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under either the Joint Commission Behavioral Health Standards or the Commission on 
Accreditation of Rehabilitation Facilities (CARF) Behavioral Health Standards manual 
(residential treatment). 

If the community residential program does not meet the minimum standards, the facility 
should consider referring to another community residential program. 

In order to provide an appropriate level of care to Veterans, community residential 
providers should offer at least the following services: 

• Diagnostic Studies relevant to the referred condition: 

O History and Physical upon admission 

• Evaluation, assessment, testing, and treatment planning for the referred 

condition 
O Comprehensive Biopsychosocial assessment upon admission 
O Individualized care planning that is completed upon admission and 

reviewed regularly 
O Ongoing documentation of sessions 
O A minimum of two evidence-based psychosocial interventions. For 

Veterans seeking care for Substance Use Disorder (SUD), cognitive 
behavior therapy is required as one of the two evidence-based practices 

O Address co-occurring mental health and substance use disorders, as well 

as other medical concerns on site or through consult 

• Individual, family, couple, and group psychotherapy sessions 
O Service that includes both individual and group therapy and group 

psychoeducation. 
O At a minimum, four-hours per day of treatment or rehabilitation services 

that are diagnostic specific for mental health and/or substance use 
disorder 

• Diagnostic labs relevant to the referred condition: 
O Urine drug screens, at minimum, for Veterans receiving SUD services 

• Medication management and monitoring 
O Medication management and monitoring 

• Medication assisted treatment for opioid use disorder and alcohol use disorder 
O Addiction-focused pharmacotherapy for alcohol, opioid, and tobacco use 

disorders on site or through consult 
O Provide ambulatory detox for Veterans with mild withdrawal who would 

otherwise be managed as outpatient 

• Case Management and discharge planning 
O Individualized services tailored to Veterans' continuing care needs 

following residential treatment through linkage to VA or community SUD 
services and other mental health and medical services 

O Provides treatment and discharge information to VA 
O Assist veteran in care coordination with the VA to include discharge 

planning and follow up referrals 
• Thai Chi, Meditation Mindfulness Based Stress Reduction, Acupuncture, 

Hypnosis, Biofeedback and Recreational Therapy 
O Provides services to enhance and support the therapeutic process. 
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1.9 Complementary and Integrative Health (CIH) Services 

Complementary and Integrative Health (CIH) / Whole Health (WH) approaches 

The VHA Office of Community Care (OCC) in partnership with the VHA Office of 
Patient- Centered Care and Cultural Transformation (OPCC & CT) agreed upon 
minimum standards for providers of CIH approaches in the community. The third-party 
administrators (TPAs) for the CCN contracts, Optum and TriWest, are responsible for 
building the network of providers. The TPAs relied on OPCC & CT's recommendations 
for minimum standards, and in some cases, will allow for self-attestation to training for 
certain provider types. For further questions regarding CIH community care provider 
minimum standards, please email :(b)(6) @va.gov . 

If a facility does not offer one of the evidence based approaches from "List 1" of VHA 
Directive 1137„ when appropriate, the Office of Patient-Centered Care and Cultural 
Transformation (OPCC&CT) recommends using vetted online videos, partnering with 
other VA's for TeleWholeHealth, or partnering with community volunteers before 
initiating a community care consult. If these options are not possible, then sites can 
initiate a community care consult for the following List 1 CIH approaches: 

Acupuncture 
Biofeedback 
Clinical Hypnosis 
Massage Therapy 
Tai Chi/Qi Gong 
Meditation (Specifically Mindfulness-Based Stress Reduction (MBSR)) 

NOTE: Yoga is not included in the Community Care Network (CCN) contract. VA 
facilities can offer this approach through volunteers, telehealth agreements, vetted 
online resources, or local Veteran Care Agreements (VCA). 

NOTE: Guided Imagery is not included in the Community Care Network (CCN) contract 
as there are many options for offering guided imagery through virtual mechanisms. 

The Integrative Health Coordinating Center (IHCC), under the OPCC&CT continually re-
evaluates the need and ability to create internal mechanisms for training VA providers to 
deliver List 1 CIH approaches. Currently, IHCC is developing trainings and internal VHA 
certifications for guided imagery and clinical hypnosis. 

Standardized consults for CIH List 1 approaches 

OCC in partnership with OPCC&CT developed standardized consults for List 1 CIH 
approaches. These consults allow for consistency and standardization of consults, while 
also streamlining collection of data. The standardized consults include references for 
providers to learn appropriate evidence-based uses of CIH approaches. A Technical 
Guide will be provided for national standardized consults with step by step instructions 
to build the consults, link the standardized templates and create quick orders and any 
order menus for each CIH services. Local CACs will obtain the consult templates and 
import into CPRS. 

How to find a SEOC for a CIH modality 
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Standardized Episodes of Care (SEOCs) are a method of ordering health care to 
improve continuity of care and reduce provider burden for subsequent referral by 
bundling services that typically go together. SEOCs improve efficiency and consistency 
of care delivered outside the VA Medical Center. SEOC's define the frequency and 
duration for which a CIH approach is approved in the community. The SEOCs for CIH 
were developed by Subject Matter Experts in each area and are available for the List I 
modalities to help inform the frequency and duration of care. A list of SEOCs are 
available to view in the SEOC Database. 

If a Veteran is achieving benefit with a certain approach, and that is documented by the 
community provider, then VHA approvers can authorize additional care as 
needed. VHA is not placing a maximum on the number of visits or hard cap. Providers 
will approve additional episodes of care if there is functional improvement or benefit to 
the Veteran. 

Furthermore, the Clinical Service of the Acupuncture SEOC is indicated to be 35-
Chiropractic instead of Acupuncture. It is not expected the service will be performed by, 
or the referral will be directed to a chiropractor. The clinical service taxonomy is from a 
national system based of Medicare taxonomy. Currently, Medicare does not recognize 
Acupuncture and other Clinical Integration Services, thus there is not a taxonomy for 
these services. The clinical service is utilized for mapping SEOCs to DST and other 
internal mechanisms. The systems recognize the limitations of the taxonomy system 
and have designed mapping processes to accommodate these limitations. 

NOTE: Currently, there is not a specific category of care code for GIN, although the 
Office of Community Care (OCC) is developing that code now. Temporarily, CIH List 1 
approaches will be under the existing category of care code, acupuncture. This does not 
affect provision of CIH or what type of provider can offer the approach. 

CIH community care trainings and resources 

OCC in partnership with OPCC&CT developed an e-learning to assist VA providers in 
implementing CIH in the community. There is also a Whole Health and Community Care 
Update from September 26, 2019 available for both VA and non-VA personnel - The 
Whole Health System: 

An Update on VHA Health Care Transformation (recorded 26 September 2019): 
• TMS registration for VA personnel 
• VHA TRAIN registration for non-VA personnel 

General CCN information 
• The Community Care Hub  
• VA Community Care Q&A Database  

• A VA internal webpage for community care staff to search 
archived answers by category on the main page 

• Newly released answer report link  

)..' 
PM 

CIH Directive 1137 
D 2017-05-18.pdf • 

1.10 Community Care Referrals to the Mayo Clinic Health System Destination 
Medical Center (DMC) and CCN Referral Processes 
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VA Medical Centers, in partnership with the VHA National Program Office of Community 
Care, have established care coordination efforts with three Mayo Destination Clinics, 
located in Rochester, MN, Jacksonville, FL, and Phoenix, AZ. The Mayo Destination 
Medical Center (DMC) will be utilized for complicated episodes of care for Veterans with 
rare diseases or challenging diagnostic dilemmas which require more flexibility in 
consulting various specialists. The referrals are purchased under a unique, Veterans 
Care Agreement (VCA) authorization which includes multiple avenues within the 
approval process. 

Veterans may qualify to utilize the Mayo Clinic Health System or a Mayo DMC in the 
community utilizing one of the following pathways: 

Utilization of Mayo Clinic Health System under Community Care Network (CCN) 
• Mayo Clinic Health System 

O Authorized emergency care 
O Urgent care 
o Routine, general, authorized medical services 

Note: Mayo DMC sites can ONLY be utilized for emergent care under CCN 

• Mayo Clinic Health Systems may be utilized under active National Provider 
Identifiers (N P1) associated with CCN for the following: 
o Routine, general, authorized care 
o A Veteran self presents to a Mayo Emergency Department 
o CCN Mayo Clinic Health System referral follows CCN standardized processes 
o Veterans may be referred to active Mayo Clinic Health System providers or 

facilities within CCN 
O Request for Services (RFS) required for services beyond scope of SEOC 

• CCN does not include referrals to the three specific sites below: 
o Jacksonville, FL 
o Phoenix, AZ 
o Rochester, MN 

• Facility Office of Community Care staff follow the standardized clinical coordination 
procedures when referring a Veteran to a Mayo Clinic Health System under CCN. 

• Standardized clinical coordination procedures under CCN include: 
o Utilization of standardized community care clinic titles and accompanying SEOCs 
o Verification of community care eligibility under the MISSION Act 
o Creation of authorization/referral in Health System Referral Management 

(HSRM) and REF DOC packet 

Note: Currently Mayo is not utilizing HSRM for CCN. Soon, Mayo will utilize HSRM, 
however the current process for referrals while Mayo is not utilizing HSRM is as follows: 

• All CCN referrals will be faxed to Mayo's centralized referral team at 507-538-7171 

• Mayo will notify the referring facility of the Veteran's appointment date/time 
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Utilization of Mayo DMC under Veterans Care Agreement (VCA) 
• Mayo DMC 

O VA has established a VGA with Mayo for its DMC locations to accept referrals for 
highly specialized, highly complex, difficult to diagnose (or treat) conditions 
• Jacksonville, FL 
• Phoenix, AZ 
• Rochester, MN 

Veteran's condition MUST meet clinical criteria to be eligible for a VGA referral to a 
Mayo DMC 

• Highly specialized, highly complex, difficult to diagnose (or treat) conditions that 
cannot be treated within VISN or network. 

• Requires final approval from Office of Community Care (OCC) Chief Medical 
Officer (CMO) 

• DMC VGA reimburses at 150% of Medicare 
• No RFS Required 

Note: Authorized emergency care is the only scenario in which a Mayo DMC location 
can receive a CCN referral. 

Mayo DMC Referral Process- Facility Community Care Staff 

• Consult Title: Community Care — Destination Medical Center Consult (DMCC) 
• Unique SEOC: Mayo Destination VGA 
• Referral affiliation in HSRM for Mayo DMC will be VGA 

VA facilities must follow unique Mayo DMC process for referrals 
• Initial approval process: 

O Obtain facility COS approval 
O Submit referral information to the National Office of Community Care DMC 

Review Team for approval (Mayo DMC Referral Power App) 
Facility Community Care Office staff enters referral into the Mayo DMC 
Referral Power App for submission to the National Office of Community 
Care DMC Review Team for approval via this link; 
https://apps.gov.powerapps.us/play/fe8ae514-abd5-46e4-a512-
4ec06f1d8623?tenantld=e95f1b23-abaf-45ee-821d-
b7ab251ab3bf&source=portal  

O Step by step instructions are provided in the job aid located at this link; Mayo  
DMC Referral Power App Job Aid  

O OCC CMO reviews for final approval of clinical appropriateness. 
Approval/Disapproval is documented in the Mayo DMC Referral Power App 

O If OCC CM0 approved, facility Community Care Office staff document the OCC 
CM° approval on consult. Facility Community Care Office staff apply Mayo 
Destination VGA SEOC to consult and send to HSRM. 

O Assign DMC VGA 
• Rochester MN VGA: 1922074434 
• Phoenix AZ VCA: 1558332494 
• Jacksonville FL VGA: 1790772317 
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• If VCA is inactive in PPMS, send email to National Office of 
Community Care DMC Review Team requesting activation. 

O Any questions or concerns can be sent to the National Office of Community Care 
DMC Review Team via email at CCMAYODMCReviewTeamDL@va.gov 

O Request read-only access to Mayo CareLink portal. 
• Facility Community Care Office staff enter CareLink to verify Veteran 

attended first appointment and initial medical documentation is received. 
Capture CareLink medical documentation appropriate for the Veteran's VA 
Electronic Health Record (EHR) using CareLink. 

— While viewing document appropriate for the Veteran's EHR click on 
the print icon in the upper right-hand corner of the CareLink page. 

— The document will open in a new window. Verify the printer to be 
"Adobe PD F" and press the "Print" button. 

— When prompted to "Save PDF File As", save document and upload 
to the EHR according to your local medical documentation capture 
process. 

Document Veteran attended first appointment and initial medical 
documents received. 

O Facility Community Care Office staff can access initial medical documentation 
within 3 days following the date of first appointment. Another source to obtain 
Mayo documentation is JLV within CPRS. eHealth Exchange Records may be 
retrieved using JLV if the Veterans have been properly correlated. 

O Throughout the episode of care, Mayo will add notes and clinical documents to 
the patient's record in CareLink 

o Create consult result note 
o Mark episode of care complete in HSRM 

The facility Chief of Staff (COS) will be notated as the referring provider in the Mayo 
DMC referral database called CareLink, where referrals will be communicated to Mayo 
DMCs. 

Please see instructions for COS access in the  Mayo Destination Medical Center 
Chief of Staff CareLink Access Reference Guide  

Training and Resources 

o Mayo Destination Medical Center Reference Sheet 
o Mayo Destination Medical Center SOP  
o Mayo Destination Medical Centers Training PPT 

1.11 Transgender and lntersex Veterans 

It is VHA policy that staff provide clinically appropriate, comprehensive, Veteran-
centered care with respect and dignity to enrolled or otherwise eligible transgender and 
intersex Veterans, including but not limited to hormonal therapy, mental health care, 
preoperative evaluation, and medically necessary post-operative and long-term care 
following gender confirming/affirming surgery. It is VHA policy that Veterans must be 
addressed based upon their self-identified gender identity; the use of Veteran's 
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preferred name and pronoun is required. NOTE: VA does not provide or fund gender 
confirming/affirming surgeries because VA regulation excludes them from the medical 
benefits package. In addition, VA does not provide plastic reconstructive surgery, in 
accordance with the medical benefits package and VHA Directive 1091, Plastic 
Reconstructive Surgery, dated February 21, 2014. 

VA is committed to addressing health disparities, including disparities among our 
transgender and intersex Veterans. 

VHA provides health care for transgender and intersex Veterans, no matter how they 
present. Not all Veterans who identify as transgender or intersex undergo a transition 
process. For those who do, they may present to VHA at various points in their gender 
transition. VHA does not discriminate based on state of gender transition. This applies 
to all Veterans who are enrolled in VHA's health care system or are otherwise eligible 
for VHA care. 

VHA will provide care to all transgender and intersex Veterans in a manner that is 
consistent with their self-identified gender identity. 

Transgender and intersex individuals are provided all care in VA's medical benefits 
package, including but not limited to: 

• hormonal therapy 

• mental health care 

• preoperative evaluation 

• medically necessary post-operative and 

• long-term care following gender confirming surgeries to the extent that the 
appropriate health care professional determines that the care is needed to 
promote, preserve, or restore the health of the individual and is in accord with 
generally accepted standards of medical practice. 

NOTE: VA will not provide or fund gender confirming/affirming surgeries because 
VA regulation excludes them from the medical benefits package. In addition, VA 
does not provide plastic reconstructive surgery, in accordance with the medical 
benefits package and VHA Directive 1091, Plastic Reconstructive Surgery, dated 
February 21, 2014. 

• permanent hair removal 

o Must be medically necessary, such as for pre-surgical hair removal for 
genital surgery. VA provides pre-operative and long term post-operative 
care for gender affirming surgeries. 

o For non-cosmetic medically necessary hair removal, laser hair removal is 
appropriate to prevent major complications following genital surgery. 

o For Veterans who are not candidates for laser hair removal due to hair 
color (white/gray/ blonde), electrolysis may be provided. 

o Currently, each VA decides if hair removal is indicated on a case-by-case 
basis after an evaluation of medical necessity. Some VA facilities have the 
equipment to perform laser hair removal and/or electrolysis, while others 
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will need to access community care when this procedure is medically 
indicated. 

• Medically necessary vocal coaching 
o VA speech pathologists can offer this care, or if this service is not 

available at your facility, it can be offered through non-VA community-
based care. 

Medically Necessary Hair Removal and Electrolysis Providers 
Electrolysis and laser hair removal is regulated under cosmetology licensure. Hair 
removal specialists may be available through network group Dermatology Provider 
Groups. When the care is not available through a network Dermatology provider, it may 
be provided through an independent Electrolysis provider under the cosmetology 
licensure. 

How to Obtain an NPI 

Electrolysis providers not associated with a network Dermatology group practice 
must obtain a National Provider Identifier (NPI). The NPI number is required for 
providers to be loaded into VA's Provider Profile Management System (PPMS), enter 
into a Veterans Care Agreement (VCA), and be paid as a community provider. 
The preferred method to get an NPI is through the online application process, 
providers may visit https://nppes.cms.hhs.gov/#/ to create an account and NPI 
number. The process will walk the provider through the process asking for specific 
information, such as name, tax identification (social security number) and address. 
Providers may also request an NPI number via a mail in application. The application 
may be found at 
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/CMS10114.pdf. 

Veterans Care Agreement (VCA) Process 

Providers with cosmetology licensure cannot be enrolled in the Community Care 
Network (CCN) contracts. After first seeking out local electrolysis services sought out 
through CCN in the form of dermatology, facilities may enter a Veterans Care 
Agreement (VCA) with other independent Electrolysis providers. Local community 
care staff should initiate the VCA process after the Provider has obtained an NPI 
number. 

The VCA is an agreement of payment for the services rendered. A VCA will require 
the provider's signature on the last page. Once, signed and submitted to the local 
community care staff, the VA Director's signature will be coordinated, and the final 
agreement mailed to the provider. Providers who have never been paid for these 
services by the VA may also be required to fill the VA-FSC Vendor File Request 
Form. The form and instructions may be found at 
https://www.va.gov/COMMUNITYCARE/revenue ops/provider payments.asp  

For questions regarding this process, please contact the local community care staff 

Resources: 
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• VHA DIRECTIVE 1341(2) PROVIDING HEALTH CARE FOR TRANSGENDER AND 
INTERSEX VETERANS (Amended June 2, 2020)  

• Transgender SharePoint:  for cultural awareness and sensitivity education, as well as 
clinical train ings. NOTE: This is an internal VA website that is not available to the 
public. For local trainings, the LGBT Veteran Care Coordinator will have access to 
the most current information. 

• Medically Necessary Hair Removal and Electrolysis Provider 508 

1.12 Traveling and Permanently Relocating Veterans Guidance 

Traveling and permanently relocating Veterans are expected to receive the same 
standard of care even when not assigned to a Patient Aligned Care Team (PACT). 
Care of traveling and permanently relocating Veterans is carefully coordinated via the 
Traveling/Permanently Relocating Veteran (T/RV) Consult Process to ensure a 
seamless continuation of services. This may require one or more services provided 
through community care referrals. For example, traveling Veterans who need maternity 
services or specific specialty care that is unavailable at the Alternate VA Medical Facility 
(A-VAMF) must be provided with continuous, coordinated coverage during travel as 
medically appropriate. 

Community care eligibility is still required to be met regardless of whether the Veteran is 
traveling or permanently relocating. In order for the Veteran to receive approved care in 
the community the Veteran must meet the MISSION Act community care eligibility 
criteria for the episode of care. Due to current Health Share Referral Management 
(HSRM) limitations, a T/RV Interfacility Consult (IFC) cannot be forwarded to a 
Community Care consult. If care is needed in the community, a new community care 
consult will need to be placed. If the care being requested is available within the VA 
Medical Facility where the Veteran is traveling to, an internal consult to the clinical 
service must be entered, or the T/RV Consult can be forwarded to the clinical service, 
per local policies. If the Veteran is eligible for community care, the internal consult will 
be forwarded to Community Care using the consult toolbox. However, if the Veteran is 
eligible using a forwarded T/RV IFC to a clinical service, a new internal consult to the 
clinical service must be entered and then forwarded to Community Care using the 
consult toolbox. For additional information, see VHA Directive 1101.11(3), Coordinated 
Care for Traveling Veterans, or subsequent issue, and the TVC SharePoint at: 
Seamless Care for Traveling Veterans - Home (sharepoint.com)  

a. Facility Community Care staff at the Alternate VA facility is responsible 
for: 

(1) Coordinating the Community Care referral review process for traveling and 
permanently relocating Veterans who require health care services and are eligible for 
community care, in accordance with Community Care Coordination, Chapter 3, in the 
Office of Community Care Field Guidebook (see Field Guidebook Home Page: 
https://dvagov.sharepoint.com/sites/VHAOCC/CNM/Cl/OCCFGB/SitePages/FGB.aspx) 

(2) Performing an administrative eligibility review of the community care referral, 
upon receipt of a community care referral in CPRS. The administrative eligibility review 
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involves verifying the community care administrative eligibility and enrollment status of 
the traveling or permanently relocating Veteran for VHA care. 

(3) Performing a clinical review of the community care referral, with input from the 
Traveling Veteran Coordinator (TVC), upon receipt of a community care referral in 
CPRS. The initial clinical review will be performed by the delegated approving official 
on the Delegation of Authority Medical Services (DOAMS) List. If the ordering provider 
who enters the consult is also the delegated approving official, the review requirement 
is met, and a subsequent clinical review is not needed to authorize the service for 
community care. NOTE: If the provider entering the consult is also listed as the 
delegated authority to approve the ordered care, the clinical review requirement is met, 
and subsequent review is not needed to authorize a referral into the community. 
Similarly, consults entered by specialty services or reviewed by a Referral Coordination 
Team (RCT) are considered to have met the clinical review requirement. The RCT 
members do not need to be listed on the DOAMS list as it is presumed that a clinical 
member of the RCT is reviewing the community care consult for clinical 
appropriateness, prior to routing to the facility community care office. 

(a) If the service requiring clinical review does not have a clinical reviewer 
delegated to it on the DOAMS List, the Chief of Staff or other designee will review these 
services for clinical appropriateness. As a best practice, a second level review of 
consult denials may be performed by a Licensed Independent Practitioner or other 
designee as delegated by the Chief of Staff and as available. 

(b) Consult reviews must be completed within the final decision documented on the 
consult in the following timeframes: 

1. Stat/urgent: Must be reviewed and a decision documented on the consult 
within 24 hours. A Stat consult requires direct communication between the ordering 
provider, the approving official and facility community care office staff (if necessary) to 
expedite the delivery of care. 

2. Routine: Must be reviewed and a decision documented on the consult within 
three (3) business days. 

(4) Alerting appropriate community care team member(s) to enter the process 
referral in HSRM and schedule the appointment for the traveling Veteran. The 
authorized service(s) must be arranged in a timely manner utilizing established 
procedures and care will be provided near the Veteran's extended travel location. The 
subsequent claims for services rendered are the responsibility of the alternate facility. 

(5) Communicate the status, approval, and/or denial of the community care 
referrals submitted for traveling Veterans to the Designated TVC Provider at the A-
VAMF and document this communication through a view alert on the consult or a care 
coordination plan note. 

b. Examples of Planned vs Unplanned Care 
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(1) Planned Episode of Care. A planned episode of care is a request for care 
directed by the Preferred VA Medical Facility (P-VAMF) provider to be delivered by an 
Alternate VA Medical facility (A-VAMF). Care is initiated and coordinated via the 
Traveling/Relocating Veteran Consult process. This information can be reviewed on 
the "VHA Traveling and Permanently Relocating Veteran Consult Process: Planned 
Episode of Care Flow Map" on the TVC SharePoint site at: Seamless Care for Traveling 

Veterans -  Home (sharepoint.com)  

(a) Can care be initiated and delivered via Community Care within timeframe 
Veteran is traveling? A-VAMF TVC is monitoring for scheduling of care in the 
community. 

1. If Yes: Care delivered in the Community. 

2. If No: A-VAMF TVC communicates back to the P-VAMF Provider and P-
VAMF TVC via Significant Findings on the Traveling/Relocating Veteran Inter-facility 
Consult the need to care coordinate at the P-VAMF. 

(b) Can entire episode of care be delivered via Community Care within timeframe 
Veteran is traveling? A-VAMF TVC is monitoring for scheduling of care in the 
community. 

1. If Yes: Care delivered in the Community. 

2. If No: A-VAMF Community Care staff communicates to A-VAMF TVC the 
inability to complete the entire episode of care for the traveling Veteran in the 
Community, and documents in the EHR. A-VAMF TVC communicates back to the P-
VAMF Provider and P-VAMF TVC via Significant Findings on the Traveling/Relocating 
Veteran Interfacility Consult the need to care coordinate at the P-VAMF. 

(2) Unplanned Episode of Care. An unplanned episode of care is when a Veteran 
presents to the A-VAMF requesting care not previously coordinated by the P-VAMF 
(i.e., new care need, unresolved care conditions, etc.). This information can be 
reviewed on the "VHA Traveling and Permanently Relocating Veteran Consult Process: 
Planned Episode of Care Flow Map" on the TVC SharePoint site at: Seamless Care for 

Traveling Veterans -  Home (sharepoint.com)  

(a) Is the Traveling Veteran returning to the P-VAMF area and require additional 
care coordination by the P-VAMF? 

1. If Yes: Community Care Provider within the A-VAMF, or designee, places a 
TVC consult to include details related to Veteran's care needs to be delivered at the P-
VAMF. A-VAMF TVC follows TVC consult process for care coordination to the P-
VAMF. 

2. If No: Episode of care ends. Veteran follows up with Preferred Facility 
Provider if necessary. 

(3) Unplanned Episode of Care Requested by Community Provider. This is when a 
Community Provider requests authorization from the A-VAMF, not previously 
coordinated by the P-VAMF (i.e., urgent and emergent episodes of care, discharge 
care needs, outpatient care, etc.). This information can be reviewed on the Community  
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Care Flow map for Traveling or Permanently Relocating Veterans: Unplanned Episode 
of Care Requested by Community Provider. 

(a) Does the Veteran require additional care (Request for Services) to be completed 
from this unplanned episode of care within the A-VAMF and/or Community? 

1. If Yes: Community Care Provider at the A-VAMF, or designee, places orders 
according to local Community Care process. 

2. If No: Episode of care ends. For traveling Veterans, follow-up with Preferred 
Facility Provider if necessary. For permanently relocating Veterans, follow local PACT 
assignment process. 

(b) Is the traveling Veteran returning to the P-VAMF area and require additional 
care coordination by the P-VAMF? 

1. If Yes: Community Care Provider within the A-VAMF, or designee, places a 
TVC consult to include details related to Veteran's care needs to be delivered at the P-
VAMF. A-VAMF TVC follows TVC consult process for care coordination to the P-VAMF. 

2. If No: Episode of care ends. Veteran follows up with P-VAMF Provider, if 
necessary. 
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Note: The information in the Office of Community Care Field Guidebook (FGB) contains "live" 
documents that are consistently updated with new and updated information. Please ensure to 
access the FGB using the link below when printing or saving a copy of the FGB to your local 
desktop. https://dvagov.sharepoint.com/sites/VHAOCC/CNM/Cl/OCCFGB/SitePages/FGB.aspx  

VHA Office of Community Care Field Guidebook 
Community Care - Strong Practices 

Strong Practices 

1.0 Referral Coordination Initiative (RCI) 
1.1 Unscheduled Community Care Consults 
1.2 Improving Community Care Scheduling Timeliness 
1.3 Community Care Self-Scheduling 
1.4 Request for Services (RFS) Processes 
1.5 Health Share Referral Manager (HSRM) 
1.6 HSRM Community Provider Sign Up 
1.7 Consult Closure 

1.8  
Natural Disasters Community Care Contingency 
Plans 

1 .9 Maximizing Appropriate Use of Emergency 
Departments in the Community 

The Office of Community Care (OCC) recognizes that all stations have unique 
circumstances; i.e., different levels of community care staffing, network adequacy levels 
and provider engagement, varying levels of implementation of OCC/Access Office 
required programs, the Referral Care Initiative (RCI), and varying natural disasters & 
COVID-related obstacles to care. This chapter focuses on "Strong Practices" that 
compliment current OCC guidance, which have been implemented by several stations 
and may be useful to others in similar situations. 

Note: If your facility has strong practices that can benefit others, please submit to your 

OCC Field Assistant for review with the: need/challenge, a breakdown of the process 

implemented, why this is a "strong practice", and any resources/references/supporting data, 
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1.0 Referral Coordination Initiative (RCI) 

The Veterans Health Administration (VHA) has been closely monitoring MISSION Act 
implementation to ensure we meet legislative requirements while operating in the best 
interest of the Veterans we serve. We identified an opportunity to streamline the referral 
and consult management process by ensuring timely care delivery and helping 
Veterans make more informed decisions about where to receive their health care. VHA 
is implementing Referral Coordination Teams (RCTs) at each facility that will be 
responsible for identifying community care eligibility and having a meaningful discussion 
with Veterans about care modalities both within the VHA and in the community to help 
Veterans make an informed decision. The informed Veteran will become an advocate 
for their health care with the guidance from the VHA. By streamlining the referral and 
consult management process and implementing RCTs, VHA expects to: 

• Ensure specialty care trained RCTs or providers have an opportunity to review 
Veteran specialty care referrals and make recommendations for appropriate care 
options prior to scheduling appointments either in the community or in the VHA. 
• Improve timeliness of scheduling both VHA and Community Care referrals by 
removing non-value-added steps for consult review and scheduling. 
• Ensure informed Veterans receive care at the right time with the appropriate 
care team. 
• Streamline the Community Care scheduling process. 
• Clarify roles and responsibilities throughout the referral coordination process. 
• Decrease inconsistent and inappropriate Best Medical Interest (BMI) usage that 
doesn't include fully informing the Veteran of all the potential care options. 
• Maximize the interaction between the informed Veteran, RCT, and providers 
• Improve Veteran satisfaction. 

Please see the VHA Referral Coordination Initiative SharePoint for more information on 
RCI & Promising Practices. 
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1.1 Unscheduled Community Care Consults 

Please see Field Guidebook Chapter 3 for Care Coordination, Chapter 6 Section 6A for 
guidance on utilization of the CTB Appointment Tracking Tab, 6.18 for more information 
on the OCC Unscheduled Consult initiative & Chapter 4 Section 4.4 for Network 
Adequacy Discussions with the TPA as needed. 

VISN-Level Guidance for Working on Unscheduled Consults 

Identified Need / 
Challenge 

Process 
Implemented 

Why is this a "strong 
practice?" 

Resources / 
References 

VISN 23 identified 
need for assisting and 
reporting for stations 
with aging / 
unscheduled consults. 

Accountability 
report sent to 
stations for top 5 
unscheduled. 

VISN-level overview and 
accountability of 
unscheduled / aging 
consults allows for visibility 
and development on all 
levels. 

VSSC/Pyramid 
Consult Cube 

Open Consult 
Report 

 

Common Communication 

Common Communication 
1) BIM - Identify highest hit Categories of Care (COC). 

a. Communicate Number of Unscheduled Consults for each. 
b. Add Column identifying percentage allocated (Percent of All 

Unscheduled). 
2) Accountability — send this list of COC to those leaders in the station for action. 

a. Action — Leadership at station must be prepared to speak to what their 
current ability is to schedule in the community for each COC. 

b. Follow-up on all actionable items. 
• 

Example: 
I'll be asking on the huddle today about the services below for some reporting up to 
national we need to do. These are our top 5 services of unscheduled consults. Please 
be prepared to speak to what your current ability to schedule in the community is for 
each of these. 

Service Unscheduled Consults Percent of All Unscheduled 

Optometry 999 8% 
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Chiro/Acupuncture 830 70/0 

Orthopedics 803 70/0 

Dental 688 6°/0 

Colonoscopy 535 .40/0 

 

3855 32% 

Options for Site Leadership to accomplish Scheduling Triage 
First in First Out 
Focusing on the consults greater than 30 days and provide a list for each team to focus. 

• The red highlights are 90 days and older 
• The yellow indicates have not been touched greater than 30 days. 

Future State: Focusing on consults greater than 21 days. 

Process 
• Pull report from Pyramid Analytics or VSSC 
• Build spreadsheet to template 

Consult great than 
30 days as of EnterC 

• Main columns to review and highlight consults: 
O Elapsed Days from File Entry Date - Greater than 90 days highlighted in 

red 
O Days Since Last Activity - Greater than 30 since last touch highlighted in 

yellow 
• These consults should be your primary top ones to request records on 
• Close the loop by assuring veterans are attending the appointments by 

requesting the records. 
Success has been identified with staff getting access to Regional Health which is a big 
portion of record gathering needs. This expedites records request and verifying appts. 

Communication to Staff Example 
Focusing on the consults greater than 30 days and provide a list for each team to focus. 

• The 11 1  I :1111 I 2 1:h 

• The yellow indicates have not been touched greater than 30 days. 
The scheduled greater than 90 went down but not touched greater than 30 has went up 
so please make sure you are doing your record request. 

KUDOS to all teams for making greens. 
Team 1 Prior Week: 

• Total Active 62 
• Red-3 

Employee Team:  
• Total Active -46 
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• Red-4 
• Yellow- 0 (Focus on these) 

Team 2 Prior Week: 
• Total Active-21 
• Red-0 
Total active summary greater than 30 days old: ADD TOTAL 
Total active summary greater than 30 days old from previous report: 2 ADD 
TOTAL 

Medical Record Request Summary: 
• Total from last week: ADD TOTAL  
• Total for this week: ADD TOTAL  
• Greater than 90 days old: ADD TOTAL  (Highlighted in red) decrease from 

ADD TOTAL  
• Greater than 30 days from last touch: ADD TOTAL  decreased from ADD 

TOTAL  ***Have not been touched for greater than 30 days) 
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General Considerations: 

• AudioCARE is a fully-automated scheduling solution. That helps reduce costs, 

improve productivity, and empower health care staff to deliver and rely on 

communications that have a direct impact on delivery of care. 
• AudioCARE provides tailored communications that can be customized to your 

site and communication needs. 

• Omaha VA decided to use AudioCARE for follow up calls instead of first calls. 
This was because they wanted to be able to provide Veteran centric customer 

service. 
• If more than 1 unit at your facility is using AudioCARE calling, you must work 

with them to not run your AudioCARE calls at the same time. 

Set up Steps: 
I  

1. Reach out t 
information. 

2. Ensure Reflection FTP Client and Reflection Workspace are downloaded 
on VA computers. 

-This is found under Micro Focus Reflection folder, under the Start 
Menu. 

audiocare.com to get a meeting set up and access 
;b)(6) 
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AudioCARE 

I 
Identified Need / 

Challenge 
Process 

Implemented 
Why is this a 

"strong practice? 
Resources / References 

Omaha VA 
identified wasted 

Use of 
AudioCare to 

This increases 
employee activity by 

 

b)(6) Thaudiocare.com 

   

man hours due to use batching allowing more focus AudioCare SOW 
dead calls. 
(ex...3-4 minutes 
per employee per 
call wasted when 

for follow up 
contact calls. 

on "new" consults, 
care coordination, 
vendor follow-up's, 
and scanning. 

AudioCARE Script 

VISN 23 AudioCare 
Veterans don't 
answer, and staff 
must leave a 
voicemail) 
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3. Fill out your station script and email to your AudioCARE contact that you 
received at your initial meeting. 

