may be the next breakthrough tomorrow. 
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Novel Approaches - CMS

		Pearson & Bach 3-pronged approach:

		1. Medicare would pay more for interventions that research demonstrates provides superior results for patients.

		2. When two interventions demonstrate comparable clinical effectiveness, Medicare would pay the same amount for each.

		3. When a new service or treatment lacks any comparative evidence, Medicare would set a tentative payment to allow time for research on its effectiveness. After three years, if there were no clear evidence the new intervention had a clinical advantage, Medicare could reevaluate its payment.



http://www.healthleadersmedia.com/page-1/QUA-257433/Comparative-Effectiveness-Could-Save-Medicare-Billions-Study-Says 







On The Horizon

		Increase and strengthen evidence base for coverage decisions

		Value‐based purchasing 

		Coverage with Evidence Development

		Evidence for use in patient and provider decision‐support tools



		



http://www.ehcca.com/presentations/compeffective2/docteur_ms1b.pdf



2. Facilitate efforts to move toward value‐based purchasing 

ACA providers for more flexibility and innovation in payment and delivery of care for beneficiaries in traditional MedicareNew CMS Center for Medicare and Medicaid Innovation charged with piloting new approaches 



Potential to modify provider payment levels so as to incentivize provision of relatively effective services, discourage less effective optionsDifferentiation of co‐payments might be possible under some circumstances





Potential to enter into risk‐sharing agreements with innovation sponsors when evidence of CE is unclear 



Coverage with Evidence Development - In cases where evidence of effectiveness is needed, national coverage of a service may be limited to providers who participate in and beneficiaries who enroll in a prospective data collection activity.  Also look at CMTP
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Value Based Pricing – Evolution of NICE

		2014 - move to value based pricing

		Negotiate prices for new drugs with manufacturers based on: 

		basic price threshold for cost per QALY or other outcome metric

		Burden of illness related to the condition to be treated

		Extent of therapeutic innovation

		“wider societal benefits”



Ruth R. Faden, Ph.D., M.P.H., and Kalipso Chalkidou, M.D., Ph.D. Determining the Value of Drugs — The Evolving British Experience. N Engl J Med 364;14, April 7, 2011



Fall of 2010, Britain’s National Institute for Health and Clinical Excellence (NICE) was being stripped of its power to decide whether new medicines would be provided by the National Health Service (NHS), since the government proposed to shift its system toward “value-based pricing” of pharmaceuticals, beginning in 2014.



Burden of illness related to the condition to be treated, defined in terms of the unmet need for treatment or the severity of illness; 





Britain will continue to serve as a model of incorporating pharmacoeconomic evaluation in drug treatment utilizaiton decisions and with its evoluation to value based pricing, has the potential to significantly affect US Health Care Reform.  (United States would do well to watch carefully how the “burden of illness” and “wider societal benefits” come to affect pharmaceutical pricing, decision making, and sources of influence over the interpretation of societal value. n engl j med 364;14 nejm.org april 7, 2011)
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Having reviewed cost-effectiveness and cost-utility analyses, let’s look at application of such analyses to decisions that have been made in the UK based on such analyses and how a full analysis might affect practice or coverage decisions.



At this point in time, the US government or private markets don’t use formal pharmacoeconomic analyses to hinge decisions regarding drug utilization.  Consideration is given to the overall costs of drug treatments and the costs they may offset in terms of reducing events, but it is an implied discussion without an objective measure of all relevant costs and quality of life.  Common thresholds for affordability are not set to determine the value of drug treatments.  



The National Institute for Health and Clinical Excellence (NICE) in the UK does use formal PE analyses in making final recommendations on use of therapies in specific situations.  I will review a few of these examples and how the recommendations for provision of newer systemic therapies in advanced and metastatic renal carcinoma differ from the clinical, non-economic based gu



NICE is viewed as a global leader in incorporating social values and public engagement into the development of health policy recommendations. Nevertheless,

eliciting information on what people value, bringing that information to bear on decisions, and evaluating the impact of those decisions have proven, respectively, challenging, difficult, and impossible.



