
Preventive ethics in Action:
Using the issUes APProAch to 

imProve ethics QUAlity

in FAcility settings

Almost two years have passed since facili-
ties received training in Preventive Ethics 
(PE) and formed dedicated PE teams.  

Since then, teams have measurably improved eth-
ics quality by applying the ISSUES approach (see 
sidebar).  How has this been accomplished?  
   In this issue of IntegratedEthics In Action, PE 
teams from five facilities describe their work on 
specific ISSUES cycles and how that work led 
to improved ethics quality at their facilities.  In 
addition, they offer recommendations for forming 
teams, finding resources, and identifying matters 
that can be appropriately addressed using this ap-
proach. Their names, IE roles, and facility affilia-
tions are listed in the “Contributors” box below.

NOTE: Details of contributors’ ISSUES cycles 
are provided in the accompanying chart, “Mov-
ing Through the ISSUES Cycle: Real-World 
Examples from Five Facilities.”
 
How can PE teams identify ethics 
issues that can benefit from a quality 
improvement approach?
The contributors to this newsletter learned 
about issues at their facilities either in the 
normal course of their work, or via input 
from their IE Council, ethics consultation 
committee, or leadership.

Jeanette Alvarez, for example, learned 
that many patients in the Dialysis Unit 
lacked complete and accurate advance di-
rectives while reviewing the directives as 
part of her social worker responsibilities.     
Dr. Veronica Scott, a geriatrician and the 
PE Coordinator, learned from one of her 
PE team members, Dr. Kathleen Figaro, a 
primary care physician (PCP), about prob-
lems encountered by PCPs when treating 
patients for whom they had insufficient 
medical information because the patients 
had received some of their health care out-
side of VHA.  “This problem of ‘dual care’ 
brought up multiple concerns, including 
patient safety,” said Dr. Figaro.  “Without 
a patient’s complete medical record, pro-
viders don’t feel that they can provide the 
best quality care”.
At Gwenda Broeren’s facility, nurses, 
residents, families, and others were con-
tinually questioning whether the practice 
of denying medications and follow-up 
appointments to patients who left the 
hospital against medical advice (AMA) 
was ethically justifiable.  “Many of the 
people…had valid reasons for not staying 
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in the hospital.  One man, for example, 
was the sole caretaker of his disabled 
wife, and had to return home.  Another 
was concerned about the welfare of his 
animals.”  Ms Broeren included the eth-
ics consultation service to help answer 
the ethics question, and to define ethics 
best practice before considering what 
changes needed to be made to improve 
clinical practice.
 

What are other important factors to 
consider before deciding to use the 
ISSUES approach?”
PE teams will first need 
to assess the ethics issue’s 
importance to the facility 
as a whole.  As Dr. Scott 
explained, “We have a 
way of prioritizing how 
we get to issues.  Is it an 
urgent concern, in other 
words, what is the cost 
to the patient in terms of 
safety or what is it costing the facility in 
terms of money?  Then it has to be related 
to the strategic plan of the facility, VISN, or 
VHA as a whole.  And, finally, we have to 
have the manpower resources to look into 
it.”

Contributors also noted that ethics issues 
need to be measurable and discrete enough 
so that the cycle can make an impact, and 
the team working on the cycle must pos-
sess the expertise and authority to make a 
difference.  “We chose the issue of increas-
ing iMedConsent utilization because it was 
solvable—other facilities were clearly do-
ing it, and it was a topic that would be sup-
ported by leadership,” added Paul Bauck 
and Robin Cook.  “The real take-home 
message here is to take on a piece that you 
can have impact on.  For our iMedConsent 
issue, we looked at what we could impact 
now, and where we had to wait.”

Finally, added Dr. Arlene Houldin, 
teams have to realize that any important 
and complex issue can possibly spawn five 
or six related concerns, requiring addition-
al cycles to reach a comprehensive solu-
tion.  Any pilot project will generate a lot of 
feedback that needs to be evaluated.  The 
important thing, she said, was to “clarify 
the boundaries of the issue because there 

can be many layers.”  In addition, teams need 
to acknowledge that “you can’t please every-
body all of the time.”

