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Transparency and accountability are 2 recurring components of ef-
forts to improve the quality and value of US health care. In the June
2017 issue of JAMA Internal Medicine, Blay et al1 compared the perfor-

mance of US Department of
Veterans Affairs (VA) hospitals
with non-VA hospitals using
Centers for Medicare & Medicaid

Services (CMS) Hospital Compare data. VA hospitals (n = 129) were
compared with both academic and community hospitals (n = 4010)
on a range of clinical outcomes and patient experience measures. VA
hospitals performed better than non-VA hospitals for most outcome
measures—includinglowerratesof inpatientsafetyeventssuchaspres-
sureulcer, iatrogenicpneumothorax,andcentral line–associatedblood-
stream infection—and lower 30-day mortality and readmission rates
for acute myocardial infarction (MI), pneumonia, heart failure, and
chronic obstructive pulmonary disease. At the same time, VA hospi-
tals scored lower for patient experience and behavioral health. Given
the unique mission and heightened visibility of VA as a public-sector
institution, these findings raise 2 questions: how does VA ensure the
best health care possible for veterans in all aspects of care, and what
is the VA doing to address areas that may need further improvement?

The finding that VA hospitals perform better on quality when
compared with hospitals in the private sector is not novel. A 2017
review of 69 published studies reported that the VA performed as
well as, or better than, private health care systems on most clinical
quality measures.2 Additionally, the VA has higher screening rates
for colon cancer (82% vs a national average within the 60% range),3

has reduced the number of methicillin-resistant staphylococcus in-
fections (infections in the intensive care unit declined 72%, from 1.64
to 0.46/1000 patient-days, 2007-2012),4 and achieves lower 30-
day mortality than private hospitals for patients older than 65 years
hospitalized for acute MI and heart failure.5

What factors explain this better performance? One is likely the
VA’s early investment in electronic health records (EHRs). Since the
1970s, the VA has collected system-wide data from EHRs to advance
patient care, facilitate research, and enhance patient-physician com-
munication. More recently, the VA has used EHR data to support per-

formance measures and drive improvement. In fact, what began in
the 1990s as a small set of measures to encourage improvement ef-
forts by network leaders, today is a sophisticated matrix of 25 mea-
sures and measure sets used to assess each VA facility.

This matrix—known as Strategic Analytics for Improvement and
Learning (SAIL)—includes a comprehensive set of clinical perfor-
mance metrics, including all veteran-relevant metrics reported to CMS
and the National Committee for Quality Assurance, as well as assess-
ments of factors thought to enable quality and safety improvement
(eg, employee morale, nursing turnover, leadership vacancies, and se-
lected utilization metrics). An overall improvement index is derived
from SAIL to determine whether each facility’s performance has im-
proved in the prior year. In 2016, 82% of 146 VA facilities demon-
strated tangible improvements. The SAIL improvement index is now
incorporated into performance plans of facility and network leaders.

A second factor explaining the VA’s better performance on cer-
tain measures than the private sector relates to coordinated pro-
grams and clear organizational goals empowering improvement at the
local level. Blay et al1 found that VA hospitals performed better than
non-VA facilities on surgical patient safety indicators. The VA imple-
mented the National Surgical Quality Improvement Program (NSQIP)
in the 1980s. NSQIP collects clinical information about preoperative
and postoperative surgical outcomes in the VA system. Local clinical
leaders can compare risk-adjusted outcomes between facilities, en-
abling them to launch quality improvement efforts once they iden-
tify where they can improve relative to their peers.

A third factor explaining VA’s high quality outcomes is an embed-
ded research program. VA research helped develop the evidence be-
hindnationalprogramssuchasprimarycare–mentalhealthintegration,
tele-mental health, and new models to care for women veterans. In an
effort to accelerate evidence-based practice in critical clinical areas, in
1998 the VA launched its Quality Enhancement Research Initiative
(QUERI),aprogramthatbringstogetherresearchersandprogramlead-
ers to accelerate evidence-based practices in critical clinical areas, in-
cluding heart disease. The ischemic heart disease QUERI created a na-
tional data system for real-time tracking of every procedure performed
at VA cardiac catheterization facilities, along with clinical outcomes.
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This analysis used Centers for Medicare & Medicaid Hospital
Compare data to compare outcome, patient experience, and
behavioral health measures between Veterans Affairs (VA)
and non-VA hospitals for July 2012–March 2015. VA hospitals
had better outcomes than non-VA hospitals for 6 of 9 patient

safety indicators. There were no significant differences for the
other 3 indicators. In addition, VA hospitals had better
outcomes for all mortality and readmissions metrics.
However, for the patient experience measures, non-VA
hospitals scored better than VA hospitals for nursing and
physician communication, responsiveness, quietness, pain
management, and on whether the patient would recommend
the hospital to others. For behavioral health measures, non-VA
hospitals did better on 4 of 9 measures, while VA hospitals did
better on 1 measure.