Recently, questions about funding expensive cancer drugs for terminally ill patients have posed the biggest challenge to NICE’s approach.5

idelines in Europe and the US.
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California Technology Assessment Forum

		The Comparative Clinical Effectiveness and Value of Simeprevir and Sofosbuvir in the Treatment of Chronic Hepatitis C Infection

		April 15, 2014

		Completed by: Institute for Clinical and Economic Review



http://ctaf.org/assessments/treatments-hepatitis-c 













http://ctaf.org/assessments/treatments-hepatitis-c 





http://ctaf.org/sites/default/files/u119/HepC_Meeting_Slides_final.pdf
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PMPM Calculation



		Avg. PMPM premium, CA large group DMHC-regulated health plan: $350*

		Prevalence of chronic HCV in typical 1 million member plan: 17,000

		Number aware of infection and presenting for treatment (50%): 8,500

		Avg. cost increase per patient (based on ICER analysis) from switching to newer regimens: ~$70,000

		On a PMPM basis: $49

		% increase: 14.1%

		% increase if only patients with advanced liver disease treated: 4.7%



*California Health Benefits Review Program. CHBRP Health Plan Actuarial Model, 2010. http://ctaf.org/assessments/treatments-hepatitis-c 









CTAF Conclusions

		Despite having voted that the evidence is adequate to demonstrate the superior clinical effectiveness of the new drugs in most patient subpopulations, the CTAF Panel emphasized in discussion that serious limitations in the evidence base remain.

		For most patient subpopulations, the CTAF Panel found the new drug treatments for hepatitis C to represent a “low value” due to the magnitude of the potential impact on health care budgets of treating large numbers of patients with these high‐priced drug regimens.

		Because the financial impact of using these new drugs to treat all eligible patients with hepatitis C is untenable, policy makers should seek avenues to achieve reductions in the effective price of these medications.

		In recognition of limitations of the clinical infrastructure for initiating treatment among a very large patient population, patients, physicians, and payers should work together to encourage informed, shared decision‐making about whether patients need to initiate treatment immediately or whether they are well enough to postpone treatment.









CTAF Conclusions

		Given the limited number of experienced treating clinicians, the balance of risks and benefits for immediate treatment of patients without significant liver damage, and the financial impact of current high prices, it is reasonable to consider prioritization of treatment by level of liver fibrosis.

		Additional policy measures to increase the likelihood of clinical benefit from treatment while reducing the financial impact should be considered. Payers seeking to achieve these goals should consider developing prior authorization criteria that 



	a) require patient commitment to and compliance with the treatment 	regimen

	b) utilize “futility rules” that define when a lack of early response 	should lead to discontinuation of treatment

	c) require that prescriptions of simeprevir and sofosbuvir be written by 	specialist physicians with experience treating patients with hepatitis C

		Although there is very little evidence regarding the off‐label use of simeprevir and sofosbuvir in combination to treat interferon‐ineligible genotype 1 patients, payers may wish to consider covering these drugs on a limited basis for certain patients needing immediate treatment.









CTAF Conclusions

		Specialty society clinical guidelines should be developed using best practices, including ratings of strength of evidence, transparency regarding the role of various organizations involved in guideline development, and full transparency regarding potential conflicts of interest of individual guideline committee members, with limits on the proportion of committee members who receive direct or indirect financial support from manufacturers.

		Further evidence should be generated to evaluate more fully the comparative clinical effectiveness and value of these new treatment regimens for patients with hepatitis C.













Questions?
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THE AFFORDABLE CARE ACT
OF 2010: COMPARATIVE
EFFECTIVENESS RESEARCH
AND IMPLICATIONS FOR
FORMULARY MANAGEMENT




Total Health Expenditure as share of GDP (%), 2009-2011

=2009 =2010 =2011

Source: OECD Health Statistics 2013
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Comparative Effectiveness
Research: Progress Since ACA
2010
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AN EXAMPLE OF PRACTICAL
APPLICATION OF CER IN
HEPATITIS C
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Introduction

Scher, H et.al.  Increased Survival with Enzalutamide in Prostate Cancer after Chemotherapy. N Engl J Med. 2012 Aug 15. [E-pub ahead of print]

Prostate cancer ranks third in cancer incidence and sixth in cancer mortality in men

Castrate-resistant prostate cancer is the persistence of disease despite castration levels of androgen

Enzalutamide (Xtandi) is an androgen receptor inhibitor indicated for the treatment of patients with metastatic castration-resistant prostate cancer who have previously received docetaxel.









http://www.accesspharmacy.com/content.aspx?aID=9116451

Drug Targets in  Prostate Cancer Treatments
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Methods

Randomized, double-blind, placebo-controlled, multicenter trial

Intervention: Enzalutamide vs. placebo

Encouraged to continue until disease progression required new systemic antineoplastic therapy