How are PE teams accomplishing the 
work of Preventive Ethics?
In each of the contributors’ facilities, the IS-
SUES approach was spearheaded by the PE 
Coordinator and the core team, and support-
ed by ad hoc content and process experts who 
provided specific content and process knowl-
edge, as well as background information.  
“We tried to keep the number on the core 

team very small, and bring 
in people who touch the 
process as we need them,” 
Mr. Bauck and Ms. Cook 
explained.  “However, such 
an approach does leave you 
vulnerable if team members 
become unavailable.”  They 
suggested that the IEPO 
should also be involved, 
especially in the early proj-

ects.  Mr. Bauck and Ms. Cook added, “If you 
involve QI [quality improvement] people, you 
have a head start.”

Ms. Broeren’s PE team consists of a Quality 
Management (QM) person, a patient advo-
cate, and the Chief of Nursing of Acute Care, 
who can give clinical feedback as well as have 
the authority to make decisions.  “The team 
works well in terms of being able to provide 
complementary pieces of information,” she 
commented.  For the ISSUES cycle described 
in this article, the team’s effort was supported 
by her facility’s ethics consultation group, 
which performed a literature review and de-
veloped a summary on how other organiza-
tions were handling the issue.  

Dr. Scott’s PE team is interdisciplinary; it 
includes an outside ethics consultant and 10 
staff members representing primary care, 
long-term care, pharmacy, rehabilitation, 
nursing, mental health, business office, so-
cial work, system redesign, and education 
(patient, family, staff).  Over time, each team 
member is expected to chair an ISSUES task 
force.  When composing her task forces of two 
or three people to work on an ISSUES cycle, 
Dr. Scott’s first criterion is personal interest.  
“Everyone who refers an ISSUES cycle to us 
has the opportunity to work on the issue,” 
she said.  “After all, they know the problem 
and can implement the solution.”  Often, the 
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Address ethics issues that 
are measurable and dis-
crete enough that comple-
tion of the ISSUES cycle will 
have an impact



members of the task force can bring differ-
ent backgrounds and perspectives to the 
issue.  “We came at the ‘dual care’ problem 
from different angles,” noted Dr. Figaro, 
who chaired the Dual Care Task Force.  
“We came up with different solutions, 
which expanded our choices.”

Moreover, as an ISSUES cycle progresses, 
team roles can change.  Ms. Alvarez, for 
example, performed 
many tasks for the 
advance directive 
issue.  “During the 
initial phase of this 
project, I assumed the 
role of studying and 
gathering information 
about the issue,” she 
said.  “However, when 
implementing one of 
the strategies identi-
fied to resolve this 
issue, I assumed the 
role of educator to help 
those patients whose 
advance directives had 
errors to understand 
the advance directive 
process and how to 
complete the forms 
correctly.”

In most cases, this 
work is considered a 
collateral duty, even 
though several con-
tributors reported that 
leadership gave them 
some protected time 
to attend meetings and 
perform analyses.  “Be-
cause this is an add-on 
to their day job, this 
is always an issue,” 
recalled Dr. Houldin.  
“But people rise to the 
occasion.  One mem-
ber of our PE team 
asked for eight hours 
per month, which was 
granted to help with education on the is-
sue.”

Dr. Scott also encourages her team mem-
bers to negotiate for release time, which 
may or may not be granted.  In addition, 
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her committee uses the funds they receive 
from the Ethics Center to purchase program 
materials.

What are some recommended 
practices for working an ISSUES cycle?

“Follow the steps of the ISSUES cycle close-
ly,” commented Ms. Alvarez.  “They will 

guide your team and 
help them to resolve 
the issue.”  
Dr. Scott recommended 
paying a lot of atten-
tion to the first step, 
Identify an issue.  “I 
learned how important 
it is to get buy-in from 
the group that is target-
ed for improvement,” 
she said.  “Make sure 
your team or task force 
does early brainstorm-
ing around the prob-
lem itself.  Learn who 
is experiencing it, and 
listen to their proposed 
solutions.  They need 
to feel empowered and 
included in the pro-
cess.”
Build relationships.  
Often, the personal 
touch afforded by a 
one-on-one conversa-
tion can prove essen-
tial.  As Dr. Houldin 
explains, “Without 
technological sup-
port, we could have 
never been success-
ful in creating a new 
Code Status note.  Our 
IT person is very busy 
with her own tasks, 
and asking her to make 
this change was over 
and above her scope of 

work.  I had to go and explain how impor-
tant this was, and get her buy-in on a per-
sonal level.  If I hadn’t done that, I probably 
would not have been successful.”
Mr. Bauck and Ms. Cook found that the PE 
storyboards were a valuable tool for docu-