JAMA Intern Med. 2017;177(6):882-885. doi:10.1001/jamainternmed.2017.0605

Clinical Review & Education

From The JAMA Network

jama.com (Reprinted) JAMA November 21, 2017 Volume 318, Number 19 1927

© 2017 American Medical Association. All rights reserved.

Downloaded From:  by a University of Missouri - Kansas City User  on 05/08/2018

http://jama.jamanetwork.com/article.aspx?doi=10.1001/jamainternmed.2017.0605&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2017.17667
http://jama.jamanetwork.com/article.aspx?doi=10.1001/jamainternmed.2017.0605&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2017.17667
http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2017.17667


Other QUERI cardiac care initiatives have addressed improving hos-
pitalization in chronic heart failure (CHF) and appropriate medication
use post-MI in heart failure. The CHF QUERI helped implement an In-
stitute for Healthcare Improvement initiative that reduced readmis-
sionsamongpatientswithheartfailureinVAhospitalsfrom21%in2010
to 18% in 2014.6 A multifactorial intervention involving pharmacists,
patient education, and automatic reminders increased the appropri-
ateuseofmedicationssuchasstatinsandclopidogrelfrom74%to89%
in the year after an acute coronary event.7 An additional question im-
plied by Blay et al is why these capabilities and expertise have not been
translated into improvements across the board, including in important
areas such as behavioral health and patient experience.

One limitation when trying to compare inpatient behavioral
health outcomes using Hospital Compare relates to its inability to
account for integration of inpatient and outpatient services. Hos-
pital Compare only assesses inpatient care. The VA has integrated
primary and mental health care to facilitate the delivery of complex
care in outpatient settings such as substance abuse treatment, spe-
cialty mental health care, and comprehensive screening for depres-
sion, tobacco, and alcohol abuse. Clinicians providing inpatient care
at VA hospitals may not pursue alcohol and tobacco screening or con-
tinue care plan development because the shared EHR show these
clinical problems were addressed in outpatient settings.

A recent study examined the quality of mental health care based
on 7 mental-health process measures and found that the VA out-
performed private sector care by 30% to 100% on measures such
as proportion of patients maintaining treatment with antipsychot-
ics or antidepressants.8 The VA plans to place greater emphasis on
the inpatient-outpatient care transition for mental health (as well as
other conditions). A reinvigorated focus on care transitions and
coordination will be particularly important as the VA evolves from
a primarily closed integrated system to a high-performing network,9

one that relies on community partners, including academic affili-
ates, to provide care to veterans in selected areas determined by
population need and local capabilities.

Lower patient experience scores reported by veterans regard-
ing VA care on the Hospital Consumer Assessment of Health Pro-
viders and Systems (HCAHPS) survey are more challenging to ex-

plain. One set of factors may arise from the VA’s greater visibility as
a public health care system, coupled with its increasing transpar-
ency. The VA’s performance is frequently and directly compared with
the performance of private sector health care, but private sector
health care performance is rarely assessed in similar fashion. An-
other factor may be that the VA’s physical plant and capital infra-
structure are significantly older and therefore lack many of the pri-
vate sector’s amenities. In addition, patients with more physical or
mental health problems generally provide lower scores in surveys
of health care experience. Although CMS adjusts HCAHPS scores for
patient mix, its statistical model was calibrated without the inclu-
sion of veterans or veterans hospitals and therefore may not ad-
equately adjust for these characteristics ,which are unique to the VA.

Nonetheless, the VA recognizes the need to improve this care
dimension and is beginning to adopt industry best practices such as
setting customer service standards, implementing tools for real-
time customer feedback, and hiring facility staff (often veterans
themselves) who will be dedicated to improving the health care ex-
perience throughout the journey of care by identifying and dissemi-
nating effective practices.

An essential new lever for continuous improvement at VA is trans-
parency. The VA recently launched a website10 that allows veterans to
comparetheir localVAfacility’sperformanceonHospitalComparemet-
rics to private-sector facilities in the same market area. Veterans can
also use the site to obtain information on wait times and patient-
reported experience for both primary and specialty care. Such open-
ness, however, is not without trade-offs. Even as the VA has reduced
excessive or unsafe use of opioids, its efforts often have uncovered
problems that in turn triggered negative news stories. Nevertheless,
the benefits of such transparency outweigh the risks. Such a policy
servestoassurethemajorityofveteransthattheyarereceivingthebest
care possible and exemplifies the department’s commitment to ac-
knowledging and acting upon opportunities for improvement.

With more than 150 medical centers and over 1700 sites of care
serving 6.2 million US veterans annually, the VA always will have room
to improve. The goal is not one of outperforming the care available in
the community but of providing timely access to comprehensive, high-
quality care regardless of where a veteran lives or receives care.
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