Glucocorticoid use was permitted, but not required

Monitoring:  Safety and efficacy assessments

Performed monthly x 6 months, then every 3 months until discontinuation, and 30 days after the last dose of the study drug

Outcomes:

Primary

Overall survival

Secondary

Response: PSA, soft-tissue (RECIST), quality-of-life score (FACT-P)

Progression:  PSA, progression-free survival (RECIST), first skeletal related event









Methods

Enrolled patients from September 2009 through November 2010

Patients stratified by ECOG performance status and BPI-SF question 3 score

1199 patients randomized in a 2:1 ratio

800 in enzalutamide group, 399 in placebo group

		Inclusion Criteria		Exclusion Criteria

		Diagnosis of prostate cancer
Castrate levels of testosterone
Previous treatment with docetaxel
Progressive disease
ECOG performance status 0-2
Estimated life expectancy >6 months		Metastases in the brain or active epidural disease
ANC < 1,500/μL, Plt < 100,000/μL, Hgb < 9 g/dL
T. bili or ALT/AST > 2x ULN
S.Cr. > 2 mg/dL
Albumin < 3.0 g/dL
Treatment with androgen receptor antagonists, 5-α reductase inhibitors, estrogens, or chemotherapy within 4 weeks of enrollment 
History of prostate cancer progression on ketoconazole or plans to initiate ketoconazole treatment during the study







Methods







Statistics

Primary Outcome (Overall survival)

Intention to treat population

Log-rank test

Stratified by baseline ECOG performance score and pain score

Power Calculation

1170 patients needed to achieve 90% power to detect HR of 0.76 for death in the enzalutamide vs. placebo group

Assumes median survival of 15.7 months in enzalutamide group and 12.0 months in the placebo group

Interim analysis planned to be performed after 520 deaths

Group sequential design with Lan-DeMets implementation of the O’Brien-Fleming stopping boundary (p < 0.02)





Statistics

Secondary outcomes only tested if overall survival analysis showed superiority of enzalutamide

Testing performed in rank-prioritized order, with significance of the previous endpoint gating further testing

Time to PSA progression  radiographic progression-free survival  time to first skeletal-related event

Log-rank test with two-sided alpha of 0.05

Subgroup analyses







Results

Primary Efficacy Endpoint:  Overall survival, from time of randomization to death from any cause.

		Overall Survival		Enzalutamide		Placebo		Hazard Ratio for Death		P-Value

		No. months		18.4
(17.3 – not yet reached)		13.6 
(11.3-15.8)		0.63 
(0.53-0.75)		P < 0.001







Results

Secondary Efficacy Endpoints:  Statistical significance was shown for all secondary endpoints.

				Endpoint		Enzalutamide		Placebo		Hazard Ratio
(95% CI)		P-Value

		Measures of Response		Confirmed PSA Decline								

				Patients with > 1 postbaseline PSA assessment – no. (%)		731 (91)		330 (83)				

				PSA response – no./total no. (%)								

				Decline > 50% from baseline		395/731 (54)		5/330 (2)				< 0.001

				Decline > 90% from baseline		181/731 (25)		3/330 (1)				< 0.001

				Soft-Tissue Objective Response								

				Patients with measurable disease  - no. (%)		446 (56)		208 (52)				

				Complete or partial objective response – no./total no. (%)		129/446 (29)		8/208 (4)				< 0.001

				FACT-P Quality-of-Life Response								

				Patients with > 1 postbaseline assessment – no. (%)		651 (81)		257 (64)				

				Quality-of-Life response – no./total no. (%)		281/651 (43)		47/257 (18)				< 0.001

		Progression Indicators		Time to PSA Progression – median mo. (95% CI)		8.3 
(5.8-8.3)		3.0
(2.9-3.7)		0.25
(0.20-0.30)		< 0.001

				Radiographic Progression-Free survival – median mo. (95% CI)		8.3
(8.2-9.4)		2.9
(2.8-3.4)		0.40
(0.35-0.47)		< 0.001

				Time to First Skeletal-Related Event – median mo. (95% CI)		16.7
(14.6-19.1)		13.3
(9.9 – NYR†)		0.69
(0.57-0.84)		< 0.001



† NYR = not yet reached
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Results

Subgroup Analysis







Results

Subgroup Analysis













Results

Systemic antineoplastic treatment in patients after discontinuation of study drug



		Antineoplastic Treatment, n (%)		Enzalutamide
(N = 800)		Placebo
(N = 299)