•

•

•

•

The ISSUES Approach

Identify an issue
Identify ethics issues proactively
Characterize the type of issue
Clarify each issue by listing the improvement 
goal

Study the issue
Diagram the process behind the relevant 
practice
Gather specific data about best practices
Gather specific data about current practices
Refine the improvement goal to reflect the 

ethics quality gap

Select a strategy
Identify the major cause(s) of the ethics 

quality gap—do a root cause analysis
Brainstorm about possible strategies to 

narrow 
the gap

Choose one or more strategies to try

Undertake a plan
Plan how to carry out the strategy
Plan how to evaluate the strategy
Execute the plan

Evaluate and ajdust
Check the execution and the results
Adjust as necessary
Evaluate your ISSUES process

Sustain and spread
Sustain the improvement
Disseminate the immprovement
Continue monitoring
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Looking for . . .

IntegratedEthics Technical Assistance?
http://vaww.ethics.va.gov/integratedethics/TA.asp

National Ethics Teleconference call summaries?
http://vaww.ethics.va.gov/pubs/netsum.asp

National Ethics Teleconference call schedule?
http://vaww.ethics.va.gov/activities/net.asp

Ethics-related pandemic influenza material?
http://vaww.ethics.va.gov/activities/pandemic_influenza_pre-
paredness.asp

IntegratedEthics Reference materials?
http://vaww.ethics.va.gov/integratedethics/ieresources.asp
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menting their process as it unfolded.  
“Many people think of using the sto-
ryboards to tell the story after it hap-
pens.  We, however, used it as a template 
to guide us through the process so we 
could get the best possible outcome.” 
Consult with colleagues.  Ms. Broeren 
suggested that PE teams use the collec-
tive expertise of the PE teams within the 
VISN.  “If you get stuck somewhere, ask 
someone who’s been there.  We have a 
PE call once per month within the VISN 
where we discuss practices, roadblocks, 
and methods for collecting data.”

How does using the ISSUES 
approach help to close the ethics 
quality gap?
Even in cases where the problem seems 
obvious and the “fix” appears to be simple, 
the ISSUES cycle provides the structure to 
help ensure a systematic process and com-
mon understanding.  “It enables people 
to follow your logic and thoughts,” Dr. 
Scott said.  Ms. Alvarez added, “The value 
of working on an ISSUES cycle is that it 
allowed me to break the issue down into 

•

small pieces and focus on more controllable 
and measurable sub-issues.  This made the 
goal of the project easily attainable without 
the use of many resources.”

“The process keeps you on track,” said 
Ms. Broeren, “so that you don’t miss any-
thing.” 

Most importantly, the ISSUES approach 
can yield measurable results that improve 
the lives of patients and providers.  Ms. 
Broeren said, “As a result of the ISSUES 
process, we were able to define what the 
gap was, so we had a better idea where to 
start.  We were able to dig deep enough 
and discover that our practice of denying 
medications and follow-up appointments 
to AMA patients was not dictated by policy 
even though it had become ingrained with-
in the facility culture.”

Now, according to Ms. Broeren, “Patients 
are being treated in a more patient-cen-
tered manner.  They feel like we’re hearing 
what’s really going on with them, and are 
grateful.  On the other hand, residents were 
thrilled to have the option to help patients 
in a new way.  It’s refreshing and exciting 
to see VA take this on with such gusto.” 



http://vaww.ethics.va.gov/integratedethics/TA.asp
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http://vaww.ethics.va.gov/activities/pandemic_influenza_preparedness.asp
http://vaww.ethics.va.gov/activities/pandemic_influenza_preparedness.asp
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http://vaww.ethics.va.gov/integratedethics/ieresources.asp
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Illiana 
(IL) 
H

C
S

P
atients w

ho 
left the hospital 
against 
m

edical 
advice (A

M
A) 

w
ere being 

discharged 
w

ithout 
m

edications 
and follow

-up 
pointm

ents.