4. Work with local IT to get AudioCARE the que trigger. 
-This allows AudioCARE program to transfer calls directly into the 
Care in the Community customer service line que. 

I I 
Preparations for AudioCARE: 

• Data is pulled from MCAA first thing in the morning. 
• Data is reviewed for which consults that will be sent out, those not being sent 

out are deleted from the report. 
• C1C, C2C, C3C, etc... 
• Untouched Active consults for staff that are out for extended period or 

called out sick for the day. 
• Remove all data except the following information: 

• Column A: Veteran Name 
• Column B: Blank or can be SSN (Omaha decided not to use SSN) 
• Column C: Phone Number 
• Column D: Date of Birth 

• Save the file is a Text.tab (delaminated) format. 
• Log into the Reflection Application (Reflection FTP Client) 
• Drag and drop a copy of the file into the application. 

Running and Loading the AudioCare Call: 

• Log into Reflection Workspace and plug in data for the system to run. 
-Input Link to SOW 

• After hitting run, the bot will take the text file and call each Veteran using an 
automatic calling system; like how VA sends reminder texts for appointments. 

- If Veteran wishes to schedule or has questions, they will be directed 
to CITC customer service line (call center). 

If Veteran doesn't answer or the line is busy, they will show up on the Reflections 
report as: answering machine, busy, no answer, hang up, PV- no response, PV-PAT 
Not Available, etc.. 

Reporting in Reflections Workplace: 
1 

• While still in the system run the report to view the days data. 
- Input Link to SOW 

• Identify if the report had any Veterans that had "errors." 
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- Fax tone, phone invalid, PV-wrong phone, phone switch and phone 

company 

- Send these errors to staff to call Veterans for follow up or 

scheduling. 
- Errors happen when the AudioCARE system was unable to dial 

Veteran. 

• Wait about 20 minutes after the data set is run, so that staff can document 
and complete phone calls that might have come into the call ques. Then email 

the staff the Veterans names to document in CPRS. 
- Staff will document using CTB, under unsuccessful attempts to 

schedule Veteran, if the Veteran consult was not worked during the 

AudioCARE run. 

Omaha's Data 

- Omaha launched AudioCARE calling in February of 2021 

- That data below shows in just a short time the results 

Omaha' was tracking the following data to review for review: 

- Number of Consults/Calls going out 

- Percentage that was answering 

- Percentage that wanted a call back later 
- Percentage of error's 

Day Example: 

Answere Answere % Call % Want Phone Total °A 
Total °/0No % That 0/ of Arrived Lost in °/0on 

Date d Yes to d Yes to Back to talk to Switch/Corn Transferre Transf err % Lost 
Error Consults Answer Answer at CSL Transit CSL 

A B Later CITC pany Error d to CSL ed 

6-May 98 38 10 51% 49% 10% 39% 0 0% 38 39% 37 1 38% 3% 

Averages as of May 5.8.2021 for the previous 30 days: 

Average 

    

% Want to 
talk to 
CITC 

   

Total 
Transferred to 

CSL 

  

% That % Call Back 
Answer Later 

    

% No Answer 

   

% of Error 
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68% 32% 5% 27% 1% 32 

They also did a data review after just a few weeks and then again after just a few 
months and could see the positive effect: 

They went from an average of 450 total active consults to 300 and an average of 
2,500 total scheduled consults to 2,900. 

Just a few weeks... 

383  402 396 
111.' • 

397 
338 1A1 346 348 0e5r4 Al4 AA% ,to 

z., 
 

272 2W3 
• I. 

Just a few months... 
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Just a few weeks... 

Total Scheduled 

837 2,901 2,940 2,915 2,891 2,925 2,949 2,972 2,973 2,973  2,882 2,889 2,874 2,898 2,906 
2,6 

• 

No ,bc 
4(2' <e• 4• 

•ti  e•fk  Obc  e•fbc  e9c  44k  4.2' e•9  
t: N; 

Just a few months... 
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• i3O ,§ 9C it it 4: 9C 9C c,C 9C 9C 4;z, 9C ,z,A 1,A i„A .bA 1,4, k 4` P P P P P ‘I• •tl• 4• 4• •cl• 
(/' 41  l c?' '1Y 1,1 oP. 11 'g (')" cr; "k" 

Lesson's Learned 
, 

1. How many calls do you run at once? 
- Omaha typically ran between 40-100 calls at once, depending on 

staffing that are available to answer the CITC CSL. If there are not 
many staff available, they would run the calls in small batches, so 
they didn't overload the CITC CSL. When they first rolled out the 
CSL, they had to adjust daily to find the "right" number. 

, 

2. Which staff work the calls? 
- Omaha has both admin and clinical staff on the CITC CSL. 

Typically, all the calls go to the admin staff, but clinical staff are 
always on the CSL if a Veteran wishes to speak to one. 

, 
3. When do you run the AudioCARE calls? 

-	 Omaha runs the AudioCARE call's typically first thing in the morning. 
This is something they had to find the "right" time for. They had to 
make sure there were enough staff clocked in and when Veterans 
were more likely to answer. They found that more Veterans 
answered the phones in the morning around 8/830am and were 
more likely to answer on Mondays. 
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1.2 Improving Community Care Scheduling Timeliness 

Monitoring referral management timeliness is essential to avoid delays in consult 
management resulting in extended wait times for Veterans to receive an appointment. 
Please see OCC Field Guidebook Chapter 6 Manager and Leads References, Section 
6.4, How to Evaluate Referral Management Timeliness for more information. 

My HealtheVet for Communications 

My Health .Vet is VA's award-winning online Personal Health Record. It offers Veterans 
anywhere, anytime Internet access to VA health care. Launched nationwide in 2003, My 
HealtheVet is the gateway to web-based tools that empower Veterans to become better 
partners in their health care. With My HealtheVet, America's Veterans access trusted, 
secure, and informed health and benefits information, at their convenience. 

Identified 
Need / 

Challenge 

Process 
Implemented 

, 

Why is this a 
"strong practice? 

Resources / 
References 

Eastern Assigned staff 
- 
Secure My Health eVet Home 

Colorado complete TMS messaging in any 

 

Health Care modules, then are capacity for My HealtheVet 
System activated in the My communication is Promotion and 
identified the HealtheVet admin a best practice as Communication 
need to provide portal. it is another 

 

even more 

 

trackable venue My HealtheVet: Secure 
satisfactory A Community Care for providing Messaging (SM) 
customer Team has been excellent customer Administrative User 
service and 
have utilized 

created by their local 
Site Admin: 

service. Manual. 

 

My HealtheVet 
to do so. 

 

My HealtheVet 
can also be used 
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• Triage Group: 
Community 
Care 

• VISN: 
• Facility: 
• Add 

for Veteran 
outreach, gather 
scheduling 
preferences and to 
inform Veterans of 
scheduled 

  

Community community care 

  

Care staff that appointments. 

  

would respond Note: The provider 

  

to messages. must be in the 

   

CCN network; 

  

Veterans with however, CC staff 

  

Premium-Level My can advise 

  

HealtheVet will see it Veteran and 

  

as an option in their Provider on how to 

  

secure messaging. request to join the 
network if the 

  

Community Care staff 
assigned to the group 
must respond to 

inquiry requires. 

Self-Scheduling 

  

Veteran inquiries Veterans can 

  

within three (3) inform Community 

  

business days. Care of their 
scheduled 
appointments in 
the Community. 
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Employee Morale, Turnover, Training & Workload: 

Omaha identified that they had the below issues with their employees and worked to 
address: 

• High turnover rate 
• Low employee morale 
• No employee training program 
• Large amounts of overtime and comp time 

1026 of 1607 

Omaha Overhaul 

Identified Need / 
Challenge 

Process 
Implemented 

, 

Why is this a 
"strong practice? 

Resources / 
References 

    

Omaha VA Rapid Process Omaha has built a Office of Community 
Identified the Improvement Event functional Care Field Guidebook 
need for a performed to gauge Community Care Chapter 3. 
complete overhaul 
of their 

issues, create plans, 
set their own 

department that 
schedules consults Omaha Station 

Community Care metrics and on average in less Review 
Department due 
to the following: 

implement changes. than 3 business 
days by fostering a 

 

low morale, high Avg days from file positive and 

 

employee entry to first challenging work 

 

turnover, large 
amounts of 
backlog for 
scanning, 
pending, active 
and scheduled 
consults, staff did 
not have 
measurable or 
attainable goals. 

scheduled: 

FY16 4th QTR: 26.5 
FY21 1st QTR: 5.3 

environment 
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Administrative and Clinical staff not co-located 

   

1 

 

• Developed an Eight (8) week New Employee Orientation "Train the Trainer" 
program 

• Improved Communication 
• Implemented Bi-Weekly unit meetings 
• RN and MSA daily huddles with RN manager and Assistant Chief 
• Integrated admin and clinical staff to form teams and grouped teams 

together in work pods 
• Slowly eliminated overtime and comp time by eliminating the need 

2 

, 

Improved Employee Morale and decreased turnover by utilizing: 
• Team Building 
• Team Walks 
• Potlucks 
• Outside of work get-togethers 
• Birthday Club 
• Bringing in food trucks 
• Volunteering together 
• Dress Up Days 
• Team Lunches 
• Team Trivia 
• Employee Association Events 
• Holiday Parties 
• Streamlining work while eliminating wasted time & rework 
• SUPPORTING EMPLOYEES 

3 

 

Integration of Clinical and Administrative staff to form work teams. 
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Ad min Staff . Team 

I Pod 

4 Veteran-Centric approach: Teams broken out into Alpha Split as 

applicable. 

  

"il Workload: Clinical Staff 

 

  

Admin staff use the STT to process the following: Primary Care, Physical 
Therapy, Allergy, Aqua Therapy, Audiology, Colonoscopy, Direct Scheduling 

Consults, EEG, EMG, Endocrine, ENT, Lab, Mammogram, Maternity, 

Neurology, Nutrition, OT, Optometry, PT, Podiatry, Rheumatology, Sleep 
Med. Speech and Ultrasounds. 

RNs are assigned all other consult types by alpha, that are not process by 

admin staff with the STT. 

• Emergency 

• LTAC 

• GEC 

• Dental 

• Dialysis 

 

Alpha 
Split 

 

 

Service 
Line 
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• IVF 

Positives 

Alpha Split 

  

Veteran centric 

• 1 person working all consults 

• 1 POC for veteran questions 

• Only called by 1 team in the department 

• There is only 1 POC for internal staff about each veteran 

- Ability to cover other teams/pods 

• Easy way to split workload fairly 

• MSA's have a standard workflow process because "specialized 
consults" are not on workflow 

• RN can do patient-centered care coordination and management 

• Improved transitional care case managing and healthcare 
outcomes 

• If Veteran has more than 1 consult, MSA works all consult 
during 1 phone call 

   

 

  

Service Line/Consult 
Type 

• Only 1 POC's for vendors 

• Knowledge of needs/care coordination 

• Only has adapt to their service line changes 

• Process expert for questions 
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Type 
••• • ..• .... WI - - 
management 

• Transitional care not directed to a particular 
team/Veterans may get bounced around or lost 

L 

5 Q. What is that MSA ratio compared to the RN? 
A. 2 MSA to 1 RN or 3 MSA to 1 RN. Some alpha splits have larger consult 
volume. 
Q. Are staff currently teleworking during COVID? 
A. We currently have 50% of our staff teleworking. We are looking into how to 
continue due to efficiency and using it as an incentive to maintain staff. We do 
see a lot of IT issues with teleworking and are looking how to overcome this. 

Calls are also rolled to ensure that Veterans and community providers are 
not sent to Voicemail. 

Q. Is everyone on the customer service line (Call Center)? 
A. All MSA's and RNs are on the CSL from start of shift until 30 mins before the 
end of their shift. Veterans can choose to speak to admin or clinical in the call 
tree. Typically, vendors have RFS questions. 

Results: 
• Employee turnover reduced from 37% to 3% prior to COVID, 

increased to 9% (COVID) 
• Improved employee morale 
• Improved Veteran satisfaction 
• Improved team communication and care coordination 
• Reduced overtime to from $113,974 in FY 17 to $37,376 in FY20: 

which was strictly for special projects, not backlog 
• Reduced comp time from 181 hours in FY16 to 0 hours in FY20: 

which allows more staff in office, during normal duty hours 
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'Goals, Standards and Metrics: 

• Omaha created their own metrics that were greater than national metrics 
• These standards are measurable, and goals attainable 
• This was not to stray from national guidance, but to encourage excellence 
• Site averages 210 consults received per business day 
• As of 04/2021 the Scheduling Average from File Entry Date to is 3.1 days 

k 

 

1 Pending 
National Metric: Pending <7 
Unit Metric: <1 day 

• Unit Metric <100 consult total 
• Unit shift in thinking to real time scheduling 
• RN and Screening Triage Team completes clinical review same day 

as receipt or within 1 business day 
• CCP note is placed for complex consults and/or as needed 

Active 
National Metric: Active <30 days 
Unit Metric: <1 day 

• Unit Metric <50 active alert consults 
• Goal is <20 active consults per 2 MSA team 
• Goal is <15 active consult per 3 MSA team 
• Alert consult are active consults that have not been touched by an 

admin staff member 
• Veteran receives call from VACC within 1 business day 
• Calling >75°/0 of Veterans same day-of alert to MSA by RN 
• Unit shift in thinking to real time scheduling 
• 3 calls every 5 days until consult is placed in cancelled status 
• Follow up with vendor schedules daily 

Scheduled 
National Metric: Scheduled <90 days 
Unit Metric: Call within 1 week of appointment 

• Verified Veteran attended and 1st records request w/in 1 week of 
appointment 
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• Follow 10N1-23 Memo "Clarification of Administrative Closure of Community 

Care Consults" and complete additional record requests after consult closure 

RFS 
National Guidance: Review and respond within 3 business days 

• LMSA scan/document RFAS within 1 business day of receipt 
• RFS reviewed w/in 3 business days by RN 
• Urgent RFS same day with a warm hand off to RN 

Scanning 
National Metric: <5 days of receipt 
Unit Metric: <1 business day of receipt 

• MSA places ER CCP note same day of scanning 
• MSA documents any no-show notes same day of scanning 

2 Maintained Changes and Reviewed Results: 
Avg days from file entry to first active 
FY16 4th QTR: 17 days 
FY21 1st QTR: 1.3 days 

Avg days from file entry to first scheduled 
FY16 4th QTR: 26.5 days 
FY21 1st QTR: 5.3 days 

Avg days from first active to first scheduled 
FY16 4th QTR: 15.8 days 
FY21 1st QTR: 4 days 

Avg days from appointment to completed consult 
FY16 4th QTR: 61.9 days 
FY21 1st QTR: 7.3 days 

Avg days from first forwarded from to closed 
FY16 4th QTR: 151.3 days 
FY21 1st QTR: 18.2 days 

Avg days to schedule Oct FY20: 
4.4 days and 99% consults scheduled w/in 30 days 
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Avg days to schedule as of April 2021: 
3.1 days and 100% consults scheduled w/in 30 days 

3 Meetings: Omaha utilizes their meeting time wisely and is intentional about who 

attends what meetings and when. 

• National/VISN Meetings 
— Weekly 

• Community Care Huddle * 
• Consult PI Weekly Call* 

— Monthly 
• PPMS Office Hours V 
• HSRM Office Hours V 
• DST/CTB Office Hours 

• Network Adequacy with OPTUM 
• VISN 23 Clinical Collaboration Call/Clinical Network Manamgent * 

• VISN 23 Community Care Committee* 
— Quarterly 

• VISN 23 SVH Partnership Quarterly Call 

• State Veterans Home Partnership Quarterly Call Cs 

* 
teoaers.p 0.v 

Asuined Staff and then they 
OM Operetk.1 MM.( 

Saf.
,

 NI Staff 

AcknnSuff 

4111̀ Mixed ROI 

Om., Seel 

RI. by OTC Leadennip 

latWINpOnry 

1 wsVgned Sort ma dim 0,er 
OW a Opention.1 Meeting 

Seel 

a Menlo Sall 

Ono, Stet 

Ron tl OTC LeadersNo 

Service Line/Outreach 
— When Requested 

• Vendor+ 

• Other Clinic+ 

• VFW+ 

— Weekly/Bi-Weekly 

• Clinical Leadership Supervisor Meeting * 

• cos All Chiefs Meeting * 

• Optum Touch Base 0 .. 

— Quarterly N,/ 

• Veteran Service Officer+ 

• Scheduling Auditor Open Form 

— Monthly S/ 

• Women's Health CITC Meeting+ 

• Women's Veteran Health Committee 

• Veterans Advisory Group 

• All Employee Forum 

• Employee Association 

• Patient Satisfaction Committee 

• MSA Supervisor Monthly Meeting 

• Scheduling a & Access Steering Committee 

• Pharmacy+ 

• Compliance and Business Integrity Committee 

• Transition Team/Care Manager Forum 

• ADPAC+ 

• Clinical RN Outreach+ yy 

• NWI Nurse Executive Leadership+ 
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All Unit Quarterly+ ALL 
— 1 hour meeting 

— Topics: Emergency Manamgent drills, guest speakers 
(suicidal veterans, EEO, awards, events (like Fisher House, 
White Ribbon Campaign ect..) 

Bi- Monthly Meeting+ yy 
— 1 to 1.5 hours 

— Separate meetings for each scope of practice 

• Administrative, ADPAC, and Clinical 

— Topics: job specific changes/trends, SOP review, AES review, concerns 
brought up by other leadership, LMSA's, hot topics 

Morning Huddles+ Ai& 
— Goal of 15 mins. 

— Held opposite All Unit Huddle 

— Helps with team awareness and helps determine who has ability to help 
team members 

— Separate meetings for different teams 

• Transition's team, MSA (LMSA ran), LMSA and RN Pod's 

— Topics: coverage for the day, staff leaving early, review of open consult 
reports (Pending/Active), hot topics from emails. 

Operational (OPS) + 
• Every Friday 

• 1.5-hour meeting 

• Chief is Chair and Assistant Chief is Co-Chair 

• Invited: All Care in the Community Managers, CITC Provider, ADPAC, LMSA's and assigned 

staff (varies based on agenda) 

• Topics are on the following slides 

• Meeting is used to make sure all key players on are on the same page each week, forecast 
staffing/projects, bring up issues and concerns and brainstorm action plans/discuss projects 

RiS,clhCrefdttthff 
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•  

so
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Achn.Stelf 

▪ Mned Staff 

1.11/ 

ClincalStafl 

+ Ran ery CFTC leadeffna, 

Operational Meeting Agenda 
• Congressional Due Outs 

— Review of current items that need processed and if anything is 

needed to assist getting them done on time. 
• VISN Action Items 

— Review of current items that need processed and if anything is 

needed to assist getting them done on time. 
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• PATS-R's 
— Review of current items that need processed and if anything is 

needed to assist getting them done on time. 
• Old Business 

— Anything from last meeting that had due-outs. 
• IT Tickets/System Issues 

— Review of current issues and efforts to get them fixed. 
• Staffing 

— Review of staffing efforts, barriers, current staff training and their end 
dates, etc. 

• Admin Updates 
— Anything going on with the RN's, pilots, training, issues, etc. 

• GEC Updates 
— Anything going on with the RN's, pilots, training, issues, etc. 

• RN Updates 
— Anything going on with the RN's, pilots, training, issues, etc. 

• CITC Med Director Updates 
— Anything that is "need to know". 
— Examples: patient safety concerns, provider complaints/issues from 

internal, trends, expected increases in consults due to providers out 
of office, ect... 

• Department Metric's Trends 
— Omaha reviews the following metrics and if there is a large variance 

in data, discussions revolve around reasons and an action plan to get 
data back on track: 

• Pending >1 
• Active >30 
• Active Alerts >1 
• Total Active 
• Scheduled >90 
• Total Scheduled 

• Network 
— Talk about issues, new vendors added, or trends noticed. 

• New Items 
— New items discussed are hot topics, current project, or brainstorming 

to resolve problems. The Friday before the Oversight Council 
Meeting, they discuss agenda, slides, and person responsible. 
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• Around the Room 
— Anyone can bring up anything they want. 

Examples: updates on something, talk about projects that were not mentioned etc. 
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PROCEDURES d 
Scanning Backlog: 

• Unscanned medical documents measured in the thousands and inches 

• Backlog was reduced and incoming medical documents are now scanned 

within 1 business day 
_ 

STEP 
, — 
1 

_ 

• Eliminated paper mail/faxes decreases receipt of duplicate medical 

documents 

• DocManager improves efficiency of staff and is faster than scanning 

using Vista Imaging 

2 

  

RFS 

STAT/Urgent 

Emergency Room 

General 

Large Vendors 

were assigned to 

more than 1 

admin staff 

Reached out to 
our "large" vendor 

and got access to 

their portals to 

pull records 

ourselves 

= 1, 
,,,,, r %,",:=Frorio,  • 

OLV needed, 
• Move Away ho • TnWest/Ophon • d rn 

*Ville 

Scann i ng 
1/4 Vendor d 

Portals 
Backlog 

Gone 
r -1 

.—.1 
Even Split Grouping Took the average 

appointments per 

week and divided 

by admin staff 

requesting 

records. 

• Workload is not based 
together and aSSIgned 

,p,, 
adrntn staff to a vendor. 

 

3 
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PROCEDURES 

   

     

Real Time Scheduling: 

• Real Time Scheduling is the process of competing consults as they are placed. 
• Real Time scheduling has the goal of little to no backlog. 

Input-Output Analysis of Economics: 
"The analytical phase of input-output work has been built on a foundation of two piers. 
The first pier is a set of accounting equations, one for each industry. The first of these 
equations says that the total output of the first industry is equal to the sum of the 
separate amounts sold by the first industry to the other industries; the second 
equation says the same thing for the second industry; and so on. Thus, the equation 
for any industry says that its total output is equal to the sum of all the entries in that 
industry's row in the input-output." John Hopkins University 

EPIC 

Site has obtained access to Epic to withdraw medical documents from the system for 
large health networks. 

Q. Who did you contact at the large vendors to get access to EPIC? 
A. We contacted their business office and ending up with their HIMS department. We 
also, checked with OIT/ISSO's, Compliance, and Privacy Office to get approval on the 
VA side. 

Q. Do you find Vendors still send paper records even with the EPIC access? 
A. We no longer accept paper records in the mail. 

During record requests, some istImin 
staff use vendor portals to save time 

from calling. They download the 
records darstly and send them to be 

scanned. 

PROCEDURES 

Admin Staff are then given 
their work on Friday and its 

due the following Friday. 

All other record requests are 
then divided out to the staff 
that are not assigned specific 
vendors. 
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PROCEDURES 

, 
What comes in, must go out! 

1 

( 

Create a Daily Standard 

 

for assigning workload: 

Daily Standard 
) : Ill 

, 

Consults RFS 

  

2 Hold staff to the Daily Standard: 
• If a staff member is out, missed workload is added to the standard For 

example: If the standard is 1 6 consults per business day and an RN 
was out 1 day, the RN for the next 5 business days needs to 
complete 19-20 consults per day to make up the work, reduce 
backlog, and move to real time again 

• Team members assist each other when other staff are out 
• Teams and Employee Pods assist when able to do so 

3 Why is Real Time Scheduling important? 
— Veterans get their care faster 
— Veterans are happier 
— Decrease in Veteran Complaints 
— Employees are less stressed 
— If you do not work Real Time, you will always have a backlog. 
— Realtime eliminates 98% of backlog 
— Improve station metric's 

, 
4 why does Real Time Scheduling Work? 

— Veterans are expecting a call after seeing internal provider 
— It decreases backlog 
— Improves employee and veteran experience 
— A higher number of Veterans typically do not answer the call after 5 

business days from leaving the internal providers' office 

5 What if a backlog occurs? 
If a backlog occurs, it is processed using the 2:1 method 

• 2 new consults, then 1 old consult 
• "Squeezing" the work like a sandwich (Sandwich effect) 
• This method was used to reduce Omaha's pervious backlog 
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PROCEDURES 

6 Results: 
• Improved Veteran satisfaction 
• Consult management focuses on moving pending consults 
• MSAs actively worked same day for real time scheduling 
• Total pending and active consults decreased over time 
• Pending and active consult backlogs eliminated 
• Decreased phone tag with Veterans 
• Decreased congressional scheduling complaints 

7 How does Omaha handle Vendors that require records before scheduling? 
— Call frequently 

• The requirement is at least every 5 days, but most staff call 
daily 

— Avoid using these vendors as often as possible 
— Send the Veteran HSRM letter and add team contact information to 

each letter 
— Omaha gives the Veteran the vendors phone number, so they can 

follow up too 
• Omaha informs Veteran an appointment needs to be made in 

14 days. If the vendor doesn't schedule, we may need to find a 
new vendor 

— Use CTB blurbs to follow up 
• PRO: Vendor requires records before scheduling 
• FUV: Vendor Follow Up 

— Use in-house blurbs to follow up 
• PRO: Vendor informed of 14-day policy 
• UTS: Unable to Schedule 

Responses from Staff: 
• "I send the records and call every day until I have appointment letting them 

know I need a date within 14 days." Christine A. MSA 

• "I call the provider the day after I send records to check to see if recs have 
been received and to see if veteran has been scheduled, I call every day 
after to check as well, I always check Epic first depending on the provider." 
Stephen W. MSA 
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PROCEDURES 

  

• "I usually send all the records over and depending 
either call back later on in the day and ask to schedule 
day to get it scheduled. I'm inpatient and don't like 
let it sit there for very long before following up." 

on who the vendor is I will 
it or call the following 

waiting so I usually don't 
(b)(6) MSA 

 

• "I try to follow up 
vendor. If the vendor 
get a hold of them, 
they will answer 
answer, I will also 
for scheduling. "(b)(6) 

the next day or even the same 
says they have called the 

I ask if its ok to try a 3-way call 
to get scheduled. In cases where 

call the Veteran to see if the 

day depending on the 
Veteran and was unable to 

with the Veteran; to see if 
the vendor does not 

vendor has contacted them 

 

LMSA 

 

• "I call the provider the day after the documents have been sent to see if the 

  

Veteran has been 
call vendor until 

scheduled and records been received, and I continue to 
Veteran is scheduled. If I'm not slammed busy, I call daily." 

  

(b)(6) 

 

LMSA 

 

• "FUV radio 
scheduled - 
that I will follow 
some time. "(b)(6) 

button 
I confirm 

up in 

in CPRS CTB and document if and appt has not been 
that the packet has been received and let them know 
a couple of days. I check EPIC before calling to save 
_MSA 

  

• "I call the vendor 
packet and 

the day 
whether the 

after to follow up that they have received the 
Veteran was able to get scheduled. I also check in 

  

EPIC for those 
the vendor. If Veteran 
f/up call day after, 
checking EPIC."( b)(6) 

vendors that are in EPIC i.e.- GPH, 
had not been scheduled 

I call every day until Veteran 

UNMC. etc. before I call 
yet after making the initial 
is scheduled along with 

}VISA 
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Clinical Care Coordination of Diagnostic Radiology Consults 

Identified 
Need/Challenge 

Process 
Implemented 

Why is this a 
"strong practice? 

• 

Resources/References 

Northern Clinical Care VANCHCS has TMS course VA 4550594 
California VAMC Coordination of succeeded in Creating a Community 
facility identified diagnostic bringing the average Care Imaging Consult. 
need for more radiology file entry date to 

 

support for their consults. appointment Field Guidebook Special 
diagnostic 
radiology 
consults. 

 

scheduled metric 
from 145 days to 12 
days for radiology 
consults. 

Programs Chapter, 
Section 1.6 Radiology. 

PROCEDURES 

• 
• 
• 

Clinical review & editing of consults. 
Coordinating Care & Scheduling. 
Tracking consults & Requesting Records 

 

ACTIVITY 

1. 

2. 

1.RN/LVN reviews diagnostic radiology consult for MD/NP/PA signature, Opt-
in to community care, and MISSION Act eligibilities, correct non-generic ICD-
10 code, and correct imaging orders (with or without contrast, etc.). 

Cancels consults with missing information and adds (examples): 

a. Correct non-generic ICD-10 code. 

b. Is this test to be completed with or without contrast? 

c. Most recent eGFR & creatinine labs for those tests requiring 
contrast(within the last 30 days). 
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PROCEDURES 
I I 

 

d. Correct order wording. Example: an order for an "upper extremity MRI" 
might be conferred with the ordering provider and the wording changed 
to "right shoulder arthrogram with contrast." 

3. If the Veteran requires labs for the test and the labs have not been ordered, 
RN will enter the order and hold for provider signature. If the labs have been 
ordered and the Veteran has not had them drawn, RN will have the 
conversation with the Veteran to get the labs drawn so the outside provider 
can review prior to scheduling, and to please call and let the community care 
RN/LVN know when the labs are completed. 

4. Once order is completed and signed, RN/LVN will: 

a. Receive the consult utilizing the consult toolbox and process in the 
Field Guidebook Chapter 3. Adds SEOC and sends referral to HSRM. 

b. Calls Veteran and documents conversation & adds Veterans preferred 
provider into the consult via the consult toolbox. (Utilizes PPMS to 
ensure provider is in network). 

c. Complete the Care Coordination Note if applicable. 

5. RN/LVN then creates REFDOC with order, consult and labs. 

6. Faxes the offline referral form, REFDOC packet, and any images related to 
the consult to the community provider. 

7. RN/LVN calls the Veteran to inform them that the imaging is approved, ensure 
they have the provider information, and to call once they have an 
appointment. 

a. Staff will also routinely check in with local providers to see if there are 
any barriers to scheduling, if Veterans have been scheduled and the 
information has not been relayed, or if anything is needed for any 
unscheduled referrals they have. 

8. Once appointment information is received, RN/LVN completes a warm hand-
off with the administrative staff who enters appointment information into 
HSRM, VSE & CPRS and finalizes the authorization. 

Prior to starting this process (January 2020) with the backlog and COVID, scheduling 
diagnostic radiology was around 145 days. With this new process (started October 
2020), scheduling diagnostic radiology takes on average 12 days. 

9. After appointment date, RN/LVN/MSA/PSA calls provider's office to request 
faxed report and images on a disc and will fax three requests for records on 
three separate days to providers office to assist with obtaining the records. 
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10. Facility community care and radiology department are working together to 
continue support for retrieving diagnostic radiology reports and imaging discs 
in a timely manner. 
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1.3 Community Care Self-Scheduling 

To maintain Veteran-centric care and allow Veterans to be active participants in 
their own care delivery, the Office of Community Care (OCC) has created a 
process for Veteran's to schedule directly with community care providers by 
using the community care self-scheduling process. 

In the VSS process, the VA provides administrative support so Veterans and 
community providers can work together to schedule appointments. The VA does 
not schedule the community care appointment directly with the community 
provider unless scheduling assistance is determined to be necessary by 
community care clinical staff. For more detailed information on the VSS process, 
please review the Veteran Self Scheduling SOP. And the OCC Field Guidebook  
Chapter 3 How to Perform Care Coordination, Section 3.16, Community Care 
Veteran Self-Scheduling Process.  

Veteran Self-Scheduling and Appointment Documentation: 

Identified 
Need/Challenge 

Process 
Implemented 

Why is this a "strong 
practice?" 

. - 

Resources/ References 

Cheyenne VAMC 
facility community 
care office identified 
community care 
usage continually 

Local SOP 
created for staff 
to gather 
scheduling 
preferences, 

Educating Veterans and 
eliminating Veteran 
community care 
scheduling from VA 
empowers Veteran 

OCC Field Guidebook 
chapter 3, section 3.16. 

OCC Veteran Self-

 

Scheduling SOP 
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increasing and create, and send responsibility and 

 

outpacing staffing 
levels, combined 

referral packets, 
and close 

engagement in their 
care, while also freeing 

Self Scheduling Report 

 

with lack of consult. up FTE resources Use of the Consult 
consistent and 

 

which can be used for Tracking Manager (VISN 
documented Veterans are other administrative specific). 
practices and a gap provided with tasks, creating fewer 

 

in Veteran information mistakes, and Scheduling letters printed 
knowledge on needed to make shortening scheduling to off-site HIPPA-

 

community care. their own 
appointments, 

times. compliant location (time 
not needed for folding). 

PROCEDURES 

 

m 
.. . 

General Considerations: 
• In the Veteran self-scheduling (VSS) process, the VA provides administrative 

support so that Veterans and community providers can work together to 
schedule appointments. The VA does not schedule community provider 

appointments, unless scheduling assistance is determined to be necessary by 

a RN or a Supervisor. 

STEP 
, , 

1 After a Community Care consult is received and approved by a RN... 

Contact the Veteran and opt them in by confirming their eligibility 
information, collecting their scheduling preferences, and finding a 

suitable community provider. 

• The Veteran will receive two (2) phone calls (3 if consults if for 
Mental Health services) and an Opt-In no contact letter that 
expires in 14 days. 

• Mental Health consults receive three phone calls and an Opt-in 
no contact letter that expires in 14 days. 

• Once a no contact letter has expired, the consult is referred to a 

RN to be reviewed / cancelled. 
, 

2 Immediately after opting the Veteran in... 

Create a REFDOC packet; the REFDOC includes scheduling 
information, clinical notes, and consult information. 

Upload the REFDOC to the HSRM referral. 
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PROCEDURES 

  

Add the community provider's details and the program authority to 
the HSRM referral. 
Send the REFDOC, offline referral form and HSRM information sheet 
to the community provider, via fax/HSRM. 
Create a Community Care Scheduling Letter in CPRS for the 
Veteran. The Scheduling Letter includes scheduling instructions, 
community provider information, and the VA referral number from 
HSRM. 

• The Veteran and the community provider have 21 days from the 
opt-in date to relay appointment information back to the VA. 

3 

 

' 
Once appointment details are received by the VA... 
Add the appointment information to the HSRM referral 

• This finalizes the authorization so that TriWest can pay for the 
services in the SEOC. 

• Document the HSRM referral number on the original consult, so 
that non-Community Care VA staff can refer to it. 

• Schedule the appointment in VSE or CTM, linking the consult to 
the appointment (if an appointment is not already scheduled 
and/or the consult is not already linked). 

4 

 

21 days after sending the appointing letter, if no appointment details 
have been received... 
Refer the consult to a RN if an appointment cannot be confirmed. 

• The RN will either cancel the consult or ask for more attempts to 
schedule an appointment. 

• If the consult is cancelled, fax the community provider a memo 
stating that the referral has been cancelled and is no longer 
valid. 

5 

 

After the Veteran's initial appointment date has passed... 
Contact the community provider to determine if the Veteran attended 
their appointment and, if they did attend the appointment, request 
that copies of the visit notes be faxed to the VA community care 
office. 

• Three attempts to request records are required. 
• Records can be located in JLV; look there before making any 

record requests by phone or fax. 
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PROCEDURES 

 

• Refer the consult to a RN if you cannot confirm that the Veteran 
attended an appointment and you have exhausted the required 
attempts to request records. 

• The RN will either administratively close the consult or ask for 
more attempts to request records. 

, 
6 

' 
If a Veteran no-shows or cancels a community appointment... 

• Send the Veteran a no-show letter, giving them an additional 
14 days to make their appointment. 

