StrATEGIC GoaL 3

Honor and serve veteransin life and memorialize them in death for their
sacrifices on behalf of the Nation

Secretary's Priorities:
O  Provide high-quality health carethat meets or exceeds community standards.

O  Provideaccessto primary care appointments and specialty care appointments within
30 days, and ensure patients ar e seen within 20 minutes of their scheduled

appointment.

0 Maintain the high level of service to insurance policy holdersand their beneficiaries.

0 Ensuretheburial needs of veterans and their eligible family members are met.

Veteranswill havedignity intheir lives, especially
intimeof need, through the provision of health care,
pension programs, and life insurance, and the
Nation will memorialize them in death for the
sacrifices they have made for their country. To
achievethisgoal, VA needsto improvetheoverall
health of enrolled veterans, provide a continuum
of health care (whichincludes special populations
of veterans), extend pension and life insurance
benefits to veterans, meet the burial needs of
veteransand eligiblefamily members, and provide
veteransandtheir familieswithtimely and accurate
symbolic expressions of remembrance.

Severa key performancemeasuresenableustogauge
progress toward achieving this strategic goal:

[0 Chronic Disease Care Index |1

o O 0o O

o o 0o o O

Prevention Index |1
Patient Safety —root cause analysescompleted
Patient satisfaction with health care service

Number of Veterans Service Standard
problems reported

Cost and efficiency for the health care system
Waiting timesfor appointmentsand treatments
Averagedaysto processinsurancedisbursements
Percent of veterans served by aburial option

Quality of service provided by national
cemeteries
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Secretary's Priority
Provide high-quality health carethat meetsor exceeds community standards.

Performance Goals

O OO

serviceas" very good" or "excellent."

Perform at 77 percent on the Chronic Disease Care Index 1.
Perform at 73 percent on the Prevention Index I1.
Increaseto 67 percent the proportion of inpatients and outpatientsrating VA health care

[0 Decrease the percent of Veterans Service Standard problemsreported per patient in the
areas of patient education, visit coordination, and phar macy.
0 Perform 95 percent of root cause analysesin the correct format within the appropriate

timeframe.

O Increase the Quality-Access-Satisfaction/Cost VAL UE Index to 5.8.
0 Increase the Balanced Scorecard: Quality-Access-Satisfaction-Cost to 94 percent.

These performance goals address VA's priority of
providing high-quality medical care that meets or
exceedscommunity standards. The VeteransHealth
Adminigtration (VHA) ensuresthat its policies are
carried out through a strategic management
framework that relies on performance goals and a
performance measurement program that monitors
progress and promotes accountability. The
management framework iscomprised of sx Domains
of Quality: quality, patient satisfaction, functional
status, access, cost efficiency, and building healthy
communities.

Chronic Disease Care Index |1 and Prevention
Index |1

VA achieved the planned target levels for these
measures by continuing to emphasize the
importance of the many clinical practices that
comprise these aggregated index measures.
Emphasison theseimportant areas of quality will
continueto beacornerstoneof clinical performance
measurement for the Department. The purpose of
emphasi zing effective chroni c disease management
istoimprovethehealth of veteranswhilereducing
theuseof servicesand enhancing efficiency. Since
alarge percentage of veterans seek carefor oneor
more chronic diseases, improved management of

Chronic Disease Care Index 11

100%

30% 77% 77%
60%
40%
20%
0%
FY 01 Actual FY 01 Planned

A new methodology was adopted for FY 2001.
Therefore, prior year comparisons are not available.

chronic disease resultsin reduced inpatient costs,
admissions, and lengths of stay.

TheChronicDiseaseCarelndex |1 (CDCI 1) follows
nationally recognized guidelines for seven high-
volume diagnoses: ischemic heart disease,
hypertension, chronicobstructivepulmonary disease,
diabetes mellitus, major depressive disorder,
schizophrenia, and tobacco use cessation. It uses 23
medical interventions as assessments. Thisis a
significant increase from the FY 2000 basdline that
used 13 interventions. The revised index provides
amore comprehensive representation of chronic
care management.
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Prevention Index 11
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A new methodology was adopted for FY 2001.
Therefore, prior year comparisons are not available.

VA hasdesignedthePreventionIndex 11 (PI 11) that
includesseveral indicatorsall owing acomparison
of VA and private health care outcomes. This
measure replaces the Prevention Index, which
tracked outcomesassociated withasmaller number
of medical interventionsand diseases. Thechange

adds new challenges in the area of disease
prevention. In 16 of the 18 indicators that have
datacomparableto managed careorgani zationsand
popul ation-based surveys,* VA isthe benchmark
exceeding the best competitor's performance. In

many cases, VA has moved from the comparative
measuretorequiremorestringentindicatorsof care.
For example, evidence shows patients who have
had heart attacks havelessrisk of additional heart
attacks and death if they take beta-blockers. The
Health Plan Employer Data Information Set
(HEDIS) comparativeindicator measureswhether
patients who have had a heart attack have a
prescriptionfor abeta-blocker upondischargefrom
thehospital. VA'sperformanceonthismeasurehas
been in the 90 percent range for several years.
Results of the 18 comparable indicators for FY
2001 are asfollows:

1 VA data are compared with National Committee for Quality Assurance (NCQA) (The State of Managed Care Quality, Industry Trends and Analysis, 2001: patients are all agesin

private managed care programs); Medicare Managed Care Plans (MM CP), CDC sponsored surveys (CDC, Behavioral Risk Factor Surveillance System (BRFSS) survey from

National Center for Chronic Disease Prevention & Health Promotion: telephone survey of states, sample intended to be representative of the population of each state with varying

numbers of states involved in each of the measures); HHS, National Center Health Statistics (NCHS) reports and Healthy People 2010 goals. When non-VA data are not available,

VA compares its current performance to its past trend data.
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MEASURE VA AVERAGE BEST COMPETITOR
Advise smokers to quit at least once in past year 93% 66% NCA
Beta-blocker on discharge after heart attack 94% 929 MMCP
Breast cancer screening 80% 75% MMCP
Cervical cancer screening 89% 78% Neea
Cholesterol screening in all patients 88% 69% BRFSS2
Cholesterol measured after heart attack’ 89% 76% NeQA
Cholesterol less than 130 after heart attack* 71% 57% Neea
Colorectal cancer screening 60% 4494 BRFSSS
Diabetes: HgbAlc done past year 93% 849 MMCP
Diabetes: Poor control® (lower number is better) 20% 439, NCQA
Diabetes: Cholesterol (LDLC) measured 91% 849 MMCP
Diabetes: Cholesterol (LDLC) Controlled (<130) 68% 46% NCQA
Diabetes: Eye Exam 66% 68% MMCP
Diabetes: Renal Exam 72% 469 Neea
Hypertension: BP < 140/90 most recent visit’ 57% 52% Neea
Immunizations: influenza, patients 65 and older® 73% 75% MMCP
Immunizations: pneumococcal, patients 65 and older’ 79% 46% NS
Mental Health follow-up within 30 days of inpatient discharge ~ 84% 73% Neea

2 BRFSS scores are median; VHA scores are average

3 VA ongoing annually; NCQA 1st year after attack

4 VA ongoing annually; NCQA 1st year after attack

5 BRFSS scores are median; VHA scores are average

6 DM poor control defined by VHA = 9.5; NCQA > 9.5 values for most recent HgbA 1c

7 VA includes all ages; NCQA includes ages 46-85 years

8 This VHA number matches NCQA methodology to exclude high-risk patients less than 65. VHA Network Directors performance measure includes high risk patients and patients
65 or older (68%).

