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Overview

EXECUTIVE LEADERSHIP

VA Phoenix Health Care System (PVAHCS) is a Joint Commission-accredited, complexity level 1c tertiary care facility serving
veterans in central Arizona at its main medical center and outpatient clinics in Globe, Surprise, Payson, Show Low, Gilbert,
and Phoenix, Ariz. The PVAHCS treats over 80,000 veterans per
year. PVAHCS is a teaching hospital, providing a full range of
patient care services with state-of-the-art technology as well as
education and research. Comprehensive health care is provided
through primary care, tertiary care, and long-term care in areas
of medicine, surgery, psychiatry, physical medicine and rehabilitation, neurology, oncology, dentistry, nutrition, geriatrics and
extended care. The PVAHSC manages an emergency department
that is open 365 days per year, 24 hours per day. The facility has
173 hospital beds: (93 internal medicine, 32 surgery, and 48 psychiatry), 104 Community Living Center beds and 20 Substance
Abuse Residential Rehabilitation Treatment Program beds.

Lack of space was identified as a major challenge for the
PVAHCS. VA’s fiscal 2014 budget submissions requested $20.76
million for a new CBOC lease for the PVAHCS. The proposed
leased facility would enhance VA outpatient services and alleviate existing patient waiting times, workload and space deficiencies. It would also allow for increased education, recruitment
and research initiatives in closer proximity to the Phoenix VA
health-care system’s university affiliate. The proposed leased facility would occupy 203,000 usable square feet and would be
expected to serve approximately 64,878 veterans.

PVAHCS is part of the Veteran Integrated Network (VISN) 18
that covers 352,000 square miles of highly diverse geography
across the Southwestern United States. The network service area
includes Arizona, New Mexico, the western portion of Texas,
and bordering counties in Colorado and Oklahoma. In fiscal
2013, VISN 18 served approximately 278,000 veterans residing in the network. Within its vast borders, VISN 18 provides a
comprehensive continuum of health care to veterans via seven
health-care systems, five hospitals, six VA nursing home care
units, three domiciliaries and 46 outpatient clinics.

The PVAHCS has 313,461 veterans in its catchment area. Of the
313,461 veterans, 19,836 are enrolled at the PVAHCS. Following
is end of year enrollee data for PVAHCS broken down by gender
and Users/Enrollees Priority 1 to 8D for fiscal 2013 and year-todate through March.

On April 23, 2014, according to CNN, at least 40 U.S. veterans died while waiting for health care at the PVAHCS, many of
whom were placed on a secret waiting list. On May 13, 2014,
The American Legion’s System Worth Saving Task Forced conducted a town hall meeting to hear firsthand from veterans; the
SWS Task Force visited the PVAHCS to assess the quality of care
provided to veterans to include access to care issues and May
14-15,.
To evaluate the quality and access to care at the PVAHCS, the
task force conducted meetings with the Executive Leadership
team, Quality manager, Clinical Service Line managers, Business Office manager, Non-VA Care Coordination manager,
System Redesign manager, patient advocate and and PatientCentered Care staff.

According to the leadership team, legislation is currently on
hold in Congress; without this additional space, it will hamper
their ability to implement a number of the changes they have
planned for PVAHCS.

BUSINESS OFFICE

FY13 EOY

Female

Male

FY13 EOY Users

4,824

60,599

FY13 EOY Enrollees Priority 1 to 8D

8,166

102,068

FYTD14 EOY

Female

Male

FYTD14 Through March
Users

4,538

55,044

FYTD14 Through March
Enrollees Priority 1 to 8D

8,410

102,075

Source: VSSC Current Enrollment-Users and Enrollees (VISN)

The business office is responsible for managing a number of
outpatient clinics, but not all outpatient clinics falls under the
business office. When asked who is responsible for the schedulers training and certification, it was explained for clinics that
fall under the business office, the business office has primary re-
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sponsibility for the schedulers training and certification. It was
further explained that the business office employees meet in the
business office to receive training. Schedulers who work outside
of the business office training is provided by their respective service line.

When questioned about training opportunities at the medical
center, it was expressed that there is no VISN-level training programs for service chiefs.

This fragmented decentralized approach to training and certification may not be the best method for overall training across
the PVAHCS and in the task force opinion, dose not serve the
best interest of the medical center.

The American Legion SWS Task Force met with the PVAHCS
Clinical Service Line managers to gain some sense of their perception of the quality of care provided at the PVAHCS. Overall, they were pleased with the quality of care provided by the
PVAHCS.