• After a combination of 2 no-shows and/or patient cancellations, 
refer the consult to a RN for review / discontinuation. 

, 
7 

 

If records are received by VA . .. 
• Upload the records in VistA Imaging, attaching the records to the 

original Community Care consult. 
• This will close the Community Care consult if it is not already 

closed. 
, 

  

. Phone Queue Process 

• If receiving confirmation that the Veteran scheduled their 
appointment: 

• Add the appointment date to the HSRM referral. 
• Schedule the consult in CTM/VSE as needed. 
• Document the referral # on the consult. 

• If receiving confirmation that the Veteran attended their 
appointment: 

• Verify whether VA received medical records for the 
Veteran's visits. 

• Request that the community provider fax us records if 
none have been received. 

• If receiving notification that the Veteran no-showed or cancelled 
their appointment: 

• Cancel the appointment in HSRM. 
• No-show or cancel the appointment in CTM/VSE 
• If this is the first no-show or patient cancellation, send 

the Veteran a no-show note (through CR PS), giving them 
an additional 14 days to schedule their appointment. 
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I 

• Update the consult status with the expiration date 
of the no-show letter 

• Note: If this is the second no-show or patient 
cancellation, refer the consult to a RN for review / 
discontinuation. 

• If the community provider states that they did not receive a copy 
of the VA referral... 

• Note: If this is the second time the provider states 
that they have not received a copy of the referral, do 
not resend the referral; a new provider will be 
chosen and the opt in process starts over. 

• Resend the referral to the community provider. 
• Send a new appointing letter to the Veteran, giving them 

an additional 14 days to schedule their appointment. 
• Update the consult's CTB comment with the new 

expiration date. 
• Billing Issues 

• Verify whether the Veteran's bill was for care that was 
authorized under a Community Care referral 

• Billing issues related to ER visits go the OCC ER referral 
team at 844-724-7842 

• Billing issues related to care provided on a PC3 or CCN 
referral go to Third Party Administrator. 

• VA Billing issues and billing issues for care that was not 
authorized under a Community Care referral go to the 
Patient Advocate 

Voicemails are checked at least 4 times per day: Start of day, mid-
morning, mid-day, and end of day. 
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1.4 Request for Services (RFS) Processes 

Use of the RFS Form 10-10172 is encouraged for all community provider-
requested services to include DME, Prosthetics and Sensory Aid Services. 
Additionally, utilization of this standardized form will ensure that community 
providers submit appropriate information and documents which prevents delays 
in care. Community Providers may use the 'other' section of the RFS Form 10-
10172 to request services not specifically indicated in other sections of the form, 
including radiology requests. The facility must process all RFS(s) within three 
business days of receipt; the result being RFS reviewed, approved, or denied, 
consult or order created (if approved) and notification sent to the community 
provider. 

Breakdown of RFS Process 

Identified Need / 
Challenge 

Process 
Implemented 

. 

Why is this a 
"strong 

practice?" 
. 

Resources/References 

• 
Poplar Bluff 
VAMC identified 
need for direct 
guidance on 
which community 
care staff 
members 
complete which 

Process for 
receiving and 
completing 
Request for 
Services (RFS 
Forms). 

Poplar Bluff has 
implemented this 
process  with 

clearly defined 
roles and 
responsibilities, 
to streamline 

Request for Services (RFS) 

RFS and CPO Frequently
 

Asked Questions (FAQ) 

Request for Additional Services 
(RFS) Letters (samples) 
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part of the RFS 

 

their RFS Field Guidebook 
process and how. 

 

process. 
Chapter 3, Section 3.42 

   

Request for Services 

   

Chapter 3, Section 3.43 

   

Request for Services and 

   

Management of Community 

   

Provider Request for Services. 

 

I 

  

PROCEDURES 
I 

 

• 
• 
• 

AMSA/PSA steps in RFS Process. 
RFS has been received. 
RFS received via Mail, Fax, E-Fax, HSRM or TriWest Portal. 

 

ACTIVITY 

1. Review RFS for Physician Signature and attached medical documentation. 

2. If this information is missing, follow local VAMC protocols for obtaining this 
information. 

3. Open CPRS. 

4. Open Vista Imaging Capture. 

5. Locate Secondary Authorization Folder on W: Drive. 

6. Select RFS or SAR to index. 

7. Go to CPRS and pull up Veteran. 

8. Go to Notes section. 

9. Select New Note (from Action drop down). 

10.New Visit. 

11.Visit Location — (Com Care-Clinic Name)* 

*Will depend on what is being requested. Usually it will be the service that sent in the 
request 
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Location for Current Activities 

Select the appointment or visitthat should be 
associated with the note or orders. 

 

X 

OK 

 

Encounter Location 
Cancel 

 

  

COM CARE-PS-PULMONARY Mar 19.2012:15 

         

 

ClinicAppointments Hospital Admissions New Visit 

 

 

Visit Location 

   

Date/Time of Visit 

 

      

 

COM CARE-PS-PULMONARY 

  

NOW 

  

 

IMEMESENI= 
COM CARE-PS-RADIATION 
COM CARE-PB-RHEUMATOLOGY 
COM CARE-PB-SIGMOIDOSCOPY 
COM CARE-PB-SKIL HOME HLTH IPT 
COM CARE-PB-SKIL HOME HLTH OPT v 

 

191 Historical Visit: a visit that 
occurred at some time in 
the past or at some other 
location (possibly non-VA) 
but is not used for 
workload credit 

 

      

         

12. Select Progress Note Title: 

Community Care-Request for Service Note 

Progress Note Properties 

Progress Note Title: 

      

 

COMMUNITY CARE-REQUEST FOR SERVICE NOTE PB 

   

OK 

      

 

COMMUNITY CARE-REQUEST FOR SERVICE NOTE MA A 

  

  

Cancel 

 

COMMUNITY CARE-REQUEST FOR SERVICE NOTE PB 
COMMUNITY CARE-REQUEST FOR SERVICES (RFS) LETTER MA 
rnk A Al IklITV csno=_om-li IDQT Drio CDCA/If•PC. /0=Q1 I PTTPD DP 

  

    

13.Click OK. 

14.This will bring up a boiler plate template. 

15.Review RFS/SAR to make appropriate selection: 

• DME/Prosthetics 
• Care Referral RFS Request 

Z-2 Template: COMMUNITY CARE-REQUEST FOR SERVICE NOTE PB 

DME/Prosthetics RFS Request 

r Care Referral RFS Request 

16. Enter all required Fields: 
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PROCEDURES 

Make Date DME require: (Date requested by:) 
ICD-10 Dx Code can reflect dx listed on the RFS 

r DME/Prosthetics RFS Request 
6' Care Referral RFS Request 

17 A Request for Service (RFS) form 10-10172 has been received which includes the 
following: 

Care Requested:* 
Patient need to have Pulmonary Function Testing Performed.  
To be performed at (b)(6) 

ICD-10 Dx code: *R09.89 R06.02 R07.9 I10 R42 

Date VA received request: *Mar 18,2020 1:15 

Date DME required: *Mar 18,2020 

Requesting Community Provider Information: 
Name of Ordering Provider: •  
Office:. 
Address, City, State:* 

(b)(6) 

Phone Number: " (b)(6) 

17 Signed RFS 10-10172 form is available for reference. 
r Utilization Review: 

r-  Order transposed into CPAS 

17.Add RN for selected Service. 
18.In Vista Imaging Capture: 

Select the Community Care-Request for Services Note 
Make Addendum 
Electronically Filed 

19.Complete form. 
PP -

 

A 

(b)(6) 

(b)(6) 
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*Addendum Date 

*Doc/Image Date 

*Docilma ge Type 

Specialty 

Proc./Event 

Image Desc 

'Mar 18, 2020(p12:39 

'Mar 18, 2020 
•=1

1 *Origin 

'MISCELLANEOUS - CLIN 

'MEDICINE 

'REFERRAL 

'RFS Pulmonary 3/18/20 

PROCEDURES 

Select Progress Note 

`Note The COMMUNITY CARE-REQUEST FOR SERVICE NOTE 

Note-Status-Loc 

Capture I r Batch 

Image 01_,, I 

Image Desc — Will be 

RFS (Service Type) Date RFS Signed or received 

20. Capture. 

21. Refresh CPRS to ensure RFS is attached. 

22. Follow local facility practice for RFS saving if any. 

lAtErEl 

1052 of 1607 

PROCEDURES 

• 

 

RN steps for the RFS Process. 
• 

 

RFS has been received and AMSA/PSA steps have been completed. 

  

ACTIVITY 

 

1. RN will get an additional signer alert in CPRS for Community Care-Request 
for Service Note PB (both the Primary RN and the backup). 

 

2. RN will then review the RFS Note/RFS that is in VistA Imaging for any further 
action. 

 

3. RN will make addendum to the Note and reload the boilerplate text. 

 

4. RFS's require these actions be done: 

  

a) If no action is required (e.g. Adding CPT codes) then RN must have 
conversation with Community Provider office to explain (this should 
decrease the amount of RFSs we receive) 
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b) If a new consult  is required (e.g. Continuation of care/extending 
time/referral to another specialty) then the RN will enter those consults 
in the Primary Care Providers name and hold for signature. RFS Letter 
is required to the requesting Community Provider to let them know 
what action has been taken. 

c) For services available at the VAMC  (e.g. Prosthetics, radiology, labs, 
cardiology, urology, GI) see the additional slides for internal consults. 
Will require an RFS Letter telling the requesting Community Provider 
what action has been taken on their requests. 

5. Make addendum to note, reload boilerplate: 
New Progress Note... Shift-i-Ctrl+N 

Make Addendum... Shift- CtrI.M 

Add New Entry to Interdisciplinary Note 

Attach to Interdisciplinary Note 

Detach from Interdisciplinary Note 

Encounter Shift*Ctrl+R 

Chan c Ctrl•C 

Reload Boilerplate Text 

Add to Signature List 

Delete Progress Note... Shift+ Ctrl. D 

Edit Progress Note... Shrft.Ctrl..E 

Save without Signature Shift. CU!. A 

Sign Note Now... Shift. CM* G 

Identify Additional Signers 

• Template: 
.2 Template: COMMUNITY CARE-REQUEST FOR SERVICE NOTE PEI 

DtiE/ Prosthetics RFS Request 

C Care Referral RFS Request 

C Request Status: ... 
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• Request for Services Letter Template has been added to the Boilerplate, you 
must click OK to load the RFS Letter: 

(;" Request Status: 

.6" Service has been approved. .. 

C Service has been denied. ... 

C Service will be provided under VA Provider. 

     

  

OK 

 

Li-ince[ 

     

• Enter providers address also include the Fax Number so the letter may be 
faxed to the correct location 

-,a) template: C., . *.!•.icliNI I Y LAKt.111-Q1.1t1 StKVItt NO1t Pit 

Request Status: 

Provider/Address: 

Veteran Information: 

Patient Name: 

Date of birth: 

The • has received the regueat 

from you for services that were 

not 

originally authorized in the Veterans Administration for this 

Veteran. Upon review, the following determination has been made: 

Service has been approved. 

(Authorization I 

Should you have Questions, please contact us at • 

to 

speak with a patient service 

representative. As a reminder, if applicable, return medical records within 30 

days for routine services. 
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PROCEDURES 

• When you are done, you can hit OK and you may add free text to this 
template to address the requesting Community Providers' needs. 
Request Status: 

Provider/Address: 
xxxx 
xxxx 
xxx 
xxxxx 
xxxxxxxxxxx 

Veteran Information: 

Patient Name: 
Date of birth: 

The xxxxxxx has received the request 
xxxxxxx from you for services that were not 
originally authorized in the Veterans Administration for this 
Veteran. Upon review, the following determination has been made: 
Service has been approved. 

(Authorization txxxxxxxxxx) 

Should you have questions, please contact us at xxxxxxyvvxxx to 
speak with a patient service 
representative. As a reminder, if applicable, return medical records within 30 
days for routine services. 
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1.5 Health Share Referral Manager (HSRM) 

Health Share Referral Manager is the VA system for processing community care 
referrals and authorizations. HSRM facilitates Veteran access to community care, 
enables faster care administration/better care coordination. HSRM supports 
clinical and administrative processses for care coordination by: 

• Consolidating multiple systems and generating reports. 
• Utilizing Standard Episodes of Care (SEOCS) and providing Veterans with 

timely in-network community care referrals. 
• Providing community providers with referrals and authorizations which are 

consistent with industry standards, and providing up-to-date tracking for 
every referral. 

• Decreasing the administrative burden on facility community care staff 
• Facilitating communication between facility community care staff, third-

party administrators, and community providers (who use HSRM). 

More information on how to utilize HSRM can be found in the OCC Field Guidebook, 
Chapter 3 and in the HSRM SharePoint. 

Adding Multiple Providers to an Offline Referral Form in HSRM: 

Identified 
Need/Challenge 

, 

Process 
Implemented 

Why is this a 
"strong 

practice?" 

Resources/ 
References 

    

Northern California Adding multiple This process HSRM Tool 
VAMC facility identified a providers to the allows staff to 

 

described but un- offline referral form record appointed HSRM SharePoint 
documented process for in HSRM. providers in lieu of 

 

adding multiple providers 

 

using Adobe DC HSRM End User 
to offline referral forms in 
HSRM. 

 

to edit the offline 
referral forms 
which does not 
record in HSRM. 

Guide 9.0 

PPMS SharePoint 

    

PPMS Tools 

   

PPMS site 
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PROCEDURES 

General Considerations: 

• Community Care staff often have scheduling difficulties when additional 
providers are required for the same episode of care and request their names be 
on the referral form. 

• Some stations have been using Adobe Pro to change the provider information 
on the form but that does not record in HSRM. 

• Example: Veteran requires orthopedic surgery, with diagnostic radiology, labs, 
physical therapy, etc., with a provider that is not located within a large hospital. 
The ancillary providers may require their information to be on the authorization 
prior to scheduling/rendering care. 

STEP ADDING ADDITIONAL PROVIDERS TO THE HSRM 10-0780 APPROVED 
REFERRAL FOR MEDICAL CARE (OFFLINE REFERRAL) FORM 

1 In the referral, select the Component Menu (3 vertical dots) in the top-right 
corner. 

  

I ... 

Outpatient 
Componetr. ' 

 

2 Select Options. 

Referral Deta 1, -i 

  

[ .., Print 

Offline Referral F orm 

Billing and Other Referral Information 

Referral History and Deta:ts 

Referral Precertlfication Task History 

Referral Care Coordination Task History 

Options 
4 

> Letters 

 

3 Click on Record Appointment. 
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PROCEDURES 

Referral Details 

v Print 

Offline Referral Form 

4 Select most appropriate from the drop down bar under Appointment For. 
' Setvice Requested 

' Appointment tor 

SchrtuIinq Slethod 

' Date 

' Treating Specialty 

nunify Providerlf acility 

'Appointment Location 

Provider Name 

Affiliation 

Drive Time 

Appointment Type 

Odhopedics General SEOC 109 PACT 

Physical Therapy as indicated not to exceed 15 visits. Notify VA to request addnional visits with supporting medical documentation ORTHOPEDIC-1 091 

Description 

Anesthesia consukation related to the procedure or surgery relevant to the referred condition on the consult order-ORTHOPEDIC-1 0.9(52) 

Diagnostic imaging relevant to the tethered condlon on the consul order-0RTH0PEDIC-1 0 9(V2) 

Diagnostic studies relevant to the referred condifion on the consult order incluefthg but not limited to DAG-ORTHOPEDIC-1 09 

Follow pp VGiIS for this episode of care as related to the referred COndlion on the consult order-ORTHOPEDIC-1 9911/21 

Initial outpatient evaluation and treatment for the referred condtion indicated on the consult order-ORTHOPEDIC-1.0 911/21 

Inpatient or observation admission for convications related to the surgery,proceduie " Notify the referring VA of admission status to initiate and faciitate cue 

Inpatient or observation admission for surgical procedure if Indicated-ORTHOPEDIC•1 00 

Labs and pathology relevant to the referted condition on the consul order-ORTHOPEDIC-I 09 

Occupational I herapy as indicated; not to eaceed 15 visits; Notify VA to repiest additional ViSitS with supporting medical documentation-ORTHOPEDIC-I 09 

Physical Therapy as Indicated. not to exceed 15 visits. Notify VA to request additional visite Mei supporting medical documentatIon.ORTHOPEDIC-1 0.9 

Pre-operative mthrical and cardiac clearance as indicated (including H*PAabs. EKG. CXII, ischo)-ORTHOPEDIC.1 09 

5 Select Scheduling method. 

Service Requested 

'Appointment for 

Scheduling Method 

' Date 

' Treating Specialty 

mmunity Provident acidity 

• Appointment Location 

Orthopedics General SEOC 1 0 9 PRCT 

Physical Therapy as indicated, not to exceed 15 visits, Notify VA to request addl 

Description 

Scheduled by Community Provider 

Scheduled by TPA 

Scheduled by VA 

Scheduled by Veteran 

Page 1 

Of trier .1.1•11‘11-

 

Billing and Other Referral Information 

Referral History and Details 

Referral Precertification Task History 

Referral Care Coordination Task History 

r ,  Options 

11111=111 MIll 

> Letters 
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6 

PROCEDURES 

Enter Date & Time and leave Treating Specialty as is. 

' Date 01152021 11 ' l ime 10.00 (EST) 
AmericaNew_York 

1 

" Treating Specialty • aecic Sur r 

PPMS 

Select PPMS Provider 

Provider Search 

Search. 

7 Under PPMS Provider Search, enter the NPI of in-network provider. 

PPMS Provider Search 

To find a providei enter a valid NPI 

'NM I I 

Specialty Care Provider Affliation Phone 

Select Provider, information will fill into the form automatically. 

8 Select Update in the 

Update 

— - —g 

bottom right hand corner. 

 

NOTE THIS PROCESS SHOULD ONLY BE DONE IN THE RECORD 
APPOINTMENT SECTION OF HSRM. 

9 Return to the referral, select the Component Menu (3 vertical dots) in the top-
right corner. 

 

I ... 

Iff il 

2ofi.:riAl r. • Outpatient 

 

Component Menu I 
_ 

 

10 Click on Offline Referral Form. 
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PROCEDURES 

Referral Details 

v Print 

Offline IFeferral F orm 

, lo.lv:, Billing and Other Referral Informa Menu opens PDF in a ney .., 

Referral History and Details 

Referral Precertlfkation Task History 

Referral Care Coordination Task History 

> Options 

> Lene—

  

Starting on page 3, section Appointments/Providers Assigned to the Referral 
will have the listed Provider and Appointment dates for all providers. 
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1.6 HSRM Community Provider Sign up 

Identified Need/Challenge Process Implemented Resources/References 

The Kansas City VAMC is The Kansas City VAMC Register for Virtual HSRM 
pursuing a variety of avenues 
to connect with community 

advocates for many of 
the benefits in reducing 

Training 

  

vendors in efforts to promote phone calls/faxes while HSRM Provider Information 
Sheet 

 

community provider also increasing (direct) 

 

enrollment and utilization of communication HSRM Account Creation 
the Health Share Referral 
Manager (HSRM). Due to 

between VA and 
community providers. 

Information Sheet 

 

their efforts, the VA Heartland Thus, improving HSRM Community Provider 
Healthcare System (Kansas 
City, VA Medical Center) is 

timeliness in appointing 
and care coordination 

User Guide 

 

within the top 10 number of efforts; conducts cold HSRM Community Provider 
sites having successfully 
signed-up community 

calls to vendors 
identified as having 

Quick Reference Guide 

 

providers who are also issues with obtaining Fact Sheet: HSRM Single Sign-

 

on External (SSOE) Quick utilizing HSRM. referral information, 
and uses multiple 

Reference Guide 

  

listings of identified HSRM Help Desk Support 

 

vendors (obtained 
through multiple 

Information Guide 

  

resources) as an 
opportunity to elicit 
community provider 

HSRM End User Tracker 
Template 

   

sign-up/usage of HSRM Help Desk: lb)(6) 

 

HSRM. (b)(6) 

   

HSRM Support 

   

Email: HSRMsupport@va.gov 

  

HSRM Support Points of 

  

Contact List 

   

ID.me Registration: https://id.me 

  

ID.me FAQs and Trouble 

  

Shooting Support 

  

Interactive Map of VISNs 
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PROCEDURES 

General Considerations: 

• VA facilities 
in HSRM 
packets and/or 

• VAMC utilizes 
community 
advantages 

• Direct contact 
provider's 

• Community 
resulting in 
information). 

• Advantage 
providers 
recording(s) 

• Advantage 
provider, in 
duration; 

• Removes 
documentation 
outside of 

• Reinforces 
office, and 

 

are promoting outreach to community vendors that are not enrolled 
(adding HSRM and ID.me registration documentation to referral 

within email communications). 
VA administrative community care staff to connect with 

vendors, provide HSRM sign-up information and promote the 
to utilizing HSRM. 

with community vendors is a key element to a community 
HSRM enrollment. 

Providers who utilize HSRM obtain all required referral details 
claims payment (reducing claim denials for missing referral 

to VA: VA community care staff receive records from the community 
(directly via HSRM); alleviates claims issues and allows appointment 

from the community provider. 
to community provider or community facility: the community 
utilizing HSRM, will have access to all referral data including 

start and end dates, and referral details for claims processing. 
manual process from VA providing referral and encompassing 

by means of fax, email, or other electronic communications 
HSRM. 
streamlined appointing between the VAMC, community provider 
Veteran. 

 

STEP VA Actions to Advertise Provider Enrollment of HSRM 

1 

 

• VA community care offices should employ a dedicated VA 
provider support liaison and utilize community care 
administrative staff, as they speak with providers on a regular 
basis 

• VA community care offices should assign VA facility 
community care HSRM Subject Matter Experts (SMEs) to 
work with community providers 

2 

 

• VAMC ensures their HSRM FOG information is up to date on 
the HSRM Community Care Points of Contact List 

-If updates/changes are required, coordinate the change with 
VISN/Facility assigned Field Support 

 

3 

 

• Utilizing the suggested resources provided within this 
procedure, build a HSRM advertisement packet for providers 
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PROCEDURES 

- 

and include 
outreach 

IN 
HSRM/ID.me enrollment information in all 

documents 

5 • Include advertisement of utilizing HSRM within the referral 
document (via email or fax) 

6 • Ensure the 
VHA TRAIN 

• Assist the 

provider attends HSRM and ID.me Training via 

provider in signing-up for training when indicated 
, 

7 • Create a 
resources 

• These Webinars 
monthly, 

Letter Template advertising HSRM, including 
for facility specific Webinars 

may occur bi-weekly or (at minimum) 
depending on facility personnel availability 

, 
8 • Work with 

with local 
• Create standing 

(based on 
Facebook 

• Utilize a training 
embedded 

local facility Public Affairs office to advertise HSRM 
area physicians/facilities. 

virtual presentations every-other Friday 
community provider interest) via platforms such as 
Live or WebEx. 

deck such as what is provided within the 
example here 

HSRM 
Presentation_Provid 

9 Facility HSRM SME Provides follow-up support: 
• Send follow-up emails at least twice a month 
• Assist with any issues providers are having with initiating 

HSRM sign-up 
• Encourage usage of HSRM 
• Advertise first appointment recording, uploading of medical 

documentation, receipt of full referral details, etc. 

10 • Review the 
with leadership 

• You can 
PPMS Report 
Guide on 

listing of providers enrolled with HSRM and share 
periodically 

retrieve a listing of providers utilizing HSRM via 
Build, located within the PPMS Functionality 

the PPMS SharePoint 
, 

11 • Utilize the 
access issues 
program 

National Help Desk to assist vendors with HSRM 
and entering tickets for assistance with HSRM 

issues 
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STEP Locating Community Providers for Outreach 

1 • 

• 

• 

In PPMS create a list of providers in the area, including emails; 
advertise HSRM via email or fax as provided in PPMS provider's 
profile contact information 
Utilize the PPMS User Functionality Guide to assist with 
identifying providers enrolled in HSRM and extracting reports 
Share email listing with your region's Provider Relations & 
Services FOG for assistance in conducting HSRM advertisement 
and outreach throughout local community 

2 • 
• 
• 

• 

Weekly, search all hospital pages in the area 
Reach out via the contact us pages on the Hospital's website 
Sign up for secure messaging (where available) to connect with 
community providers 
Obtain distribution listing of clinics (via clinics outlined within the 
community facility's website) and advertise directly through the 
hospital website, when available/secure access is obtained 

STEP ' Providing Outreach - Include standardized advertisement using 
various technologies 

1 • Telephone; Conduct Cold Calls 

 

• Email: send advertisement document via email located in the 
provider's profile in PPMS 

 

• Secure Messaging (via community hospital website) 

 

• Fax advertisement with Referral Package 

 

• Facebook or Linked In: Work with local Public Affairs office to 
advertise HSRM with local area physicians/facilities. Utilize 
various platforms such as Linkedln/Social Media per National 

  

Outreach Office POC materials approved by VA. 

 

• See the Social Media HSRM Advertisement Example 

  

STEP 
i 
Selling Points VA May Utilize when Advertising HSRM to 
Community Providers 

1 

  

_ 
• VAMC community care staff support the community provider 

HSRM enrollment efforts, to include ensuring HSRM SMEs are 
available by phone, email, and by eliciting HSRM 
training/presentations 
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• HSRM is Free to community providers 
• HSRM does not require software installation 
• VA Provides support and training 
• Providers receive notification via automation (e.g., email 

notification) once a referral has been processed 
• Provider may conduct acceptance/rejection of a referral via 

HSRM automation 
• Provider records appointment attendance in HSRM 
• Community clinic uploads medical documents electronically and 

directly into the HSRM referral 
• Request for Services (RFS) and Treatment Notes may be 

uploaded/recorded directly into the HSRM referral 
• Community providers may utilize the HSRM messaging tool (via 

the task option in HSRM) to communicate (to VA) general 
messages regarding patient referrals/care 

STEP 
I 
Reduced VA Community Care Processes 

 

_ 

 

1 • Referrals no longer need to be faxed or emailed to community 
providers; they may be obtained directly from HSRM 

 

• Community Provider usage of HSRM eliminates phone calls, 
em ails and/or faxes: 

  

-VA schedules Veteran directly via HSRM platform 

  

-VA receives automated community provider acceptance 

  

-VA retrieves Veteran attendance of first appointment via 
community provider's record of attendance in HSRM 

 

• VA receives notification via task list in HSRM when medical 
documentation has been uploaded into HSRM from community 
provider 

 

• VA Receives RFS and Treatment Notes directly within the 
referral, via HSRM 

Resources: 
• FGB Chapter 6 Manager and Lead References  
• Fact Sheet: HSRM Single Sign-on External (SSOE) Quick Reference Guide 
• HSRM Account Creation Information Sheet  
• HSRM Community Care Points of Contact List  
• HSRM Community Provider User Guide  
• HSRM Community Provider Quick Reference Guide  
• HSRM End User Tracker Template  
• HSRM Help Desk: (b)(6) 
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• HSRM Help Desk Support Information Guide  
• HSRM Provider Information Sheet  
• HSRM Support Email:,b)(6) va.gov 
• HSRM Support Points of Contact List  
• ID.me Registration: https://id.me  
• ID.me FAQs and Trouble Shooting Support  
• Interactive Map of VISNs  

• Letter Template advertising HSRM 
• National Help Desk  
• PPMS Functionality Guide  
• PPMS Share Point. 
• Register for Virtual HSRM Training  
• Referral Packet HSRM Advertisement  
• Social Media HSRM Advertisement Example 
• VISN/Facility assigned Field Support  

For more information, rca
6
ch out to the VHA Office of Community Care — Clinical 

Network Management(  )( ) va.gov 
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11 Community Care Consult Closure 

Although clinical documentation is not required for claims adjudication of authorized 
care; retrieval of medical records is necessary for continuity of Veteran care. Every 
effort must be made to work with the community provider to ensure that the facility 
receives authenticated information and it is scanned and/or uploaded into the Veteran's 
health record. More information, processes, and metrics are available in the Office of 
Community Care Field Guidebook Chapter 4. 

Guidance from Health Information Management 
Below are strong practices that have been identified by Health Information Management 
staff to assist in medical documentation retrieval and closure. 

Health Information Management Office of Health Informatics Practice Brief March 2021: 
Community Care — VistA Imaging Capture Best Practice and Minimum Documentation  
Requirements.  

  

• 

• 
• 

Louisville VAMC HIMs has been completing scanning for all community care 
documentation except Request for Services (RFS) forms. 
Request for Services are addressed by Community Care. 
Scanning of Medical Documents/Progress Notes is performed by HIMs. 

 

ACTIVITY 

 

1. Community care nurse reviews received documents. 
2. CC nurse writes the consult number in the top right hand corner of the physical 

document. For electronic documents, files are saved with consult number in the title of 
the document. 

3. Document is sent to HIMs. 
4. Document is saved by the consult number and attached to the consult. 

— . 
Notes 

• Important that HIMs receives the documents daily, there is no backlog. 
• Encourage providers to send electronic documents so the documents can be 

important faster. 
• Consolidated effort between local HIMs and CC to develop this process. 
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• 

 

Tucson VAMC has decentralized their HIMs department. 

  

ACTIVITY 

 

1. Community care department does all their own scanning of all consulted encounters. 

 

2. HIMs and CC share a folder on the Z drive and HIMs receives paperwork, faxes, and 
digital records for CC and scan to the folder with the proper naming convention. CC 
does the same. This is faster than inter-office mail. 

 

3. HIMs performs all the Q&A on the CC staff monthly. 

 

4. HIMs ensures scanning TMS courses and proper training are completed by new CC 
staff. 

 

5. HIMs completes all training and audits for CC staff. 

i I-
 

    

• Many HIMs and community care departments have switched from land-line faxes to 
electronic-faxes. 

• This allows staff to pull documents, review, change document names, assign, and 
upload into VistA imaging as needed. 

• Benefits include ease of working documents, less delay in receiving faxes, and less 
paper waste. 

  

M-  4 

  

• Central Western Massachusetts VAMC HIMs hired MSAs instead of File Clerks and 
responsibility for scanning is no longer in community care. 

• MSAs can do a review of documents to determine which consults to connect the 
progress notes to. Most documents do not need to be routed through community care 
for review, which has lowered scanning and turn-around time. 

• Crafted a local Scanning One Note that outlines almost every type of document that 
comes through scanning, which makes it easier for staff to remain consistent in how to 
index records. 

• Created 15 additional buttons in the "configuration file" for VistA Imaging Capture, 
which speeds up the capture process and provides confidence in capturing the correct 
button. 
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1 
• San Diego VAMC HIMs has created local SOPs for proper indexing and uploading 

of documents for community care consults. (Please also perform clinical review 
as required.) 

• San Diego VAMC Indexing SOP: 
• Includes list of all Community Care Consult titles in CPRS, and the corresponding 

CPRS notes to use when marrying consults to notes and the proper naming 
conventions. 

ACTIVITY 

San Diego VAMC Medical Document Upload process: 

Medical Record Upload Process: 
1. A community care consult is approved for care in the community, with a Standard Episode 
of Care (SEOC). The SEOC determines the number of authorized visits and specific 
parameters of care a patient will have in the community. Medical documentation should be 
uploaded to the approved community care consult. 

a. Sorting: File Clerk Scanners will receive and review virtual faxes, with some faxes 
containing the information of multiple patients within the same batch. File Clerk Scanners will 
need to separate these medical documents to ensure that all care in the community is 
related to the same approved community care consult. Each PDF containing medical 
documents should only be related to the approved community care consult and the 
associated SEOC. 

b. Unable to Locate Community Care Consult: File Clerk Scanners may receive medical 
documentation but be unable to locate a community care consult. There may also be 
occasions when medical records are received for a community care consult that was 
*discontinued. In these cases, the Lead File Clerk Scanner should place the medical 
records in the S Drive: Community Care Unresolved Medical Records. 

*Note: Based on the memorandum "Changes to Consult/Referral Management during 
COVID-19" published on September 15, 2020, discontinuing a consult is no longer to be 
utilized). 

1.PDF Naming Convention is as follows: 
i. LAST NAME, FIRST NAME, LAST FOUR, WHAT ISSUE IS 
Example: DOE, JOHN, 0000, NO CONSULT FOUND 
2. The VACC Supervisors will review and disposition these medical records. 
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, 

c. Request for Service (RFS) or Secondary Authorization Request (SAR): This care is in 
addition to the initially approved community care consult and these documents will need to 
be securely emailed to the correct staff for review. 

2. Medical records will be received by using Electronic Fax and by receiving direct mail. 
A. Electronic Fax: The File Clerk Scanners will create one PDF document with all related 
medical documentation and upload the PDF to the appropriate community care consult. The 
medical records that were downloaded will then need to be deleted from the Electronic Fax. 
The File Clerk Scanner will then need to link the uploaded medical documentation to the 
consult, which will complete the consult. 
b. Direct Mail: These records come from the Mailroom. The VACC will sort these parcels to 
ensure that only medical records are sent to HIMs. HIIMs will pick-up the medical records 
from the VACC When medical records are ready to be picked-up by HIMs staff, one of the 
below staff will notify the Lead File Clerk Scanner. 

Audits and Reporting: 
1.Completed Consults: Each Monday (or Tuesday if there is a Federal Holiday), VACC 
leadership will run a report to understand how many community care consults were 
completed the previous week by File Clerk Scanners. This information with will shared with 
HIMs. 
2. Quality Assurance: Audits will be conducted by the Lead File Clerk Scanner on a weekly 
basis to ensure that medical documentation is sorted properly prior to being uploaded and 
linked to community care consults. 

CPRS View Alerting: 
1.All VA providers that initiate community care consults must have their CPRS setting 
adjusted to enable view alerts. View alerts are needed to enable VA providers to see 
important medical information that is uploaded to community care consults by File Clerks 
Scanners that complete community care consults. 
2. Completed community care consults may require additional action by VA providers, such 
as community providers may make a recommendation to follow-up with VA provider or to a 
different specialty. This would require the VA provider to submit an in-house consult. If the 
VA is unable to provide the care needed, a community care consult should be submitted. 
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1.8 Natural Disasters Community Care Contingency Plans 

Natural Disasters — Actions when a facility is affected by natural disasters. 

)
S 

Identified Need / 
Challenge 

Process 
Implemented 

, 
Why is this a "strong 

practice?" 
Resources/ 
References 

Northern California Reliable process for Process helps assist with 

 

VAMC facility management of safety and care 

 

community care office Community Care coordination of 

 

identified need with their tracking and vulnerable Veterans and 

 

Incident Command to management of staff during natural 

 

support Veterans with consults/patients disasters. 

 

Community Care needs during natural 

  

during local wildfires 
and subsequent / 
preventative wide-
spread power shutoffs. 

disasters. 

  

PROCEDURES 

 

• Natural Disasters and Power Outages effect both Community Care Veterans 
and Employees. 

Step 

 

1 Upon receiving notification of an emergency, the Incident Command Center 
POC activates the Community Care Response Team for emergency 
operations during adverse weather, fire and/or power outages. 

• Heads up Internal notification is sent to the Supervisors/Team Leads of 
the incident and potential impact to patients and/or employees. 

• Incident Comment Center will send notification to the ERT Leads 
(POCs) regarding areas impacted by threat of fire, floods, or power 
outages. 