9 VHA includes high-risk patients less than 65 in this number; comparative data indicate even though at high risk, patients under 65 have a lower rate of having the immunization.
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e
Percent of Patients Who Rate VA Health Care Service as
Very Good or Excellent
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Percent of patientsrating VA health careservice
asvery good or excellent (I npatient/Outpatient)

Whiletheresults of the FY 2001 survey reflect that
9 out of 22 Veterans Integrated Service Networks
(VISNs) met the performance goa for theinpatient
setting, themgjority of V1SNsdid not meet thetarget
of 67 percent. Intheoutpati ent setting, therehasbeen
progressin this past year on Overal Satisfaction at
the VISN level. A little over half of the VISNs
improved their performance on overall quality.

The overall quality measure from the Inpatient
Veterans Satisfaction Survey is a single-item
guestionthat askspatientstoratethequality of care
they received during their most recent hospital
discharge from one of six bed sections (i.e.,
Medicine, Surgery, Psychiatry, Neurology, Spinal
Cord Injury, or Rehabilitation Medicine). For the
Outpatient survey, patients are asked to rate the
quality of carethey receivedintheoutpatient setting
over the past 2 months. Both use afive-point scale
rangingfrom"poor"” to"excellent." When evaluated
using the traditional methodology of including
"good" aswell as"very good" and"excellent,” the
overall satisfactionrateincreasesto 86 percent for
inpatient and 91 percent for outpatient. Analysis
was conducted regarding which Veterans Service
Standard(s) and which questions have the highest
correlations with overall quality. The VSSs that

have strong correlations with the overall quality
rating include patient education/information,
family involvement, preferences, and transitionfor
inpatient and patient education/information for
outpatient. Challengeswithinany oneof theseareas
can adversely impact agiven VISN's performance
in the Overall Satisfaction measure itself.

Percent of Veterans Service Standard (VSS)
problems reported per patient: patient
education, visit coordination, and pharmacy

Percent of Veterans Service Standard (VSS)
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VHA achieved and surpassed the planned
performancelevel for the pharmacy component of
this overarching measure of patient satisfaction
whilenearly meeting the patient educationandvisit
coordination components of this measure. It is
important to note that "positive achievement™ is
defined as having alower problem score than the
targetedlevel. Dramatically improved " pharmacy”
satisfaction (compared to FY 1999 score) is
attributed to full implementation of VHA's
Consolidated Mail-Out Pharmacies, which can
minimize the number of trips by patients to the
nearest VAMC or community-based outpatient
clinic (CBOC) for prescription refills through
utilization of VHA'smail-out system. Becausewe
achieved our performance goal for this element,
wewill not maintain it asameasurefor FY 2002.
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The VSS representing patient education/
informationisacomplex enterpriserequiring that
health care entities have the optimal mix of
information technol ogy support, teaching media,
and effective communicatorsthat can best meet the
learning needsof their local patients. Despitethese
challenges, improvement was realized in three of
the seven questions from the 2000 survey results.
The issues needing focused attention within this
V SSinclude ensuring the patient understands 1)
side effects of medications and 2) what to do if
problemsor symptomsre-occur or get worse. Itis
noteworthy that 17 out of 22 VISNs improved
performance on this standard, illustrating the
commitment by VHA to address and improve
patient education/information.

TheV SSrepresenting visit coordinationrelatesto
the communication of test results, follow-up and
referral appointments, and whether or not the
patient was given information on who to contact
for information after the patient's visit. VHA has
achieved a high level of success in coordinating
follow-up and referral appointments, as problem
rates in these areas are remarkably low at only 4
percent. Thisprogressreflectsactiveand effective
interventions within all levels of VHA. Also, the
PUL SE (Patient User Local Survey Evaluator), a
hand-held, touch-screen device that can be used
to gather satisfaction dataat the point of care, was
introduced. As the use of PUL SE increases, VA
medical centerswill havetheability to administer
recurring surveys as often as they choose (for
example, daily). By emphasizing the importance
of overall satisfaction and implementing the
PULSE, VHA expects improvement in overall
patient satisfaction.

Theissuesneeding focused attention within this
V'SS, however, include 1) explaining to patients
when and how test results can be obtained and
2) who to contact with additional questionsafter
the visit.

Root causeanalyses(RCAS) arein correct format
and completed within appropriate time frame

Root cause analysis (RCA) is a process for
identifying thebasic or contributing causal factors
related to harm caused by adverseeventsor "close
calls" involving VA patients. The National Center
for Patient Safety (NCPS) evaluated thetimeliness
of RCAsinFY 2001 tounderstandtheoriginsand
circumstances of safety problemsand to improve
outcomesof patient safety in health carefacilities.

We achieved our planned performancelevel of 95
percent implementation for this measure and
decided toreplaceitin FY 2002 with onethat will
measure the success of implementing Bar Code
Medication Administration (BCMA) to continue
to emphasize new methods in assuring patient
safety.

It is important to note that in FY 2001, NCPS
provided all VA medical centers individualized
feedback about the quality of investigations
considering the specificity of the identified root
causesand contributing factors, the strength of the
proposed mitigating actions, and the value of the
devel oped outcome measures. NCPS encourages
this kind of broad focus about analyzing factors
affecting patient safety.

Quality-Access-Satisfaction/Cost VALUE | ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

For FY 2001, we exceeded our target of 5.8 with
an index score of 6.3. This was an improvement
over theprior year index of 5.4. Thisindex includes
both cost and other domainsof valuesuchasquality,
access, and satisfaction that express meaningful
outcomesfor VA'sresourceinvestments. Unlikea
simple cost measure that can lead to false
impressions of efficiency, the VALUE measure
demonstrates a balanced perspective of cost
efficiency along with desired outcomes. The
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Strategic Goal 3

measuresimply portraysthedesired outcomes (as
percentage of goals) that VA achieves with its
budgeted resources by establishing a value
relationship of Quality-Access-Satisfaction to
dollars (QAS/cost).