BUDGET
PVAHCS budget from fiscal 2012 thru 2014 was reported as follows:
Fiscal
Year

Medical
Services

Medical
Facility

Medical
Administration

FY2012

$408,730762

$37,336,817

$35,009,568

FY2013

$445,508,268

$33,840,201

$32,878,568

FY2014

$411,193,667

$25,695,444

$32,781,901

Non-VA Coordinated Care (NVCC) budget for FY 2012, FY
2013 and FY 2014
FY 2012: $79,458,582, FY 2013: $87,364,184FY14: $92,100,000
According to the CFO, fiscal 2013 was the first year the PVAHCS
ended the year not in the red and charged a penalty. The medical
center is currently facing a 1.5-million budget shortfall, but the
CFO is confident that this shortfall will be made up prior to the
end of the fiscal year.

HUMAN RESOURCES
PVAHCS Human Resources staff explained that the PVAHCS
goals for fiscal 2014 are to recruit the highest quality candidates for positions throughout the medical center, continue to
improve efficiency of processes that need improvement, and
improve customer satisfaction (both internal and external) to
achieve a goal of acquiring and retaining a motivated workforce.
As of May 14, 2014, PVAHCS reported having 37 vacant positions. Of the 37 vacancies, 14 were due to be on board by May
18, 2014, and five were due to come on board by June 1, 2014.
The goal for filling vacancies for PVAHCS is 60 days. However,
due to the need to determine adjudication, physical requirements, lack of good contact information and lack of computer
access for all applicants, this goal has not been reached for all
applicants. The facility launched a Rapid Process Improvement
Workshop for the onboarding process and has also approved
hiring additional human resources staff to improve the speed
of hiring.

CLINICAL SERVICE LINE MANAGERS

The Clinical Service Line managers identified space and lack of
staff as challenges that contributed to access issues and patient
wait times. Currently, PVAHCS is seeing approximately 80 new
appointments daily.

PATIENT ADVOCATE
The patient advocate reported that the PVAHSC utilizes the
Survey of Healthcare Experiences of Patients to track patient
satisfaction. A SharePoint site is being implemented for the
Patient Advocate Tracking System spreadsheet to improve realtime complaint responses. Each day, a list of the reported complaints will be sent to service Chiefs. Afterward, it is the responsibility of the service chief and administrative officer to respond
and address these issues. It is expected that service chiefs and
administrative officers will contact the veterans and discuss the
issues specific to their services and document that response in
the spreadsheet. If the issues are complex and require extensive
action, the service chief will need to provide the veteran/family
member with an update at least every 72 hours.
When questioned about the type of complaints, the patient advocate indicated that of the number of patient complaints reported, access and timeliness represents over 35 percent of all
patient complaints being reported.

QUALITY OF CARE:
The PVAHCS Quality Safety and Improvement (QSI) department has oversight for the facility for accreditation from The
Joint Commission, Commission on the Accreditation of Rehabilitation Facilities and the American College of Surgeons Commission on Cancer. QSI encompasses several organizational
programs, including Quality Management, Risk Management,
Patient Safety, Utilization Management, Tumor Registry, VASQIP, Infection Control, Systems Redesign and Patient Advocates.
Performance measures are tracked and trended for the facility.
PVAHCS utilizes quality-of-care indicators that are tracked
and measured as a component of the national External Peer
Review Program (EPRP) and Performance Measure program.
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Spreadsheet dashboards are developed to evaluate current performance.

whom the clinic does not have an established relationship (e.g.,
the patient has not been seen before in the clinic).”

ACCESS

The directive also identified steps each clinic must follows for
standardizing work, which includes:

In response to the CNN report, the task force asked, in a mailout questionnaire, PVAHCS executive leadership to explain
how their medical center tracks outpatient clinic appointments,
and with the exception of the Electronic Wait List (EWL), does
the medical center utilize any other list to document outpatient
appointments?
The response provided was: “The facility cannot respond to
these questions at the present time due to an active Office of the
Inspector General investigation regarding outpatient clinic appointments and the Electronic Wait List.”
However, when the SWS Task Force presented this same question during the course of its interviews, they were informed that
prior to 2012, PVAHCS was not utilizing the EWL. When scheduling an appointment in the appointment management system
in the Veterans Health Information Systems and Technology
Architecture, schedulers would search for the next available appointment. If the next available appointment was 12 months or
greater in the future, rather than placing the veteran on VHA’s
EWL – as required by VHA Directive 2010-027, “VHA Outpatient Scheduling Process and Procedures,” dated June 9, 2010 –
they would schedule the veteran for the next available appointment, even if the appointment was 12 months into the future,
which is in direct violation of VHA policy.
VHA defines EWL as follows:
“The EWL is the official VHA wait list. The EWL is used to list
patients waiting to be scheduled, or waiting for a panel assignment. In general, the EWL is used to keep track of patients with

1.