• Communication is dispersed internally to the service supervisors/leads 
or designees. 

2 Consult Manger or designee will pull consults within the calendar year for 
medically fragile patients to include high acuity categories of care: 

• Community Care GEC/CNH/ADHC 
• Community Care Dialysis/Hemodialysis 
• Community Care Hospice 
• Community Care Radiation Oncology 
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PROCEDURES 

 

• Community Care Medical Oncology 

 

List is then shortened to include most recent consults for those categories of 
care within the affected zip codes/counties, and removal of consults for 

 

Veterans that have expired. 

 

Note: In the event of a mass emergency such as the Camp Fire of 2018, the 
list extends to all categories of care for Veterans within the affected zip codes 
and all appointments with providers within these zip codes. 

3 Workload is distributed for outreach by Category of Care/Employee assigned 

 

Supervisor. 

 

Sample email to staff: There is an SOP Call Script (attached) for contacting 
veterans with vulnerable categories of care needed. (Insert VAMC) has 
indicated community care needs to provide outreach to these veterans to 
ensure their safety. Please distribute these lists to have your staff contact the 

 

Veterans to ensure they are aware of the outages/emergency and are 
prepared, as well as provide them with important information in case they 
need services. I have provided a link to the lists as well as a link on the SOP 
that states "Patient Contact List here." 

4 Sample SOP/Script: 

 

Please follow the script below and make sure to record the calls on the 
spreadsheet to which you have been provided access. Please make sure to 
provide warm handoffs (wait on the line until a live person is reached) if calls 
need to be transferred. 

 

Vulnerable Categories of Care for Outreach: CNH, Dialysis, Hematology, 
Hematology/Medical Oncology, and Radiation Oncology. 

 

"Good morning/afternoon, my name is and I am 
calling from the (insert VAMC) VA Health Care System on behalf of 

 

Community Care to check on your safety due to possible (natural disaster) in 
your area and to find out if we can assist you in any way from the VA. 

 

1. Do you currently have power, or have you been advised that your 
power will be shut off? 

 

2. Do you need any assistance with emergency housing, 
transportation, or other social services? 

 

3. Are you experiencing any change in your health? Problems with 
breathing or other symptoms you would like to have evaluated? 

 

4. Do you have your medications? Are you able to get your refills? In 
the event of a power outage, do your medication require 
refrigeration? 
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PROCEDURES 

 

5. Do you have any Community Care appointments during this time 
that you require rescheduling or coordination for? 

If the person answers yes to any of these questions, please be sure to get 
a good call back number so that a staff member can contact them. 

Provide information on Urgent/Emergent Care, Pharmacy, and other 
hospital provided resources here. 

All medication refill requests should be referred directly to Advice Pharmacy 
line. 

Medical symptoms during the day should be transferred to Advice Nurse. 

5 Outreach updates are provided in intervals throughout the day to the assigned 
ERT Lead within the service at 10:00am, 2:00pm and 4:00pm. 

Staff will continue to follow up with outreach until all Veterans and needs are 
accounted for. 

6 Status are reported back to Incident Comment with the below information: 

CATEGORY 
OF CARE 

COUNT DISPOSITION COMMENTS 

   

Pt. Safe/Family 
Contacted 

  

Hospice 

 

No contact/Left VM 
w/CC phone # 

    

Evacuated 

    

Pending Evacuation 

         

Pt. Safe/Family 
Contacted 

  

Radiation 
Oncology 

 

No contact/Left VM 
w/CC phone # 

    

Evacuated 

    

Pending Evacuation 

    

Medical 
Oncology 

 

Pt. Safe/Family 
Contacted 
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No contact/Left VM 
w/CC phone # 

    

Evacuated 

    

Pending Evacuation 

    

Pt. Safe/Family 
Contacted 

      

Pt. Safe/Family 
Contacted 

  

GEC/ CNH/ 

 

No contact/Left VM 
w/CC phone # 

  

ADHC 

 

Evacuated 

    

Pending Evacuation 

    

Pt. Safe/Family 
Contacted 

    

Pt. Safe/Family 
Contacted 

  

Dialysis/He 

 

No contact/Left VM 
w/CC phone # 

  

modialysis 

 

Evacuated 

    

Pending Evacuation 

    

Pt. Safe/Family 
Contacted 

  

TOTAL 
AFFECTED 

     

7 Employee Considerations — Local Level. 

If a telework employee is affected by the power outages, cannot connect to 
the network, etc., they must return to their duty station and/or take leave. 

• All teleworking employees must agree that if the bandwidth of the VPN 
or CAG networks becomes problematic to the point that their 
productivity is adversely impacted, or if the employee is unable to 
connect remotely, the employee must return to their duty station (within 
the time parameters set in their telework agreement) or take leave. 

• Outreach to all employees will include the following questions and 
affected staff will be reported forward to ERT to include: 

• Zip code 
• Employee Name 
• Incident Name 

• Questions asked of employees: 
• Are you impacted by the power outage? 
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• Are you safe? 
• Do you have any special needs affected by the outage? 

 

Employee Considerations — VISN Level Cross-Coverage 

• Community Care staff across the VISN have been given access to 
other stations' consults and HSRM, to provide coverage in the event 
one or more stations undergo significant catastrophic events which 
render Community Care staff unable to perform job functions. 

 

Provider Considerations 

Reports are also run to determine: 

• Hospitals in the affected area that have inpatient Veterans. 
• CNH & Dialysis providers that are serving 

Contact is made with these providers to ensure that they have power (are 
generators operating as normal) and water, if they need to evacuate, if they 
have contingency plans, and if care coordination is needed for their Veteran 
patients. 

1.9 Maximizing Appropriate Use of Emergency Departments in the Community 

Recent data shows Veterans have increasingly been utilizing community EDs, 
leading to potentially undesirable health outcomes. To address the heavy reliance 
on community EDs, VHA established the Care Optimization in the Emergency 
Department (CO-ED) initiative. The CO-ED initiative strives to identify best practices 
that will help us meet the following goals: (1) Decrease Revisits/Excess Utilization of 
Resources Within EDs in the Community (2) Ensure Veterans are guided to and receive 
care at the appropriate level for potential emergent or urgent needs (3) Maximize the 
number of medically appropriate transfers back to the VA from the 
community (4) Increase Healthcare delivery with VA Direct care ED/UC telehealth 
services. 

A new tool, the OCC Community Emergency Care Dashboard has been created to 
provide VISNs and VAMCs with data regarding community care ED utilization by 
Veterans and the community partners where those Veterans are seen. Each VAMC 
will complete the following actions to begin addressing the high utilization of community 
EDs for non-emergent care: 
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a. Review and outreach to the top 10 highest Veteran utilizers of community 
EDs to learn why the Veterans have been going to community EDs 
frequently and ensure appropriate support is provided to these Veterans 
within VAMCs and VA Clinics. If you have staff dedicated to review 
community care ED visits, please utilize and coordinate with your facility 
community care office. This review will be comprised of both a chart review 
and discussion with the Veterans. This is important in order to identify why 
community ED visits were deemed necessary by the Veteran, identify any 
barriers to VA care, as well as to provide education regarding VA available 
resources. 

b. Review and outreach to the top 5 community EDs/hospitals that most 
frequently provided emergency care and emergency hospitalizations for 
Veterans. VAMCs will ensure that clear relationships and expectations are 
established between the local VAMCs and community hospitals in order for 
VAMCs to help coordinate potential transfers, discharge needs, and/or 
follow-up care. VAMCs will ensure processes are strengthened or 
developed to ensure prompt notice of the community ED visits. 

c. Utilize the newly created Appropriate Community Emergency Department 
(ACED) Use Submission Tool (located on the bottom left of the ACED Use 
Homepage ACED) to document the top 10 highest Veteran utilizer analysis 
and the top 5 community ED outreach. 

d. The data for the highest Veteran utilizers and community EDs is located in 
the ACED Data section (bottom right) of the ACED Use Homepage ACED. 
VISN Business Implementation Managers (BIMs) and facility community 
care managers have been granted access to the folders containing the ED 
data for their respective sites. 

It is highly recommended that VISNs and VAMCs continue to routinely utilize the OCC 
Community Emergency Care Dashboard to efficiently provide care management and 
monitor the appropriate use of community EDs. To facilitate this continued review, 
training on the use of the OCC Community Emergency Care Dashboard and an FAQ  
document can be found on the ACED  SharePoint site as well as the community care 
hub emergency care training page Emergency Care. 

Information regarding obtaining SSN level access to the OCC Community Emergency 
Care Dashboard is located in the Restricted Emergency Care dashboard Data  
Restrictions - Power BI (powerbigov.us) and in the recorded training link provided 
above. Non-Restricted Emergency Care dashboard Emergency Care - Power BI  
(powerbigov.us). 

When submitting responses in the ACED Power App, please follow the instructions 
below: 

(1) Access the ACED Power App via the link: ACED  

(2) When submitting your top 10 Veteran information select number 1 for each unique 
Veteran submission. 
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Appropriate Community Emergency Department (ACED) Use Submissions 

1.Please submit 10 unique entries for each of your facility's top 10 high 

community ED utilizing Veterans by clicking the Community ED Highly 

Utilizing Veteran Information button to the left. 

2. Once your facility has submitted a questionnaire for each of your 10 

unique Veterans, please click the Community ED Relationship Responses 

button on the left (Button #2). Then submit 1 questionnaire to 

document your facility's responses. 
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11111-1. Click here to submit a 
Community ED Highly Utilizing 
Veteran Information response 

2. Click here to submit your 
Facility Community ED 
Relationship Responses 

U.S. Department of Veterans Affairs 

Veterans Health Administration 
Office of Community Core 

(3) The unique Community ED Highly Utilizing Veteran questions requiring completion 
for each unique Veteran submission are listed here for use in gathering information prior 
to submission. 

1. What were the Veteran's diagnoses/chief complaints at the community ED? 
2. Was the Veteran aware of available VA resources prior to self-presenting to a 

community ED? I.e. was the Veteran aware of Clinical Contact Center (C3) 
services (if available in their area)? 

3. What percentage of the time did the Veteran contact telephone care? 
4. What percentage of time did the Veteran contact the crisis hotline? 
5. Was the Veteran aware of urgent care facilities near their home? 
6. Was the Veteran in need of a Social Worker but did not have a relationship with 

VA Social Work Service? 
7. If your organization offers Tele Urgent Care, did the Veteran contact the service? 

a. If so, were they then directed by the Telehealth Urgent Care to a 
community ED? 

b. Or did the Veteran not receive resolution of their health care need after the 
Tele Urgent Care visit and decided to present to a community ED? 

8. Is the Veteran being seen at the VA for most of the same diagnoses they sought 
care for in a community ED? 

9. Does the Veteran have a VA case manager or lead coordinator for this same 
diagnosis/chief complaint? 

10. How many times in the last 6-12 months has the Veteran been seen in the 
community ED for this same diagnosis/chief complaint? 

11. How many times has the Veteran been admitted to a community facility for the 
same diagnosis/chief complaint in the last 6-12 months? 

12. For the ED visits provided in the data, what percentage of time did the VA staff 
complete a post ED/hospitalization follow-up call with the Veteran? 
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a. If a post ED/hospitalization follow-up call was completed, what percentage 
of the time was it completed within 2 days of discharge? 

13.Does the Veteran have assigned Primary Care at VA? 
a. If no, does the Veteran have VA authorized Primary Care in the 

community? 
14.Did the Veteran contact VA PACT/CC Primary Care, prior to seeking care in a 

community ED? 
a. If Yes, how many times did the Veteran contact their Primary Care? 

15.If seen, was the diagnosis/chief complaint addressed during the last Primary 
Care encounter? 

16.How many times per calendar year is the Veteran seen by their assigned 
PACT/CC Primary Care? 

17.What PACT staff are involved in the Veteran's PC care management? 
18.1s the Veteran established with VA specialty services in relation to the 

diagnosis/chief complaint seen for in the community ED? 
a. How many times per calendar year is the Veteran seen by their specialty 

care team for care related to the diagnosis/chief complaint seen for in the 
community ED? 

19.1s the Veteran established with CC specialty services in relation to the 
diagnosis/chief complaint seen for in community ED? 

20. How many times referrals per calendar year have been submitted to CC specialty 
care for care related to the diagnoses/chief complaints seen for in the community 
ED? 

21.1f the Veteran was seen for a mental health diagnosis/chief complaint, are they 
established with VA mental health? 

a. If yes, when was the last time the Veteran was seen by VA Mental Health? 
22.Was their diagnosis/chief complaint addressed during the last VA Mental Health 

encounter? 
23.How many times per calendar year is the Veteran seen by their Mental Health 

providers? 
24.1s the Veteran established with CC Mental Health services in relation to the 

diagnoses/chief complaints seen for in the community ED? 
(4) Please complete the questions for each unique Veteran submission within the ACED 
Power App. 
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New ACED Submission Screen 

VISN 

 

Station 

Veteran's Last Name 

  

Veteran Numerical Identifier 

 

 

Find items 

1. What was the Veteran's diagnosis/chief complaint at the community ED? 

2. Was the Veteran aware of available VA 
resources prior to self-presenting to a 

community ED? I.e. was the Veteran aware of 
C3 services (if available in their area)? 

Find items 

(5) Once you have completed responses, click the save icon for each unique Veteran 
submission. 

Once all necessary fields have been completed, click the Save icon to the left to submit entry. At 
the next screen hit the Home button to return to the Start screen in order to create the rest of 

your individual Veteran responses. 

Note: Please follow steps 1-5 for each of the 10 unique Veteran submissions. 

(6) After each 10 unique Veteran responses have been completed, select number 2 to 
submit Community ED Relationship responses 
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• 

    

A 

 

U.S. Dapartment of Veterans Affairs 

  

Veterans Health Administration 
Office& Community Cote 

 

Appropriate Community Emergency Department (ACED) Use Submissions 

  

     

        

1. Click here to submit a 
Community ED Highly Utilizing 
Veteran Information response 

1.Please submit 10 unique entries for each of your facility's top 10 high 
community ED utilizing Veterans by clicking the Community ED Highly 
Utilizing Veteran Information button to the left. 

2. Once your facility has submitted a questionnaire for each of your 10 
unique Veterans, please click the Community ED Relationship Responses 
button on the left (Button #2). Then submit 1 questionnaire to 
document your facility's responses. 

 

    

 

2. Click here to submit your 
Facility Community ED 
Relationship Responses 

  

        

        

(7) The unique Facility Community ED Relationship questions requiring completion for a 
one time submission are listed here for use in gathering information prior to submission. 

1. Does your VA contact local community facilities on a daily basis to determine if 
Veterans have self-presented? 

2. Do the local community EDs communicate on a daily basis with your facility 
regarding Veterans that have self-presented without prior authorization or are 
admitted to their facility? 

3. Who at your VA is responsible for contacting the local community EDs on a daily 
basis? 

4. Does your VA have adequate staffing (clinical and administrative) for care 
coordination activities? Care coordination activities include admission/continued 
stay reviews, discharge planning and VA transfer activities. 

5. Does your facility have a dedicated contact method i.e. phone line or email 
address, established for Community EDs to use to communicate with your 
facility? 

(8) Please complete the questions within the ACED Power App. 
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ACED Use Facility Community ED Relationship Response Questionairre 

VISN (Required) Station (Required) 

1. Does your VA contact local community facilities on a daily basis to determ ne if Veterans have self-presented? 

Find items 

2. Do the local community EDs 
communicate on a daily basis with your 
facility regarding Veterans that have self 
presented without prior authorization or 

are admitted to their facility? 

Find items 

3. Who at your VA is responsible for 
contacting the local community EDs on a 
daily basis? (Leave blank if unknown) 

Find items 

(9) Once you have completed, click the save icon to submit. 

Once all questions have been answered, click the Save icon to the left to submit your answers. 
At the next Screen, click the Home button if you need to submit any more highly utilized 

Veteran information for your Facility. 

To aid facilities communication with Veterans and community ED facilities the 
emergency care fact sheets were updated to provide fillable spaces for facilities to add 
their specific contact information. 

Community Emergency Treatment Reporting and Care Coordination Information for 
Veterans fact sheet 
https://www.va.gov/COMMUNITYCARE/docs/pubfiles/factsheets/FactSheet 20-43.pdf# 

Centralized Community Emergency Treatment Reporting and Care Coordination fact 
sheet https://www.va.gov/COMMUNITYCARE/docs/pubfiles/factsheets/FactSheet 27-
04.pdf#  
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1 EXECUTIVE SUMMARY 

1.1 Referral Coordination Initiative Objective 

The Referral Coordination Initiative (RCI) is the Veterans Health Administration's (VHA's) 
revised process to streamline the referral process. This change shifts the work of multiple 
clinical staff members to dedicated Referral Coordination Teams (RCTs) of administrative and 
clinical staff dedicated to Rd. 

VHA is committed to improving referral timeliness and empowering Veterans with 
understanding the full range of their care options. In response to the Maintaining Internal 
Systems and Strengthening Integrated Outside Networks (MISSION) Act implementation and 
the ongoing COVID-19 pandemic response, VHA's change to its referral process will improve 
timely access to care and the overall Veteran experience. 

Veteran feedback suggests many prefer to receive internal/direct VA care, regardless of 
eligibility for community care. The RCT provides every Veteran a complete picture of their care 
options so he/she can make the most informed care decisions. 

Without an improved consult/referral process, the scheduling of referrals will take more time 
than necessary; Veterans will have an inconsistent experience and lower satisfaction; Veterans 
may not receive all the information needed to make decisions about their health care needs. 
Veterans who prefer to receive internal/direct VA care may instead be referred to care in the 
community or vice versa. The terms consult and referral are used interchangeably throughout 
the guidebook. The intent is to have RCTs review clinically appropriate care options and 
community care eligibility (if applicable) with Veterans — then move referrals from a 
pending/unscheduled status to a scheduled status in a timely manner. 

Clinical RCTs will guide Veterans through their full range of care options including 
internal/direct care in VA and care in the community. All staff should discuss benefits of 
receiving internal/direct VA care with every Veteran. The ultimate decision regarding where 
eligible Veterans will receive their care remains with the Veteran. Administrative RCTs then 
schedule VA or community care appointments based on Veteran eligibility and preference in a 
timely manner. The aspirational goal is to move to scheduled status within three (3) days for 
internal/direct VA care and three (3) days for community care. 

RCTs at each VA medical facility will ensure Veteran care is accessible, convenient, and 
delivered in a timely manner. Veterans can expect: 

• Access to RCT support and comprehensive information about care delivery options 
including face-to-face care, all available telehealth options and telephone 

. Convenient, efficient care coordination upon initial entry into the specialty 

. Referral scheduling that reflects eligible Veteran's preference for internal/direct VA care or 
care in the community 

9 
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1.2 Purpose of Referral Coordination Initiative Guidebook 

The Referral Coordination Initiative Guidebook is a centralized source of information to support 
local deployment of RCI. Department of Veterans Affairs Medical Centers (VAMCs) and 
Veterans Integrated System Networks (VISN) are encouraged to utilize the guidance 
documents within to tailor strategies locally to improve timeliness and standardize Veteran 
education on care options both within VHA and in the community. This guide is intended to be 
used by VHA staff. 

1.3 Future Updates to Referral Coordination Initiative Guidebook 

The Referral Coordination Initiative Guidebook is a living document that will be updated as 
frequently as monthly as new guidance and tools are developed to support this work. 

10 
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2 REFERRAL COORDINATION INITIATIVE 
INTRODUCTION 

2.1 What is Changing and Why? 

Understanding the what, why, what is not, benefits and risks of this initiative clarify the reason 
we are making this change. We developed a change management tool to address these 
important questions called the Six Essential Questions. 

1) What is Changing? 

The Veterans Health Administration (VHA) is changing its existing referral process by 
implementing the Referral Coordination Initiative (RCI). RCI shifts the referral responsibility 
from providers to Referral Coordination Teams (RCTs) that include dedicated clinical and 
administrative staff. 

2) Why is it changing? 

VA is streamlining the referral experience to improve timely access to care, empower Veterans 
to make informed care decisions, and ensure only eligible Veterans who want to receive care in 
the community are being referred and scheduled into the community. 

3) Why is it changing now? 

Assessment of MISSION Act implementation and the ongoing COVID-19 pandemic response 
to health care delivery resulted in more Veterans being referred to the community than 
expected. Veteran feedback suggests many Veterans prefer to receive internal/direct VA care. 

4) What is not changing? 

VA will continue providing an exceptional Veteran experience and delivering the highest quality 
care and services aligned to each Veteran's needs and life goals — whether that is 
internal/direct VA care or care in the community. Eligibility standards for community care are 
not changing. 

5) What are the benefits of this change? 

RCTs align with VHA's modernization efforts to enhance referral timeliness and consistency, 
empower Veterans to make more informed choices about their care, and maintain high levels 
of Veteran satisfaction. 

6) What are the risks of not changing? 

Without a streamlined and consistent referral process, the scheduling of referrals will be longer 
than necessary; Veterans will have an inconsistent experience and lower satisfaction; Veterans 
may not receive all the information needed to make decisions about their health care needs. 
Veterans who prefer to receive internal/direct VA care may instead be referred to care in the 
community or vice versa. 
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2.2 Future State 

Veterans have more options than ever to receive the best, timely care. RCI's streamlined 
referral process will empower every Veteran to make more informed care decisions and 

prevent delays in scheduling critical, high quality care. 

The future state process is illustrated in Figure 1: RCT Process for Referrals. 
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Figure 1: RCT Process for Referrals 

Not all consults will result in a scheduled appointment. RCT to assess all care options including 

E-Consults, testing, medication refills, etc. 

A more detailed process map is available for reference. 

RCTs will work across Primary Care, Mental Health and Specialty Care Medicine/Surgery 

services. RCTs will: 

• Provide each Veteran with information about all appropriate care options available, 
including in-person, virtual and telephone. 

• Determine Community Care eligibility and secure Veteran appointments when 

appropriate. 

• Coordinate with clinical and administrative staff who have training in both VA in-house 

and community care scheduling processes to eliminate unnecessary steps and people 
from the process — making it easier and quicker to schedule. 

VHA aspires to achieve scheduling referrals on average within 3 days from time the referral is 

entered into the Electronic Health Record (File Entry Date) to first scheduled (1st scheduled) 

for both internal/direct care and community care. This is to assure that Veterans receive timely 

care regardless of where care is delivered. The Office of Community Care and the RCI team 
have developed a glidepath of scheduling timeliness milestones for community care that use 

12 



1094 of 1607 

multiple process improvement tools to support VAMC's journey to reach the ultimate 
aspirational goal of 3 days for both internal/direct and community care scheduling. 

22. Team Composition 

The RCT will include dedicated clinical and administrative staff with the capability of 
coordinating care for internal/direct VA care and community care needs for Veterans. The 
clinical staff within RCTs should be nurses. Sites may use Doctor of Medicine (MD), Doctor of 
Osteopathy (DO), nurse practitioner (NP) and/or physician assistant (PA) during the transition 
to RNs on this team. These team members should be cross-trained to triage internal/direct VA 
care. Additional responsibilities include: 

• Conduct initial triage on all consults/referrals. 
• Run the Decision Support Tool (DST) or determine Community Care eligibility through 

alternative means. 
• Call Veteran to review all available care options including internal/direct VA and 

community care when eligible. 

• Assign themselves the RCT User Role within CTB in order, which Simplifies and 
automates consult processes and allows for tracking of consult management actions by 
RCT members 

• Introduce the Veteran to the administrative staff member of RCT to schedule the 
appointment. 

The administrative staff members should be schedulers or the equivalent. The RCT must 
have knowledge of the referral and scheduling processes both internal/direct VA and 
community care. Cross-training of the RCT includes proper understanding of specialty care 
services internal to the VA/VISN, scheduling processes internal to the VA/VISN as well as 
community care eligibility, services offered and timeliness of care in the community. The RCT 
must be able to speak to both internal VA and community care options and processes to get 
the patient scheduled in a timely manner. 

2.3 VAMCs with Limited or No On-site Specialty Care 

All VA Medical Centers (VAMC) are required to implement RCI. VAMCs with limited or no 
onsite specialty care should work with their VISN and VAMC leadership to develop a VISN-
level inventory of available services that can be delivered either in person or virtually. VISN-
level services may be organized within Clinical Resource Hubs or as Interfacility Consults. 
VAMCs must develop appropriate service-level agreements between VAMCs for appropriate E-
Consult reviews and/or in-person/virtual care appointments for Veterans who choose this 
alternate care option within VA. Reference the VISN Referral Coordination section for more 
details. 

2.3.1 Ideal Process for VAMCs with Limited or No On-site Specialty Care 

Referring providers will inform the Veteran during his/her initial visit that the RCT will be 
contacting them within three (3) days to review their eligibilities and available care options, 
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including internal/direct care in VA and in Community Care using available modalities including 
in-person, virtual and telephone care. 

VAMCs must decide whether the RCT will be located at the site originating the referral or at a 
partner site (either a remote location or another VAMC). If the RCT is at the originating site, the 
referring provider enters an E-Consult or internal/direct consult. If the RCT is located 
elsewhere, the referring provider enters an E-Consult or inter-facility consult as appropriate. 

In either case, the Veteran will have the option to meet with the RCT or arrange a future 
meeting with the RCT prior to leaving the referring provider's office. The RCT, regardless of 
where it is located, follows the RCT Process for Referrals (please review Figure 1: RCT 
Process for Referrals). 

While each facility may develop strategies to address referral coordination, key minimum 
required strategies include: 

• Implement Referral Coordination Teams. 
• Eliminate direct entry of community care referrals by referring providers. 
• Work with VISNs to establish a network of interfacility consults between VAMCs to 

support facilities with limited or no on-site specialty care services. 
• Offer Veterans the ability to schedule a Clinical RCT appointment at check-out. 
• Identify scheduling preferences for all Veterans who choose community care. 
• Utilize RCI Clinical and Administrative staff model recommendations to support a 

dedicated RCT. 

2.3.2 What This Means for Veterans 

Local RCTs help Veterans make more informed decisions about their care while ensuring their 
appointments are scheduled in a timely manner for the care they need. RCTs review and 
discuss all clinical care options, including potential community care eligibilities with Veterans. 
VA will continue provide an exceptional experience and deliver high-quality care and serviced — 
whether the Veteran chooses internal/direct care in VA or care in the community. 

With RCI, every referred Veteran can expect: 

• A warm handoff from their referring provider's office to an RCT member either in-
person, via VA Video Connect, or telephone 

• An RCT point of contact to guide them through the referral process and their full care 
options 

• A referral to move from a pending/unscheduled status to a scheduled status within 
three days for VA care and three days for community care 

2.3.3 What This Means for Staff 

In addition to providing a better experience for Veterans, RCI helps VA staff prioritize 
responsibilities. RCI will unburden referring providers from specialty care specific discussions 
around referrals and will allow them to focus on internal/direct patient care, initiating the 
"Choose VA" conversation with Veterans, and identifying future care needs of the Veteran. 
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Dedicated facility-level RCTs serve as an extension of Primary Care, Mental Health, and 
Specialty Care providers. They will review and triage referrals and discuss with the Veteran all 
available options for care locally, virtually, in other VA locations and community care based on 
eligibility. 

ROT will allow Specialists to work at the top of their license, focusing on delivering 
internal/direct patient care for Veterans. In addition, all referrals going through the 
RCT/specialty care will eliminate the direct entry of community care consults from referring 
providers to provide a more streamlined, consistent and thorough approach to the referral 
process, ensuring Veterans are offered care modalities both within VA and in the community 
that best meet their needs. 

RCI will help maintain funding of specialty care and subsequent resources that allow VA to 
deliver the highest quality care. RCI aligns with VHA's Modernization and High Reliability 
Organization efforts through commitment to good financial decisions that best serve Veterans, 
including value-based utilization of both direct care and community care. 

2.4 Support 

Trainings, scripts, communications materials, dashboards, change management tools, and 
field-developed strong practices will be deployed to support this initiative. Further guidance on 
these materials will be provided in future iterations of this guide, as well as ROT meetings. 

This iteration of the guidebook includes guidance on How to Get Started, ROT operations, 
Error! Reference source not found., Best Medical Interest (BMI) information, DST changes, c 
ommunity care scheduling and examples for strong practices. 

The email group for the RCI is VHARCIOva.gov. 
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3 ROLES AND RESPONSIBILITIES OF RCI 
It takes a comprehensive and collaborative approach to implement RCTs at both the local and 
VISN level. We have outlined the general roles and responsibilities of various VISN and local 
facility staff to give you a better understanding of the RCI's collaborative nature. This list may 

not be exhaustive of all roles. 

3.1 Executive Sponsors and Facility/VISN Leadership Support 

Each VAMC and VISN will identify an Executive Sponsor to support the Referral Coordination 
Initiative. Executive Sponsors are responsible for ensuring their facility and VISN are fully 

supporting and moving RCI forward. Executive Sponsors remove barriers to improving 

processes identified by the project team as appropriate. 

The Executive Sponsors should be a member of the Executive Leadership Team (ELT). We 

recommend the VISN Executive Sponsor be the Chief Medical Officer (CMO) (and the Chief 
Nursing Officer (CNO), if applicable, may also be appointed). We recommend the facility-level 

Executive Sponsor be the Associate Director for Patient Care Services (ADPCS), Chief of Staff 

(COS) or Deputy COS. 

Process improvement is most effective when leaders: 

• Demonstrate effectiveness in clarity of vision, decision making, relationship building, 
inclusion and conflict management. 

• Enhance and cultivate leadership capabilities in project team. 

• Empower the organization and teams to think, act, and move as a network. 

From planning to post-implementation, the leadership will act as a network and utilize the six 
essential change management questions to establish accountability. 

3.1.'1 Facility Executive Sponsors and Leadership 

Facility Executive Sponsors serve as the catalyst to promote RCI buy-in and implementation at 
the facility level. Executive Sponsors oversee the development of a multidisciplinary 

Implementation Team. Staffing model suggestions are available in the Staffing, Reallocation of 

Resources, and Productivity Goals Section.  

Facility Executive Sponsors' responsibilities include: 

• Establish RCT oversight in a new and/or existing committee structure (please review 
the RCT Oversight Section for 508 compliance). 

• Attend the facility's Referral Coordination recurring meetings. 

• Ensure all relevant RCI matters (including progress, implementation updates, barriers, 
action plans to remove barriers, etc.) are recorded and routed through the facility's 

governance structure. 

• Oversee and develop multidisciplinary RCTs. 
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3.1.2 VISN Executive Sponsors and Leadership 

VISN Executive Sponsors serve as the catalyst to promote RCI goals and expectations to 
facility executive leadership team, service chiefs and other leaders as needed to ensure RCI is 
successfully implemented within the VISN. The VISN referral coordination leadership (VISN 
Executive Sponsor and Champion) oversees RCI implementation across all VISN facilities and 
development of VISN level teams as appropriate. 

VISN Executive Sponsors' responsibilities include: 

• Establish VISN RCI oversight in a new and/or existing committee structure (please 
review the RCT Oversight Section  for 508 Compliance). 

• Maximize VA resource utilization within VISN by overseeing resource capacity, 
efficiency and productivity. 

Please review the Funding Referral Coordination Teams 

Additional funding will not be provided for this initiative. We expect Executive Sponsors to 
develop the RCT by leveraging staff already supporting administrative and clinical areas that 
will benefit from the improved process to address (please review the Staffing, Reallocation of 
Resources, and Productivity Goals Section). Referral coordination is already being done at 
most sites, but it may not be coordinated based on the current process. Facilities and VISNs 
that do not have this staff on hand may need to add additional resources. 

3.2 RCT Oversight 

RCT oversight is critical to the success of Referral Coordination. Local facilities and VISNs 
need to oversee the RCI development, implementation and evaluation to ensure RCI progress 
is moving forward as expected. This can be accomplished through either establishing an RCT 
Oversight Committee or incorporating RCT oversight into an existing committee as a standing 
agenda/reporting item. Examples of existing committees include (Access Committee, OCC 
Oversight Council, Consult Steering Committee). 

To meet the intent of RCT oversight, the following key stakeholders should be included in the 
development of a new committee or included in current committee structure: 

• Executive Clinical Leadership 
• Administrative Officer and/or Chief, Medical Service 
• Administrative Officer and/or Chief, Surgical Service 
• Administrative Officer and/or Chief, Primary Care Service 
• Administrative Officer and/or Chief, Mental Health Service 
• Administrative Officer and/or Chief Physical Medicine and Rehabilitation Service 
• Administrative Officer and/or Chief, Neurology Service 
• Administrative Officer and/or Chief, Strategic Planner 
• Administrative Officer and/or Chief, Dental Service 
• Administrative Officer and/or Chief, Healthcare Administration Service 
• Administrative Officer and/or Chief of Staff or designee 
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• Administrative Officer and/or Chief, Community Care 

• Group Practice Manager (GPM) 

RCT oversight ensures RCI implementation is staying on track. Below are key actions to 

include in the committee meeting. 

• Review, customize, and update charter to include RCT oversight (please review the 

RCT Oversight Section  for 508 compliance) 

• Establish regular reporting cadence for RCT implementation/progress. 

• Develop a mechanism to track action items and ensure follow-up as suitable to the 

facility/VISN needs. 

• Review key indicators and metrics presented by the implementation team (please 

review the Data and Measuring Success Section).  

3.3 RCI Champions 

Referral Coordination Champions are key to the success of RCI. They will drive the 

development, implementation and evaluation of the RCT. An RCI Champion will be appointed 

at each facility and at the VISN. We recommend facility Champions be the GPM and the VISN 

Champion be an RCI Manager and/or Business Implementation Manager (BIM). 

3.3.1 Facility Champion 

Facility Champion responsibilities include: 

• Identify and lead RCI Implementation Team. 

• Disseminate information and communication materials to staff. 

• Help operationalize the RCTs. 

• Identify, address, and report barriers to the Executive Sponsors. 

• Track implementation progress and metrics (please review the Data and Measuring 

Success Section). 

• Provide feedback to the local RCI implementation team and VISN RCI Leadership on 

overall initiative progress and ways to improve implementation moving forward. 

2 VISN Champion 

The VISN referral coordination leadership (VISN Executive Sponsor and Champion) oversees 

RCI implementation across all VISN facilities and development of VISN level teams as 

appropriate. 

VISN Champion responsibilities include: 

• Ensure consistency of RCT functions and use of RCT tools across facilities. 

• Disseminate appropriate RCI materials. 

• Develop VISN-level triage tools as needed. 

• Develop and manage VISN RCT as appropriate. 
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3.4 Clinicians Related to the Referral Coordination Process 

3.4.1 Referring Provider 

The referring clinician are the first step in the referral process. 

The referring clinician will: 

• Participate with Specialty Care and RCT in the development and/or updating of service 
agreements. 

• Follow established pre-referral guidelines/clinical pathways outlined in the electronic 
health record prior to entering a consult/referral. 

• Enter consults prior to concluding the appointment, where applicable. 
• Communicate with patient about the basic referral coordination process. 

o Referring provider enters referral. 
o RCT will review/triage/gather additional information and determine care options 

available both at VA and in community. 
o RCT will communicate with patient care options and allow Veteran to decide 

regarding where to schedule. 
o Provide Veteran with the RCT Fact Sheet (coming soon). 