Vs

Balanced Scorecard: Quality-Access-Satisfaction-Cost

98% g4y

1

FY 01 FY 01
Actual  Planned

100% 86% 88% 90%
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TheBalanced Scorecard providesaframework for
translating our strategic objectives into
performance measurements driven by key
performancemeasures. Thismeasureusesthesame
componentsused inthe QAS/Cost VALUE Index
but establishes a percent of goal relationship for
cost in the same manner as done for desired
outcomesof Quality, Access, and Satisfaction. All
four components in the scorecard are of equal
weight (each component is25 percent of thetotal).
Progress toward the goal is identified as well as
areas where the goal is exceeded.

Means and Strategies

Chronic Disease Care Index |1 and Prevention
Index |1

Weincluded thecomponentsof thismeasureamong
the set of Network director annual performance
measuresfor FY 2001. These measuresarerolled
up nationally onaquarterly basis, but many VISNs
separately track their own performance on a
monthly basis.

Percent of patientsrating VA health careservice
asvery good or excellent (I npatient/Outpatient)

VHA isincreasing thefrequency of administration
of theinpati ent satisfaction survey from an annual
cycle to a semi-annual cycle and the outpatient
satisfaction survey from semi-annual to quarterly.
This will provide VA medical centers (VAMCs)
with more frequent monitoring capabilities. The
use of PUL SE will empower direct careproviders
and managers to support improvement more
directly by affording VAMCs the ability to
administer recurring surveys as often as they
choose.

Percent of Veterans Service Standard (VSS)
problemsreported per patient: patient education,
visit coordination, and pharmacy

With the increased frequency of outpatient
satisfaction surveys, VAM Cswill havethe ability
to better support local improvement efforts. The
use of PULSE will also assist in this effort.

Root cause analyses are in correct format and
completed within appropriate time frame

The National Center for Patient Safety (NCPS)
provides ongoing training and assistance to front
line staff, managers, facility directors, and VHA
|eadershipto support efficient compl etion of RCAS.
The NCPS strategy is to actively solicit success
storiesand then devel op theseintoinformation that
can be acted upon, disseminating this advice
through a variety of means such as NCPS'
news etter, Web site, monthly conferencecalls, and
stand-al one PowerPoint presentations. Such efforts
have included:

[1  Project management tool swith specific RCA
tasks and proposed timelines;

FY 2001 Performance Report
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[0 Shared stories on how various teams have
succeeded in completing timely RCAS;

[0 A review and analysis of the 15 top reasons
for requested extensions and NCPS
suggestionsfor addressing these roadbl ocks;

[J Ongoing training through national and
regional locations;

[J  Open forum on monthly national calls to
discuss timeliness issues;

[J Regular briefings to VHA and Network
leadership on patient safety.

Quality-Access-Satisfaction/Cost VALUE I ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

Because the value index and balanced scorecard
measuresare computationsthat usedatafrom other
measures, the specific meansand strategiesarethe
sameasthoseidentified for the specific components
comprising the Chronic Disease Care Index Il
Prevention Index II; inpatient and outpatient
satisfaction; and waiting times for primary and
specialty care.

Crosscutting Activities

Chronic Disease Care Index |1 and Prevention
Index |1

Although the actual areas measured may be
different, clinical practice guideline development
and indicators and identification of at-risk
popul ations are coordinated with the Department
of Defense (DaD).

Root cause analyses are in correct format and
completed within appropriate time frame

NCPSis considered aleader in patient safety, with
other health caresystemsand countriesemulating our
program and adopting our tools. To reduce the need
for re-work, NCPSactively collaborateswithentities
such asthe Joint Commission for the Accreditation
of Healthcare Organizations (JCAHO), thereby
ensuring that NCPS' programmatic structure and
processes aso meet JCAHO requirements. NCPS
provides leadership in Quality Interagency
Coordination Taskforce(Qul C) activities(suchasthe
recent National Summit on Patient Safety) and has
actively shared activities and information with the
Indtitutefor SafeM edi cation Practices(ISMP), aswell
aswiththeFDA'sCenter for Devicesand Radiologica
Hedth (CDRH).

These collaborations produce secondary
efficiencies through sharing of information, but
probably have not substantively impacted the
timeliness of RCASs. They do, however, providea
powerful method for leveraging individual
activities of NCPS.

Quality-Access-Satisfaction/Cost VALUE I ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

While VA does not rely exclusively on any other
organization for support of these performance
goals, there are nevertheless a number of
crosscutting activitiesthat impact upon our ability
tofunctioninacost-effectivemanner. For instance,
VA collaborateswiththe Department of Healthand
Human Services (HHS) to develop non-VA
benchmarks for bed days of care, which are
obtained from the Centers for Medicare and
Medicaid Services (CMS) database. In addition,
VA isableto obtain dataon ambul atory procedures
fromtheNational Center for Health Statistics. Since
thisis acomputation of data obtained from other

48

Department of Veterans Affairs



Strategic Goal 3

performance measures, the crosscutting activities
rel ated to those performance measuresapply tothe
balanced scorecard and value index measures.

Data Source and Validation

Chronic Disease Care Index |1 and Prevention
Index |1

Data is collected using an external contractor
through VHA's External Peer Review Program
(EPRP). Datacollection isaccomplished through
chart abstraction by professionalssuch asregistered
nursesor registered recordsadministratorswho use
specific chart abstraction logic and standardized
definitions.

Datavdidity isensuredthroughanumber of processes
thatinclude: specificorientationand ongoingtraining
for dl abstractors, an inter-rater reliability process,
software aerts that identify out-of-range data (for
example, weight = 550 kg instead of 55 kg), and
satistical andysis of al questions and responsesto
identify potentia 'problem’ questions; thatis, questions
that havelargevariationinresponses. New statistical
methodstoidentify non-random variation have been
developed and presented at national conferences as
state-of -the-art techniques for data validation.

Percent of patientsrating VA health care service
asvery good or excellent (I npatient/Outpatient)
and Percent of Veterans Service Standard (VSS)
problemsreported per patient: patient education,
visit coordination, and pharmacy (usesoutpatient

survey)

Thesemi-annua inpatient VVeteran Satisfaction Survey
isasurvey distributed and analyzed by the Office of
Quality and Performance, Performance Analysis
Center for Excellence(OQP/PACE). Veteransdigible
for survey are those discharged from an acute care
VA medica center to home within a specified time
period. During randomization, duplicateinformation

onanindividual patientisomitted. The semi-annual
(soon-to-be quarterly) outpatient Veterans
Satisfaction Survey isdistributed and analyzed by
OQP/PACE. Currently, veterans are eligible for
survey if they havehad at | east one outpatient visit
to agenera medicine, primary care, or women's
clinic within a specified time period.