Schedules must be open and available for the patient to
make appointments at least three to four months into the
future. Permissions may be given to schedulers to make
appointments beyond these limits when doing so is appropriate and consistent with patient or provider requests.
Blocking the scheduling of future appointments by limiting
the maximum days into the future an appointment can be
scheduled is inappropriate and is disallowed.

2.

Synchronize internal provider leave notification practices
with clinic slot availability to minimize patient appointment cancellations.

3.

Strive to make follow-up appointments
the spot” for patients returning within
three-to-four-month window.

4.

Use the Recall/Reminder Software application to manage
appointments scheduled beyond the three-to-four-month
scheduling window.

NOTE: Backlog must be eliminated and demand and supply
balanced for the above suggestions to be successful.
The directive requires schedulers to follow the business rules for
scheduling outpatients appointments as outlined in paragraph
(c) (19) (refer to appendix A).
Based on a sampling of wait time data for the month of March
2014 provided by PVAHSC, all areas are exceeding VA’s Wait
Time Standards of 14 days.

Level

Month

Clinic
# Appts Completed <=14 # Completed Performance Average Wait
Grouping Days from Create Date
Appts
Score
Time in Days

(V18) (644) Phoenix, AZ

Mar 2014

All

3,846

6,937

55.44%

19

(V18) (644) Phoenix, AZ

Mar 2014

MH

349

502

69.52%

15

(V18) (644) Phoenix, AZ

Mar 2014

PC

608

1,071

56.77%

19

(V18) (644) Phoenix, AZ

Mar 2014

SC

1,352

3,132

43.17%

24

In fiscal 2012, PVAHCS identified a need to improve access. The
PVAHCS staff embarked on a journey to profoundly improve
patient access. For example, the Emergency Department visits
increased 22 percent from fiscal 2011 to fiscal 2012, causing delays and dissatisfaction.

“on
the

In consulting with VA Learning University 1ADVANCE initiative, and Franklin Covey, senior leaders implemented the 4 Disciplines of Execution and developed facility-wide action plans
and initiatives. One hundred key facility champions attended
1
Advance is an H&R initiative to invest in people development,
workforce engagement and talent management for the delivery of high-quality
healthcare, benefits and other services to Veterans and their families.
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a one-day work session to build and prepare implement strategies. Guidance was disseminated through services chiefs and
supervisors.
Based on information provided by PVAHCS staff, wait time has
been an issue at the medical center for a number of years. To
address PVAHCS wait time issues, in fiscal 2013 PVAHCS staff
established what is referred to as “Wildly Important Goal” to
address their wait time issue. Systematically, they begun identifying clinics with wait time issues, for example, wait time for
access to primary care appointments for new patients have been
as high as more than 200 days in fiscal 2013. Staff identified operational barriers and failures in the current process and created
a future state process by applying Lean techniques to eliminate
operational barriers and failure modes.
Their goal is to look at every clinic and apply these same techniques to reduce wait time.

used to be an answering machine; now there is none. Nobody
answers the phone.” Another problem Schwab said is that patients can’t get their medications from their regular providers
on weekends and holidays. “You have to go to the emergency
room for your meds,” he said. “Somebody brings them down in
a paper bag; nobody goes over the meds with you.”
At one point, a doctor doubled Schwab’s dosage but didn’t tell
him. “The end result was, I was taking 4,000 milligrams a day.”
Three days later, his heart stopped while he was on a cruise and
had to be medevaced out of Haiti. “That cost me $12,000 out of
my own pocket,” because VA denied his claim.
“These problems are not the fault of doctors or nurses,” Schwab
said. “They are as frustrated as we are.”
Vietnam War veteran Clarence Oliver, who has a 100-percent
disability rating, said, “You don’t get to see doctors anymore,
you get to see students and interns. When I went into the service, we were promised to get the best health care available.”
Oliver said he has been battling VA over his health care for more
than 40 years. “They give you sacks full of pills to solve the problem. They don’t fix it. I’m living on morphine and drugs right
now. They’re telling my wife that they can’t fix (the problems)
now, can’t do nothing for me except keep him comfortable until
I die. That’s the help I got from the VA.”
“We veterans do not get the care necessary or diagnoses necessary to give us the proper treatments that we need. This is what
we get,” said Marine veteran David Barnett, holding up a bowl
of pills.  

Town Hall Meeting

“It is virtually impossible to get a hold of somebody over the
telephone, in the clinics or wherever,” said another veteran.