3.4.2 Facility Clinical Specialty Care Service 

Facility clinical specialty services are responsible for providing subject matter experts to 
support RCTs. During the early phase of forming RCTs, facility clinical specialty services will 
work collaboratively with and train the RCT team to understand specialty care needs and 
services offered. They will build a collaborative relationship so that the RCT is an extension of 
the specialty service. They maintain ongoing collaboration and manage quality control with 
RCT clinical staff in the triage/scheduling process. 

Facility clinical specialty services responsibilities include: 

• Collaborate with RCT and referring providers to develop pre-referral guidelines, clinical 
pathways, modifications of consult templates as needed, and service agreements. 

• Develop clinical triage tool that encompasses the collaborative RCT process (pre-
determined clinical and scheduling guidelines utilized by the RCT for consult review, 
triage, documentation and scheduling). 

• Provide specialty service training to the RCT Triage/Scheduling Team on the triage and 
scheduling of referrals in the designated services (please review the How to Get Started 
Section). 

• Retain the overall responsibility of designated triage and management of referrals that 
do not easily conform to guidelines. 

• Facilitate ongoing collaboration with RCT by working on day-to-day communication 
regarding triage and scheduling. 
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3.5 Referral Coordination Team 

RCI establishes dedicated local and/or VISN RCTs to manage all consults/referrals. RCTs 
support the national standardization of how VHA addresses referrals and align with the future 
deployment of Cerner and efforts to standardize referral templates. 

RCTs serve as the liaison between referring providers and specialty care services. They 
remove an administrative burden from clinicians, enabling them to spend more time focused on 
Veteran care by allowing non-Licensed Independent Practitioner (LIP) staff (Registered Nurses 
(RNs)) to clinically triage consults/referrals. RCTs improve timely access to care, empower 
Veterans to make more informed care decisions, and ensure Veterans receive their chosen 
modality and location of care either within VA or in the community. 

3.5.1 Minimal RCT Composition 

RCTs are required to be staffed with administrative and clinical support to quickly receive and 
manage Veteran referrals. The minimal composition will be a clinical team member and an 
administrative team member. RCT clinical staff guide every Veteran through all internal/direct 
VA and community care options, and RCT administrative staff then schedule appointments 
based on individual Veteran eligibility and preference. 

Because of RCI's clinical nature, individuals who are licensed and qualified to assess patient's 
medical conditions either face to face, via telephone, by medical record review, etc., should be 
identified as the primary RCT coordinator. We highly recommended that an RN serves as the 
RCT clinical team member. Administrative support with Medical Support Assistant (MSA) staff 
is critical to the timely scheduling and coordination of appointments. 

3.5.2 Clinical RCT Staff 

The clinical RCT staff will receive and triage all referrals to the specialty service. This includes 
referrals both internal and those eligible for community care. Consults/referrals need to go 
through the RCT first and should not go directly to community care. 

The RCT clinical staff should ideally be a RN. Sites may use MD/DO/NP/PA during the 
transition to RNs. They should be cross trained to triage both internal/direct VA and community 
care referrals. 

Clinical RCT's responsibilities include: 

• Perform initial triage on all consults, to include determining clinical appropriateness and 
clinical triage tool/method used for the review 

• Run the DST or determine community care eligibility through alternative means. 
• Call every Veteran to review possible options for care including internal/direct VA and 

community care if eligible. 
• Assign themselves the RCT User Role within CTB in order, which Simplifies and 

automates consult processes and allows for tracking of consult management actions by 
RCT members Complete a warm hand-off (defined in RCI Operations) to the 
Administrative RCT to schedule the appointment. 
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The RCT clinical staff uses a triage tool to guide decision making and determining all options of 
care available based on Veterans clinical need. Once the clinical triage is completed, the 
Clinical RCT guides the Veteran through their full range of care options based on 
recommendations from the triage tool. This can include a clinical conversation with the Veteran 
for complex care needs and options and/or an administrative conversation based on clear 
direction from the clinical triage note. 

As previously mentioned, RCI's streamlined process is collaborative. The Clinical RCT 
collaborates with the following care team members as needed based on triage training 
protocols and training: 

• Referring provider if additional information is needed 
• Specialty providers during the daily triage process 

• Veteran to present and discuss all appropriate care delivery options (e.g., telephone, 
VA Video Connect, traditional Clinical VA Telehealth (CVT), face-to-face, community 
care) based on referral triage 

• Administrative RCT to schedule the Veteran referral appointment in a timely manner 

• Community Care handoff when appropriate 

Note: Communication and discussion with patients regarding VA care options can occur with 
both the clinical and Administrative RCT members. This is driven by the clinical nature of the 
specialty care request and considering the request's complexity or simplicity. To maintain an 
efficient RCT process, optimization of processes and having the right staff do the right task is 
essential in utilizing clinical and administrative staff to the full scope of their role. Depending on 
the specialty and complexity of care requested, it may not always require a Clinical RCT to 
communicate with patients their options for VA care. Please review the RCT Operations  
Section for more details. 

The clinical review outcomes must be captured by the clinical RCT member using the CTB 
Consult Review Tab. 

3.5.3 Administrative RCT Staff 

The RCT administrative staff will share with Veterans all their options for care during the 
scheduling process. This is driven by the RCT clinical plan/instructions documented on the 
consult. Administrative RCT should be a scheduler, MSA or equivalent. 

Administrative RCT responsibilities include: 

• Call Veterans to discuss care options and schedule appointments as indicated by the 
RCT clinical team member documentation. 

• Use of DST to determine community care eligibility as appropriate. 

• Document scheduling efforts on the consult/referral using the CTB Patient Contact 
Tab 

• Document the discussion of VA wait times vs. community wait times when appropriate. 
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• Record a Veteran's community preferences, including if a Veteran chooses to self-

 

schedule their community care appointment per Community Care Scheduling  
Enhancement Memo.  

• Analyze the travel distance to select the most appropriate clinic location. 
• Send the Veteran's appointment letter. 

• Verify the Veteran's contact information. 
• Collaborate with ROT clinical team and with facility scheduling staff as needed. 

• Ensure a warm and seamless handoff to Community Care when appropriate. 

• Develop collaborative communication processes for the local facility ROT to reach out 
to VISN RCI or assistance. 

Additional MSA guidance, including functional statement and competencies templates are 
linked below: 

• MSA Functional Statement Template 
• MSA Cornpetencies Template  

3.5.4 Clinical Pharmacy Staff 

The ROT clinical pharmacy staff should be included in the ROT where possible and partner 
with the ROT clinician when appropriate to address patient needs. 

• For service specific RCTs, the Clinical Pharmacy Services should be considered as a 
key member of the ROT for the specialty area they are aligned with. 

• For centralized RCTs, the Associate Chief of Clinical Pharmacy Services should be 
considered as an integral member of the ROT specifically to ensure that processes are 
in place so the ROT clinical nurse is aware and can identify consults where a CPS 
would be the most appropriate provider to the Veteran. 

The CPS should be involved in ensuring processes are in place so the ROT clinical 
nurse is aware and can identify consults where the CPS would be the most appropriate 
provider to the Veteran. Specific scenarios for involvement of CPS in ROT are outlined 
below. 

a Veteran is referred from primary care for pain management services. The 
Pain ROT clinical nurse reviews the chart and determines the Veteran is being 
referred for medication management of their opioid therapy. The ROT clinical 
team discusses the care needed involving the CPS and the ROT nurse calls and 
offers the Veteran an appointment with the CPS for medication optimization. 
Although this facility had wait times for the pain management physician, the 
ROT identified a patient where medication management was needed and guided 
the Veteran to the correct provider to evaluate that care rather than using his 
wait time eligibility for community care 
Veteran, after a recent HF exacerbation, is consulted to the Cardiology 
service for evaluation and management by their primary care provider. 
The Cardiology ROT clinical nurse evaluates the consult and determines the 
Veterans medication regimen is not optimized. The ROT clinical team discusses 
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the care needed involving the CPS and the RCT nurse calls and offers the 
Veteran an appointment with the CPS for medication of their heart failure 
medication regimen. Although this facility had wait times for a cardiologist, the 
RCT identified a patient where medication management was needed and guided 
the Veteran to the correct provider to evaluate that care rather than using his 
wait time eligibility for community care 

Veteran requiring MH care is referred from primary care for management of 
depression. The mental health RCT clinical nurse evaluates the consult and determines 
the Veterans medication regimen is not optimized. The MH service has wait times for 
mental health due to a current psychiatrist shortage. However, the MH health CPS does 
have openings on her schedule for the Veteran to be seen. The MH RCT nurse speaks with 
the Veteran about the role of the CPS as part of the MH team and schedules the Veteran 
with the MH CPS for evaluation. The Veteran chooses to keep his care in the VA rather 
than using his wait time eligibility for community care. 

3.6 Supplemental Role and Responsibilities Materials 

• Example of Oversight Charter (Community Care)  
• Example of Oversight Charter (Access and Consult Committee)  
• MSA Functional Statement Template  

• MSA Cornpetencies Template  
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Planning 20 

Execution 50 

Oversight 14 
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4 HOW TO GET STARTED 
Identifying and putting together Referral Coordination Teams at both the local VAMC and VISN 
takes coordination, collaboration and teamwork! Local facilities and VISNs will work with the 
National RCI Implementation Teams, using the tools and training that has been provided to 
date. The facilities use the guidebook in conjunction with the RCI Implementation Checklist to 
ensure appropriate RCI implementation. 

This section will outline steps to get your ACT off the ground. In the event there is VISN ACT 
structure in place, the local executive sponsors/champions will work collaboratively with VISN 
RCT to develop consistency between local and VISN ROT (refer to VISN Referral Coordination 
section). 

4.1 RCI Implementation Checklist 

The RCI Implementation Checklist was created to assist VAMCs with effectively implementing 
RCTs in a standardized manner, while still allowing for VAMCs to adjust as needed based on 
their unique needs. The checklist was created in collaboration with the Office of Veterans 
Access to Care (OVAC) and the Office of Community Care (OCC) and subject matter experts 
(SMEs) from respective medical centers. The checklist will allow VAMCs to strategically 
implement RCTs while ensuring that required elements are completed to successfully 
implement, execute and have oversight of the initiative. 

The RCI Implementation Checklist captures high level tasks and sub-tasks, which are broken 
down by implementation phases. Below is a breakdown of the phases and number of tasks 
associated with each phase. 

Table 1: RCI Implementation Phases and Tasks 

VAMCs will be tasked with updating their RCI Implementation Checklist bi-weekly on the 
following site, using the template within the site. Instructions on how to update the checklist can 
be found here. The VISN RCI Standards and Expectations for Fiscal Year (FY) 21 memo  
communicates this requirement. The Access Office will be using the information submitted by 
the VAMCs to track implementation progress. 

Watch 'RCI Implementation Checklist Training: here 

Additional training and resources to assist with completing the RCI Implementation Checklist 
can be found Her e  
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4.2 Develop the RCI Implementation Team 

4.2.1 Select Implementation Team Members 

The RCI Champion will work with facility Executive Sponsors to establish an implementation 
team. This team is responsible for driving change at the facility in the development and 
implementation of RCT as outlined in this guidebook. This team meets routinely with an 
agenda and action items to progress implementation. 

Recommended stakeholders are listed below: 

• Chief of Staff/Deputy Chief of Staff 
• Primary Care 
• Mental Health 

• Specialty Care 

• Community Care 
• Nursing 

• Clinic Practice Management (CPM) Team 
• GPM 
• Health Administration Service (HAS) 

• Administrative Leads 
• Public Affairs Officer (PAO) 

• Clinical Application Coordinator (CAC)'s (optional) 

• Data Analytics Group (if applicable) 

4.22 Develop Implementation Plan 

The RCI implementation team will develop a facility implementation plan, utilizing the RCI 
Checklist, Guidebook and National RCI tools and guidance. Below are key actions to follow 
when developing the implementation plan: 

• Review and compare current state at local site and recommended RCT process flow, 
roles and responsibilities. (Please review the Roles and Responsibilities of RCI  

• Conduct a workload analysis and prioritize implementation by service line/specialty. 
• Determine the best RCT model to implement for the facility. 

• Develop a facility communication/change management plan for respective 
stakeholders. 

• Develop a training plan for the key stakeholders (referring clinicians, RCT, specialty 
care service). 

• Utilize transformational coaches and VISN RCI group at their facilities or VISNs. 

4.2.3 Monitor and Communicate 

The Champion or CPM team will support ongoing communication between all necessary 
groups, including facility leadership and VISN RCI leadership. This support includes the 
following: 
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• Establish routine meetings with ELT to provide updates and feedback. 

• Attend frequent huddles with RCTs and RCT Oversight Committee to discuss key 
findings or trends. 

• Arrange meetings with Primary and Specialty Care leadership to discuss the 

collaborative nature of RCT, roles/responsibilities of each area, etc. 

• Routine communication with VAMC/VISN RCT Executive Sponsors and Champions to 
report program progress, risks and issues. 

• Collaborate with VISN RCI leadership for consistency throughout VISN, building bridges 
with other facilities for services not offered locally. 

4.3 Conduct Workload Analysis 

4.3.1 Workload Analysis 

To perform a workload analysis, it is recommended that the implementation team review the 
recommended RCT process. A more detailed process map is available. 

After reviewing the recommended process map, the implementation team reviews and 

compares the local processes with the recommended RCT process with subject matter 
experts. Following the review of local processes, the implementation team performs a gap 
analysis. The team assesses the differences to identify attributes that are needed to develop a 

successful RCT. Some questions to consider are listed below. 

When evaluating the current state: 

• What is happening (volume of referrals leaving VA, which specialties) 

• What is the impact? 

• What is the financial impact to the VA? 

When developing a future state: 

• What should happen at your facility 

• When it should happen 

• What changes need to be made for it to happen 

• Why is it better than the current situation (timeliness of care, patient satisfaction) 

• Who will benefit (quality of care, continuity of care, cost of care) 

Share the findings with appropriate stakeholders, capture input and use the information to 
inform the next steps on the checklist. 

4.4 Prioritize RCT Implementation by Service Line/Specialty 

Evaluation of internal specialty care resources and workload will help the facility determine the 
prioritization of RCT implementation for specialty care. Facilities are expected to follow the 
national guidelines/timelines for implementation of services. However, it is important to review 
a few critical items to determine where the greatest need exists: 
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1. Specialties with: 
a. Access issues/appointments with increased wait times (WT) 
b. The highest overall volume of referrals 
c. The highest community care demand 
d. The longer referral processing times 
e. Significant clinician time spent triaging 
f. Increased Veterans with drive time eligibility 
g. The highest volumes of community care referrals with Best Medical Interest 

(BMI) as the eligibility since beginning use of DST 
h. A strong clinical champion 
i. Strong academic affiliations 

2. Modalities of care being offered (i.e., Telehealth, VA Video Connect (VVC), Face to 
Face, Telephone Clinics) 

3. Time providers spend triaging consult (time that could otherwise be used to implement 
VVC, Telehealth, telephone appointments, procedures, etc.) 

4. Specialty care services not offered by the local facility but potentially offered within 
VISN 

5. Gap Analysis that includes staffing and clinical services offered at the facility and 
across the VISN 

6. Patient Self-Referral Direct Schedule (PSDS) Clinics 
a. PSDS is a process where Veterans can call a Specialty Care clinic directly to 

schedule an appointment for routine care without needing a referral. 
b. If RCT leadership feels that PSDS is resulting in inappropriate referrals into the 

community and/or irresponsible utilization of care, it is appropriate to halt the 
direct scheduling and run through RCT. 

4.4.1 Update CPRS Consult Menu 

The local Computerized Patient Record System (CPRS)/Cerner consult menu should reflect 
available services/specialties in the VISN. The following steps need to be followed: 

1. Work with Specialties and Community Care, Consult Committees, etc., to determine 
what unavailable services can be offered at the VISN or other VAMCs/the Department 
of Defense (DoD). 

a. Establish a process for Inter-Facility Consults (IFCs) and virtual care services 
where appropriate, and ensure these processes are reflected in the 
CPRS/Cerner order menus. If the service is offered within the VISN, the 
Community Care service/specialty consult should be removed from the consult 
ordering menu and or restricted to appropriate personnel only (i.e., RCT). 

b. Revisit service list monthly. If there are any changes, communicate changes to 
ordering providers. 

2. Use VISN menu of services to determine which Community Care consults are needed 
on menus for all ordering clinicians and ensure that orders are on the menus for these 
specialties. Remove Community Care (CC) referral menu to drive the in-house referral 
option. There should be very limited referrals available to referring providers in order to 
promote use of RCT and available internal care options. 

3. Establish order menu. 
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4. Work with Clinical Applications Coordinator to update consult menus for the RCI 
process (refer to the CPRS Technical Guide). 

5. Work with Clinical Applications Coordinators to give the RCT clinical and admin staff 
appropriate alerts to automatically receive the consult/referral and the ability to write on 
and process the consult appropriately. 

6. Train clinicians, schedulers, Specialties, and Community Care on updated consult 
menus and appropriate use of direct to community care consults. 

a. Train providers before the menus are setup. 

4.5 Staffing, Reallocation of Resources, and Productivity Goals 

This section will provide guidance on appropriate staffing roles and productivity goals. This 
guidance provides sites the flexibility to determine the best way to reach these desired 
outcomes given the structure and staff currently available at one's site and VISN. 

Staffing ratios are dependent on the service and how each service utilizes their nursing 
allocation may alter the ratio. Multiple tools are needed to ensure efficiency of the RCT and will 
be provided as the guidebook is developed. To be successful, the team needs to have the 
following information easily accessible: (1) clear triage directions, use of a clinical triage tool (2) 
internal and external options available and applicable to the Veteran, and (3) simple scheduling 
instructions. 

The RCT will be triaging and dispositioning the referral; informing the Veteran of their internal 
and external modalities of care options; and scheduling care. The recommended initial RCT 
triaging productivity target is approximately 25-45 referrals per day per clinical staff member 
(almost 10,000 referrals per year). Productivity measures may vary depending on the specialty 
given complexity of some services. For example, clinical triage of Oncology or Cardiology may 
take longer than Podiatry or Optometry. It is important to take this into account when 
establishing productivity metrics. Please review the Clinical Triage Recommendation Section  
below for the formula used to calculate this target. This productivity target is subject to change 
based on field level data. Changes will be reflected in future guidebook releases. 

VAMCs are required to create RCTs that will be responsible for integrating relevant information 
across specialty services, with an aim to provide Veterans with the best and most timely care 
options. RCTs at each VA medical facility will ensure Veteran health care is accessible, 
convenient, and delivered in a timely manner. Veterans can expect: 

• Access to RCT support and comprehensive information about care delivery options 
including face to face care, all available telehealth modalities and telephone 

• Convenient, efficient care coordination upon initial entry into the specialty 
• Referral scheduling that reflects the Veteran's preference for internal/direct VA care or 

care in the community (if eligible) 

4.5.1 Clinical Triage Recommendation 

Strong Practice: Approximately 25-45 referrals per day per clinical staff member or almost 
10,000 referrals per year 
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Clinical staff can triage incoming referrals, provide scheduling guidance, discuss care options 
in the service, and be a resource within the service. We recommend looking at the volume of 
referrals that specialty service receives and assigning approximately 10-25 minutes per 
referral. Considering there are 510 minutes in an 8 1/2  hour day, and 60 minutes are reserved 
for lunch and breaks throughout the day, there are truly 450 workable minutes throughout the 
day. This means that we could expect a nurse to handle up to 45 referrals per day or almost 
10,000 referrals per year (when factoring in normal leave usage). This formula may be adjusted 
locally as needed but should be close to this target. 

Ideal: 55-60 referrals per day as demonstrated by DoD Integrated Referral Management and 
Appointing Center (IRMAC) model 

For more information on #RCT#, reference RCT Operations Section, subsection #RCT#. 

4.5.2 Scheduling Recommendation 

Forthcoming in future guidebook versions. 

Preliminary information for some specialties is in the How to Get Started Supplemental 
Materials Section. 

4.5.3 Staffing Structure Consideration 

The RCT should be made up of administrative and clinical team members. The clinical Full 
Time Equivalent Employee (FTE) recommendations for RCT members are RNs, PAs, Social 
Workers (SWs), and/or Advanced Practice Registered Nurse (APRNs)/NPs. Ideally it would be 
an RN and MSA used to provide frontline care to Veterans (Please review the Minimal RCT 
Composition Section). The administrative FTE recommendations for RCT members are MSAs, 
Advanced Medical Support Assistants (AMSAs) and/or other clerical administrative roles such 
as Licensed Practicing Nurses (LPNs), Health care Technicians (HTs). 

To source the RCT member, we highly recommended for facilities to examine FTE utilization 
and re-allocate staff members first before establishing new FTE if re-allocation examination is 
inconclusive. When re-allocating, the facility should: 

• Evaluate Community Care FTE 
• Evaluate current Staff & Specialty Care Case Managers 
• Evaluate current Reasonable Accommodation Clinical Staff 
• Evaluate RN Staff vs. Inpatient Bed Days of Care (BDOC)/length of stay 

(LOS)/Occupancy 
• Evaluate current Clerical/Admin FTE & Productivity 

4.5.4 Alignment / Supervision of the RCT 

The alignment and supervision of the RCT will be based on how the facility operates day-to-
day. Some recommendations for RCT alignment and supervision are with Specialty Care 
Services, Clinic Practice Management Team (supervision vs. strong working relationship), or 
any other existing Care Coordination programs/team. 
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4.6 Identify Optimal RCT Model 

The RCI implementation team should use their workload analysis and current process flows to 
determine the most appropriate RCT Model. Sites fall into three categories: 

1. Category 1: They currently have the clinical support/nursing infrastructure in Specialty 
Care. 

2. Category 2: They are a smaller site with limited Specialty Care, but often send much of 
their Specialty Care to another VA site. 

3. Category 3: They are somewhere in in-between categories one and two, with limited clinical 
support/nursing infrastructure in place for Specialty Care they offer. 

A description of the most common RCT models with pros and cons are listed in the following 
sections. 

4.6.1 Centralized RCT Model 

The Centralized RCT model houses the entire RCT team (administrative and clinical) under the 
same management structure, but they are built and function as an extension to the specialty 
care service. For the greatest success of this centralized model, the RCT management team 
works collaboratively with specialty care leadership team to ensure that the team is trained and 
functions as an extension of specialty care. This model builds a bridge between RCT and 
specialty care to ensure accountability and consistency in how VA services are utilized to the 
full extent. 

Table 2: Pros and Cons of Centralized RCT Model 

Staff is co-located (physically or 
virtually), easing burdens on 
communication and messaging 
challenges 

• Consistency in training, processes 
and functions 

• Consistency in RCT practice due to 
singular focus consistent with RCI 
principles 

• Improved collaboration between the 
central team and specialty care 
services 

Ease of determining best use of 
VISN resources for VISN RCI 
leadership 

• Other services lose existing staff if no 
additional facility FTE added 

• Services outside the central team 
may not share extensive 
understanding of RCT model to the 
same extent as centralized RCT staff 

 

If this model is selected, the implementation team should schedule a meeting with facility 
leadership, including the COS, nurse executive and Specialty care service chiefs to coordinate 
development, implementation and education of this centralized model. Alignment of RCT under 
the COS or ADPCS is recommended. 
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4 G 2 Service Line/Specialty RCT Model 

The Service Line/Specialty RCT model is when the RCT is embedded in the existing service 
line or specialty and duties are aligned with roles of RCT members. 

If this model is chosen, the facility needs to determine who will provide oversight regarding the 

successful implementation of RCI, given the management structure potentially crosses multiple 
areas. The facility will need to bring together all key stakeholders to ensure each specialty 

service RCT is following the processes for admin/clinical functions as outlined in this 
guidebook. In addition, it is critical that the education of each RCT understand VISN resources 

available and how to connect with VISN RCI as appropriate. 

Table 3: Pros and Cons of the Specialty Line/Specialty RCT Model 

Pros Cons 

Services do not lose any FTE 
Minimal/no organizational differences 
from existing footprint though duties 
will change 

4.7 Form Referral Coordination Team 

• Additional duties added onto 
potentially already overburdened 
staff, RCT may not be the primary 
focus of the staff member 

• Potential for decentralized team 
members to see RCI as "just another 
duty" 

• Lack of consistency in practice due to 
different levels of understanding of 
the RCI goals 

• RCT functions under multiple 
management structures, which often 
silos teams and processes, making 
consistency difficult to manage 

• Difficult to educate every specialty 
service regarding VISN resource 
availability 

This section describes how to identify and form the RCT. VAMCs and VISNs have autonomy to 

staff the RCT based on current staff and specialties available locally. However, facilities must 
dedicate sufficient staffing to ensure successful RCI implementation across required specialties 

at their facility. 

The composition of this team should follow the minimum composition recommend in the Roles 
Supporting Referral Coordination Minimal RCT Composition Section. Suggested staffing 

models can be determined with analysis of your process (Please review the Conduct Workload 
Analysis Section). The facility implementation team will make recommendations regarding the 
model that best fits the facility's needs and communicate this to Executive Sponsor. 

The RCT will begin supporting our Veterans by triaging referrals and determining the care 

options available to address their care needs. 
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Please review the RCT Operations Section  regarding the details of how the RCT will function. 
Below sections outline tools the RCT must use during the referral triage and scheduling 
process. 

RCT Cross-Training 

The RCT must have knowledge of the referral and scheduling processes both internal/direct 
VA and community care. "cross-training" of the RCT includes proper understanding of 
specialty care services internal to the VA/VISN, scheduling processes internal to the VA/VISN 
as well as community care eligibility and services offered. The RCT must be able to speak to 
both internal VA and community care options and processes to get the patient scheduled in a 
timely manner. 

4.7.1 Required RCT Tools: Consult Toolbox (CTB) and Consult Tracking 
Management (CTM/CTM+) 

Consult Toolbox (CTB) 

The Referral Coordination Team Member User Role was released in CTB on 10/25/21. This 
update will go live on October 25, 2021 as part of VHA's continuous improvements to optimize 
consult management processes and improve data quality. 

Use of the RCT User Role within CTB is mandatory for all members of Referral Coordination 
Teams (RCTs) and its utilization will be incorporated in RCI outcome metrics. Reports are 
being updated in the RCI VSSC Dashboard to track utilization of the user role within CTB. 

Staff can assign themselves the RCT User Role within "User Settings" in CTB. Additional 
guidance on the use of the RCT User Role within CTB can be found in Chapter 7.2.7. 

Step 1 

RECEIVE VA CONSULT 

IConsult Review 

CC Eligibility (DST) 

Contact Attempts 

Patient Preferences 

View Consult History 

Go to CC Workflow 

User Settings 
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Step 2 

User Settings X 

User Role 

0 MSA/Clerk 

®RN 1 

0  Provider 

ISI Referral coordination team member 
_ 

 

Default clinical staff member 

   

Default scheduling staff member 

   

ESI Enable COVID-19 scheduling triage workflow 

Eg Enable button to toggle between VA (in-house) and Community Care workflow 

SAVE SETTINGS 
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Additionally, RCT members must use the CTB to forward a consult to community care (section  
2.18 in the community care field uidebook). The following CTB 2.0 TMS Courses are available 
for CTB 2.0 process specific steps: 

• Webinar: Consult Toolbox 2.0 Training Demo TMS Course 4567333 
• What's New - Consult Toolbox 2.0 (CTB 2.0) TMS Course 4568812 

ACT must also be able to capture patient preferences for community care, including if a 
Veteran chooses to self-schedule the community appointment. Please review Community Care 
Scheduling Section and/or (section 2.19 in the community care field guidebook); TMS course 
ID: 45058 specifically focuses on how to capture preferences.  

Please submit CTB process related questions to the  OCC Consult Toolbox Office Hours - 
Power Apps. Additional information on the CTB can be found in the  Consult Toolbox 
SharePoint site. This site contains CTB Fact Sheets, Q&As, user guide, consult factor data 
dictionary and much more)  

Consult Tracking Management (CTM/CTM +) 

Staff are required to use CTM/CTM + when it is available. CTM is being sunset in the 
beginning of 2022. The benefits of CTM+ include: 

• Provides a department/service view of RTCs. 
• Displays and updates consult information in real time for both direct/internal and 

community care consults. 
• Integrates with other VistA packages to provide up-to-date information on the same 

page. 
• Creates workflow efficiency by eliminating paper or duplicative systems. 
• Provides worklist view ensure every team member had up to data work list for consults 

they need to process. 
• Improves patient satisfaction by providing tools to help ensure timely completion of 

consults. 
• Monitors user performance and view numerous metrics pertaining to consult aging and 

bottlenecks. 
• Includes consult tracking unique to Community Care workflows. 
• Provides efficient, automated tools for tracking and managing RTCs. 
• Provides additional features for enhanced progress note management. 
• Provides enhanced scheduling features that allow viewing appointments by clinic. 

Steps the Implementation team should take to setup CTM+ at the site include: 

• Work with DSS on scheduling facility training after CTM+ is approved by the Network 
Director or Facility director and contract is awarded. 
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• Train staff on CTM+ and provide information brochure to impacted staff. 
• Implement CTM+ in daily operations. 

Find more information on technical aspects of CTM and recommendations for procurement. 
Additionally, any questions not addressed by the resources provided/linked to this guidebook 
should be directed to Alyssa Tsai (atsai@dssinc.com). 

4.7.2 Local Facilitation of RCT Training 

RCT training at the local level is crucial for RCT members to familiarize themselves with 
referring provider groups and more importantly, specialty care groups. The following steps 
should be followed to ensure the RCT is trained. 

1. Identify local training point of contact, who will coordinate and report on training status 
of RCT to the implementation team. 

2. Deploy training from the national RCT team. 
a. Clinical Training for RCT should follow the RCT Prerequisites: "Getting to know 

your Specialties" Prior to RCT Go-Live Section. An example of and RN 
orientation checklist is linked here and in the How to Get Started Supplemental  
Materials Section.  

b. Administrative Training for RCT guidance can be found on the National  
Standardized MSA Training SharePoint. 

3. Deploy training from locally developed SOPs to customize the training to your specific 
VAMC/VISN. 

a. The building of a triage tool for each specialty is a crucial part of RCT 
Operations  Section, it is the tool which directs RCT clinical staff on how to 
consider a patient in accordance with a specialty. More information on how to 
build and operate the tool, along with examples, can be found in the RCT 
Operations  Section.  

b. Remember to include education of RCT members on beneficiary travel, special 
mode travel, and Veteran Transportation Service availability (Disabled 
American Veterans (DAV), shuttle services, etc.). This can vary by site or VISN. 

4.7.3 RCT Prerequisites: "Getting to know your Specialties" Prior to RCT Go-
Live 

Each Specialty develops and arranges a comprehensive orientation for their designated RCT. 
If a centralized model is used, Specialty care and RCT management will work together to 
ensure all elements of RCT development are included. This should include the development of 
a clinical triage tool (Please review RCT Operations Section for details). 

1. RCT reviews Specialty process and materials to thoroughly understand their 
Specialties and function as an extension or bridge to the Specialty. 

a. Suggested activities: 
i. Overview of the Specialty 

1. Development of clinical triage tool (Please review the RCT 
Operations Section. List all services, procedures or other care 
that the Specialty provides 
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2. Services work-up orientation (i.e., what needs to be done when 
certain referrals are received: labs, procedures, other RCT 
coordination) 

ii. Specialty Care Organizational Chart 
iii. List and define roles of all the Specialty staff (admin, clinical support, 

physician, etc.) 
iv. Current Clinic Staff schedules (i.e., How is the Specialty covered and 

operate?) 
v. Current Service Agreements 
vi. Current Referral Triage Process 
vii. Scripted quality talking points (i.e., Why should a Veteran consider this 

VA specialty care clinic?) 
viii. Note/Referral Templates 
ix. Documentation expectations for the RCT 
x. List of common errors in referrals, and how identify and properly re-

disposition to correct Specialty 
2. RCT shadows Specialty, developing a working relationship and building a cohesive 

team. 
a. Administrative and Clinical RCT (admin and clinical) observe current state 

including referral triage and scheduling process. Example activities include: 
i. Spending time in the specialty clinic with the team understanding clinic 

functions, services, etc. 
ii. Reviewing consults/referrals with the providers who have historically 

triaged consults. This provides the Clinical RCT clinical insight and 
training in how best to clinically triage and disposition referrals using the 
clinical triage tool. 

iii. Spending time with scheduling team members as appropriate to better 
understand scheduling and review coordination issues. 

3. Specialty, National Program Office, and VISN leadership provide detailed "buffet" Menu 
of services the VA/VISN offers. The RCT uses this menu to determine the 
comprehensive range of services the VA offers both locally and at the VISN. RCT is 
completely aware of all options available to Veteran, within VA health care system and 
community. These options will be offered to the Veteran during the referral process. 

a. Options for care include: 
i. E-Consults 
ii. Local tele-specialty options 
iii. Telephone visits 
iv. VVC 
v. Face to face 
vi. Group visits 
vii. VISN referral options (i.e., VISN menu of services) 
viii. Other regional VA referral options (geographically close, but different 

VISN) 
ix. National tele-specialty options 
x. Community options 
xi. Other Options 
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4.8 Socialize and Educate Facilities 

Socialization and education of RCI and the newly formed RCTs are critical steps in the 
implementation process. Ensuring the facility staff understand the critical role that ROT plays in 
the referral process is central to successful implementation. The ROT serves as a liaison 
between primary and specialty care, yet they are also an extension of the specialty care 
service designed to ensure patients are well prepared for their specialty care visit, at VA or in 
the community. VA is moving to operate more like multispecialty practices, with open lines of 
communication between different clinics to ensure our Veterans are receiving timely 
coordinated care. When appropriate, this care can be delivered by VA. When our Veterans will 
be better served in our communities, we will support that care. Further guidance will be 
developed to support this change management effort, but initially it is important to make sure 
these groups understand their roles and the future benefits of this process change. 

Ideally facility socialization and education start before the ROT is formed and functioning. The 
facility Executive Sponsors/Champions and implementation team should lead this effort. Tools 
to use in the socialization/education process include: 

• Please review the Internal/Staff factsheet and Scripts for Discussing Care Options 
Section, that are available in this guidebook. 

• Executive Sponsors are encouraged to hold town halls or leadership sessions to 
communicate the importance of this initiative to all staff. 

4.9 How to Get Started Supplemental Materials 

. RCI Implementation Checklist Training 

. Limited Specialties Webinar Recordinp  

. How to Build a Triage Tool  

. Service Agreement SOP (coming soon)  
• Administrative ROT Training  
• NEJM Catalyst Article: The Referral Coordination Team: A Redesign of Specialty Care 

to Enhance Service Delivery and Value in Sleep Medicine  
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5 OPTIMIZING REFERRALS 

5.1 Consult Directive 1232 

The consult directive 1232(2) published August 24, 2016 and associated SOPs (located in the 
supplemental materials) outline the requirements for the implementation and maintenance of 
the CPRS Consult application in VHA. Specifically, responsibilities for consult status timeliness, 
responsibilities for sending and receiving services, business rules for consult set up and usage 
and oversight responsibilities are defined. The policy for the disposition and scheduling of 
consults for both Mental Health and Non-Mental Health services including provider review and 
minimal scheduling efforts are defined. The processes for disposition of low-risk consults are 
also outlined. 