OQP/PACE employsaprocessto obtainthelargest
responserate possiblefor inpatient surveysor that
is financially feasible for outpatient surveys.
Veterans selected for survey are sent apre-survey
notification letter explaining the nature and goals
of the upcoming survey. One week later, the first
questionnaireis mailed to everyonein the sample
population. One week after that, a thank you/
reminder postcard is sent to the entire sample
popul ation. Two weeks|ater, asecond copy of the
questionnaire is sent to those veterans who have
not yet responded. Comparisonsof respondentsand
non-respondents on gender, age, race, period of
service, and service connection are evaluated to
determineif thereareany meaningful differences.
If any arefound, cautions are given to the VISNs
when generalizing to any of thegroupsidentified.

Root cause analyses are in correct format and
completed within appropriate time frame

NCPS maintains Access databases that store
information related to RCAs including facility
name, number, RCA number, date of initiating
RCA, date of completion of RCA, extension
requests, extension date, and thetext of the actual
RCA. NCPS staff developed queries of this
database to identify all RCAs meeting the
previoudy stated date parameters. Wheretherewas
any question about thedata, wereviewed theactual
paper copy of the RCAsfor dates, aswell as our
record of electronic mail requests for extensions.
Finally, al data were submitted to the Networks
for confirmation of validity.

FY 2001 Performance Report
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Thisinformation reflects RCAs that were started
onor after January 1, 2001, and completed by July
31, 2001. It alsoreflectsRCAsthat received ahigh
score based upon their severity and probability
rating, and were individual as opposed to
aggregated RCAs. This period for evaluation was
chosen because the process for requesting and
receiving extensions was established and fully
operational by January 1, 2001. July 31, 2001 was
chosen as the cutoff date so that NCPS could
provide performancedatafor FY 2001 inatimely
manner and accomplish the following tasks:
perform analysis, develop reports, disseminate
informationtotheNetworksto confirmtheaccuracy
of the data, and submit final reports.

All datausedinthisperformancemeasurehavebeen
carefully audited. NCPS employed a multi-step
process including a secondary verification of all
information by staff, apaper audit of selected data
elements to confirm information, a face-validity
check by additional staff, and afinal audit by all
Networksof their data. Thesedataserveavaluable
purposeintermsof focusing theteamson atimely
completion of the RCA. It is, however, but one
measure and must be balanced against other
componentsof asuccessful patient safety program.
NCPS emphasizes a broader focus to ensure the
quality of investigations related to the specificity

of the identified root causes and contributing
factors, the strength of the proposed mitigating
actions, and the value of the developed outcome
measures.

Quality-Access-Satisfaction/Cost VALUE I ndex
and Balanced Scorecard: Quality-Access-
Satisfaction/Cost

The sources of datafor the VALUE Index are the
sameasthoseidentified for the specific components
comprising the measures-Chronic Disease Care
Index II; Prevention Index Il; inpatient and
outpatient satisfaction; waiting timesfor primary
care, specialty clinics; and wait times to see a
provider. Thecost element isobligationsper unique
patient in constant dollars.

The VHA balanced scorecard identifies the same
components used in the QAS/cost VALUE but
establishes apercent of goal relationship for cost
in the same manner as done for desired outcomes
of Quality, Access, and Satisfaction. All four
components in the scorecard are of equal weight
(each component is25 percent of thetotal ). Progress
towardthegoal isidentified aswell asareaswhere
the goal is exceeded.
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Secretary's Priority

Provide accessto primary care appointments and specialty care appointments within 30 days
of desired date, and ensure patients are seen within 20 minutes of their scheduled appointment.

Performance Goals
0 Establish a basdline for the percent of primary care appointments scheduled within 30

days of the desired date.

0 Establish a basdline for the percent of specialist appointments scheduled within 30 days

of the desired date.

O Increasethe percent of patientswho report being seen within 20 minutes of their
scheduled appointments at VA health carefacilitiesto 73 percent.

Accessand waiting timesare key to enabling VA
toimproveits patients perceptions of the quality
of careandtheir overall satisfaction. In FY 2000,
we established aset of performancegoals, which
werefer to as"30-30-20," concerning the ability
of patientsto scheduleanon-urgent primary care
visit (within 30 days) or a specialty care visit
(within 30 days) and how long they must wait once
they arrive to be seen by a practitioner (20
minutes). Timely serviceensurescareisreceived
when it is needed. Providing care in the manner
most convenient to the veteran enables us to
provide care where it is needed and wanted.

Percent of appointments with primary care
provider within 30 days

Eighty-seven percent of primary careappoi ntments
were scheduled within 30 days of the desired date
in the baseline year of FY 2001. We did this by
continuing to modify our scheduling practices,
hiring and retraining/reassigning clinical staff to
outpatient primary care, opening additional new
community-based outpatient clinics(CBOCs), and
renovating existing facility-based clinic spaceto
provide clinicians with two examination rooms
each, thusimproving patient flow. In addition to
the overall measures outlined above, internally
VHA has additional measures that evaluate

subgroups within these clinic wait times. "next
available" appointment and "new" patient "next
available" appointment. This allows for further
analysis to determine areas where action can be
taken to improve the overall waiting times.

Percent of appointmentswith a specialist within
30 days

Eighty-four percent of specialty careappointments
were scheduled within 30 days of the desired date
in the baseline year of FY 2001. We did this by
continuing toimplement and reap the benefitsfrom
modified appointment scheduling and pre-
appointment patient reminders as ascribed by the
Institute for Healthcare Improvement. Other
process-related improvements included dual
credentialingfor specidistsinprimary carepractice
(especially useful for cardiac, diabetic, high blood
pressure, cancer, and other patients with an
overriding condition that needed to be monitored
by a specialist) and retraining primary care
cliniciansto treat lower level, specific conditions.
This combined approach, along with augmented
and redirected specialty care and other resources,
improved spatia configurationsviarenovation, and
updated equipment will continueto help usachieve
greater efficiencieswithout compromising access
to, or quality of, specialty care.
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Using a weighted averaging methodology, the
average number of daysto obtain an appointment
in the specialty clinics listed below was 39 days
inFY 2001. Thewaitingtimesfor individual clinics
in the fourth quarter, FY 2001, were:

Audiology 30 days
Cardiology 31 days
Optometry/Ophthalmology 58 days
Orthopedics 34 days
Urology 41 days

Percent of patientswho report being seen within
20 minutes of scheduled appointment

s
Percent of Patients Seen within 20 Minutes of Scheduled Appointme
at VA Health Care Facilities
100%
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A VISN-specificanalysisof all 22V I1SNsindicates
that 10 VISNsmet aninternal target level between
75and 81 percentwhile1 VISN attained 82 percent
or greater. The overall national average was 72
percent ascompared to atarget of 73 percent. This
minor target shortfall does not affect corporate
outcome since the variance from target is well
within one standard deviation of the VISN mean
performance. VISNs continue to explore and
implement ways to provide scheduled
appointmentsin atimely fashion.