H
ospital policies 

w
ere exam

ined.

A
 chart review

 
w

as done to es-
tablish baseline 
inform

ation. The 
review

 found that 
no A

M
A

 patients 
had received new

 
discharge appoint-
m

ents, and previ-
ously scheduled 
appointm

ents w
ere 

cancelled.  W
hile 

som
e of these pa-

tients did receive 
prescriptions, this 
w

as not docum
ent-

ed in the patient 
notes.

A
 literature review

 
w

as conducted by 
the ethics consul-
tation service to 
determ

ine ethics 
best practice and 
how

 other m
edi-

cal centers have 
handled this issue.

•••

C
ause:

Inform
al culture supported and 

reinforced this practice am
ong 

physicians including new
  

residents.

Im
m

ediate strategies selected:

C
reate C

M
O

 and C
N

O
 direc-

tive to clinicians to ensure that 
A

M
A

 patients receive prescrip-
tions and follow

-up appoint-
m

ents.

N
otify scheduling office that 

future appointm
ents for A

M
A

 
patients should no longer be 
autom

atically cancelled.

Longer-term
 strategies 

selected:

W
rite policy that delineated ap-

propriate procedures for A
M

A
 

patients.

Form
ally educate everyone on 

the policy.

C
onsider revising the A

M
A

 
form

 to change status of these 
patients to “irregular discharge” 
to reduce stigm

a and negative 
connotations associated w

ith 
A

M
A

.

••••••

C
hiefs of M

edicine and 
N

ursing sent out directives 
that no m

ore appointm
ents 

of A
M

A
 patients w

ere to 
be cancelled, and that 
residents needed to be 
im

m
ediately educated 

regarding new
 practices for 

handling A
M

A
 patients.

A
M

A
 patient records w

ere 
analyzed to determ

ine 
how

 m
any w

ere receiving 
prescriptions and follow

-
up appointm

ents since the 
practice w

as changed. 

B
y M

arch 31, 2009, 25%
 

of these patients received 
follow

-up instructions and 60%
 

received m
edications; and by 

M
ay 31, 2009, 63%

 received 
instructions and 63%

 received 
m

edications. 

In addition, the literature review
 

sum
m

ary dem
onstrated to staff 

how
 a practice can becom

e 
pervasive even w

hen it is not 
part of form

al institutional 
policy.

To sustain the practice, the 
team

 acknow
ledges that form

al 
education of residents and 
nurses w

ill be necessary.

The num
bers of A

M
A

 patients 
w

ho receive m
edications and 

follow
-up appointm

ents w
ill 

continue to be m
onitored.

Facility
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W
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H
ow

 w
ere results 
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W
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H
ow

 did you sustain 
 and dissem
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 the resulting 
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ents?

P
hiladelphia 

VA
M

C
A

dvance 
directive and 
code status 
inform

ation 
contained in 
patient transfer 
docum

entation 
betw

een the 
C

om
m

unity 
Living C

enter 
(C

LC
) and the 

E
R

 w
as often 

unclear and 
incom

plete, 
w

hich resulted 
in an inability 
to correctly 
identify patient 
treatm

ent 
preferences.

A
 chart review

 w
as 

conducted of 121 C
LC

 
residents w

ho had 
been transferred to the 
E

R
 over a six-m

onth 
period. The findings 
revealed that 8%

 of 
the transfers w

ere 
conducted against the 
docum

ented w
ishes of 

the residents; 25%
 had 

no docum
ented advance 

directives; and over 
90%

 had incom
pletely 

docum
ented advance 

directives in w
hich 

critical inform
ation 

such as treatm
ent 

preferences for blood 
products, dialysis, IV

 
hydration, artificial 
nutrition, etc., w

as 
m

issing.

C
ause:

The sections on the elec-
tronic form

s w
here staff 

enters advance directive 
and code status inform

a-
tion had been rediseigned, 
and staff w

ere insuffi-
ciently trained to correctly 
enter inform

ation into the 
new

 form
s.