5.2 Developing Care Coordination/Service Agreements 

A Care Coordination/Service Agreement is a written agreement made between any two or 
more parties, where one party sends work to the other, outlining the workflow rules. The 
agreements may exist within or between facilities. They are developed by consensus; signed 
by service chiefs from involved services; and reviewed or updated as changes are needed or 
as set forth by local medical center policy. Refer to the Care Coordination/Service Agreement 
SOP (coming soon). 

The assumption should be made that the Chief of Staff has fully endorsed the use of Service 
Agreements and has relayed that endorsement and expectation of involvement to Service 
Chiefs. Additionally, GPM and Associate GPMs would be the ideal owners of this process. 

The following checklist may be used to assist facilities in the implementation of Care 
Coordination/Service Agreements: 

1. Utilize a standard template including the following elements: 
a. Service Overview 
b. Services Provided 
c. Staffing & Availability 
d. Services Not Provided 
e. Referral Process & Expected Timeliness 
f. Required Referral Information 
g. Criteria for Discharge 
h. Review & Renew Dates 
i. Signatures from Service Chief and Primary Care Chief 
j. Contact Information for Service 
k. Appendices (items the service wants included, but do not fit into the above 

categories) 
2. Assess the current state of Service Agreements. 
3. Existing Service Agreements should be: 

a. Transitioned to the standardized template. 
b. Reviewed for accuracy by current Service Chief and/or designee. 

38 



1120 of 1607 

4. Prioritize Services without Service Agreements based on volume, complexity and 
costs. 

5. Meet and/or communicate with Service Chief regarding potential stakeholders for the 
service. 

6. Organize a kick-off meeting with stakeholders to: 
a. Provide objective of Service Agreements. 
b. Develop relationships. 
c. Create an understanding of consensus decision-making with involvement from 

Primary Care stakeholders. 
d. Assign responsibilities for sections within the Service Agreement. 

7. Coordinate follow-up meetings with stakeholders with an identified deadline for the 
completion of the initial draft. 

8. Meet and/or communicate with Primary Care Chief regarding potential Primary Care 
Providers for review of Service Agreements. 

a. Coordinate with assigned Primary Care Providers regarding input required and 
timeline of review of Service Agreements. A reasonable deadline must be 
established. 

9. Follow-up with Specialty Service stakeholders on feedback provided from Primary 
Care. 

10. Coordinate any additional meetings between Specialty Care and Primary Care 
stakeholders, if needed to come to consensus on Service Agreement. 

11. Obtain signatures on Service Agreement from Service Chief and Primary Care Chief. 
12. Publish Service Agreements to SharePoint. 
13. Educate staff on availability, location and expectations of use of Service Agreements. 

Consider adding link to Service Agreement within Consult Template. 

Refer to examples of Care Coordination/Service Agreements. 

5.3 What Makes a Good Consult? 

5.3.1 Referring Perspective 

A consult template should be developed with the initiating provider, the receiving service, and 
the patient in mind to promote ease of entry, accuracy of clinical content, and timeliness of 
completion to ensure that the patient gets the right care at the right time in the right place. 

A consult template should reflect a negotiated and mutually agreed-upon understanding of 
appropriate conditions for referral and necessary work-up prior to referral entry as embodied in 
the Care Coordination/Service Agreement. 

A simple and streamlined consult template enhances communication within patient care teams. 
The contents of the consult template should be tested for usability to assure efficiency and 
ease of data entry while minimizing response burden. 

The clinician will: 

1. Choose the consult in the CPRS orders tab. 
2. Within the consult, select STAT (within 24 hours) or Routine. 
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Screening Colonoscopy 

Does the patient have a primary 1st degree relative with history of colon 

cancer 7 • ieMr No 

Please identify if the patient has any of the following: 

r-  D• iabetes 

r-  A• nticoagulant us. 

r-  S• evere Pulmonary /ssues/Homm 02 use 

r-  D• rug Use/ ETON abuse 

r imp 
r-  N• one 

r-  O• ther: 

Has the patient had previcus pro.blems with sedation? '17.  Yes r No 
Co=ent : 

Indicates a Required Field Preview OK Cancel 
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3. If appropriate, select a specific procedure or diagnosis within that consult so the 
specialty knows how to best route it. 

4. Ensure adherence to Care Coordination/Service agreements, ordering any tests 
required for comprehensive specialty care. A consult template may or may not 
automatically prompt the clinician to place necessary orders. 

5. The consult template should be uncluttered and easy to navigate. Basic requirements 
for triage and coordination of a consult are: 

a. Indication/clinical history 
b. Reason for request 
c. Does the patient agree to this referral and has patient been told that a member 

of the Referral Coordination Team will contact him/her? 
d. Indication of patient preferred modality of care (i.e., Video telehealth, E-Consult, 

Face-to-Face) 

5.3.2 Example Consults 

The following consult template was developed by Gastroenterology (GO/0VAC and sent out 
nationally for a Screening Colonoscopy. It is very simple for the referring provider to fill out, 
contains information on the patient's other diagnoses and whether the patient has issues with 
sedation. 

II
,

 42" Reason for Request: COLONOSCOPY SCREENING OUTPT 0 X 

  

Figure 2: Screening Colonoscopy Consult Template 
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Cardiology Echocardiogram (ECHO) consult which: 

• Contains the reason for ordering the ECHO 
• Has a data object to pull in the most recent ECHO / Catherization 
• Asks for the reason the patient had a previous ECHO 

i2 Template Cardiology ECHO 

Pr < - - - -CLICK HERE TO BEGIN 
Select the Primary for performing ECHO:' 

r-  A• ssess venricular function 

r-  A• ssess valvular function/ new onset murmur 

r-  T• IA/Stroke (bubble study) 

r-  S• hortness of breath 

r-  F• /U study with onset of new symptoms 

r-  O• ther: 

Last ECHO: ECHO AND CATHERIZATIONS 

No data available 

Has patient received ECHO in last year (VA or Community Care)? 

r No 

Yes, Select Primary reason for performing ECHO in less than 1 year: 

r-  P• rosthetic valve 

r-  R• ecent admission with a cardiac condition 

r-  S• evere native valvular disease 

r-  A• cute Aortic Syndrome or Aortic Dissection 

r-  E• ndocarditis 

r-  P• ericardial Effusion 

r-  C• hange in NYHA Class for Heart Failure 

r-  O• ther: (Enter brief justification- do not type refer to note) 

*Incicates Requited Field Preview OK 

Figure 3: Cardiology ECHO Consult Template 
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5.4 Update Consult Menu 

The local CPRS/Cerner consult menu should reflect available services/specialties in the VISN. 
The following steps need to be followed: 

1. Work with Specialties, Community Care, Consult Committees, or other oversight 
committees, to determine what unavailable services can be offered at the VISN or 
other VAMCs/DoD. 

a. Establish a process for IFC and virtual care services where appropriate, and 
ensure these processes are reflected in the CPRS/Cerner order menus. If the 
service is offered within the VISN, the Community Care service/specialty 
consult should be removed from the consult ordering menu and or restricted to 
appropriate personnel only (i.e., RCT). 

b. Revisit service list monthly. If there are any changes, communicate changes to 
ordering providers. 

2. Determine which Community Care consults are needed on menus for all ordering 
clinicians and ensure that orders are on the menus for these specialties. (More 
scripting information can be found in the Scripts for Discussing Care Options Section.  

a. Remove referrals from the Community Care (CC) referral menu to drive the in-
house referral option so those clinics can have a chance to meet the Veteran's 
clinical needs and only forward to CC if a Veteran is CC eligible and opts-in 

3. Establish order menu 
4. Work with Clinical Applications Coordinator to update consult menus for the RCI 

process (refer to the CPRS Technical Guide). 
5. Work with Clinical Applications Coordinators to give the ROT clinical and admin staff 

appropriate alerts to automatically receive the consult/referral and the ability to write on 
and process the consult appropriately. 

6. Train clinicians, schedulers, Specialties, and Community Care on updated consult 
menus and appropriate use of direct to community care consults. 

a. Train providers before the menus are setup. 

5.5 Optimizing Referrals Supplemental Material 

• Consult Processes and Procedures Directive 1232 (2)  
. Consult Tips of the Week 
. Consult FAQs 
. Unable to Schedule SOP  

• Minimal Schedulinq Effort SOP  
. Consult Timeliness SOP (coming soon) 
• Consult Business Requirements (coming soon) 
. Care Coordination Service Agreement SOP (coming soon) 
. Consult Use for Established Patients SOP (coming soon) 
• Gastroenterology Colonoscopy Procedures SOP(coming soon) 
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6 VISN REFERRAL COORDINATION 

6.1 VISN Referral Coordination Program 

This section will outline the key strategies to fully engage VISNs in RCI development 
implementation. VISN Referral Coordination has two elements to consider: 

1. VISN RCI oversight, guidance and assistance to local facilities that offer limited specialty 
care 

2. VISN ROT Operations 

6.2 VISN Oversight and Offering Limited Specialty Care Support 

VISN RCI oversight, guidance and assistance to facilities offering limited Specialty Care are 
key to the overall success of referral coordination. VISN RCI leadership should provide a clear 
understanding and expectation for facilities to incorporate use of VISN resources prior to 
sending patients to community care. In addition, they will establish consistent standards and 
processes that will assist and support the local ROT in fully utilizing VISN resources. 

VAMCs that do not offer a wide array of Specialty Care services to address Veteran's health 
needs will require additional coordination. In such situations, the ROT (local or VISN) must look 
for all VA care options across the VISN to ensure that the patient is offered all internal/direct 
VA care and community care options available prior to making a decision. VA offers a variety of 
face to face, telehealth, VA Video options, all of which must be considered and offered to 
Veterans during the referral coordination process. Ensuring that local facility RCTs have 
access to a Error! Reference source not found. Section  and the ability to connect with VISN R 
CT (if available) to assist in offering the wide array of VA services available will provide 
Veterans with the best possible options to meet their healthcare needs. 

VISN RCI Leadership will: 

• Ensure streamlined processes for inter-facility consults (IFCs) and handoffs between 
facility. Consider use of a "Business Rules" within the VISN to communicate VISN 
processes and expectations. An example of this is provided (VISN20 Care Routing  
Business Rules). 

• Establish VISN ROT as a hub for the local ROT to assist in the knowledge and use of 
specialty care resources across the VISN. This will assist in building collaborative 
relationships between local ROT and VISN resources. 

• Collaborate with VISN ICC, CRH and OCC is needed in the development activities of IFC 
process, Menu of Services, Service Agreements, etc. 

• Develop service agreements between primary care, ROT and specialty care services that 
outline the roles/responsibilities to ensure smooth handoffs across the VISN. Examples of 
these are in the How to Get Started Supplemental Materials Section.  

• Support increased use of Telehealth Options, VA Video Connect (VVC) — offer this to all 
VISN facilities for services with limited specialists. 

• Evaluate the current IFC process and determine how to improve this. Consider future state 
with Cerner implementation. 
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Local and VISN 

Collaborative Structure 

Figure 4: VISN RCI Collaborative Relationship with Local RCT 

6.2.1 How to Use VISN Resources 

Ways to utilize VISN resources include: 

• RCTs can use of VISN Menu of Services to ensure all options of care are presented to 
patients. 

• RCTs can use a VISN Access Dashboard to help facilities determine wait times across the 
VISN. This will need to be modified in the transition to Cerner. 

7 How to Hand-off Referrals (IFCs) Between Facilities 

VISNs should ensure there are clear processes around IFC use (in business rules) between 

facilities. Include the local RCT in the IFC process to promote collaboration and timely 

handoffs. 
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6.3 VISN RCT 

The VISN ROT model centralizes specialty referral triage and scheduling, for a particular 
specialty. The model allows VISN ROT to search all facilities within the VISN for timely care 
that best fits the Veteran's needs. This model can be used for specialty services that are 
scarce or limited within the VISN and/or are complex and require a good working knowledge of 
VISN-level resources. 

A specially trained team of nurses and administrative AMSAs work closely with the Veterans, 
each other, and the clinical services at each facility to meet the Veteran's needs. This model is 
a great example of how to provide referral coordination and internal/direct VA services to those 
facilities who do not provide specialty care service(s) at their local facility. This model has a 
strong interdisciplinary approach, working daily with providers at the local facilities as an 
extension of the local facility specialty service. The team uses a VISN Clinical Triage Tool that 
guides the decision making of the nurse and provides pertinent information for the 
admin/scheduler regarding what services are offered at each facility. 

VISN ROT goals include: 

• Optimize the number of Veterans receiving specialty care within the VA network. 

• Maximize opportunities for care through alternative care modalities, including VA Video 
Connect, Telehealth, Phone Clinic and traditional face to face. 

• Maximize utilization of existing clinical resources across a VISN. 
• Optimize referral triage and appointment schedule process. 
• Provide consistency across the VISN utilizing established tools. 

• Decrease provider time spent triaging referrals. 

• Ensuring patients have accurate information regarding VA and community resources. 

When VISN ROT is established for a specialty across the VISN, local ROT is not needed for 
that specialty, as the VISN has chosen to provide a VISN approach to referral coordination. 
VISNs can use this approach for complex specialties and specialties where there are limited 
resources in the VISN. VISN Referral Coordination acts as the hub while the local facility ROT 
act as the spoke. The VISN Referral Coordination Hub should establish a routine meeting with 
the local RCTs to promote and provide open communication, continuity of care, consistency 
across VISN, collaboration, bridge building and open sharing of services. This will ensure VA is 
offering Veterans quality and timely care within VA. 

6.4 Strong Practice/Brief History VISN Care Routing/Referral 
Coordination 

VISN Care Routing was launched in VISN20 in 2014 in response to managing waitlist 
challenges. The VISN Care Routing Team serves as a central hub to assist facilities in the 
coordination of complex patients and scarce specialty resource needs, providing consistent 
communication regarding services available within the VISN. VISN Care Routing Business 
Rules were developed to ensure all facilities were functioning as an integrated network and to 
promote seamless and timely transitions of care from facility to facility. Multiple tools have 
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been developed to assist in the Care Routing process, including: Access Dashboard, Care 
Routing Inquiry Process, Cancer Care Interdisciplinary Team and Change in Services Process. 

In 2018, VISN20 Care Routing worked with OVAC to pilot the Specialty Care Routing Triage & 

Scheduling Model, which resulted in the VISN20 Sleep Medicine pilot, based on the DoD 

Integrated Referral Management & Appointing Center (IRMAC) model. 

What started as Care Routing in 2014 has now transitioned as the national Referral 

Coordination Initiative that can be implemented at local facilities as well as VISN. VISN Referral 

Coordination is critical to support the local RCT to maximize utilization of specialty care 
resources across the VISN when local facilities cannot provide the service. This includes 

utilizing all care modalities (e.g., face to face, Telehealth (CVT and VVC), telephone clinic and 
E-Consult). VISN RCT can look across the VISN and schedule patients at any facility within the 
VISN, per patients request. RCI promotes providing Veterans with options for internal/direct 

care within VA as well as in the community. RCT provides patients with VISN level resources 
so they can make the best-informed decision for care. 

Referral Coordination Division 

Organizational Chart 

Chief Medical Cfficerl Chief 
Nurse Executive 

VISN Referral Coordination 

Leadership 

VISN Referral Coordination Team 
Clinical 

Administrative 

Figure 5: Referral Coordination Division Organization Chart 

6.4.1 VISN Referral Coordination Roles and Responsibilities 

VISN RCT roles and responsibilities mirror those listed in Roles and Responsibilities of RCI  

Section. However, there are a few slight differences when a VISN RCT is established, which 

requires coordination and collaboration across multiple facilities. 
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VISN Referral Coordination Leadership 

Responsible for oversight of RCT triage and scheduling functions for designated services and 
facilities within VISN, including but not limited to: 

• Manage and supervise VISN RCT, ensuring adequate staffing, space, and equipment 
to meet VHA referral triage timelines. 

• Coordinate with local specialty services to implement processes, using a phased 
approach, in the designated services and facilities. 

• Collaborate with local RCT in development of hand offs when appropriate to VISN RCT. 

• Collaborate with facility leadership to maintain RCI consistency throughout VISN. 

Facility Leadership 

Responsible for collaborating with VISN Referral Coordination Leadership. 

Facility Clinical Services 

Responsible for collaborating and training the RCT in their specialty clinical services, including: 

• Develop pre-referral guidelines/clinical pathways and the RCT triage tool in the 
designated specialty. 

• Provide specialty training to the RCT team to develop them as extension of the service 

• Collaborate with VISN Referral Coordination MD and Program Manager providing 
guidance and oversight when provider input is required. 

Designated clinical services retain overall responsibility of triage and management of referrals 
that do not easily conform to triage guidelines. 

VISN Clinical RCT 

Responsibilities are the same as local Clinical RCT. However, the VISN Clinical RCT routinely 
communicates/collaborates with local facility specialty service and other RCT teams as needed 
to identify VISN resources/services available. 

VISN Administrative RCT 

Responsibilities and recommended staff (typically an AMSA) are the same as local RCT. 
However, the VISN Administrative RCT can schedule across multiple VISN facilities to offer 
and schedule internal/direct care within VA whenever possible. They collaborate with 
community care when the Veteran chooses this VISN option to ensure timely transition and 
handoff for scheduling. 

6.5 How to Get Started 

This section is like the VAMC in the How to Get Started Section. However, there are a few 
things to consider when building a VISN RCT. The following steps will help you systematically 
walk through how to identify and create a VISN RCT. 
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6.5.1 Assess Need — What Makes Sense at VISN and What Can Stay Local 

RCI success relies on identifying the appropriate specialty service to launch VISN Referral 
Coordination Triage/Scheduling. This requires a "current state" assessment across the VISN of 
specialty care services. 

6.5.2 Identify Key Stakeholders 

Stakeholders are responsible for strategic planning, reviewing specialty data, decision making 
and identification of leadership team, steering committee and workgroups. 

VISN Level Stakeholders: 

• VISN CM° 
• VISN BIM 
• VISN Primary Care Committee 
• VISN Specialty Care Access Team/ICC/Clinical Resource Hub 
• VISN Telehealth Coordinator 
• VISN Chief Nurse 
• VISN Health Administrative Service (HAS) Leadership 
• VISN CAC 
• VISN Project Manager 

Facility Level Stakeholders: 

• Facility Chiefs of Staff 
• Facility Specialty Care Leadership 
• Facility HAS 
• Facility Telehealth Coordinator 
• Facility Chief Nurse 
• Veteran 
• Veteran Experience Office (VEO) 
• Union Leadership 

6.5.3 Complete Current State Assessment 

Assess the current state by reviewing the following topics: 

• What specialty care services are scarce across the VISN? 
• What local RCT's currently exist? 
• Where is there a large volume going into community care? 
• How much time do providers spend triaging referrals? 
• What types of modalities is the service currently using (e.g., telehealth)? 
• Data gathering (community care volume, clinic timeliness, provider time triaging) 
• Current/upcoming initiatives 
• Cerner/electronic health record (EHR) 
• MISSION Act 
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• On-Demand Appointments 
• VA Online Scheduling 

o New Scheduling Software 

6.5.4 Develop Business Case 

Develop a business case by considering the following: 

• What might Referral Coordination do for my VISN? 
• How will my VISN support expansion of RCT at the VISN? 
• What resources are needed for planning? 
• What needs will be met by implementing VISN Referral Coordination? 
• How will local ROT and VISN ROT team work together? 
• Create a presentation to VISN Clinical Services and Resource Management. 

6.6 Develop and Plan 

Once VISN ROT concept is approved, we recommend holding a face-to-face Strategic 
Planning Kickoff Meeting with key stakeholders from VISN and local facilities. A kick-off will not 
increase buy-in, but it also develops and cultivates working relationships with the team invested 
in VISN ROT. 

6.6.1 Identify VISN Leadership Team 

The Leadership Team is responsible for oversight of launching VISN ROT and should include 
VISN and local facility team members and have no more than 10 individuals. Team should 
meet weekly initially to discuss implementation timeline, progress of workgroups, identification 
of barriers and decision making. 

6.6.2 Identify VISN Steering Committee or Overseeing Body 

The Steering Committee is responsible for guiding decisions related to what specialties are 
implemented VISN-wide and for the overall guidance on VISN level decision making. This 
committee can include a larger number of individuals, with everyone ideally involved in the 
initial planning sessions. This meeting group should come together monthly to review progress, 
problem solve barriers and ensure VISN ROT is moving forward. 

6.6.3 Identify Individual Workgroups 

Individual workgroups are needed to manage the large-scale change and implementation of 
ROT at the VISN level. These groups should be multi-disciplinary with an identified lead and 
clear workgroup charter with timelines. There is a considerable amount of "pre-work" that must 
be done prior to launching the VISN ROT. This "pre-work" is assigned to the workgroups listed 
below. The number of workgroups can be adjusted based on the identified need in your VISN. 

6.7 Workgroups 

Develop clear and concise Workgroup Charters for each group. 
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Example of Referral Guidelines Workgroup Charter: Develop clinical pre-referral guidelines and 
referral templates that clearly communicate to the referring provider what is expected prior to 
referral. Guidelines will be consistent across the VISN, providing uniformity and consistency for 
the referral coordination team triaging from site to site. 

List of workgroups: 

• Referral Guidelines/Pre-Work Team: Develop guidelines, referral templates, and 
clinical triage tool. 

• RCT — Triage and Scheduling Workgroup: Assemble the VISN RCT team, role of 
Clinical RCT member, role of Administrative RCT member, documentation of triage, 
SOPs, etc. 

• Care Delivery/Telehealth Workgroup (CVT, VVC, Telephone, and Store and 
Forward): Develop VISN Telehealth Service Agreement (TSA) and support expansion 
of VVC across facilities. 

• Communications Workgroup: Identify and develop training tools for local/VISN staff, 
and market and promote the VISN RCT. 

• Clinical Applications Coordinator (CAC) Workgroup: CACs are key stakeholders in 
strategic planning and are part of the workgroups. They must partake in the initial 
strategic planning and early assessment of what systems/processes are already in 
place and what needs to be built. Tools requiring CAC involvement include: Referral 
Guideline Menus, CPRS/EHR Templates, Note Titles, and assigning VISN referral 
coordination staff as recipients to alerts and Interfacility Consults. 

• Data Workgroup: Conduct baseline data gathering; ensure metrics are in line with RCI; 
perform ongoing data management/validation, patient/provider satisfaction, and data 
quality validation. 

6.7.1 Pre-Work 

Prework consists of: 

• Pre-referral Guidelines/Clinical Pathways: The referring provider must follow these 
guidelines to patient information and required studies/tests prior to entering referral. 
These guidelines are specific to the specialty service that are developed by the Referral 
Guidelines team and then embedded in the EHR. Consistent guidelines across the 
VISN for a given specialty provide consistency for the referring providers, referral 
coordination staff and the receiving specialty service. Depending on where your VISN is 
with Cerner implementation, you must collaborate with Cerner/EHR team during this 
phase. Clinical staff receiving consults must document whether the pre-work provided 
for the referral is acceptable within the CTB Consult Review tab. 

• Electronic Health Record Referral Templates: EHR referral templates include auto-
populated patient information as well as templated questions prompting the input of 
pertinent clinical information needed by the triaging clinical team. The Referral 
Guidelines team developed these templates, which are embedded in CPRS/Cerner. 
Consistent templates across the VISN ensure consistency for referring providers, 
referral coordination staff and the receiving specialty service. They should be clear and 
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simple but provide enough clinical information for the both the triaging and receiving 
team. (Note that these will change with Cerner Implementation.) 

• Clinical Triage Tool: The Clinical Triage Tool contains pre-determined clinical 
guidelines and scheduling guidelines for clinical and Administrative RCT to use for 
referral review, triage, documentation and scheduling of care. This is a specialty-
specific tool that the Triage Team and Referral Guidelines team build collaboratively. 
This is a decision-making tool for both the clinical and administrative staff, providing 
consistency from facility to facility in the triage/scheduling process. This tool takes time 
to build and can be a "living document" that is edited as the program evolves. Specialty 
providers throughout the VISN must provide input into this clinically based decision-
making tool. RCI has/will provide basic triage tool templates and a "how to build a 
triage tool." It is important to note, the clinical review method/tool must be documented 
using the Consult Review tab in CTB. 

• MCG Guidelines: An evidence-based clinical review tool focusing on the severity 
of illness and diagnosis to determine clinical appropriateness for requested 
outpatient health care services. 

• InterQual Criteria: An evidence based clinical review tool focusing on a set of 
measurable, clinical indicators, as well as diagnostic and therapeutic services 
reflecting the need for acute hospitalizations 

• Chief of Staff Approved Protocol/Local RCT Triage Tool: A Medical Center 
specific framework developed to provide predetermined criteria to guide care 
and/or referral (i.e. RCT Triage Tool, Service Agreements, Sharing Agreements 
and approved SOPs). 

• Other: Select this option upon facilities discretion based on local process. 
• VISN Service Agreement: This document outlines the expectations of the referring 

provider, VISN referral coordination team and specialty providers as patients are shared 
across the continuum of care. The Referral Guidelines team develops the VISN Service 
Agreement, which provides a common understanding of roles, responsibilities and 
expectations for sharing patients within a VISN. 

• VISN Telehealth Service Agreement (TSA): This document is required to initiate 
Telehealth Services. A VISN-level TSA can be developed for a specialty for consistency 
across the VISN. 
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6.8 Develop Performance Monitoring Plan in Line with RCI 
Expectations 

Monitoring the progress of VISN Referral Coordination triage/scheduling is integral to 
understanding the overall impact that ACT has on the VISN and local facility specialty care 
programs. RCI success depends on monitoring timeliness of VA care, community care demand 
and quality of nurse triages. Leadership must identify VISN level data management for the 
VISN ACT in collaboration and support of the local facility ACT metrics. 

Examples of performance monitors include: 

• Quality 
o Accuracy of Nurse Triage 
o % Provider Agreement with Nurse Triage 
o % Order/Plan change 
o % Order/Plan deferred to provider 
o Quality should be assessed in two periods: 1) initial training, and 2) continuing 

review. 
• Initial Training: Initial training may include a higher level of provider 

oversight in the early phases, which likely includes provider co-signature 
on triage notes until the providers feel nurses competent to triage 
independently, per triage tool. 

• Continuing Review: After the initial training period ends, nurses 
no longer co-sign specialists for review, unless the triage tool 
requires it based on patient complexity, but ongoing audit and 
feedback is essential to maintain triage accuracy and quality. 

• Timeliness and Access 
o Time to scheduling contact 
o Time to appointment 

• Community Care Demand 
o Community Care Referral volume pre/post VISN RCT 

• Provider Time 
o % provider spent triaging referrals 

• Patient/Provider Satisfaction 
o Patient perception of timeliness to care 
o Patient perception of knowing next steps in care 
o Patient perception of being treated with respect 
o Provider perception of VISN ROT impact on provider time 

6.9 Implement and Monitor 

Once the workgroups have completed the pre-work, VISN ROT training should begin. The 
Communications Workgroup will have identified key stakeholders for training and created 
training slides for the following example audiences: 
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• Referring Providers - VISN Primary Care Committee 

• Specialty Providers — VISN Specialty Team Committee 

• Facility Scheduling 

• Community Care 

• VISN RCT 

VISN RCT functions are very similar to the local RCT. However, the VISN RCT can look across 

the VISN for specialty care resources that are not available locally and provide patient's with 

expanded VA options for care. The VISN Clinical RCT has easy access to the specialists within 

the VISN for clinical inquires and triaging who are readily available to assist local RCT when 

local services are not offered. The VISN Administrative RCT can schedule at local facilities 

across the VISN, offering VVC or other appropriate modalities. 

VISN RCI implementation includes routine VISN Referral Coordination meetings, which are led 

by the VISN RCT manager and include the VISN Referral Coordination representative and 

Local RCT representative for each facility. These meetings provide a consistent forum for 

questions, identification of barriers, problem resolution, team building and refining processes 

across VISN. 

6.10 Monitor and Improve 

Ongoing evaluation of the VISN RCT is critical to the success of this program. The VISN 

Leadership Team and/or Steering Committee meet regularly to assess VISN RCT's overall 

impact. This includes routine evaluation of the baseline data as well as ongoing data. The 

routine VISN RCT and local RCT team meetings will provide valuable input on the day-to-day 

operations of the VISN and local RCT interactions and handoffs of care. 

• VISN leadership should identify changes needed to meet goals and objectives. 

VISN and Local RCTs will likely recommend updates to the triage tool; updates 

to standard operating procedures; and workflow process improvement. 

• Collect data and generate performance reporting. 

0 As VISN referral coordination expands, continue to use the RCI Data Portal to 

publicly guide timeliness of care and community care utilization. 

VISN leadership, facility leadership and national RCI leadership communication and reporting 

is critical to the ongoing success of RCI. There needs to be appropriate overseeing bodies that 

tie together VISN and local RCT's. 

6.11 VISN Menu of Services 

6.11.1 Definition and Education 

A VISN Menu of Services is defined as a document that outlines clinical services available at 
each facility within the VISN. This includes the specialty (e.g., Cardiology), the subspecialty 
(e.g., Interventional Cardiology), and the modalities offered (e.g., F2F, VVC, telehealth, or 
phone). All facilities can use a clear and consistent VISN Menu of Services document during 
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the referral coordination process to ensure VISN resources are offered and used to the fullest 
extent when the ROT is offering all care options to Veterans. 

VISN/facility education about the menu of services is important to ensure the ROT can 
leverage the full array of services in the VISN for Veteran care. The following slide deck may 

be used to educate RCTs, specialty care providers, referring providers and facility leadership. 

• What is VISN Menu of Services? 

How to use VISN Menu of Services? 

• Who can use this tool? 

• Where is it located? 

How is it updated? (see feedback loop) 

• Who to contact for questions? 

Menu of services education presentation is linked here. 

6.11.2 How to Build VISN Menu of Services 

Developing this tool will require collaboration between the VISN and facilities. Establish a team 

to lead and develop the VISN Menu of Services. We recommend that you include: VISN ICC 

Leads (e.g., MH, Specialty, Surgery, and Rehab), VISN/Facility GPMs, VISN Connected Care 

Lead, VISN CRH, VISN/Facility RCI Leads/Champions, VISN OCC Chief, Clinical Applications 

Coordinator (CAC), and Data Analysts. VISN ICC leads are a good choice to lead this effort in 

bringing together medical/surgery specialty care as well as all the other clinical services. 

If individual facilities have a Menu of Services for their site only, this can be used to populate 

the VISN Menu of services utilizing the VISN Menu of Services template. The goal is to have 

ONE Menu of Services for the entire VISN. 

A VISN may currently have a preferred template to capture the Menu of Services which can be 

used if it meets the intent described in the section above. If there is no template currently 

available, the RCI team has provided a template which can be used to build and review the 

VISN Menu of Services. 

The following steps should be followed on how to build a VISN Menu of Services, outlined 

below: 

Step 1: Ask and gather from facilities any Menu of Services documents they currently use. 
Work with clinicians/facilities to develop a list of subspecialities and detailed clinical offerings 
for each specialty (e.g. instead of ophthalmologist, determine if you have cornea specialists, 
retina specialists, glaucoma specialists, etc.) 
"The following care routing tool can be used to determine what clinics are available for your 
VISN. Care Routing - Summary - Power BI Report Server (va.gov)  

Step 2: VISN Menu of Services workgroup lead will populate Menu of Services worksheet with 
each specialty and subspecialty and facility name based on any facility specific current Menu of 
Services document. 

*Recommended template for VISN Menu of Services is linked here. 
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Step 3: Educate GPMs across the VISN about the intent of what is needed, why it is needed, 
and when it should be returned to the VISN. 

Step 4: Send ExtraView (EV)/Suspense to each facility within the VISN and allow 3 weeks to 
complete. Instruct each facility to complete their list of specialties, subspecialties, and 
modalities offered for these services. The following language was used on the VISN 7 EV: 

As discussed during the VISN7 GPM Bi-Monthly call, 2/24/2021, as part of the National 
Referral Coordination Initiative, Network Offices are required to develop an inventory of 
clinical services within their VISN. 

Attached to this EV is a spreadsheet with two tabs (one for surgical services and one for 
medicine services). VISN7 network office is requesting that each site completes all 
services on each tab. Facilities should respond either "yes" or "no" to whether you offer 
these services and then which modalities you offer them in (e.g. F2F, VVC, TELE). An 
example of a response would be like this "Yes — F2F/VVC/TELE". 

This request is due back to the network office by 3/12/2021. 

For any questions related to this EV, please contact (insert POC email] or via phone at 
(insert POC telephone number). 

Step 5: VISN Menu of Services workgroup lead will compile all information submitted by 
facilities into a single spreadsheet and make corrections as needed. 

Step 6: Post the VISN Menu of Services to a common location easily accessible to front line 
staff and RCT. Ensure staff have appropriate access to the document. Send completed Menu 
of Services spreadsheet to (b)(6) Pva.gov. 

6.11.3 Updating Menu of Services 

The VISN Menu of Services will be a living document. The VISN Menu of Services 
development team will be responsible for updating and making sure the content is current. 
When a facility has a change in services, it impacts the supply and demand balance across the 
VISN, thus accurate reporting and tracking of services is critical. 

The feedback process for the Rd/Facility to communicate change of services to the VISN is 

outlined below: 
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Utilize when your facility 
has a change in services 

offered 

 

 

Received and Reviewed 
by VISN Rd I Champion (or 
designee) and oversight 

committee 

Change in Services Process 

Preferably the facility with the change in service should provide the feedback. However, the 

referring site or specialty care can submit the change in service form. 

The form should be stored on the local VISN SharePoint. We recommend the form includes the 

following fields for change in service request: 

• Site of change 
o Name, Role of ROT member, E-mail 
o VISN/Site 
O Specialty/Service 
O Date 

• Receiving Site: 
o Who reported the change in service? 

• Name, Role, E-mail 
o Date 
o Detail: 

• Service 
• Subspecialty 
• i.e. Provider for x subspecialty resigned 2 weeks ago. No replacement 

available. 

An example of the form is linked here. 

The local supervisor should be notified of the change in service. 

The VISN RCI Champion and Oversight committee will: 

- receive and review the submission for accuracy 

- update the Menu of Services as required 
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- evaluate other potential options for care in the VISN 

- communicate changes to local facility leadership and RCTs throughout the VISN 

We recommend the Menu of Services to be reviewed and updated quarterly (four times a year) 
at a minimum while making it a standing agenda item (e.g. RCI Oversight Committee, Specialty 
ICC Health Care Delivery Committee Meeting, Executive Leadership Committee). Additionally, 
teams should update services offered on an ad hoc and/or rolling basis if it is determined 
between reporting periods that specialty availability has changed. 

6.12 VISN Referral Coordination Supplemental Materials 

• Example of VISN Service Line Agreement 

• Example of VISN Telehealth Service Agreement  

• How to Build a VISN Triage Tool  

• Example of Referral Coordination Business Rules — V20 
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7 RCT OPERATIONS 
RCT operates within the RCI framework and provides resources for a standardized approach 

to receive, triage, review and gather clinical information in the health record; to identify barriers 

to scheduling the referral: and talking to Veteran's about their care options. 