Starting in FY 2002, a new methodology for
calculating this percentage will be adopted.

Although the new methodology will at first lower
our overall percentage, it will provideamodel that
IS more sensitive to change than the one used
previously. Thisincreased sensitivity, along with
an increase in the frequency of the survey (to
quarterly), will providemedical centerswithamore
accurate reflection of the impact of actions taken
to improve patient satisfaction. The new
methodol ogy appliedtothe FY 2001 survey results
lowers the compliance to 63 percent. This new
baseline number will be used to project
improvementin FY 2002 and beyond. Thismeasure
will remaininthe Network directors performance
contracts in FY 2002.

Means and Strategies

Thefollowing strategieswereimplemented during
FY 2001 to improve access to, and timeliness of,
health care:

[1  Trainedor retrained existing transferabl e staff
from inpatient to outpatient care.

[J  Implemented the Institute for Health Care
Improvement initiatives.

[0 Evaluated, and where appropriate, added
mental health care to existing CBOC:s.
Planning for mental healthisnow addedto all
new CBOC proposals.

[0 Increased the number of contracts for
specialists to provide services to veterans.

[0 Continued infrastructure renovation in
existing facilities to ensure that at least two
exam/treatment rooms are available per
clinician providing care on a given day.

[J  Continued to develop transplant-sharing
agreements.

[ Continued to provide outpatient medication-
dispensingtechnology in CBOCsand hospital -
based clinics.
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Major Management Challenges

In response to concerns about waiting times, VA
established strategic targets for the time it takes
veteransto get an appointment withaVA provider
(either primary careor speciaty care) andthetime
they spend waiting in a provider's office. As part
of its strategy to reduce waiting times and meet
servicedelivery targets, VA hasenteredinto short-
term contractswith consultantsto help reducethe
backlog of specialty appointments. By improving
waiting times, through process improvements,
physical plant renovations, pharmacy refills by
mail, and other means, VHA will effectively
improve patient sati sfaction and patient perceptions
of the quality of their health care.

Data Source and Validation

In early 2000, software was implemented to
measure the average next-available clinic
appointment time experienced by patientsneeding
an appointment. The software computed theclinic
appointment waiting time by calculating the
number of days between the date a next-available
appointment is requested and the date the
appointmentismade. Thismethod of measurement
is believed to be superior to previous methods
because it measures the actual experience of
patientsrather than projecting what the experience
might be, based on appointment availability. A

revised version of this software was released
January 31, 2001. This version alows a further
measuring of appointment waiting times for new
patientsto primary care. In 2002, VA will explore
mechani smsto quantify thewaiting timesof newly
enrolled patients.

VA is developing new clinic wait time measures
to quantify the wait times of new enrollees. VA is
also developing a new survey to assess the
experiences of new enrollees in requesting
appointments. The data from the new measures,
other VHA wait timemeasures, and thesurvey will
providemoretimely and rel evant datafor decision-
making asit relates to the increase in numbers of
new enrollees. VA is also recommending the
devel opment of standardized entry processfor new
enrollees. Thisprocesswill assistintheautomated
collection of relevant wait timeinformation at the
time that the veteran enrollsin the system.

The source of datafor the 20-minute waiting time
measureisthe semi-annual (soon to be quarterly)
outpatient satisfaction survey. The survey is
distributed and analyzed by the Office of Quality
and Performance, Performance AnalysisCenter for
Excellence(OQP/PACE). Patientsareasked, "How
long after the time when your appointment was
scheduled to begin did you wait to be seen?"
Responsesaretabul ated to establish the percent of
patientswho reported waits of 20 minutesor less.
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Maintain the high level of serviceto insurance policy holdersand their beneficiaries.

Performance Goal
0 Maintain average processing time for insurance disbursements at 3.2 days.

VA met its goal by processing insurance
disbursements in an average of 2.8 days, a
significant improvement over the 3.2 daysin FY
2000. The Philadelphia VA Regional Office and
Insurance Center was sel ected asthewinner of the
Department'sprestigiousRobert W. Carey Quality
Award in the "Benefits Category" for the second
year in a row. Foremost among the many
accomplishmentsnoted by the judgeswasthat the
Center has developed a special relationship with
their policyholders and is dedicated to constantly
improving service and products.

-
Average Days to Process Insurance Disbursements

4.4
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A program eval uation was conducted to assessthe
effectiveness and efficiency of VA programs that
assist survivors of veterans and servicemembers
whodieof, or have, service-connected disabilities.
The study determined the extent to which
Servicemembers Group Life Insurance (SGL1),
Veterans Group Life Insurance (VGLI), Service-
Disabled Veterans Insurance (S-DV1), Veterans
MortgageL ifelnsurance(VMLI), and Dependency

and Indemnity Compensation (DIC) meet their
statutory intent and expectations of stakeholders.

Thefinal report wasdeliveredto VA inMay 2001.
Thestudy identified key factorsinmeeting program
intent and stakehol der expectations. Study findings
indicatethat several of the expected outcomesare
largely fulfilled but thereareimportant exceptions.
Seventeenrecommendationsweremadeto enhance
these programs. The contractor also provided
suggested outcomes and generic suggestions on
outcome measures.

Means and Strategies

Disbursementsare considered the most important
services provided by the insurance program to
veterans and beneficiaries. The indicator for this
measureisthewei ghted composite processing days
for all threetypes of disbursements: death claims,
loans, and cash surrenders.

We realized a better-than-expected improvement
in average processing days in 2001, due to the
installation of the first phase of the paperless
processing system. When fully implemented, the
paperlessprocessinginitiativewill provideon-line
electronic storage of insurancerecordsand on-line
access to those records by technicians. Over the
last 3 years, we processed over 1.5 million
beneficiary designationsof policyholderswho had
not updated their beneficiariesfor many years. This
large database of imaged beneficiary designations
isallowing usto retire approximately 2.2 million
insurance folders. Because of the need for space
in the Philadel phia Regional Office for a new
pension processi ng center, wehaveaccel erated the
schedule of the mass retirement of insurance
folders. The folder retirement was completed in
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January 2002, almost 2 yearsahead of theoriginal
schedule.

Becauseweareretiring our insurancefoldersahead
of schedule and do not yet have the full imaging
capabilities completed, we are using a hybrid
system for disbursements consisting of imaged
documents associated with temporary insurance
folders. Thistemporary system actually provided
faster disbursement processing than what we
expected. When we move away from the hybrid
systemtothe paperlessprocessing system, wewill
experience clerical and payroll savings.