		Total		336 (42)		245 (61)

		Abiraterone acetate		167 (21)		97 (24)

		Cabazitaxel		78 (10)		55 (14)

		Docetaxel		68 (9)		57 (14)

		Mitoxantrone		21 (3)		44 (11)



   Clinically significant adverse effects

				Enzalutamide (N = 800)				Placebo (N = 399)		

				Any Grade		Grade > 3		Any Grade 		Grade > 3

		Cardiac Disorder								

		Any		49 (6)		7 (1)		30 (8)		8 (2)

		Myocardial infarction		2 (< 1)		2 (< 1)		2 (< 1)		2 (< 1)

		Abnormality on liver-function testing		8 (1)		3 (< 1)		6 (2)		3 (< 1)

		Seizure		5 (< 1)		5 (< 1)		0		0







Conclusion

Enzalutamide significantly prolonged the survival of men with metastatic castration-resistant prostate cancer after chemotherapy as compared to placebo.

Data from this study confirms the central role of the androgen receptor and androgen-receptor signaling in the progression of prostate cancer.

Further studies are needed to determine the utility of enzalutamide in earlier-stage prostate cancer and its place in therapy.
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Study Strengths

Well-designed RCT

Patient-oriented primary objective of overall survival

Assessment of quality of life also performed

Used validated tools (ECOG, RECIST, FACT-P, BPI-SF) for stratification and secondary end-points

Sample size sufficient to reach power

Intention to treat population gives us a good idea of “real life” performance

Subgroups analyzed to determine benefits across various populations





Study Limitations

Allowed use of concomitant prednisone, but did not discuss actual use during trial

Nearly ½ of patients in treatment group received subsequent chemotherapy

Authors suggest benefit in each subgroup, but no significant difference in 3 subgroups analyzed

Questionable long-term benefit – 37% relative risk reduction in death during trial, but unclear how long benefit is maintained

ECOG maximum of 2, only demonstrated benefit in ECOG 0 to 1

The study was funded by the drug manufacturers of enzalutamide; may result in potential study bias
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Clinical Applications

NCCN Guidelines for treatment of advanced disease – additional systemic therapy for castration-recurrent prostate cancer (CRPC)







Clinical Applications



Enzalutamide

?





Enzalutamide v. Abiraterone

				Enzalutamide  (Xtandi)		Abiraterone (Zytiga)

		Administration		Orally, once daily
Without regard to food		Orally, twice daily with 5mg prednisone
Two hours before eating or an hour after

		Precautions		Seizure risk (occurred in 0.9% of patients in clinical trial)		Hypertension, hypokalemia and fluid retention due to mineralocorticoid excess , adrenalcortical insufficiency, hepatotoxicity

		PK/PD		A:  Tmax: 1 hour, no food effect
D: 97-98% protein bound
M:  hepatic (CYP450 2C8, 3A4)
T ½: 6 days		A:  Tmax: 2 hours, AUC 10-fold increased exposure with food
D:  99% protein-bound
M: hepatic (CYP 150 3A4)
T ½ : 12 hours, up to 19 hours in hepatic impairment








Adverse effects with significant differences between intervention and placebo group are noted—other adverse effects may have demonstrated higher rates of occurrence, but there was no significant difference between groups
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Enzalutamide v. Abiraterone

				Enzalutamide  (Xtandi)		Abiraterone (Zytiga)

		Commonly experienced adverse effects		Asthenia/fatigue
(34% all grades, 6% grade ≥3)
Musculoskeletal pain
(14% all grades, 1% grade ≥3)
Diarrhea
(21% all grades, 1% grade ≥3)
Headache
(12% all grades, <1% grade ≥3)
Hot flush
(20% all grades, 0% grade ≥3)
		Joint swelling or discomfort 
(27% all grades, 4% grade 3, 0 above grade 3)
Hypokalemia
(17% all grades, 3% grade 3, <1% above grade 3)
Edema
(31% all grades, 2% grade 3, <1% above grade 3)
Muscle discomfort
(17% all grades, 2% grade 3, <1% above grade 3)







Adverse effects with significant differences between intervention and placebo group are noted—other adverse effects may have demonstrated higher rates of occurrence, but there was no significant difference between groups
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Clinical Applications

With similar efficacy and safety profiles and lack of head-to-head  comparison data, cost may be deciding factor when choosing between abiraterone and enzalutamide in many situations