The process map below depicts the recommended RCT operations process from RCT receipt 

of consult/referral all the way through RCT conversation and scheduling decision with the 

Veteran. 

Figure 6: RCT Operations Process Map 

7.1 Receive/Review Consult/Referral 

The Clinical RCT initially receives the consult/referral to determine the 
urgency/appropriateness of the referral and potential care options. 

Initial assessment of the consult/referral includes: 

• Referral reason clearly stated and was routed to the correct specialty. 

• Referral is not a duplicate. 

• Referral contains appropriate pre-work. 

It the referral is not appropriate for the RCT based on the above elements, the RCT may 

disposition the referral in various ways. Each way should be documented in the referral for 

tracking purposes. The most common ways are listed below. 

• Convert referral to E-Consult. 

• Provide a return to clinic order if patient already established in specialty. 

• Forward the referral to the correct specialty service, documenting the reason for 
forwarding. 

• Reach out to referring provider for clarifying information needed. 

• Cancel referral clearly documenting reason for cancellation. 

7.2 Clinical Triage 

7.2.1 Overview 

RCT's clinical triage of the consult/referral ensures that all clinical information is clear and 
available in the medical record when the patient is seen in VA's specialty care or in the 
community. RCT promotes efficiency by ensuring Veteran health care is accessible, 
convenient, and delivered in a timely manner. Part of this work includes ensuring proper pre-
work and clinical information is available once the referral appointment is made. 
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When triaging specialty care referrals, RCTs conduct a medical chart review to gather clinical 
information and determine the most appropriate level of care for the Veteran. First, the EH R will 
alert ROT clinical team members to the specialty care consult. Work with your local CAC on 
how to setup automatic alerts for CPRS. For alerts in the Cerner platform, the ROT will need to 
create their worklist such that they will be the first to receive all referrals for their specialty. The 
Clinical ROT uses an approved triage tool for consistency in the clinical triage and scheduling 
process. Instructions how to create and use the triage tool are in the Clinical Triage Tool  
Section.  

The Clinical RCT members must continue to follow the guidance outlined in the May 13, 2021 
Memorandum titled "Use of COVID-19 Priority Designations for Consults" for the use the 
COVID-19 CTB priority options to capture the appropriate referral priority for scheduling 
purposes. Also refer to Prioritization for Consultations Procedures and Appointments.  

Specialty care services often require medical testing prior to a medical visit. Since each facility 
and specialty has unique testing requirements and availability, it will be up to each specialty 
service to determine which tests are essential to complete prior to a medical visit. In addition, 
each specialty service will determine how recent the testing should be and whether the Veteran 
would need new testing prior to an appointment. This information should be listed in the triage 
tool. The ROT will document the triage actions on the consult/referral utilizing a template and/or 
CTB that will provide a clear and consistent summary of the triage, conversation with the 
Veteran and the plan/next steps for the patient. 

As a reminder, all ROT members must assign themselves the ROT user role within CTB. 
Additional guidance on the use of the ROT User Role within CTB can be found in Chapter 
7.2.7. 

7.2.2 Medical Record Review 

The Clinical ROT uses the clinical triage tool in the medical record review process to track what 
clinical information is needed during the triage process. Upon receipt of the referral, the Clinical 
ROT first determines the urgency of the consult/referral and if testing has been completed in 
the EHR. If testing is not indicated as complete in CPRS/Cerner, the ROT should search in 
Vista imaging, Radnet or in the Joint Longitudinal Viewer (JLV) to see if the Veteran had testing 
in the community or at another VA/DoD location. If there is incomplete information on the 
consult/referral, the Clinical ROT may need to reach out to the referring provider for additional 
information. 

During the review of medical records, the Clinical ROT can determine complex coordination 
needs, barriers to care coordination and community care eligibility to understand the Veteran's 
best available care options. 

7.2.3 High Risk and Complex Veteran Considerations 

High Risk Veterans can be defined in a multitude of ways, including having one or more of the 
following characteristics: high intensity medical management, suicide risk, homelessness, 
frequent ER user, polypharmacy, frequent PCP visits, frequent admissions, and medication 
non-adherence. Find further information regarding the CAN Score and the Patient Care 
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Assessment System (PCAS) with the supplemental material on High Risk and Complex 

Patients.  

7.2.4 Eligibility 

Veteran Community Care eligibility criteria became effective June 6th, 2019 under the VA 

MISSION Act of 2018. Find key aspects of community care eligibility and the six eligibility 

criteria can be found in the MISSION Act factsheet. All Veterans should be offered VA 

care options and should be informed of their community care eligibilities to ensure they have a 
choice in where they receive care. 

7.2.5 Tools to Use (Required and Optional) 

The Referral Coordination Team Member User Role was released in CTB on 10/25/21. This 
update will go live on October 25, 2021 as part of VHA's continuous improvements to optimize 
consult management processes and improve data quality. 

Use of the RCT User Role within CTB is mandatory for all members of Referral Coordination 
Teams (RCTs) and its utilization will be incorporated in RCI outcome metrics. Reports are 
being updated in the RCI VSSC Dashboard to track utilization of the user role within CTB. 

• RCT members should use the Consult Toolbox (CTB) for the following actions: 

• Clinical members of the RCT must capture the consult triage/review process 
using the Consult Review Tab 

• Document the appropriate appointment modality options for the requested care 
• Document if the clinical pre-work provided was complete 
• Document if the care requested can be completed as e-consult 

• Capture if the CC appointment was scheduled at the RCT level 

• Capture that all available care modality options were discussed with the Veteran 

• Capture Minimum Scheduling Efforts 

• Capture Consult cancellation reasons 

• Forward consults to community care 

• Capture Veterans community care scheduling preferences. Refer to Community Care  
field guidebook for instructions on how to use CTB. 

• Additional guidance on the use of the RCT User Role within CTB can be found in 

Chapter 7.2.7 

• The Consult Tracking Manager (CTM/CTM +) must be included in daily RCT operations 

when it is available. Refer to the How to Get Started Section to determine if your VISN 
has CTM and review information on how to setup CTM locally. 

7.2.5 Documentation 

Documentation of the clinical RCT member of the consult review process will be completed 
within CTB using the Consult Review Tab. 

60 



Prelecred modality options for this consult !mowed; 

O My ntottal.ty. otimt choice 

In.pwrson appaintment 

0 TeleptIoneJppointment 

0

o  

 Vidno appointment 

o Clinkal Resource Nub 

Inter.lacility consult KO 

0 ROD Id applicable) 

o available anat. modality options discussed with Veteran 

Pre•werk moveable far consult triage? (reeway, 
(Complete via eConsult if pre.work is missingor incomplete) 

0 Yes 0 No 

Residential Ad die ss 

(b)(3):38 
U.S.C. 5701, 

Consult Review 

D UNABLE TO SCHEDULE APPOINTMENT' 

(No appts within 390 days and CC not applicable) 

Reasons appointment cannot be scheduled 
Preen Milo capacity 
No comparable semice in the community 
Receiving cam/Awaiting specialized senrke 

Care requested is clinically approprtateLwacoa 

0 Yes 0 No 

Clinical Review Method/Tool Used yncoAnd 

Consult to SerincelSpecialry 
dermatology/ 

Urgency 
Maine 

Consult should be completed via•-cansult7oecaaco) 

0 ®No 

U Established patient, schedule then cancel consult 

Cornnunay Care El.g.h.lay 

0 Not Established 

Use Seen As 
10;12/2021 Outpatient 

C090D•19 Scheduling Tdar cce.ma 

o Priority • Proceed with scheduling 

0 Priority 2 Scheduleafter clinical review 

0 Priority 3. Schedule per department policy. if localty•delined 

0 Poor3y4 Schedule pet depsnment policy, if locally defined 

II appointment is not available within wait linwe standard 

0 Forward to communny care 

0 Oneusswith clinical staff 

Cancellation Authorisation (macre/ 

0 NO risk consult .00 NOT CANCEL without dinical review 

0 01,  to Cancel after mandated uheduling edon 

0 00( to Cancel alter extra scheduling effort 

veteran Hann 

PATiEnT. TEST 

Date of MA 

1st 1,1900 (121. 

RECEIVE VA CONSULT 

I Censalt Realm 

CC Eligibility (DST) 

CcolattittlesnOS 

Patient Piefeiences 

Consult History 

ly to CC Workflow 

Consult Toolbox yc 0 W.': Ne 0 Hclp 

1142 of 1607 

Using the Consult Review tab in CTB, the clinical end users will be able to document the 
following: 

1. Whether the care requested is clinically appropriate 

2. Clinical Review method/tool used 

3. If pre-work completed is acceptable for consult triage 

4. If the request can be completed as an e-consult 

5. Appropriate care modality options 

6. Minimum Scheduling Guidance 

7. COVID-19 scheduling priorities( if applicable) 

By documenting this information on the consult, it will keep all the information related to the car 
requested in one place, so when the patient/referral arrives to their appointment, all the 
information is on the referral string. Documentation of clinical triage provides transparency in 
the medical record as outlined above. Documentation occurs in the consult/referral itself to 
promote clarity and ease of finding information relative to the consult/referral 

The consult should be dispositioned (scheduled, forwarded, cancelled or completed) within 
three business days (excludes weekends but not holidays). The Consult Timeliness SOP is 
coming soon. 
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Additional information that can be captured in Additional Comments section in CTB: 

• Patient referred for X (reason for referral): 

• Pre-work and/or diagnostic studies completed and/or available in CPRS/JLV/Vista 

Imaging: 

• Special Considerations: 

• Patient discussion: 

• Plan: 

Find more information on general guidance on why to disposition a referral can be viewed. 

7.27 Referral Coordination Team Member User Role Within CTB 

The Referral Coordination Team (RCT) User Role within CTB was released on 10/25/21. 

The ability to designate this use role within CTB add the following benefits to the consult 
management process at the RCT level: 

• Removes need to manually add the #RCT# comment on consults 

• Simplifies and automates consult processes 

o Creates a comprehensive and intuitive workflow for receiving clinicians in 
"Consult Review" tab 

o Streamlines and standardizes documentation process 

o Provides transparency across team into who is taking which actions 

Additionally, at an organization level ability to designate the RCT user role within CTB allows 
for: 

• Increased and improved understanding of RCI's impact across enterprise 

o Improved tracking of RCI implementation, including which clinical services have 
RCTs across VHA 

o Increased insight into RCT review outcomes 

o Provides awareness into type of staff assigned to RCTs and actions they are 
taking on each consult 

• Provider 

• Nurse 

• Administrative 

Use of the RCT User Role within CTB is mandatory for all members of Referral Coordination 
Teams (RCTs) and its utilization will be incorporated in RCI outcome metrics. Reports are 
being updated in the RCI VSSC Dashboard to track utilization of the user role within CTB. 

Staff can assign themselves the RCT User Role within "User Settings." 
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RECEIVE VA CONSULT 

IConsult Review 

CC Eligibility (DST) 

Contact Attempts 

Patient Preferences 

View Consult History 

Go to CC Workflow 

User Settings 

User Settings X 

User Role 
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Default clinical staff member 

   

Default scheduling staff member 

   

It2 Enable COVID-19 scheduling triage workflow 

Ej Enable button to toggle between VA (in-house) and Community Care workflow 

SAVE SETTINGS 

Clinical RCT members will need to use the consult review tab to determine provide clinical 
triage and scheduling guidance. The consult review tab will allow the clinical end user to 
document the following: 

1. Clinical appropriateness and triage tool/method used 

2. Whether the pre-work provided is acceptable for consult triage 

3. Whether the referral can be completed as an e-consult 

4. Appropriate appointment modality options 

5. Scheduling Triage guidance 

6. Consult Cancellation authorization guidance 
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(b)(3):38 
U.S.C. 5701; 
!MIR\ 

Please note, the questions in the consult review tab will populate based on the response to the 
previous question. 

Please review the RCI FAQs for questions and answers related to the RCT User Role. 

RCT User Role Just in Time Training is now available and will be available in TMS soon 

7.2.8 Clinical Triage Tool 

A clinical triage tool is a pre-determined clinical and scheduling guideline used by RCT for 
consult review, triage, documentation and scheduling. It is built collaboratively with specialty 
providers, referral coordination nurses and administrative team and provides a clinical 
algorithm for nurse decision making in determining appropriate care routing modalities. This 
triage tool also includes scheduling guidelines and scripting for administrative staff when 
scheduling appointments. This tool is not part of the EHR; RCT uses this tool for decision 
making and routing of care. 

Reasons to use a triage tool include: 

• Allows nurses to clinically triage consults/referrals based on an approved MD algorithm 
(triage tool). 

• Allows specialty providers to re-direct their time to things only a provider can do (e.g., 
clinic visits, procedures, and VVC). 
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• Provides consistency in the referral and scheduling process — everyone using the same 
document. 

• Provides clear expectation of documentation in the record summarizing referral triage, 
plan and scheduling. 

Creating a triage tool is a collaborative process that includes physicians, nurses and admin 
staff. Details about how to build a triage tool "how to slides" and a "base triage tool" examples 
are linked here and in the Supplemental Materials Section. 

Example triage tools by specialty: 

• Cardiology VA  
• Gastroenterology IRMAC 
• Sleep Medicine VA  
• General Surgery IRMAC  
• Cancer IRMAC  
• Cancer/Oncology VA  
• Hem-Oncology IRMAC  
• Pulmonary IRMAC  
• Dermatology VA 

As a reminder, the clinical triage tool/method used must be documented by the receiving 
clinician using the CTB Consult Review Tab. 

• MCG Guidelines: An evidence-based clinical review tool focusing on the severity of illness 
and diagnosis to determine clinical appropriateness for requested outpatient health care 
services. 

• InterQual Criteria: An evidence based clinical review tool focusing on a set of measurable, 
clinical indicators, as well as diagnostic and therapeutic services reflecting the need for 
acute hospitalizations 

• Chief of Staff Approved Protocol/Local RCT Triage Tool: A Medical Center specific 
framework developed to provide predetermined criteria to guide care and/or referral (i.e. 
RCT Triage Tool, Service Agreements, Sharing Agreements and approved SOPs) Local 
RCT: Refers to a document either created locally or adapted from a national specialty 
template on how to triage patients based on the clinical question being asked. 
Other: Select this option upon facilities discretion based on local process. 
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7.3 Contact Veteran 

Once the clinical triage of the consult is completed, Clinical RCT can hand it off to the 
Administrative RCT to call the Veteran and schedule. The conversation with the Veteran to 
discuss VA options for care can happen both with the clinical and Administrative RCT. Each 
facility determines the workflow and who best to have the conversations. Regardless of who 
has the conversation, it must happen; patients must be given an option for internal/direct VA 
care vs. Community Care (when eligible); and staff clearly documents the discussion in the 
EH R. 

Contacting the Veteran and offering internal/direct VA care options is critical. We need to 
ensure that patients have all care options available to them whether internal/directly in VA or 
community care, and ultimately, they have a choice. If they are eligible for community care, we 
cannot assume they will choose that based on distance or wait time measures. They make the 
final choice once all options presented to them. 

If a facility does not offer a specialty, the local RCT needs to discuss internal/direct VA care 
options within the VISN, as the service may be offered via Telehealth or VVC. A Menu of 
Services Example can be found in the Virtual Care Supplemental Materials Section.  

We have provided scripting to help facilities with Veteran conversations to ensure the right 
conversations are happening and documented clearly in the EHR. Please review Scripts for 
Discussing Care Options Section  to guide you through the process. 

Staff must use the CTB Contact Attempts tab to document Minimum Scheduling Efforts (MSE) 
on Consults. Additional guidance on the MSE process can be found in the MSE SOP.  
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7.3.1 Determining Who Should Contact the Veteran 

If the Clinical RCT contacts the Veteran 

During the clinical triage of the consult/referral, Clinical RCT may need to call patient to gather 
additional clinical information and discuss care options for the high risk and more complex 
specialties. This allows the Clinical RCT to address any clinical questions the patient may have 
as well as thoroughly explain VA resources both locally and across the VISN that would best 
meet the patient's needs. The Clinical RCT will then hand off the scheduling activities to the 
MSA once the patient has decided on VA or community care. Examples of high-risk specialties 
that would likely require a phone call from the Clinical RCT include Oncology, Neurosurgery, 
complex Cardiology, etc. 

If the Administrative RCT Contacts the Veteran 

The Administrative RCT will call patient to offer VA and community care options This should be 
documented by the Clinical RCT on the consult/referral triage summary directing the MSA to 
call patient. This process will decrease the number of phone calls the patient receives as they 
will get one phone call from MSA providing both VA/Community Care Options AND the ability 
to schedule during the same phone call. Example of this could be a referral for some of the 
lower risk specialties such as Podiatry, Optometry, Audiology, Physical Therapy, Primary Care. 

Handoffs between Clinical and Administrative RCT 

There are multiple options for handoffs between the clinical and administrative RCT to begin 
the scheduling process. A warm handoff is considered to be an immediate handoff between 
two parties via phone or IM. Warm handoffs are is considered to be ideal, however, depending 
on local processes, smooth and timely handoffs can be accomplished in the following ways: 

• Alert system in the EHR consult/referral system (i.e., via CTB). 
• Transfer call to MSA while patient is on the phone. 
• Enter or forward consult/referral to community care when this option is selected. 
• STAT Referrals (internal/community care) requires a telephone conversation to for 

handoff and disposition. 

Teams/Skype and other messaging systems can be used for informal hand-offs in addition to 
formal hand-offs listed above. 

During the discussion with the patient, the RCT needs to communicate VA resources that 
patients may need with scheduling their appointments, such as transportation options. See 
below for guidance relative to transportation services. 

7.3.2 Solutions for Transportation 

RCTs identify their local and VISN opportunities for transportation needs of Veterans when 
seeking to keep this care within VA's health care system and mitigate and/or reduce travel 
expenses. 
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RCTs collaborate with their local Beneficiary Travel point of contact(s) to pinpoint what modes 

of transportation are available to your VAMCs. 

Several national programs within the Veterans Transportation Program (VTP) offer 

transportation assistance to Veterans obtaining health care at VAMCs or an outpatient clinic 

across the country. When a Veteran does not have any other means of transportation, they are 
eligible for VTS transportation. 

RCTs should check with their local Beneficiary Travel Office for additional guidance regarding 
Veteran's eligibility requirement (see below) and other travel benefits that may be available 
within their respective VISN and/or Network. 

Administrative Eligibility for Beneficiary Travel 

Description 
Travel for SC 

Care Only 
Travel for 
Any Care 

   

Veterans rated 30% or more service-connected • 
Veterans rated less than 30% service-connected • 
Veterans who receive a VA pension • 
Veterans whose income does not exceed the maximum annual VA • 
pension rate 

Veterans traveling in relation to a Compensation and Pension (C&P) <C&P Exam 
Examination only> 

Veterans in certain emergency situations • 
Certain non-veterans when related to care of a 30% or more SC 
Veteran (caregivers, attendants, donors, and other claimants • 
subject to current regulatory guidelines) 

Certain non-veterans when related to care of a less than 30% SC 
Veteran 

• 

Figure 7: Administrative Eligibility for Beneficiary Travel 

Veterans Transportation Program 

VA's VTP offers Veterans many travel solutions to and from their VA health care facilities. This 
program offers these services at little or no costs to eligible Veterans through the following 

services: 

1. Beneficiary Travel (BT) 
2. Veterans Transportation Service (VTS) 
3. Highly Rural Transportation Grants (HRTG) 
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7.3.2.1.1 Veterans Transportation Service 

VTS provides safe and reliable transportation to Veterans who require assistance traveling to 
and from VA health care facilities and authorized non-VA health care appointments. VTS also 
partners with service providers in local communities to serve Veterans' transportation needs. 
Partners include: 

1. Veteran Service Organizations (VS0s) 
2. Local and national non-profit groups 
3. Federal, state and local transportation services 

Find a VTS location near you. (Find a VTS location near you.) 

7.3.2.1.2 Beneficiary Travel 

The BT program reimburses eligible Veterans for costs incurred while traveling to and from VA 
health care facilities. The BT program may also provide pre-approved transportation solutions 
and arrange special mode transportation (SMT) at the request of VA. Veterans may be eligible 
for common carrier transportation (such as bus, taxi, airline or train) under certain conditions. 
All BeneTravel eligible veterans must have a referral confirming a Medical need for wheelchair 
or common carrier transports. 

7.3.2.1.3 Highly Rural Transportation Grants 

HRTGs provide grants to VSOs and State Veteran Service Agencies. The grantees provide 
transportation services to Veterans seeking VA and non-VA approved care in highly rural 
areas. These grants are available in counties that have fewer than seven people per square 
mile. HRTGs are specific to VISNs if needed. 

Learn more about the HRTG program and VA's grants program. (Learn more about the HRTG 
program and VA's grants program.) 

7.4 Coordinate/Schedule 

Once internal/direct VA care and Community Care options have been discussed with the 
patient and they have decided, it is time to begin coordination of scheduling. There will be 
documentation on the consult/referral from the Clinical RCT providing direction to the 
Administrative RCT regarding scheduling. 

There are basically three options for scheduling: 

1. Local VA facility 
a. Administrative RCT will review the scheduling instructions documented by the 

Clinical RCT to determine the next steps in scheduling. 
b. Administrative RCT reviews/establishes appointment modality (face to face 

(F2F), VVC, etc.) per triage tool and/or Clinical RCT documentation/direction. 
i. Veterans may indicate a preference for telehealth into the home but may 

lack a device, connectivity or the literacy to use technology. A note 
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requesting assessment through the new Digital Divide referral can be 
sent to their PACT to determine device/connectivity needs. 

c. Administrative RCT reviews/establishes Veteran scheduling preferences for 
internal/direct VA care (provider, date, time, location). 

d. Administrative RCT calls to schedule appointment (refer to contact Veteran and 
scripting sections). 

2. Administrative RCT documents all scheduling activities on the consult/referral via CTB. 
Another facility within the VISN. 

a. Clinical RCT forwards the consult to the preferred VA facility/service via the IFC 
process. 

b. Receiving VA facility/service Clinical RCT reviews the consult, annotates 
consult priority and applies scheduling process listed in the Local VA facility 
section. 

3. Community Care — If a patient has opted to use their community care eligibility after 
being presented all options, the RCT must gather and document the following 
information during the patient discussion in order to streamline community care 
scheduling. MEMO Community Care Scheduling Enhancements. 

a. RCT must also capture patient preferences using the CTB for community care, 
reference Veteran Community Care Scheduling Preferences  Section  and/or 
(section 2.9-2.12 in the community care field guidebook). 

1. Veterans may indicate a preference for telehealth into the home 
but may lack a device, connectivity or the literacy to use 
technology. A note requesting assessment through the new 
Digital Divide referral can be sent to their PACT to determine 
device/connectivity needs. 

b. RCT members should forward a consult to community care (section 2.18 in the 
community care field guidebook) using CTB. 

c. Document using the CTB, if the Administrative RCT member is scheduling for 
community care at the RCT level 

d. 

   

RECEIVE VA CONSULT 

Consult Review 

CC Eligibility (DST) 

Contact Attempts 

IPatient Preferences 

View Consult History 

Go to CC Workflow 

User Settings 

Patient Preferences 

Veteran Contacted 

CI Veteran informed of eligibility, referral and approval 

O Mailing address confirmed 

O OK to leave appointment details on voicemail 

OK to leave appointment details with: 

 

-- Select --

 

Veteran's Scheduling Preference 

0 VA schedules 

O Veteran self-schedules 

O Community provider schedules 

0 CC appointment was scheduled by RCT member 

   

7.5 RCT Promising Practices 

Strong practices have emerged over the past two years for RCT development and 
implementation. We have local and VISN level strong practices that you can refer to as you 
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implement RCT at your facility/VISN. Please refer to Promising Practices Section on the RCI 

SharePoint details. 

7.6 RCT Operations Supplemental Material 

• Eligibility Factsheet 

• Referral Disposition Instructions  

• Care Assessment Need Information  

• Special Consideration Solutions Table  

• Veterans Transportation Service Information  

• HRTG Program and Grants Information  

• Referral Triage Tools  
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8 SCRIPTS FOR DISCUSSING CARE OPTIONS 
The scripting provided is a reference for RCTs to discuss referral care options with Veterans. 
These scripts will be revised and expanded based on user feedback. The scripts are 
guidelines. Veterans should know their options include appointment slots across the VISN. 
VAMCs/VISNs have authority to standardize messaging based on services available and care 
modalities that meet their Veterans' care needs. 

8.1 Referring Provider Scripting 

8.1.1 Veteran Has No Specific Questions 

The referring provider needs to inform the Veteran on what to expect for referral coordination 
next steps. 

Referring provider script: "Mr./Ms. (Veteran's name), I will place a referral for (specialty) 
service and a member of the Specialty Referral Coordination Team will contact (add facility 
specifics on who/how the Veteran will be reached) you to discuss options available to you in 
the VA and in the community. You can then decide what option is best for you. Your 
appointment (is/is not) urgent and so I recommend when you talk with the Referral 
Coordination Team, you keep that in mind when making your appointment. Can I answer any 
questions for you at this time?" 

8.1.2 Veteran Requests Community Care Referral Based on Eligibility 

Referring provider script: "Mr./Ms. (Veteran's name), you may be eligible for community care. 
Our goal is to inform you of all your health care options. I will place a referral for your specialty 
care and a member of our Referral Coordination Team will contact you to discuss all options 
available to you in the VA and in the community. This allows you to decide what option is best 
for you. In my opinion, your appointment (is/is not) urgent and so I recommend when you talk 
with the Referral Coordination Team, keep that in mind when making your appointment. Can I 
answer any more questions for you at this time?" 

8.1.3 Veteran Requests Community Care Referral Based on Best Medical 
Interest 

Referring provider script: "Best medical interest takes into consideration several eligibility 
criteria that examines medical hardship. This will determine if you are eligible to receive 
community care. Based on these criteria, I see that you (do/do not) meet the best medical 
interest eligibility criteria." (State reason based upon nature or simplicity of service; frequency 
of service; need for an attendant; potential improved continuity of services; or travel difficulty). 

Referring provider script: "Mr./Ms. (Veteran's name), you may be eligible for community care 
based upon best medical interest criteria. I will place a referral for (specialty) service. We have 
a member of the Specialty Referral Coordination Team here at (facility name) who will review 
your referral and determine what testing or level of care you may need. The Referral 
Coordinator {add facility specifics on who/how the Veteran will be reached) will contact you to 
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discuss options available to you in the VA and in the community. Then you can decide what is 
best for you. Your appointment (is/is not) urgent, and so I recommend when you talk with the 
Referral Coordination Team, you keep that in mind when making your appointment. Can I 
answer any questions for you at this time?" 

8.2 Referral Coordination Team: Administrative and Clinical 
Scripting Framework 

1. Greet and deliver individualized script to Veteran. 
2. Inform Veteran of all options available to the Veteran. 

a. Recommendation(s) from Provider 
i. Clinically appropriate modality 
ii. Clinically appropriate timeline 
iii. Recommendation to receive care in VA vs Community 

b. Availability of VA appointments (in local or VISN) 
i. Telehealth at a VA clinic, community telehealth access point or at home, 

IFC, DoD 
ii. Travel: Bene-Travel, VTS, DAV etc. 

c. If Veteran is eligible for Community Care 
i. Expectation of Wait Times 
ii. Possible locations and associated drive times 
iii. Veteran scheduling preferences (location, time, date, provider) including 

if the Veteran chooses to self-schedule 
3. Capture Veteran input of available options. 
4. Veteran and RCT agree upon disposition. 

8.3 Referral Coordination Team: Administrative and Clinical 
Scripting 

Prior to contacting Veteran, team member runs DST to check eligibilities. 

8.3.1 Administrative RCT or Staff with Scheduling Keys — Veteran 
Engagement 

1. "Good Morning/Afternoon, my name is (staff member name) and I am calling from the 
Referral Coordination Team at the (facility name) VA Medical Center. Who am I 
speaking with today?" 

2. "Your provider recently entered a referral for you to see a (specialty) specialist. We 
reviewed the request and want to schedule you for an appointment. We have a variety 
of options for this appointment including (offer modalities identified in the consult), and 
you (are/are not) eligible to be seen in the community. The dates and times we have 
available are (dates/times for the modality)." 

3. If Veteran elects to schedule with VA: "Excellent, I have scheduled your appointment 
for (specialty) with (provider name, date/time, via face-to-face visit/Telehealth). I will 
also send you a reminder of your appointment date and time. I can send a reminder to 
you via letter, email or text. Which reminder is best for you? Thank you for choosing 
VA for your health care provider. Have a great day!" 

4. Scripts for Community Care Eligibility for Community Care with Veteran 
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a. Veteran is not eligible to be seen in the community: "I am sorry Mr./Mrs. 
(name), but at this time you do not meet the eligibility requirements (state 
requirement) for community care. However, we are happy to schedule an 
appointment for you at the VA and can do this right away. Once the 
appointment is made, I will also send you a reminder of your appointment date 
and time. I can send a reminder to you via letter, email or text. Which reminder 
is best for you? 

b. Veteran is eligible to be seen in the community: "Mr./Ms. (Veteran's name), 
we have a couple options available for you to consider today. We can see you 
at VA as soon as (date). However, you also have the option to receive your 
care in the community based on your (Veteran's specific eligibility) eligibility. I 
want to discuss these options with you so you can make an informed decision 
about the best option to meet your health care needs. As I mentioned, we can 
schedule a (specialty) appointment for you at VA on (date, time). Based on 
what we know currently, we anticipate it will take approximately (community 
care wait time in days or weeks) for your appointment in the community. Your 
provider recommended your appointment be (as soon as possible, at your 
earliest convenience, at the VA, in the community). You should know by 
choosing VA, we can better coordinate your overall care because we have the 
results of any services or tests in your health record. If you choose to go to the 
community, we will need your help to obtain a copy of your records so that your 
doctors have documentation of the care you received outside VA. You are our 
number one priority, and we can assist with either option you choose. How 
would you like to proceed today?" 

i. Veteran elects to schedule VA Face to Face 
appointment: "Excellent, I have scheduled your appointment for 
(specialty) with (provider name) on (date/time). I will also send you a 
reminder of your appointment date and time. Thank you for choosing VA 
for your health care. Have a great day!" 

ii. Veteran elects to schedule VA telehealth appointment: "Mr./Ms. 
(Veteran's name), I will need to assess your technologies to determine if 
a telehealth appointment is possible. Do you have smartphone 
(iPhone/Android/Samsung/Tablet)? If yes, please download VA Video 
Connect App from the App Store. The morning of the appointment, you 
will receive an email with a link that will connect you to the appointment 
with your provider. If no, our provider will contact you via telephone for 
the scheduled appointment time." 

1. Into the home: [Administrative ROT obtains/updates email field] 
"Excellent, I have scheduled your appointment for (specialty) 
with (provider name) on (date/time). I will also send you a 
reminder of your appointment date and time. For your video visit, 
you will choose a private location such as home or work to meet 
over video with your VA Provider using secure, encrypted 
technology on your internet-connected smartphone, tablet or 
computer. A member from the specialty or a telehealth 
coordinator will contact you for a test call before your (specialty) 
appointment." 
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2. Into a community telehealth access point: "Excellent, I have 
scheduled your appointment for (specialty) with (provider name) 
on (date/time). I will also send you a reminder of your 
appointment date and time. At your telehealth visit in the private 
room at (Walmart/VFW/other) an attendant will be on site to 
securely connect you to a virtual provider." 

3. Into the virtual clinic: "Excellent, I have scheduled your 
appointment for (specialty) with (provider name) on (date/time). I 
will also send you a reminder of your appointment date and time. 
At your telehealth visit, a VA technician will use modern 
technology to do an exam or connect you to a virtual provider." 

iii. Veteran elects to schedule Community Care appointment: "I 
understand you are interested in community care, and I am happy to 
assist you with that process. I will need to enter some information into 
your file and will then send your information to the Community Care 
staff. They will contact you to arrange the appointment (gather facility 
specific Veteran Scheduling preferences)." 

8.3.2 Clinical RCT or Administrative RCT Do Not Have Scheduling Keys — 
Veteran Engagement 

1. "Good Morning/Afternoon, my name is (staff member name), and lam calling from the 
Referral Coordination Team at the (facility name) VA Medical Center. Who am I 
speaking with today?" 

2. "Your provider recently entered a referral for you to see a (specialty) specialist. We 
have reviewed the request and want to schedule you for an appointment. We can see 
you at the VA Medical Center as soon as (date, time, via F2F visitffelehealth), and you 
(are/are not) eligible to be seen in the community." 

3. If Veteran opts to schedule with VA: "I am going to connect you with our scheduler 
who will assist you with scheduling your appointment at the (facility name) VA. I am 
going to transfer your call to (Mr./Ms. name of Administrative RCT) who will schedule 
your appointment based upon your preferences. Thank you for choosing VA for your 
health care. Have a great day!" 

a. Veteran is eligible to be seen in the community: "Mr./Ms. (Veteran's name), 
we have a couple options available for you to consider today. We can see you 
at VA as soon as (date) date. However, you also have the option to receive 
your care in the community based on your (Veteran's specific eligibility) 
eligibility. I want to discuss these options with you so you can make an informed 
decision about the best option to meet your health care needs. As I mentioned, 
we can schedule a (specialty) appointment for you at VA on (date, time). Based 
on what we know currently, we anticipate it will take approximately (community 
care wait time in days or weeks) for your appointment in the community. Your 
provider recommended your appointment be (as soon as possible, at your 
earliest convenience, at the VA, in the community). You should know by 
choosing VA, we can better coordinate your overall care because we have the 
results of any services or tests in your health record. If you choose to go to the 
community, we will need your help to obtain a copy of your records so that your 
doctors have documentation of the care you received outside VA. You are our 
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number one priority, and we can assist with either option you choose. How 
would you like to proceed today?" 

i. Veteran elects to schedule VA Face to Face appointment: "I am 
going to connect you with our scheduler who will assist you with 
scheduling your appointment at the (facility name) VA. I am going to 
transfer your call to (Mr./Ms. name of Administrative RC7) who will 
schedule your appointment based upon your preferences. After the 
appointment is made, a letter will be mailed to you as a reminder of your 
appointment date and time. Thank you for choosing VA for your health 
care." 

ii. Veteran elects to schedule VA Telehealth appointment: "Mr./Ms. 
(Veteran's name), I will need to assess your technologies to determine if 
a telehealth appointment is possible. Do you have a smartphone 
(iPhone/Android/Samsung/Tablet)? If yes, please download VA Video 
Connect App from the App Store. The morning of the appointment, you 
will receive an email with a link that will connect you to the appointment 
with your provider. If no, our provider will contact you via telephone for 
the scheduled appointment time." 

1. Veterans may indicate a preference for telehealth into the home 
but may lack a device, connectivity or the literacy to use 
technology. A note requesting assessment through the new 
Digital Divide referral can be sent to their PACT to determine 
device/connectivity needs. 

iii. Veteran elects to schedule Community Care appointment: "I 
understand you are interested in community care, and I am happy to 
assist you with that process. I will need to enter some information into 
your file. I will then send your information to the Community Care staff 
who will contact you to arrange the appointment (gather facility specific 
Veteran Scheduling preferences)." 