The insurance program has undertaken various
actionstoimprovethetimelinessof disbursements
including special post officeboxes, improvements
in how we process returned mail, and the
elimination of data processing delays. We will
install thefull paperlessprocessing systemin 2003
throughout the insurance program. The imaging
capabilitiesfromthat initiativewill reducethetime
required for processing disbursements and other
services.

Following are accomplishments and initiatives
achieved in FY 2001:

[0 American Customer Satisfaction Index
(ACSI): ACSI isauniform and independent
measure of consumption experience. The
index trackstrendsin customer satisfactionand
providesinsightsinto benchmarking activities.
Theindex is produced through a partnership
of the University of Michigan Business
School, the American Society for Quality, and
theinternational consultingfirm, CFl Group.
This partnership surveyed recipients of
insurance death claims using a methodol ogy
that allowsfor direct comparisonswith other
organizations and types of businesses. The
result was an ACSI rating for VA insurance
of 90 on a scale of 100, one of the highest
scores ever recorded. By comparison, the

governmentwide average is 71, and the life
insurance industry averageis 75.

VGLI Premium Rate Reduction: Aspart of a
continuing efforttomakeVGL I premiumsmore
competitive, VA reduced VGLI premiums for
approximately 70 percent of its policyholders
effective July 9, 2001. This is the second
reductionof VGLI premiumratesover thelast
2 years. These rate reductions save veterans
about $35 million per year in premium costs.

SGLI Family Coverage: The Veterans
Survivor BenefitsImprovementsAct of 2001,
Public Law 107-14, extends SGL| coverage
to spouses and children of membersinsured
under the SGL | program. Thisincludes both
active service and ready reserves. The
maximum amount of coverage available for
spouses is $100,000 or the amount of the
servicemember's SGLI, whichever isless. A
member may elect toinsure hisor her spouse
for amountslessthan $100,000inincrements
of $10,000. Premiums are age-based. All
childrenwill receive coverage of $10,000 for
free.

SGLI Coverage Increased to $250,000: The
VeteransBenefitsand Hedlth Carel mprovement
Actof 2000, PublicLaw 106-419, increasedthe
maximum amount of SGL 1 coverage available
to $250,000, effective April 1, 2001. All SGLI
policies were automatically increased to
$250,000 on thisdate. Individuals may elect to
reduce coverage in multiples of $10,000 on or
after April 1, 2001. There is no cost to the
Government for this increased coverage. The
coverageincrease, for thosewhohadtheprevious
maximum of $200,000, wasmaderetroactiveto
October 1, 2000, for servicememberswho died
while on duty.

Capping of S-DVI Term Premiums: The
VeteransBenefitsand Hedlth Carel mprovement
Act of 2000 also dlowed for the capping of S-
DVI term premiums effective November 1,
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2000. Term insurance premiumsincrease
each timeapolicy isrenewed; however, with
the passage of thislaw, premiums are frozen
at thefirst renewal after theinsuredreaches
age 70 and remain frozen thereafter. The
additional annual subsidiesrequiredtocap S-
DVI term premiumsat the age 70 rate will be
approximately $500,000 in thefirst full year,
with a 5-year total of $2.8 million.

Beneficiary & Option (B&O) Mailing: In FY
2001, thelnsuranceservicecompleted a3-year
massmailing, sending virtually every insured
anew beneficiary designation. In total, our
B& O unit has imaged over 1.6 million
designations, laying the foundation for our
paperless office and preparing the way for
retirement of all insurancefoldersby imaging
applications and various other documents.

Outreach Efforts: Insurance is targeting
additional outreach efforts to all separating
servicemembers, especially severely disabled
veterans. These efforts are designed to assist
veterans in making an educated choice
regarding their life insurance needs. Our
outreach to severely disabled veterans began
due to findings that this group underutilized

insurance benefits. For these veterans, our
efforts include personal letters, phone calls,

and an expedited application process. VA
hopes that these efforts will ensure the
retention of avaluable benefit for those most
inneed and alsoraiseall veterans awareness
of their earned insurance benefits.

Data Source and Validation

Processing time begins when the veteran's or
beneficiary'sapplication or request isreceived and
endswhenthelnternal Controls Staff approvesthe
disbursement. Average processing days are a
weighted composite for all three types of
disbursements, based on the number of end
productsand timelinessfor each category. Dataon
processing timeiscollected and stored through the
statistical quality control (SQC) program and the
Distribution of Operational Resources (DOOR)
system. The Insurance Service is charged with
periodically evaluating the SQC program to
determineif itisbeing properly implemented. The
composite weighted average processing days
measureiscal culated by thelnsurance Serviceand
Is subject to periodic reviews.
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Ensurethe burial needs of veterans and their eligible family members are met.

Performance Goals
O Increase the percent of veterans served by a burial option in a national or state veterans
cemetery within areasonable distance (75 miles) of their residenceto 75.8 percent by 2001.
O Increase the percent of respondents who rate the quality of service provided by the national

cemeteries as excellent to 90 percent by 2001.

VA did not meet the FY 2001 performancegoal to
serve 75.8 percent of veteranswith aburial option
withinareasonabledistanceof their residence. This
performance goal was established prior to the
availability of the new VetPop2000 datareleased
inApril 2001. If thedatamodel usedto project the
veteran popul ation had not changed duringtheyear,
VA would have met its goal .

Percent of Veterans Served by a Burial Option within a Reasonab
Distance (75 miles) of their Residence

100%
72.6%  72.6%  158%
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Satisfaction with the quality of service provided
by national cemeteriesremained at ahighlevel in
FY 2001. Cemetery servicegoasaresetinkeeping
with the high expectations of all who visit.

VA provides interment of veterans and eligible
family members upon demand. From FY 1997 to
FY 2001, annual intermentsincreased 16 percent,
from 73,007 to 84,822. With the aging of World
War |1 and Korean Conflict-era veterans, veteran

deathsareincreasing each year. Based onthe 1990
census, the annual number of veteran deathsis
expected to peak at 687,000intheyear 2006 before
beginning a gradual decline. This progressive
increaseinveteran deathsresultsinacorresponding
increase in the number of interments in national
cemeteries.

According to National Cemetery Administration
(NCA) data from recent years, about 80 percent
of personsinterredin national cemeteriesresided
within 75 milesof thecemetery at thetimeof death.
As the annual number of interments and total
gravesitesused increases, cemeteriesdepl etetheir
inventory of spaceand arenolonger ableto accept
full-casketed or cremated remains of first family
members. Asaresult, veteransmay |osereasonable
accessto a VA burial option.