 Strategies selected:

C
reate a C

ode S
tatus 

tem
plate that could be ac-

cessed under the C
W

A
D

 
that w

ould generate an 
autom

atic D
N

R
 order and 

S
ocial W

ork consult once 
the order has been co-
signed by the A

ttending 
P

hysician.

P
rovide staff education 

about correct advance 
directive docum

entation, 
specifically targeting C

LC
 

M
D

’s, N
urse P

ractitioners, 
and S

ocial W
orkers.

•••

The electronic code 
status note w

as com
-

pleted and posted 
electronically.

Im
m

ediately after 
posting, four form

al 
educational sessions 
w

ere conducted w
ith 

C
LC

 staff about the 
overall advance direc-
tive policy and docu-
m

entation process.

••

D
ata gathered from

 a chart review
 

of C
LC

 residents (n=38) trans-
ferred to the E

R
 over a three m

onth 
period (2/09-4/09) after the code 
status note w

as im
plem

ented re-
vealed that:

The num
ber of residents trans-

ferred to the E
R

 against their docu-
m

ented w
ishes w

as reduced from
 

8%
 to 0%

.

The num
ber of C

LC
 residents w

ith 
docum

ented advance directives 
increased from

 25%
 to 100%

. (77%
 

of these docum
ented advance di-

rectives used the new
ly developed 

electronic code status note.)

The num
ber of C

LC
 residents w

ith 
incom

pletely docum
ented advance 

directives decreased from
 90%

 to 
4%

.

100%
 of C

LC
 charts w

ith com
-

pleted advance directives had a 
corresponding D

N
R

 order.

A
ll statistics surpassed perform

ance 
objectives. 

A
s of July 2, 2009, an electronic 

chart review
 indicated that 220 

code status notes have been com
-

pleted by providers. These notes 
are standardized and, for the m

ost 
part, com

prehensively docum
ent 

patients’ treatm
ent preferences and 

choice of health care agent.

A
n analysis of qualitative/descrip-

tive data, how
ever, found im

proved 
clarity, frequency, and specificity of 
code status docum

entation.

•••••••

S
taff education w

ill be 
ongoing, and w

ill be 
extended to providers in the 
care units and outpatient 
clinics, w

ith the ultim
ate 

goal of starting the advance 
directive conversations w

ith 
patients earlier in the clinical 
relationship.

Facility



M
oving T

hrough the C
ycles: R

eal-W
orld E

xam
ples from

 Five Facilities

W
hat issue 

w
as identified

H
ow

 w
as the issue 

studied?

W
hat w

ere the m
ajor 

causes of the ethics 
quality gap, and w

hat 
strategy w

as selected to 
address them

?

W
hat plan w

as 
executed in support of 

the strategy?

H
ow

 w
ere results 

 evaluated?
W

hat w
as accom

plished?

H
ow

 did you sustain 
 and dissem

inate 
 the resulting 

im
provem

ents?

P
hiladelphia 

VA
M

C
A

dvance 
directive and 
code status 
inform

ation 
contained in 
patient transfer 
docum

entation 
betw

een the 
C

om
m

unity 
Living C

enter 
(C

LC
) and the 

E
R

 w
as often 

unclear and 
incom

plete, 
w

hich resulted 
in an inability 
to correctly 
identify patient 
treatm

ent 
preferences.

A
 chart review

 w
as 

conducted of 121 C
LC

 
residents w

ho had 
been transferred to the 
E

R
 over a six-m

onth 
period. The findings 
revealed that 8%

 of 
the transfers w

ere 
conducted against the 
docum

ented w
ishes of 

the residents; 25%
 had 

no docum
ented advance 

directives; and over 
90%

 had incom
pletely 

docum
ented advance 

directives in w
hich 

critical inform
ation 

such as treatm
ent 

preferences for blood 
products, dialysis, IV

 
hydration, artificial 
nutrition, etc., w

as 
m

issing.

C
ause:

The sections on the elec-
tronic form

s w
here staff 

enters advance directive 
and code status inform

a-
tion had been rediseigned, 
and staff w

ere insuffi-
ciently trained to correctly 
enter inform

ation into the 
new

 form
s.