Enzalutamide

McKesson VA cost = $62.08/capsule $7,450/month $89,400/year

Abiraterone cost VA nearly $21 million in the last year

McKesson VA cost = $28.38/tablet  $3,405/month  $40,860/year
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Annual Drug Acquisition Cost







Advanced   Castrate          Progressive after docetaxel

Disease	        Resistant







Verify pricing for docetaxel
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Bicalutamide	Bicalutamide and goserelin	Docetaxel	Abiraterone	Cabazitaxel	Enzalutamide	106.97	Goserelin	Bicalutamide and goserelin	Docetaxel	Abiraterone	Cabazitaxel	Enzalutamide	1269.1199999999999	Docetaxel	Bicalutamide and goserelin	Docetaxel	Abiraterone	Cabazitaxel	Enzalutamide	12702	Abiraterone	Bicalutamide and goserelin	Docetaxel	Abiraterone	Cabazitaxel	Enzalutamide	40860	Cabazitaxel	Bicalutamide and goserelin	Docetaxel	Abiraterone	Cabazitaxel	Enzalutamide	91165.39	Enzalutamide	Bicalutamide and goserelin	Docetaxel	Abiraterone	Cabazitaxel	Enzalutamide	89400	



Recommendations

Add enzalutamide to NCCN guidelines for patients with CRPC who have failed prior chemotherapy regimens

Important to use judiciously in populations that demonstrate significant benefit

Watch for publication of local and national guidance for the drug
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Pipeline

TERRAIN trial

Enzalutamide v. bicalutamide

Asymptomatic CRPC

PREVAIL trial 

Enzalutamide v. placebo

Chemotherapy naive, asymptomatic CRPC

Phase III

Abiraterone + prednisone v. placebo + prednisone

Asymptomatic or mildly symptomatic chemotherapy naïve mCRPC

Phase II 

Enzalutamide v. placebo

Hormone-deprivation-naïve prostate cancer
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Comment from Dr. Muoi Gi, Dr. Brian Dahl, and Dr. Bailey Cimino





Questions
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Introduction

Krystal JH, Rosenheck RA, Cramer JA, Vessicchio JC, Jones KM, Vertrees JE, Horney RA, Huang GD, Stock C. Adjunctive Risperidone Treatment for Antidepressant-Resistant Symptoms of Chronic Military Service-Related PTSD. JAMA. 2011;306(5):493-502.

Several Veterans suffer from PTSD 

Second generation antipsychotics (SGAs) commonly used  

In the VA: risperidone 2nd most prescribed SGA for PTSD 

In 2009, 19.9% of VA PTSD patients were prescribed antipsychotics



Study Objective:  To determine if adjunctive risperidone would be more effective than placebo for reducing chronic military-related PTSD symptoms in veterans whose symptoms did not respond to at least 2 adequate SRI treatments





Methods

Six-month, randomized, double-blind, placebo-controlled, multicenter trial 

Intervention: risperidone vs. placebo for 6 months



		Inclusion Criteria		Exclusion Criteria**

		Service-related PTSD (by DSM-IV criteria)
CAPS Score > 50
Failure/intolerance to ≥ 2 antidepressants
Inadequate response to 2 adequate SRI treatments (minimum 4 wks)		Bipolar disorder or schizophrenia
Required antipsychotic for psychosis
Substance dependence in last 30 days
Hepatic/renal impairment
Disorder increasing risk from risperidone (DM)



**Initially excluded patients taking certain meds (trazodone ≤ 100mg, nefazodone ≤ 100mg, quetiapine ≤ 25mg, and mirtazapine ≤ 30mg) but later included if patient was stable. Increased enrollment by 83 patients. 





Methods

Primary Outcomes: Clinician Administered PTSD Scale (CAPS) total score at baseline and weeks 6, 12, 24

















Secondary Outcomes: service utilization, various scales

		CAPS Score		Severity Categorization

		0-19		Asymptomatic/few symptoms

		20-39		Mild PTSD/subthreshold

		40-59		Moderate PTSD/threshold

		60-79		Severe PTSD symptoms

		>80		Extreme PTSD symptoms



		Scale		Definition

		CGI		Clinical Global Impression Scale

		MADRS		Montgomery-Asberg Depression Rating Scale

		HAMA		Hamilton Anxiety Scale

		PANSS		Positive And Negative Syndrome Scale

		SF-36V		Veterans RAND 36-Item Health Survey

		BLSI		Boston Life Satisfaction Inventory







Statistics

Power Calculations:

Initial: 205 patients per group (410 total) 

	to achieve 90% power to detect 9-point difference in CAPS score between groups

Only enrolled 247 patients total but had lower drop-out rate and variance than expected; post-hoc power calculated at 96.9%

Baseline Characteristics - 2 and t tests

Primary Outcome (CAPS score at baseline and 24 weeks) - 2-tailed t-test with α = 0.05







Statistics

Primary outcomes analysis based on intention to treat

Secondary Outcomes – generalized least squares means of treatment effect

Post-hoc/Subgroup Analyses:

Severity of 3 component PTSD symptom scores – Bonferroni adjustments

CAPS severity categories – 2-tailed 2

Participant retention – Kaplan Meier, long-rank test for comparison between groups

*Secondary analyses testing the effect of broadening the entry criteria did not find effects on the finds for the principal outcomes measures. 





Results

		CAPS scale		Risperidone
(95% CI)		Placebo
(95% CI)		Mean Difference
(95% CI)		p value

		Total Score		64.43
(61.98, 66.89)		67.16
(64.71, 69.62)		2.73
(-0.74, 6.20)		0.12

		Reexperiencing		15.54
(14.58, 16.49)		17.55
(16.60, 18.50)		2.01
(0.66, 3.37)		0.004

		Avoidance/numbing		27.98
(26.77, 29.19)		26.93
(25.82, 28.13)		-1.05
(-2.76, 0.66)		0.23

		Hyperarousal		20.99
(20.16, 21.83)		22.70
(21.87, 23.54)		1.71
(0.53, 2.89)		0.005



Primary Outcome: Change in CAPS total score from baseline to 24 weeks

Secondary Outcomes:  No statistically significant differences after adjustments for multiple comparisons

Post-hoc/Subgroups:

Change in CAPS severity level from baseline to 24 weeks: 

No significant difference

No difference in remission rates (CAPS < 20)







Results

Retention

No difference between groups

Placebo group received therapy ~1 week longer than risperidone 

Adverse Effects

Dose related; ADRs possibly limited dosing and effect of risperidone

Avg. dose of placebo at 24 wks = 3.35mg

Avg. dose of risperidone at 24 wks = 2.74mg









Conclusion

Compared with placebo, 6-month treatment with adjunctive risperidone failed to reduce PTSD symptoms in veterans with military-related PTSD with SRI-resistant symptoms. 







Study Strengths

1st large scale, well-designed RCT to address adjunctive antipsychotic use for PTSD

Fills a common knowledge gap

Interrater reliability ensured for CAPS scoring 

High power (96.6%) to detect a 9-point difference between the groups for CAPS scores at baseline and at 24 weeks





Study Limitations

Funding from the manufacturer of risperidone

Enrollment/recruitment difficulty

No explanation for selection of max dosage of risperidone

Baseline reports of mental health service utilization: not clear what/if psychotherapy was being utilized in these patients

Generalizability: other SGAs, women, monotherapy





Clinical Applications

Current VA/DoD PTSD Guidelines (2010) : Adjunctive risperidone/olanzapine = evidence level B 

VISN 21Mental Health Dashboard: 

38,321 PTSD patients 

9,203 total patients on antipsychotics:  21.2% of these patients have a diagnosis of PTSD only

Prabhakar article revealed prescribers are not considering metabolic and cardiovascular risks when prescribing certain atypical antipsychotics

Results generate several questions: What to do about PTSD patients on risperidone? Can we really taper somebody off who is stable (again, there was symptom improvement)? If patients are on high dose, should we taper them to ≤ 4mg daily? Is risperidone hurting these patients)? 







Recommendations

Update evidence

Risperidone: D (no benefit/potential harm)

Olanzapine, quetiapine, other SGAs: I (insufficient evidence to recommend for or against)

Discourage use of risperidone as adjunctive therapy in SRI-resistant PTSD without psychosis 

Encourage use of other treatment modalities, (prazosin, trazodone) IF APPROPRIATE





References

National Center for PTSD: www.ptsd.va.gov

VA/DoD PTSD Treatment Guidelines: www.healthquality.va.gov/Post_Traumatic_Stress_Disorder_PTSD.asp

Prabhakar M, Haynes WG, Coryell WH, et al. Factors Associated with the Prescribing of Olanzapine, Quetiapine, and Risperidone in Patients with Bipolar and Related Affective Disorders. Pharmacotherapy 2011;31(8):806-812. 





Questions/Discussion
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