Percent of Respondents Who Rate the Quality of Service Provided b
National Cemeteries as Excellent

5 88%
86% 85% 84%
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92% 90%
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Attheend of FY 2001, of the 119 existing national
cemeteries, only 60 contai ned available, unassigned
gravesites for the burial of both casketed and
cremated remains; 26 accepted only cremated
remains and remains of family members for
interment in the same gravesite as a previously
deceased family member; and 33 performed only
intermentsof family membersinthesamegravesite
as apreviously deceased family member.

Annual Interments

1997 1998 1999 2000 2001
73,007 76,718 77,680 82,717 84,822

Means and Strategies

In FY 2001, to meet the burial needs of veterans,
VA continued planning for the devel opment of new
national cemeteries, completed construction
projects to make additional gravesites or
columbariaavailablefor burials, and acquired land
to continue burial options at existing national
cemeteries.

VA continued to make progressinthedevel opment
of new national cemeteriesto serveveteransinthe
areas of Atlanta, Georgia; Detroit, Michigan;
Miami, Florida; Oklahoma City, Oklahoma;
Pittsburgh, Pennsylvania; and Sacramento,
Cdlifornia. TheselocationswereidentifiedinaMay
2000 report to Congress asthe areas most in need
of anew national cemetery, based on demographic
studies. When open, these 6 cemeterieswill provide
aburial option to over 2 million veteranswho are
not currently served within areasonable distance
of their residence.

During FY 2001, VA accepted a land donation to
develop a national cemetery near Atlanta, Georgia,
alocation identified in the above-referenced May
2000 report to Congress. When completed, the

national cemetery will provide a burial option
within 75 miles of the residence of over 400,000
veterans in the Atlanta metropolitan area. By
receiving the donated land, America's taxpayers
have been saved the costs of land purchase. In
addition, Georgia's veterans have benefited from
a reduced timetable for development of a new
national cemetery.

Infall 2001, operationsbegan at Fort Sill National
Cemetery, near Oklahoma City, when the initial
"fast track” development was completed. A "fast
track" isasmall-scale devel opment that provides
veterans with burial space nearly 2 years before
cemetery construction is completed. This allows
familiestointer loved onesinthenational cemetery
without waiting for final completion of
construction. This first burial area will provide
1,100 gravesites. A temporary committal shelter,
accessroads, and aflagpole arein place. Fort Sill
National Cemetery will provide a burial option
within 75milesof theresidenceof 166,000 veterans
in the Oklahoma City area.

TheVeteransMillennium Health Careand Benefits
Act, Public Law 106-117, directs VA to contract
for anindependent demographic study toidentify:
(1) those areas of the country where veteranswill
not have reasonable accessto aburial optionina
national or state veterans cemetery; and (2) the
number of additional cemeteriesrequired to meet
veterans burial needsthrough 2020. The study is
now in process and the contractor's report will be
provided in the spring of 2002.

VA monitorsgravesite usageand projectsgravesite
depletion dates at open national cemeteries that
have land for future development. As those
cemeteriesapproachther gravesitedepl etion dates,
VA ensures that construction to make additional
gravesites or columbaria available for burialsis
completed. InFY 2001, VA completed construction
projectsto extend burial operationsat six national
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cemeteries. For example, at theNational Memorid
Cemetery of Arizona, we completed aproject that
developed 14,000 full casket gravesitesand 18,000
cremation burial sites. A 2,500-unit columbarium
wascompleted at Calverton National Cemetery in
New York. A construction project at Fort Logan
National Cemetery in Denver, Colorado, included
site preparation and placement of 2,500 double
depth precast concrete buria vaults.

Appropriate land acquisition is a key component
to providing continued accessibility to burial
options. InFY 2001, VA acquired land to continue
operations at Culpeper and Roseburg National
Cemeteries. Wewill continueto identify national
cemeteries that are expected to close due to
depletion of grave space and determine the
feasibility of extending the service life of those
cemeteriesby acquiring adjacent or contiguousland
or by constructing columbaria. These actions,
which depend on such factors as the availability
of suitable land and the cost of construction, are
not possible in every case. Efforts to acquire
additional land are currently underway at eight
national cemeteries.

TheDepartment'sgoal isto makesuretheNation's
veterans and their families are satisfied with the
quality of service provided by national cemeteries.
VA strivesto provide high-quality, courteous, and
responsiveservice. Veteransandtheir familieshave
described national cemetery staff as "helpful,
patient and understanding.” In oneof many letters
of appreciation VA received in FY 2001, afamily
member observed that "amilitary funeral should
beafirst-classoperation, conducted with dignity"
and that the "cemetery staff provided such an
atmosphere." Another family member commented
that the service provided by one of VA's national
cemeteries "made us proud that our country
extended this kind of consideration."

To further enhance access to information and
improveservicetoveteransandtheir families, NCA
installs kiosk information centers at national and
stateveteranscemeteriestoassist visitorsinfinding
exact gravesitelocations. In addition to providing
the visitor with a map for use in locating the
gravesite, the kiosk information center provides
general information such asthe cemetery'sburial
schedule, cemetery history, buria eligibility, and
factsabout NCA. By theend of FY 2001, VA had
installed 33 kiosks at national and state veterans
cemeteries.

In order to accommodate and better serve our
customers, wehavedevel oped threehub cemeteries
to provide weekend scheduling of the interment
in a national cemetery for a specific time in the
ensuing week. Each hub cemetery provides this
weekend serviceto familiesand funeral directors
within its geographic area.

Veterans and their families have indicated that they
need to know the interment schedule as soon as
possibleinorder tofinalizenecessary arrangements.
The amount of time it takes to mark the grave after
an interment is also extremely important to the
decedent's family members. To meet these
expectations, VA strives to schedule committal
servicesat national cemeterieswithin 2 hoursof the
request and set headstones and markers at national
cemeteries within 60 days of the interment.

During FY 2001, VA national cemeteriesbecame
the final resting places for victims of terrorist
attacks. Three U.S.S. Cole creavmembers, killed
during aterrorist attack in Yemen, were buried in
VA national cemeteries, with military funeral
honors provided by the Department of Defense.
Four victimsof the September 11" terrorist attack
on the World Trade Center were interred in VA
national cemeteries.
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Sergeant William T. Carroll, Jr., was interred at
Dallas-Fort Worth National Cemetery during FY
2001. Sergeant Carroll was killed in action in
December 1944, while serving as a crewmember
aboard a B-24 Liberator bomber. He and eight
crewmembers were missing until 1997, when a
French farmer found the airplane wreckage in a
densely wooded area. After apositiveidentification
of Carroll's remains by the Army's Central
| dentification Laboratory inHonolulu, Hawaii, the
family decided on burial at the Dallas-Fort Worth
National Cemetery.