 Strategies selected:

C
reate a C

ode S
tatus 

tem
plate that could be ac-

cessed under the C
W

A
D

 
that w

ould generate an 
autom

atic D
N

R
 order and 

S
ocial W

ork consult once 
the order has been co-
signed by the A

ttending 
P

hysician.

P
rovide staff education 

about correct advance 
directive docum

entation, 
specifically targeting C

LC
 

M
D

’s, N
urse P

ractitioners, 
and S

ocial W
orkers.

•••

The electronic code 
status note w

as com
-

pleted and posted 
electronically.

Im
m

ediately after 
posting, four form

al 
educational sessions 
w

ere conducted w
ith 

C
LC

 staff about the 
overall advance direc-
tive policy and docu-
m

entation process.

••

D
ata gathered from

 a chart review
 

of C
LC

 residents (n=38) trans-
ferred to the E

R
 over a three m

onth 
period (2/09-4/09) after the code 
status note w

as im
plem

ented re-
vealed that:

The num
ber of residents trans-

ferred to the E
R

 against their docu-
m

ented w
ishes w

as reduced from
 

8%
 to 0%

.

The num
ber of C

LC
 residents w

ith 
docum

ented advance directives 
increased from

 25%
 to 100%

. (77%
 

of these docum
ented advance di-

rectives used the new
ly developed 

electronic code status note.)

The num
ber of C

LC
 residents w

ith 
incom

pletely docum
ented advance 

directives decreased from
 90%

 to 
4%

.

100%
 of C

LC
 charts w

ith com
-

pleted advance directives had a 
corresponding D

N
R

 order.

A
ll statistics surpassed perform

ance 
objectives. 

A
s of July 2, 2009, an electronic 

chart review
 indicated that 220 

code status notes have been com
-

pleted by providers. These notes 
are standardized and, for the m

ost 
part, com

prehensively docum
ent 

patients’ treatm
ent preferences and 

choice of health care agent.

A
n analysis of qualitative/descrip-

tive data, how
ever, found im

proved 
clarity, frequency, and specificity of 
code status docum

entation.

•••••••

S
taff education w

ill be 
ongoing, and w

ill be 
extended to providers in the 
care units and outpatient 
clinics, w

ith the ultim
ate 

goal of starting the advance 
directive conversations w

ith 
patients earlier in the clinical 
relationship.
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M
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ycles: R

eal-W
orld E

xam
ples from

 Five Facilities

W
hat issue 

w
as identified

H
ow

 w
as the issue 

studied?
W

hat w
ere the m

ajor causes of 
 the ethics quality gap, and w

hat 
 strategy w

as selected to address them
?

W
hat plan w

as 
executed in support of 

the strategy?

H
ow

 w
ere results 

evaluated?
W

hat w
as 

accom
plished?

H
ow

 did you sustain 
and dissem

inate 
the resulting 

im
provem

ents?

Tennessee 
Valley 
H

C
S

S
everal 

providers 
in prim

ary 
care have 
com

plained 
of the lack of 
inform

ation 
from

 non-VA
 

providers 
about veterans 
for w

hom
 they 

are prescribing 
m

edications. 
This could 
result in 
im

paired ability 
to provide 
quality health 
care to these 
patients.

A
 literature search 

w
as conducted by 

the D
ual C

are TF 
regarding utiliza-
tion of dual care 
w

ithin V
H

A
.

R
elated V

H
A

 
D

irectives w
ere 

review
ed and V

H
A

 
D

irective 2002-074 
w

as identified for 
delineating “best 
practice” policies 
for dual care w

ithin 
V

H
A

.

P
roviders at other 

VA
 facilities w

ere 
contacted and 
queried about 
their experiences 
w

ith dual care at 
their facilities in an 
effort to identify 
current and best 
practices w

ithin 
V

H
A

.

•••

C
ause:

P
roviders are not given sufficient w

ritten and ver-
bal inform

ation on the dual care process, clarifica-
tion of their responsibilities, and the R

elease of 
Inform

ation (R
O

I) procedure.