Veterans told of problems they have encountered at the Phoenix facility, including paying out-of-pocket for treatments and
services, experiencing months-long delays in medical appointments, not being notified by medical staff about debilitating
conditions, medical staff leaving and not being replaced, failure
to return phone calls and the absence of an effective phone message system.

Dr. Katherine Mitchell, a whistleblower who works at the Phoenix VA medical center, said in April the facility cut off any phone
messaging capability for medical providers. The help line was
supposed to be expanded with more operators, but the hospital
had difficulties recruiting workers “which is why you can’t get
through,” she said. “It’s easier for me to walk over there.

Matthew Androtti, an Iraq war veteran, bluntly said, “We don’t
even trust the VA. We’re scared.”
David Barnett, a post-Vietnam War Marine veteran, claimed the
problems in Phoenix exist “throughout the (VA) infrastructure.”
Holding up a large purple container of pills, he told the crowd,
“This is what we get. Got cancer? Take a pill. This is a problem
with the entire VA system – not just Phoenix, but with Prescott
(Ariz.) and Houston, too.”
Martin Schwab, a patient at the Phoenix VA, said, “It is virtually
impossible to get a hold of anyone over the telephone. There

“One of the problems with VA is that there is no standardization
of nursing triage. In all the ambulatory care clinics, the mentalhealth clinic, the ER, it’s actually the luck of the draw. There is
no standardization.”
Mitchell said she was aware of many patients whose appointments had been cancelled multiple times, “especially the first
appointment.” She suggested that patients should go to the facility’s release-of-information office and get printouts of their
past clinic visits. “It’s very easy to get,” she said. “If you have that
printout, you have a written record to show your legislator that,
‘Yes, my appointment was cancelled this many times.’
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“If you feel like you had a loved one who died while waiting
for a consult, the consults are administratively closed, but they
don’t disappear off the chart. All you have to do is go down to
release-of-information, show proof that your loved one has
passed away, and you can get a printout of every single consult.
And on those consults are the addendums that show how many
times the appointment was scheduled or canceled.”

Challenge 4: Hiring of staff poses a challenge, as well as the onboarding process of new employees.

Mitchell said there are tens of thousands of good cases handled
at the Phoenix VA in the 16 years she has worked there. For
those patients who are turned away by the front desk when they
want to see a nurse, Mitchell recommended asking for the triage
nurse on duty, then the head nurse for the clinic, and finally the
clinic director.

Challenge 5: VHA has a number of training programs designed
to help motivated employees progress through VA, including Leadership VA, VA Technical Career Field (TCF) Training
Program, Interagency Institute for Federal Health Care Executives. The TCF program is a two-year program and requires an
employee to relocate to the new facility that will be responsible
for their mentoring and training. The other programs require
employees to travel and participate in specific training curriculum. Some service chiefs expressed a need for training, but due
to their current situation, are not able to transfer to a location
outside of their facility to participate in these programs.

Best Practices
A summary of Best Practices and PVAHCS accomplishments is
included in appendix C.

Facility Challenges and Recommendations
Challenge 1: PVAHCS is not meeting VA’s wait time standards
across all clinics. In 2012, the director directed staff to begin
using the EWL. In fiscal 2013, the medical center implemented
a process referred to as “Wildly Important Goal” to improve
patient access. It has been two years since the medical center
implement this approach, and while they reported significant
progress, it has been implemented in only a few clinics; most
clinic wait time still remains outside of VA’s wait time standards.

Recommendations: TheExecutive Leadership team should work
with human resources to ensure all vacancies are filled in a
timely fashion. If there are vacancies that are difficult to fill and
impacts wait time and access, plans should put into place to recruit temporary employees until such vacancies are filled.

Recommendation: VISN 18 should look into establishing VISNwide training opportunities for employees at all levels designed
to assist highly talented, motivated employees advance in their
careers.