Ohio Western Reserve National Cemetery interred
theremainsof U.S. Marine CorpsCorporal Thomas
A. Gopp, who had been missing in action in
Vietnam since August 3, 1967. The U.S. Marine
Corpsconducted military funeral honorsat aservice
attended by family members, friends, and members
of various veterans organizations.

Gulf War Veteran Marlon F. Morales, a Metro
Transit Police Officer, was interred at Quantico
National Cemetery. Officer Moraleswaskilled June
13when hetried to stop aMetro fare evader at the
U Street-Cardozo Metrorail StationinWashington,
D.C. The Metro Transit Police provided military
funeral honors at the service, which was attended
by several hundred peopl eincluding policeofficers;
Metro transit employees; the Honorable Anthony
Williams, Mayor of Washington, D.C.; the
Honorable Louis Freeh, Director of the FBI; and
other government representatives.

To ascertain how customers and stakeholders
perceivethequality of serviceprovided by national
cemeteries, VA annually seeks feedback through
surveysandfocusgroups. Thisinformationisused
to determine expectations for service delivery as
well as specific improvement opportunities and
training needs. For FY 2001, VA developed a
nationwidemail-out customer satisfaction survey.
The new survey is an improvement over the

previous data collection instrument in that it
provides statistically valid performance
information at thenational and regional (Memorial
ServiceNetwork) levels, and at the cemetery level
for cemeteries having at least 400 interments per
year. The information gathered will be used in
NCA'’s strategic planning process to develop
additional strategies for improvement. VA will
continue to conduct focus groups to collect data
on stakeholder expectations and their level of
satisfactionwiththequality of serviceprovided by
the national cemeteries.

External Factors

Through the State Cemetery Grants Program, VA
hasestablished partnershipswith statesto provide
veterans and their eligible family members with
buria options. Itisdifficultto project futureactivity
for this program because requests for grants are
generated fromindividual states. A statemust enact
legislationto commit funding to aproject that will
serveaclearly defined population and require state
fundsfor operationsand maintenancein perpetuity.

Crosscutting Activities

NCA administers the State Cemetery Grants
Program (SCGP), which provides grantsto states
of up to 100 percent of the cost of establishing,
expanding, or improving veterans' cemeteries,
including the acquisition of initial operating
equipment. To date, 47 state veterans cemeteries
have been established, expanded, or improved
through the SCGP. In FY 2001, state veterans
cemeteriesperformed over 15,000 interments, and
new grants were obligated to establish or expand
state veterans cemeteriesin 4 states.

Fivenew stateveteranscemeterieswere opened at
Agawam, Massachusetts, Augusta, Maine; Little
Rock, Arkansas; Miles City, Montana; and
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NorthernWisconsinin FY 2001. Thesecemeteries
provideserviceto over 250,000 veteransand their
familiesnot previously served within areasonable
distanceof their residence. Thenew stateveterans
cemetery in LittleRock offsetstheclosureof Little
Rock National Cemetery. Opening thisnew state
veterans cemetery will enable over 110,000
veteransto continueto haveaccesstoaburial option
within areasonable distance of their residence.

Inthefall of 2001, NCA and the State of Missouri
co-sponsored the first national conference for
directors of state veterans cemeteries. The
conference provided the directors with the latest
information on best practicesin operating federal
veterans cemeteries and afforded directors the
opportunity to share information and build
networksthat will resultinbetter serviceto veterans
and their families.

VA continued to work closely with components of
DoD and veterans service organizations (V SOs)
to provide military funeral honors at national
cemeteries. While VA does not provide military
funeral honors, national cemeteries facilitate the
provision of these honors and provide logistical
support to military funeral honorsteams. Veterans
and their families have indicated that providing
thesehonorsfor the deceased veteranisimportant
to them.

VA continued to work with funeral homes and
V SOs to find new ways to increase awareness of
benefits and services. Funeral directorsand VSO
members participated in focus groups to identify
not only what information they need but also the
best way to ensure they receive it.

Data Source and Validation
NCA determinesthe percent of veteransserved by

existing national and state veterans cemeteries
within areasonabl e distance of their residence by

analyzing census data on the veteran population.
Arlington National Cemetery, operated by the
Department of the Army, and Andrew Johnson
National Cemetery and Andersonville National
Cemetery, operated by the Department of the
Interior, are included in this analysis. Since FY
2000, actual performance and the target levels of
performance have been based on the new
VetPop2000 model devel oped by the VA Office of
the Actuary. VetPop2000 is the authoritative VA
estimate and projection of the number and
characteristicsof veterans. Itisthefirst revision of
official estimatesand projectionssince 1993. The
new VetPop2000 methodology resulted in
significant changesin the nationwide estimateand
projection of thedemographic characteristicsof the
veteran population. These changes affected the
separate county veteran populations from which
NCA determinesthepercentage of veteransserved.
Projected openingsof new national or stateveterans
cemeteriesand changesintheserviceddivery status
of existing cemeteriesarea so considered. Multiple
counts of the same veteran popul ation are avoided
in cases of service-area overlap.

In 1999, VA's Office of Inspector General
performed an audit assessing the accuracy of data
used to measure the percent of veterans served by
theexistenceof aburial optionwithinareasonable
distanceof placeof residence. Audit resultsshowed
that NCA personnel generally made sound
decisionsand accuratecal culationsin determining
the percent of veterans served by a buria option.
Althoughinconsistenciesin NCA'sestimateof the
percent of theveteran population served by aburial
optionwereidentified, they did not haveamaterial
impact, and no formal recommendations were
made. VA hasaddressed theseinconsistencies, and
the adjustmentsareincluded in the data contained
in this report.

FromFY 1996 through FY 2000, thesourceof data
used to measurethe quality of service provided by
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national cemeterieswastheNCA Visitor Comment
Card. For FY 2001 and subsequent years, NCA has
developed a new customer satisfaction survey
process. The annual survey is done via mail; the
dataarecollected fromfamily membersandfunera
directors who recently received services from a
national cemetery. To ensure sensitivity to the
grieving process, NCA allows a minimum of 3
months after an interment before including a
respondent inthe samplepopulation. Themeasure
for quality of serviceisthe percent of respondents
who agreethat thequality of servicereceived from
cemetery staff is excellent.

VA Central Officestaff overseesthedatacollection
processand providesan annual report at thenational

level. Regional and cemetery level reports are
provided for NCA management's use. The
nationwide mail-out survey provides statistically
valid performanceinformation at the national and
regional levels and at the cemetery level (for
cemeterieshaving at least 400 intermentsper year).

A data collection instrument, using modern
information technology, has been developed to
measure the timeliness of marking graves at
national cemeteries. NCA is currently collecting
baseline data and validating the accuracy and
integrity of thedatacollected. Whenthisreviewis
complete, a new performance measure will be
established and included in the Department's
performance plan.
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