P
roviders do not obtain necessary outside docu-

m
entation prior to prescribing or changing treat-

m
ent for co-m

anaged chronic conditions.

C
lerks and other personnel of the B

usiness O
f-

fice are not provided w
ith the training and tools 

to obtain docum
enting inform

ation on dual care 
patients.

C
P

R
S

 and D
S

S
 do not have fields/codes for D

ual 
C

are inform
ation.

Strategies selected:

P
rovide patients w

ith instructions that they can 
bring to their non-V

H
A

 providers on how
 to release 

m
edical inform

ation.

P
rovide B

usiness O
ffice staff w

ith inform
ation and 

tools they can use to facilitate the appropriate use 
of R

O
I.

Educate providers about dual care, V
H

A
 D

irective 
2002-074, and R

O
I policies and procedures.

A
dd a field on the patient’s electronic chart w

here 
provider can docum

ent that patient is receiving 
non-V

H
A

 care and that provides an electronic 
tem

plate that authorizes the release of patient-
specified inform

ation to the non-V
H

A
 providers. 

O
nce signed, this release w

ill be sent to the M
edi-

cal R
ecords office that then w

ill handle the records 
exchange w

ith the non-V
H

A
 providers in a secure 

m
anner.

••••••••

P
roviders and pa-

tients w
ere educated 

via verbal and w
ritten 

com
m

unication (e.g., 
posters, flyers, bro-
chures).

B
rochures describing 

D
ual C

are defini-
tion, uses, policies, 
procedures and R

O
I 

w
ere developed and  

distributed by provid-
ers to all patients in 
P

rim
ary C

are and 
S

enior C
are clinics 

at both C
am

puses 
over a 5 day period 
(~1,200 veterans 
w

ere reached).

A
 single page flyer 

describing the R
O

I 
process w

as devel-
oped and distributed 
by B

usiness O
ffice 

clerks to all veterans 
attending the tar-
geted clinics during 
the 5 days.

•••

P
rovider (physicians and 

nursing staff) satisfaction 
and com

fort level w
ith dual 

care im
proved.

P
roviders feel that the 

inform
ation dissem

ination 
efforts and the shared 
decision m

aking betw
een 

patients and both VA
 and 

non-VA
 providers w

ill 
im

prove quality of care.

A
n analysis of utilization of 

R
O

I pre-/post-cycle #1 is 
being conducted.

The evaluation data on the 
inform

ation dissem
ination 

efforts are being analyzed 
for effectiveness and 
im

pact.

S
ustainability practices 

w
ill be developed and 

im
plem

ented once the 
analyses are com

pleted in 
A

ug ‘09.
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nt
 re

co
rd

.

U
se

 o
f i

M
ed

 w
as

 e
nt

er
ed

 
as

 a
 fa

ct
or

 th
at

 a
ffe

ct
s 

ph
ys

ic
ia

n 
pe

rf
or

m
an

ce
 

pa
y.

• •

Th
e 

iM
ed

C
on

se
nt

 C
oo

rd
in

at
or

 
di

sc
ov

er
ed

 th
at

 a
fte

r t
he

se
 

tw
o 

pr
ac

tic
es

 w
er

e 
in

st
itu

te
d,

 
ut

ili
za

tio
n 

in
cr

ea
se

d 
to

 n
ea

rly
 

10
0%

 in
 Q

1 
FY

09
 fr

om
 a

n 
av

er
ag

e 
of

 4
7%

 in
 Q

1 
FY

08
 in

 
5 

sp
ec

ia
lti

es
.

Th
e 

iM
ed

C
on

se
nt

 C
oo

rd
in

at
or

 
co

nt
in

ue
s 

to
 m

on
ito

r u
se

 e
ve

ry
 

qu
ar

te
r.

A
tte

nt
io

n 
is

 n
ow

 fo
cu

si
ng

 o
n 

te
ch

ni
ca

l i
ss

ue
s,

 in
cl

ud
in

g 
th

e 
w

ire
le

ss
 c

om
pu

te
r s

ys
te

m
.

Facility
M

oving T
hrough the C

ycles: R
eal-W

orld E
xam

ples from
 Five Facilities

W
hat issue 

w
as identified

H
ow

 w
as the issue 

studied?
W

hat w
ere the m

ajor causes of 
 the ethics quality gap, and w

hat 
 strategy w

as selected to address them
?