Recommendation: PVAHCS executive leadership needs to implement a strategic plan requiring all clinics to have their wait
time at or below VA’S wait time standard by the end of fiscal
2014. The plan should include utilizing fee basis, to the extent
possible.
Challenge 2: The training of schedulers is decentralized and appears to be poorly coordinated throughout the medical center.
Recommendation: To ensure proper accountability, PVAHCS
should centralize training and documentation of all schedulers.
Challenge 3: The PVAHCS executive leadership reported that
they have outlived their current space needs at the main campus and in 2009 submitted requests for a Primary Care Annex.
Approval was received in fiscal 2013 and again in fiscal 2014.
However, the lease legislation is currently held up in Congress
pending final authorization.
Recommendation: The American Legion legislation division
will inquire on the status of lease legislation and determine if
any action is required by The American Legion.
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ATTACHMENT A
Business Rules for Scheduling Outpatient Clinic
(a) Patients with emergent or urgent medical needs must be provided care, or be scheduled to receive care, as soon as practicable,
independent of SC status and whether care is purchased or provided directly by VA.
(b) Generally, patients with whom the provider does not yet have an established relationship and cannot be scheduled in target
timeframes must be put on electronic waiting lists (EWL). VHA’s EWL software is used to manage these requests, which usually
consist of newly registered, newly enrolled, or new consult requests for patients waiting for their first scheduled appointment. No
other wait list formats (paper, electronic spreadsheets) are to be used for tracking requests for outpatient appointments. When
patients are removed from the EWL, except for medical emergencies or urgent medical needs, Veterans who are SC 50 percent or
greater, or Veterans less than 50 percent SC requiring care for a SC disability must be given priority over other Veterans.
(c) Facilities are required to provide initial triage evaluations within 24 hours for all Veterans either self-requesting or being referred for mental health or substance abuse treatment. Additionally, when follow-up is needed, it must include a full diagnostic and
treatment evaluation within 14 days. NOTE: VHA leadership may mandate specific timeframes for special categories of appointments.
(d) PCMM Coordinators or Scheduling Coordinators must check the Primary Care EWL daily and act on requests received.
Schedulers in all clinics at all locations (substations) must review the EWL daily to determine if newly enrolled or newly registered
patients are requesting care in their clinic at their location.
(e) A wait list for hospice or palliative care will not be maintained as VHA must offer to provide or purchase needed hospice or palliative care services without delay.
(f) A patient currently or formerly in treatment for a mental health condition, who requests to be seen outside of the clinician desired date range, needs to be seen or contacted within 1 working day by the treatment team for evaluation of the patient’s concern.
(g) The VHA Class I Recall/Reminder Software application is used for patients with whom the service has an established relationship. This software application is typically used when the requested follow-up appointment date is more than 3 to 4 months into
the future. These patients include those that have either been seen initially in a given VA clinic and need to return in the future;
or those who have been seen initially through purchased non-VA care with a plan to be seen in follow-up at the VA clinic. NOTE:
Even though a patient seen initially through purchased non-VA care may be new to a facility clinic, the organization has committed to this relationship, so Recall/Reminder scheduling may be appropriate.
(h) Non-VA care may be utilized in accordance with regulatory authority when service is not available in a timely manner within
VHA due to capability, capacity, or accessibility. Availability of non-VA care and access to VA care must be taken into account
before non-VA care is authorized. An analysis of costs of care needs to be undertaken at appropriate intervals to determine if
services could be more efficiently provided within VA facilities. Use of purchased care may only be considered when the patient
can be treated sooner than at a VA facility and the service is clinically appropriate and of high quality. Purchased care must only
be considered when the request for care can be resolved efficiently, including having results available to the referring facility in a
timely manner.
(i) Patients provided authorization for continued non-VA care need to be tracked and brought back within VHA as capacity becomes available. This needs to be from the oldest authorization moving forward, as clinically indicated.
(j) Clinic cancellations, particularly when done on short notice, are to be avoided whenever possible. If a clinic must be canceled
or a patient fails to appear for a scheduled appointment, the medical records need to be reviewed to ensure that urgent medical
problems are addressed in a timely fashion. Provisions need to be made for necessary medication renewals and patients need to be
rescheduled as soon as possible, if clinically appropriate.
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ATTACHMENT A Continued
(k) When a patient does not report (“no-show”) for a scheduled appointment, the responsible provider, surrogate, or designated
team representative needs to review the patient’s medical record, including any consult or procedure request received or associated with the appointment and then determine and initiate appropriate follow-up action. NOTE: It may be useful for the facility
to assign a case manager to the patient with multiple “no-shows” to determine the best method to manage the patient’s pattern of
repetitive “no-shows.”
(l) Facility leadership must be vigilant in the identification and avoidance of inappropriate scheduling activities. NOTE: For further
guidance, please see the Systems Redesign Consultation Team Guidebook available on the Systems Redesign Web site at Systems
Redesign Consultation Team Guide 2008 (https://srd.vssc.med.va.gov/Pages/default.aspx). This is an internal VA Web site not
available to the public.

The American Legion | SYSTEM WORTH SAVING REPORT

7

The American Legion

SYSTEM WORTH SAVING

APPENDIX B
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APPENDIX B Continued
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APPENDIX C
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APPENDIX C Continued
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