W
hat plan w

as 
executed in support of 

the strategy?

H
ow

 w
ere results 

evaluated?
W

hat w
as 

accom
plished?

H
ow

 did you sustain 
and dissem

inate 
the resulting 

im
provem

ents?

Tennessee 
Valley 
H

C
S

S
everal 

providers 
in prim

ary 
care have 
com

plained 
of the lack of 
inform

ation 
from

 non-VA
 

providers 
about veterans 
for w

hom
 they 

are prescribing 
m

edications. 
This could 
result in 
im

paired ability 
to provide 
quality health 
care to these 
patients.

A
 literature search 

w
as conducted by 

the D
ual C

are TF 
regarding utiliza-
tion of dual care 
w

ithin V
H

A
.

R
elated V

H
A

 
D

irectives w
ere 

review
ed and V

H
A

 
D

irective 2002-074 
w

as identified for 
delineating “best 
practice” policies 
for dual care w

ithin 
V

H
A

.

P
roviders at other 

VA
 facilities w

ere 
contacted and 
queried about 
their experiences 
w

ith dual care at 
their facilities in an 
effort to identify 
current and best 
practices w

ithin 
V

H
A

.

•••

C
ause:

P
roviders are not given sufficient w

ritten and ver-
bal inform

ation on the dual care process, clarifica-
tion of their responsibilities, and the R

elease of 
Inform

ation (R
O

I) procedure.

P
roviders do not obtain necessary outside docu-

m
entation prior to prescribing or changing treat-

m
ent for co-m

anaged chronic conditions.

C
lerks and other personnel of the B

usiness O
f-

fice are not provided w
ith the training and tools 

to obtain docum
enting inform

ation on dual care 
patients.

C
P

R
S

 and D
S

S
 do not have fields/codes for D

ual 
C

are inform
ation.

Strategies selected:

P
rovide patients w

ith instructions that they can 
bring to their non-V

H
A

 providers on how
 to release 

m
edical inform

ation.

P
rovide B

usiness O
ffice staff w

ith inform
ation and 

tools they can use to facilitate the appropriate use 
of R

O
I.

Educate providers about dual care, V
H

A
 D

irective 
2002-074, and R

O
I policies and procedures.

A
dd a field on the patient’s electronic chart w

here 
provider can docum

ent that patient is receiving 
non-V

H
A

 care and that provides an electronic 
tem

plate that authorizes the release of patient-
specified inform

ation to the non-V
H

A
 providers. 

O
nce signed, this release w

ill be sent to the M
edi-

cal R
ecords office that then w

ill handle the records 
exchange w

ith the non-V
H

A
 providers in a secure 

m
anner.

••••••••

P
roviders and pa-

tients w
ere educated 

via verbal and w
ritten 

com
m

unication (e.g., 
posters, flyers, bro-
chures).

B
rochures describing 

D
ual C

are defini-
tion, uses, policies, 
procedures and R

O
I 

w
ere developed and  

distributed by provid-
ers to all patients in 
P

rim
ary C

are and 
S

enior C
are clinics 

at both C
am

puses 
over a 5 day period 
(~1,200 veterans 
w

ere reached).

A
 single page flyer 

describing the R
O

I 
process w

as devel-
oped and distributed 
by B

usiness O
ffice 

clerks to all veterans 
attending the tar-
geted clinics during 
the 5 days.

•••

P
rovider (physicians and 

nursing staff) satisfaction 
and com

fort level w
ith dual 

care im
proved.

P
roviders feel that the 

inform
ation dissem

ination 
efforts and the shared 
decision m

aking betw
een 

patients and both VA
 and 

non-VA
 providers w

ill 
im

prove quality of care.

A
n analysis of utilization of 

R
O

I pre-/post-cycle #1 is 
being conducted.

The evaluation data on the 
inform

ation dissem
ination 

efforts are being analyzed 
for effectiveness and 
im

pact.

S
ustainability practices 

w
ill be developed and 

im
plem

ented once the 
analyses are com

pleted in 
A

ug ‘09.

Facility
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