8.4 Referring Provider or RCT Team: Veteran Needs Can Be 
Addressed via E-Consult 

Referring Provider/Referral Coordinator Script: "Mr./Ms. (Veteran's name). This is (Provider 
name, or Referral Coordinator calling for Provider name). A referral for (specialty) service was 
placed and (specialty provider) contacted me. After review of your information, we feel we can 
treat you without you having to visit the specialty clinic. We recommend the following 
(treatment plan)." 

Remember to document using CTB Consult Review tab if the care can be addressed via an e-
consult. 

Consult should be completed via e-consult? (required) 

0 Yes 0 No 
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8.5 MISSION Act Information 

Current Mission Act Information and Scripting: 

• Mission Act General Information  
• Eligibility FAQs  
• Call Handling and Documentation 

8.6 Veteran Does Not Answer the Phone 

Scripts for answering machine messages will be included in future releases of the guide. 
VAMCs and VISNs will need to identify how Veterans can best reach the RCT. It is 
recommended the Veteran's PACT be the initial point of contact provided if a telephone 
number is needed so as not to add another phone to monitor. 
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9 DATA AND MEASURING SUCCESS 

9.1 Impact Measures 

Initial anecdotal feedback from RCTs, Patient Advocates and providers should be collected by 

the Executive Sponsors to assess immediate impact. The purpose of the initiative is to improve 

timely access to care, empower Veterans to make more informed care decisions, and ensure 

only eligible Veterans who want to receive care in the community are referred and scheduled 

into the community. 

To measure success, VHA will be monitoring the following RCI outcome measures: 

Table 4: RCI Key Performance Indicators 

Focus Area Measure Goal 

Decrease consult 
scheduling time 

Consult Scheduling Timeliness - 
Average days from File Entry Date 
(FED) to first scheduled by first 
scheduled date 

• Aspirational goal of 3 days for both 
Internal/Direct Care and 
Community Care 

Improve Veteran 
satisfaction 

Ensuring Veterans 
understand their full 
range of care 
options 

VSignals (Community Care 
survey) 

Percent of Veterans engaging with 
RCT (metric in development)  

Increase percentage of respondents with 
"agreement" score 

90% of referrals reviewed by RCT 

Intended to be used for VISN/VAMC 
leadership to identify possible resources 

Maintain VA's ability 
to fund 
internal/direct VA 
specialty care 
services 

Referral Volumes for 
internal/direct VA vs 
community care 
Understanding 
population of Veterans 
who Choose VA 
(metric in 
development) 

9.2 Analyzing Data to Monitor Progress 

Data that can be used to monitor progress includes those listed under How to Get Started and 

Operational Measures. 

How to Get Started: 

• VA and Community Care Referral Trends (see example in next section about how to 

use this data to choose which specialties to start with) 

• Understanding Changes in CC Volume (by Consult title) 

• Understanding Changes in VA Volume (by Stop Code) 

Operational Measures: 

• Community Care Eligibility Distribution 
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• Improving Timeliness: Referral Cycle Time 
• Increasing Care Options: Face-to-face, E-Consults, Virtual, Telephone, Interfacility, etc. 

The RCI Data Portal provides links to reports that support management of RCI access 
principles by providing a consolidated view of internal and Community Care measures in the 
same visuals. The Implementation Team should thoroughly analyze report results to determine 
the effectiveness and efficiency of current operations and reporting reliability. The 
implementation team should also analyze trends to observe reporting result changes over time 
and to determine the root causes behind inadequate performance. 

Supplement detailed reports are currently available for both internal/direct and community care 
referral management individually. This data portal will evolve as new data measures become 
available. RCI Data Supplement is in development to provide data definitions and additional 
training. For guidance on Community Care specific reports, review Chapter 6 of the OCC Field  
Guidebook.  

Each facility should take a multi-disciplinary approach to selecting which specialties to 
incorporate into the RCT first. Considerations include specialties with highest overall volume of 
consults, highest community care demand and longer consult processing times. Additionally, 
facilities can consider specialties that may already be operating with an ACT-like process, 
specialties with a strong clinical champion, or specialties with strong academic affiliations. 

Below is an example of how to look at the data if you would like to focus on specialties that 
have the highest community care demand. 

How to Determine Specialties with the Highest Demand 

4. Step 1: Identify yearly referral volume by specialty (Internal & Community Care) 
a. Access the RCI Data Portal  

i. Select Volume by Specialty 
ii. Filter data for latest Fiscal Year and facility 
iii. Sort data largest to smallest 

1. All Internal VA Referral Volume by Service/Stop Code 
2. All Community Care Referrals volume by consult title 

iv. Use the Data to develop Staffing Plans 
1. Prioritize specialty services by Referral Volume (Community 

Care, Internal, or Community + Internal) 
2. Identify Total Referral Volume (Community Care + Internal) and 

divide annual volume by 10,000 to identify approximate FTE 
required to timely and appropriate address referrals. 

a. Example: 17,000 VA Cardiology Referrals + 3,000 
Community Care Referrals = 20,000 divided by 10,000, 
which shows 2.0 FTE required 

5. Step 2: Prioritize specialties that have the highest rate of referral to community care 
6. Step 3: Using audience from How to Get Started Section to identify appropriate staffing 
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9.3 Data and Measuring Success Supplemental Material 

• RCI-Power BI-Dashboard  
• RCI Data Portal  
• Data Portal Supplement 
• OCC Field Guidebook - Chapter 6  
• Recording: VSSC Office Hours 030221 RCI Dashboard Presentation  

80 



1162 of 1607 

10 APPROPRIATE USE OF DECISION SUPPORT 
TOOL (DST) 

NOTE: Consult Toolbox Version 2.0 combines the Decision Support Tool (DST) and the 
Consult Toolbox (CTB) as one web-based tool integrated within CPRS. The equivalent of the 
DST is built directly into the CTB Version 2.0 and the below still applies using the CC Eligibility 
(DST) tab in the workflows. 

In the new process, the referring provider is not required to use DST but may choose to render 
a Veteran Community Care eligible under MISSION ACT authority of Best Medical Interest 
(BMI) eligibility and document the reason if they feel there is a strong clinical indication. 
Specialty clinics or RCT utilize this tool when determining where the Veteran is eligible to seek 
care. The RCT will take more ownership of making this determination if the DST was not 
previously run by the referring provider. The primary care team must still determine primary 
care community care eligibility before including provider, nurse and scheduler when scheduling 
primary care appointments. 

DST will allow the RCT to view relevant data within the existing CPRS consult order workflow. 
This helps guide the conversation with the Veteran to decide if a consult should be referred to 
the local VA facility, a near-by VA facility via Inter-Facility Consults (IFC), or to a community 
provider by providing information about the following: 

1. Veteran's static community care eligibility (hardship, living in a state without a full-service 
VA or grandfathered into community care from the legacy Choice program) for accessing 
care in the community 

2. Drive time standards and drive time eligibility associated with the requested consult service. 
3. Average wait times for the requested clinical service at VA facilities near the Veteran's 

place of residence and average wait times for community care appointments (note that 
average wait times may not be used to determine wait time eligibility) 

4. Veteran's stated preference for community care (Opt-in/Out or To Be Determined/Deferred) 

It is important to note, with CTB 2.0 a consult cannot be forwarded to community care without 
community care eligibility captured using CTB. 

10.1 DST Checklist for RCT 
1. The RCT must be familiar with E-Consult and Telehealth protocols as well as access to 

the face-to-face clinic grids and Telehealth schedules to discuss the appropriate 
options available when having a conversation with the Veteran about his/her care 
choices. 

2. Community Care Eligibility 
a. If none exists, consider what the best method is to meet the Veteran's needs 

based on local protocols. 
b. Ensure to review the specific clinic where the patient is to be scheduled using 

VSE or VistA appointment packet in order to determine the next available 
appointment and to consider community care wait time eligibility. If the Veteran 
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is eligible for community care based on wait time, the consult must be 
forwarded to community care using the CTB. 

3. Best Medical Interest (BMI) 
a. If the referring provider entered a referral and used DST to render the veteran 

community care eligible based on best medical interest, the RCT should still 
review with the veteran ways in which the veterans care needs might be met 
within the VA including an E- consult, telehealth or face-to-face visit. If the 
veteran chooses to receive his/her care within VA, the appointment is made 
and #000 # is placed in the comment section of the appointment. 

b. If the veteran opts into community care, scheduling preferences are obtained 
and documented using the CTB. Offer the Veteran the opportunity to self-
schedule and to select a specific provider using the community provider locator 
(CPL). Using the CTB, forward to Community Care using the Best Medical 
Interest forwarding reason. Guidance on how to forward an existing internal 
consult to community care can be found in the Office of Community Care Field  
Guidebook, Chapter 2, subsection 2.18. 

c. If the referring provider entered a referral and placed considerations for BMI in 
the body of the referral but did NOT use the DST to render the Veteran CC 
eligible based on BMI, ROT determines if the care requested can meet the 
Veteran's needs via either a Community Care consult or an E-Consult, 
Telehealth, or a face-to-face visit.. Supporting documentation should be 
available in the body of the consult to support the need for the episodic medical 
hardship/BMI. 

i. If care can be addressed via E-Consult, send to the Specialty Care 
provider to complete as an E-Consult and inform the Veteran of the 
pending recommendations from the specialist. If care can be addressed 
via Telehealth, discuss with the Veteran and document. If the Veteran's 
care needs can be addressed by a face to face visit within the wait time 
standard, the appointment is made. 

ii. If care cannot be addressed via E-Consult or Telehealth, review the 
referral with the Veteran, discussing the available care options within VA 
as well as care in the community. If the clinician reviewing the consult 
agrees that based on the considerations for BMI noted by the 
referring/ordering provider in the body of the consult and their own 
judgement that it is in the Veteran's best medical interest to seek care in 
the community, the Veteran is given the option for community care. The 
Veteran's decision is captured on the consult along with the Veteran's 
community care scheduling preferences. The Veteran is informed that 
these preferences will be used to schedule the community appointment. 
Using the CTB, forward to Community Care using the Best Medical 
Interest forwarding reason. Guidance on how to forward an existing 
internal consult to community care can be found in the Office of 
Community Care Field Guidebook, Chapter 2, subsection 2.18.  

4. Drive Time — Can the care need be addressed via an E-Consult or is Telehealth a 
viable option? 

a. If care can be addressed via E-Consult, send to the Specialty Care provider to 
complete as an E-Consult. Then inform the Veteran of the pending 
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recommendations from the specialist. If care can be addressed via Telehealth, 
discuss with the Veteran and document opt-in/out decision in the Consult 
Toolbox (CTB). If the Veteran opts out, schedule the appointment in the 
appropriate VA clinic and ensure that #C00# is captured in the appointment 
comments. 

i. If care cannot be addressed via E-Consult or Telehealth, discuss 
transportation options to receive internal/direct VA care. 

ii. If none are acceptable, capture the Veteran's scheduling preferences in 
CTB and forward to community care using CTB and choose Drive Time 
as the forwarding reason. 

5. Wait Time — Is there local guidance for the scheduler to consider an overbook? 
a. If yes, scheduler should book the Veteran in clinic according to the local 

overbook guidance within the wait time standard. If the overbook request is 
denied or is for after the wait time standard, the Veteran is still eligible for 
community care. 

6. Wait Time — Can the Veteran/referring provider's needs be met via an E-Consult or 
Telehealth? 

a. If yes, send to the Specialty Care provider to complete as an E-Consult. Then 
inform the Veteran of the pending recommendations from the specialist. For 
telehealth options, discuss with the Veteran and document opt-in/out decision in 
the CTB. Schedule the appointment in the appropriate VA clinic and ensure that 
#C00# is captured in the appointment comments. 

b. If no, capture the Veteran's scheduling preferences in the CTB and forward to 
Community Care using CTB and choose Wait Time as the forwarding reason. 

10.2 Best Medical Interest General Information 

It is important to keep the following information regarding BMI in mind while making the BMI 
determination: 

• BMI is not required and should only be recommended when there is a true medical 
hardship for the requested episode of care rendering the Veteran eligible to receive 
care in the community. 

• BMI is not to be used for Veteran or provider preference or convenience. 
• BMI is a MISSION Act eligibility. 

If a referring provider believes that BMI should be utilized for a true medical hardship and 
documents this in the DST, it does not mean the Veteran must receive their care in the 
community. Once RCT reviews the referral, the Veteran should make an informed choice to 
either remain with VA for his/her care or utilize community care based on his/her BMI eligibility 
as well as other factors such as other modality options or appointment availability. 

10.3 Types of BMI 

There are two types of BMI: Episodic Medical Hardship and General Hardship. 

1. Episodic Medical Hardship (labelled "BMI-Per Episode of Care" in CTB) is only for a 
single, specific episode of care. 
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a. The referring or primary care provider is not required to run DST unless he or 
she has determined BMI is clinically appropriate for a true medical hardship. 
The referral would then be routed to the ROT to review the referral with the 
Veteran including the BMI request. The referring or primary care provider can 
only capture BMI using DST (CC Eligibility (DST) tab in CTB 2.0) at the time of 
entering the referral. DST will not allow end users to capture the BMI eligibility 
on a signed referral. 

b. When the referring or primary care provider recommends BMI be considered 
without running DST, he or she should document this in the body of the referral 
with justification. This is not considered a true BMI eligibility but rather a 
suggestion that the ROT or specialty provider would consider when discussing 
care options with the Veteran. 

2. General Hardship (labelled "BMI-Hardship" in CTB) can be either for six months or one 
year, depending on the Veteran need, for all care referred to the community. 

a. General Hardship BM I is determined via a Community Care-Hardship 
Determination referral placed by VA provider and reviewed by the facility Chief 
of Staff or designee. If hardship determination is approved, community care or 
VA referrals must be placed as appropriate for all subsequent care needs for 
the approved length of time. 

b. Just because a Veteran has an approved hardship eligibility, it does not mean 
the Veteran must have all their care in the community. The Veteran has the 
option to have some (or all) of their care at the VA for each referral placed. If 
the DST has not been run to place BMI or there are no BMI considerations 
within the body of the referral from the referring provider, the Clinical ROT can 
discuss with the Veteran if there is a reason for BMI. The Clinical ROT would 
need to document the justification via added comment on the referral. Once that 
is done, the LIP from the ROT team, if applicable, or VA provider, would need to 
provide their concurrence as an added comment on the referral that BMI is 
appropriate. Once that has occurred, the ROT can forward the referral to 
Community Care, using the appropriate community care eligibility reason using 
the CTB, at the time of forwarding the consult to community care. 

10.4 BMI Definitions 

Within the DST, there is a required explanation box under each BMI option for referring 
provider to document the justification for choosing the specific BMI option. This should be 
documented upon the referral entry. 

Please note that BMI eligibility cannot be determined/captured by an administrative staff 
member. The following process must be followed to capture BMI eligibility using the CTB. 

• A consult entered directly to community care must have the BMI eligibility reason 
captured by the ordering provider. The nurse would not be responsible for capturing 
the BMI eligibility determination, if not captured by the ordering provider. In this scenario 
the team would need to work with the ordering provider to capture the recommendation 
using CTB. 
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• If the consult is forwarded from an internal consult service, the nurse can only indicate 
BMI if the ordering provider has this documented in the consult, and only while 
forwarding the consult to community care. This process is outlined in the Office of 
Community Care Field Guidebook, chapter 2. 

In CTB 2.0, the end user making the BMI eligibility determination can use the pre-populated 
drop down to capture the specific BMI eligibility reason. 

• Nature or simplicity of service: To be considered if the requested medical services 
can more easily and safely be provided in the community and would be medically 
burdensome for the Veteran to receive the care in the nearest VA. Examples include 
routine optometry exam or hearing evaluation. 

• Frequency of Service: To be considered if the frequency of the requested care is often 
enough to be a medical or clinical burden to the Veteran to have to travel to the nearest 
VA to receive. Examples include physical therapy, chemotherapy, and radiation 
therapy. 

• Need for an Attendant: To be considered when an attendant is required for a specific 
episode of care. An attendant is any person who provides required aid and/or physical 
assistance to the Veteran, for a Veteran to travel to a VA medical facility for hospital 
care or medical services. The provider must consider the care/procedure being 
requested and/or the Veteran's medical condition when determining the need for an 
attendant. This definition is consistent with the definition of this term in VA's beneficiary 
travel regulation (see 38 CFR 70.2.), but that definition at § 70.2 is dependent on 
separate eligibility under the Beneficiary Travel program. 

• Potential for Improved Continuity of Care: To be considered if the requested service 
were to occur in VA it would disrupt an established treatment plan with a community 
provider who delivers stable, consistent care to the Veteran during a specific episode of 
care. Examples could be: Recent surgery or active chemotherapy. A Veteran who had a 
knee replacement two years ago or who is previously established with a community 
provider and wants follow-up with their community provider would require a new referral 
with a new determination of BMI eligibility for a new episode of care if medically 
indicated. 

• Difficulty in Traveling: To be considered if a Veteran has significant difficulties 
traveling to a VA facility even if the estimated average drive time is less than the drive 
time standard (30 mins for PC and MH and 60 mins for SC) and doing so would result 
in clinical compromise to the Veteran's health. Providers should consider the 
accessibility of the requested service in the community and exhausted VA provided 
transportation options (e.g., Social Work Service (SWS) referral) when making this 
determination. 

10.5 Supplemental Materials 

• Office of Community Care Field Guidebook (FGB)  

• Consult Forwarding Procedures, FGB Chapter 2, subsection 2.18 
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11 COMMUNITY CARE SCHEDULING 
When the RCT determines that the Veteran is eligible for and opts in for community care, the 
RCT must ensure the information listed in this section is documented in the consult before the 
consult is forwarded to community care. For consults/ that are directly ordered to community 
care (for services not offered in the VA facility), the PACT or RCT front-line staff will ensure that 
Veteran preferences identified below are documented at the time the Veteran checks out of the 
internal, VA appointment. Ensuring this information is documented will support expedited 
scheduling of the community appointment for the Veteran and avoid unnecessary Veteran 
contacts. 

11.1 Community Care Referral Checklist 

Prior to the consult being forwarded to community care, the RCT will review the consult for 
completeness and document the following information in the consult: 

1. Capture clear documentation of the community care eligibility either using the DST or using 
CTB and selecting the correct forwarding reason. 

2. Ensure a clinical review was completed and documented by either an MD, NP, PA or DO or 
RCT/Specialty Care RN under direction of one of the above. 

3. Consider a standard episode of care (SEOC) and, if appropriate, select using CTB's 
"authorizations tab." The CC Eligibility (DST) tab is used in CTB 2.0. (This step can be 
delegated to the facility community care office.) 

4. Capture clear documentation of the clinical need by the referring provider. 
5. Capture the Veteran's community care appointment scheduling preferences to include 

preferred provider or "no preferred provider", day of the week or "any", and time of day or 
"any" using CTB unless the Veteran decides to self-schedule. If so, only preferred provider 
is needed. 

6. Inform the Veteran that these preferences will be used to schedule his/her community 
appointment. 

7. Capture if the community care appointment was scheduled at the RCT level using the CTB 
Patient Preferences Tab (only if applicable) 

8. Provide Veterans choosing to self-schedule for community care, with the community 
provider information, and document the action using the CTB Patient Preference Tab. 

11.2 Veteran Community Care Scheduling Preferences 

Capturing a Veteran's community care scheduling preferences is mandated to expedite 
appointment coordination. Multiple attempts to contact the Veteran delay community care 
scheduling. Capturing preferences prior to check-out or before the consult is forwarded to 
community care minimizes delays and ensures the Veteran receives timely care in the 
community. 

Capturing Veterans preferences for community care scheduling occurs after the Veteran's 
eligibility has been verified and the Veteran has opted-in for community care services. 
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Capturing scheduling preferences will be completed for all community care consults regardless 
of who is doing the scheduling (VA or Contractor) or how the Veteran prefers to be scheduled. 
When an eligible Veteran opts into community care, scheduling staff must capture the 
Veteran's scheduling preferences as shown in CTB. Additional guidance can be found in the 

OCC Field Guidebook. Chapter 2. subsection 2.19. 

Staff members who are responsible for consult management such as the RCT will document 
the Veteran's community care scheduling preferences in the following scenarios: 

• When the Veteran is eligible and opts into community care after discussing the options 
offered internal/directly within VA, the RCT will capture Veteran community care 
scheduling preferences for the following scenarios prior to an internal consult being 
forwarded to community care 

• At the time of check-out for consults ordered directly to community care for services not 
available at the medical center 

When a Veteran is eligible for community care due to wait time and opts in, the VAMC staff 
member who forwards the internal consult to community care should place the date of the next 
available internal VA appointment on the consult/referral prior to forwarding to community care. 

11.2.1 Types of Preference Information to Capture 

Scheduling staff must capture the following information for Veteran preferences for scheduling 
community care appointments (the minimum information required is bolded unless the Veteran 
chooses to self-schedule in which case only the community provider preference (or "no 
preferred provider") is required): 

1. Community Provider Preference (or "no preferred provider") 
2. Day of the Week (or "any") 
3. Time of Day (or "any") 
4. Scheduling Preference (VA or Veteran self-scheduling) 
5. Communication Preference (text, phone, email, standard mail, MHV Secure Messaging) 
6. Mileage Veteran is willing to travel 

Each Veteran must be informed that this information will be used to schedule the appointment 
with the preferences provided this information must be documented and agreed upon by the 
patient to not be considered blind scheduling. 

11.2.2 Accessing the Consult Toolbox to Capture Scheduling Preferences 

Frontline staff and RCT must use the VA Community Provider Locator (CPL) tool must be used 
to identify the preferred provider. 

Facility community care staff must continue to use Provider Profile Management System 
(PPMS). For contingency purposes, staff (not including facility community care staff) may use 
the VA.gov Facility Locator to identify the preferred provider. If the Veteran does not have a 
preferred provider, the staff must select "no preferred provider" using the CTB. 
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Staff can capture Veteran community care scheduling preferences using the CTB Patient 

Preferences tab. 

The staff member will need to speak to the Veteran prior to entering the scheduling 

preferences in the CTB. The staff member will need to know the method in which the patient 

will be scheduled to complete the preference. Methods include VA scheduling, or Veteran self-

scheduling (VSS). 

It is important to note that community care scheduling preferences must be captured prior to 
forwarding the consult to community care. The following report can be used to monitor 
compliance of this process: Power BI (powerbigov.us)  
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Figure 10: Scheduler Options for Patient Preferences Forward Consult Workflow 
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Select the "Patient Preferences tab" tab and complete the Patient Preferences and the 

"Veterans Preferred Provider" section using the available options and the CPL. If a Veteran 

chooses to self-schedule the day/time preferences are not required. 

Add.tio.al Comments 

Figure 12: Scheduler Options for Patient Preferences Add Comment / Receive Consult Workflows 

11.3 Options for Community Care Scheduling 

Veterans will have the two options to determine how their community care appointment will be 

scheduled: VA Scheduling and Veteran Self-Scheduling. Veteran preference for scheduling will 

be documented using the guidance identified in the OCC Field Guidebook, Chapter 2,  

subsection 2.19. 

11.3.1 VA Scheduling 

VA will schedule the community appointment on behalf of the Veteran using the community 

care scheduling preferences documented by RCT. 

Additionally, the ROT member must capture if the community care appointment was scheduled 
at the ROT level using the CTB Patient Preferences Tab (only if applicable). 
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RECEIVE VA CONSULT 

Consult Review 

CC Eligibility (DST) 

Contact Attempts 

IPatient Preferences 

view Consult History 

Go to CC Workflow 

User Settings 

Patient Preferences 

Veteran Contacted 

O Veteran informed of eligibility, referral and approval 

O Mailing address confirmed 

O OK to leave appointment details on voicemail 

OK to leave appointment details with: 

 

-- Select --

 

Veteran's Scheduling Preference 

O VA schedules 

O Veteran self-schedules 

O Community provider schedules 

CC appointment was scheduled by RCT member 

11.3.2 Veteran Self-Scheduling 

The Veteran may elect to self-schedule his/her own appointment. 

VSS begins once a Veteran indicates he/she would like to schedule their appointment directly 
with the community provider. The Veteran can provide this preference to self-schedule to the 
clinic Medical Support Assistant (MSA), ROT or the facility community care staff. The 
community care VSS process is encouraged, but not mandated. VSS allows Veterans to 
schedule directly with community providers. 

When VSS is selected, staff must capture this scheduling preference the CTB Consult Review 
Tab. 

Additionally, ROT must use the VA Community Provider Locator (CPL) in CPRS to identify 
Veteran's preferred provider and to ensure the preferred provider is in network. Upon 
identifying a preferred provider or possible options for community providers, ensure to provide 
with the community provider information, and document the action using the CTB Patient 
Preference Tab. 

0 Veteran self-schedules 

0 Community provider schedules 

Provider selection support (required) 

O Veteran provided list of local network providers 

O Veteran referred to VA.gov 

O Veteran declined support, network provider identified 

It is important to note for care that is available within VA, the Veteran's preference to self-
schedule for community care should be captured after an ROT member has discussed all care 
options with the Veteran (virtual care, face to face, and community care) and the Veteran has 
opted-in for community care. Once it is identified that the Veteran has elected to self-schedule 
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his/her community appointment, the Veteran must be informed that he/she will receive a self-
scheduling letter in the mail with the approved community provider information so he/she can 
contact the community provider to schedule the community appointment. If the preferred in-
network provider is known, the Veteran may also elect to wait three days to call the provider to 
schedule prior to receiving the letter in the mail. 

In addition, the front-line staff or RCT must clearly communicate to the Veteran that he/she 
must contact the facility community care office to inform them of the appointment date/time for 
documentation purposes in a timely manner. More information is in the OCC Field Guidebook, 
Chapter 3, subsection 3.16. 

Note that self-scheduling may not be appropriate for some Veterans with active Behavioral 
Patient Disruptive Flag (BPDF), based on the Veteran's individual needs. If the Veteran has an 
active BBDF, elevate the request to the facility community care clinical staff to contact the 
facility's Disruptive Behavior Committee (DBC) chair to learn the safety implications (to other 
patients, to the provider, and/or to the Veteran) of scheduling the Veteran with a community 
provider. DBC Chair contact information can be found at: Workplace Violence Prevention  
Program (WVPP) POC Search Page; ensure you reach out to the "DBC Chair" for your facility 
versus other POCs. If there are safety implications, VA staff should schedule the Veteran 
following the process outlined in OCC Field Guidebook, Chapter 3, subsection 3.15. "How to 
Schedule Using CCN When VA is Scheduling on Behalf of the Veteran." 

11.4 Community Care Scheduling Supplemental Material 

• The Office of Community Care Field Guidebook (FGB)  
• Policy Appendix  
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12 USE OF ELECTRONIC CONSULTS (E-CONSULTS) 
Recently updated reimbursement rules have expanded payment for non-synchronous care 
such as Electronic Consults (E-Consult). While some Veterans prefer in-person visits and 
some types of services will require in-person visits, the availability of electronic records 
supports wider access to specialists' expertise without the necessity of a face-to-face patient 
visit. Electronic record review and consultation can spare Veterans unnecessary travel and 
provide them convenient access to specialty care. 

The Office of Specialty Care Transformation developed the E-Consult initiative to improve 
access to specialty care for Veterans and their primary care providers. E-Consults allows 
referring providers to request review of the record, obtain interpretation of the information, and 
receive recommendations. They also allow the specialist to receive workload credit for non-
face-to-face visits done by chart review. 

12.1 What is an E-Consult? 

E-Consults are referrals designed for Veteran/provider questions about advice for diagnostic 
and therapeutic issues. They can also be used to better prepare a Veteran for a face-to-face 
visit by arranging for the completion of necessary tests in advance of the visit with a specialist. 

E-Consults should be completed within three business days (excluding weekends but not 
holidays) of the File Entry Date. Learn more about the process in the E-Consult Guidebook 
Version 3.  

E-Consults are a kind of asynchronous care sometimes referred to as "chart only consult" or 
"virtual consult." Within VA, an E-Consult does not require direct communication (phone or 
written) with the referring provider and can be completed just through a review of the chart and 
a written note. E-Consults are also considered one subset of asynchronous care. 

12.2 All Sites Should Promote E-Consults as an Avenue of Care 

To optimize Veteran choice and improve access to care, all specialties should provide E-
Consults. This requires the local site to develop a referral process in CPRS with note titles and 
encounter locations that include "E-Consult" to be tracked appropriately. Veterans are not billed 
for copay. Workload is tracked as described below. We strongly encourage specialty care 
services to consider active consult management, identifying face-to-face requests that can be 
completed as an E-Consult and vice versa. 

All services within the medical center should receive communication about any new E-Consult 
opportunity. Staff should promote E-Consults as a rapid, efficient way to obtain documented 
diagnostic or management recommendations without a face-to-face visit. Examples of good 
outcomes should be marketed to all services to promote use of E consults. Staff should 
promote E-Consults in Care Coordination agreements between Primary and Specialty Care 
Services. 
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12.3 Advantages of E-Consults 

A consultant's review of the records can take place without structured scheduling, allowing the 
consultant flexibility to complete tasks at a convenient time. Because the Veteran does not 
need to travel, the inconvenience and costs of scheduling and arranging transportation are 
eliminated. While support staff may, at times, expedite requests from the referring provider or 
the specialist, when compared to a traditional consultation, the burden on support staff is 
generally reduced. Consults can be completed without the delay of scheduling and the 
response time to the consultation can be much less than in a traditional 
consultation. Consultants whose expertise is highly specialized may be accessible from long 
distances for those Veterans who cannot travel to/from medical centers. 

12.4 E-Consults Take Time to Perform 

Providers who perform E consults should have time to perform referrals using the most efficient 
approach that limits impact on face-to-face clinic time. Section Chiefs and Service Chiefs are 
responsible for assessing productivity and assigning the appropriate amount of allocated time 
for all asynchronous care, including E-Consults. Data on individual productivity will continue to 
guide those individuals in accomplishing their goals. Section productivity can be assessed 
based on total clinical workload: clinic, ward or inpatient referral coverage, procedures, test 
interpretation (electrocardiograms (EKGs), pulmonary function tests (PFTs), telephone or tele-
video visits and E-Consults. Clinical care in any form should be used to maximize access 
based upon the need of the Veteran. Clinicians should be reassured that productivity for 
completing E-Consults is comparable to performing face-to-face visits and is based on the time 
spent completing the consultation as opposed to care complexity with office-based Evaluation 
and Management (E&M) codes. Please refer to the Electronic Consult Implementation Guide 
for additional information and implementation guidance. 

12.5 Use of E-Consult Supplemental Materials 

• E-Consult Guidebook Version 3  
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13 TELEHEATH / VIRTUAL CARE 

13.1 MISSION Act and Telehealth 

The MISSION Act established "Anywhere to Anywhere" telehealth across state lines and from 
off-site locations to a Veteran's home or community. Through Telehealth, VA has an 
unprecedented opportunity to grow and to meet Veterans where they are with continuity, 
convenience, and excellence. Providers should invite Veterans to consider care by Telehealth 
for several reasons, including its ability to provide overall continuity of care, a Veteran-centric 
option within VA, and a more convenient option for care, often with reduced travel 
requirements. 

Per the MISSION Act, the below verbiage from the preamble applies when determining 
community care eligibility when the appointment being offered is considered Telehealth. "The 
proposed rule stated that if the VA is able to furnish a covered veteran with care or services 
through telehealth, and the veteran accepts the use of this modality for care, VA would 
determine that is was able to furnish such care or services in a manner that complies with 
designated access standards. We received one comment that urged VA to ensure that the 
option for the Veteran to have face-to-face care would be maintained if the Veteran did not 
choose the telehealth modality. We do not make changes based on this comment. As stated in 
the preamble of the proposed rule, VA will not require a veteran to accept the use of telehealth 
for the purpose of meeting VA's designated access standards." Review specific guidance from  
the law. Select the Final Rule document and search the word telehealth. Review the Office of 
Community Care Field Guidebook for additional guidance about eligibility requirements for 
unique scenarios such as a Veteran who choosing telehealth and then requires an in-person 
visit. 

13.2 What Kinds of Telehealth Appointments Exist at VA? 

Synchronous (Clinical Video Telehealth or VA Video Connect into the home/non-VA site), 
Asynchronous (Store and Forward Telehealth) and Remote Patient Monitoring (Home 
Telehealth) are telehealth services offered at VA. 

VA leads the Nation in telehealth, with options in more than 50 specialties. Service lines 
consider what care is appropriately delivered by Telehealth by clinical judgement and via 
guidance from Specialty Telehealth Operational Manuals. Specialty expert consultation by 
telehealth for select conditions is available through a network of National and VISN based 
Telehealth Hubs. Inpatient telehealth services include tele-hospitalist, tele-ICU, tele-stroke, and 
other programs. 

Telehealth clinics must be set up in VistA to correctly capture workload. At this time, telehealth 
services into the home are not associated with a patient co-pay. 

Increasingly, VA providers will have the skills to offer Veterans clinical care by telehealth. Video 
telehealth expansion into the home and non-VA sites of care began in 2018 for Primary Care 
and Mental Health and expanded to Specialty Care in 2019. All VHA ambulatory healthcare 
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professionals are expected to have completed at least one video visit into the home or non-VA 
site, by end of FY2021. Expansion of asynchronous care in eye care, dermatology and sleep is 
underway. VISN Clinical Resource Hubs offer services in Primary Care, Mental Health and 
increasingly Specialty Care. 

13.3 Advantages of Telehealth 

Telehealth, and virtual care in general (mobile applications, secure messaging, remote patient 
monitoring) should be promoted as an option for Veterans to choose VA, decrease travel time 
or travel cost, and increase convenience and comfort (for Veterans not wishing to receive care 
in a medical facility). There is high Veteran satisfaction with Telehealth Services at VA on par 
with in-person care. To date, the literature on Telehealth suggests equivalence in clinical 
outcomes, experiences and improved continuity of care. 

In the management of rare/specialized clinical conditions, telehealth may be the best option for 
Veterans who have few (or no) options for care in the community. During disasters or 
emergencies when facilities experience closures and appointment cancellations resulting in a 
potential surge of increased eligibility for community care, prioritizing appointment rescheduling 
to include virtual care supported by facility based, VISN based or national providers can 
mitigate access challenges during the period of the disaster/emergency. 

Since the location of the remote provider is flexible, VA can optimize capacity by recruiting 
providers in areas where it is relatively easy to do so and match this available capacity to 
demand elsewhere in the VISN. Clinical capacity for Telehealth may be available through 
Telehealth providers located in front-line clinics within the healthcare system, or within the 
VISN Clinical Resource Hub. Facility leadership is encouraged to identify underutilized FTEE 
for telehealth (Productivity and Staffing Guidance for Specialty Provider Group Practice VHA 
1065(1) linked here) Services from providers outside the VISN may be arranged by an MOU 
and/or cost-transfer. 

13.4 Applicable National Data Sources 
• VSSC Connected Care Reports  
• Appointment Data Cube now includes wait time and encounters for telehealth appointments 

in addition to in-person appointments. VSSC Appointment Cube 
• CVT SFT Data cubes for information on Telehealth Data or historical usage, who/what 

CBOCs currently use. VSSC CVT SFT Cube  
• Provider productivity cubes for evaluation of who may have capacity at your site to start or 

expand provider side offering of telehealth in your specialty VSSC Provider Productivity  
Cube 

• Community Care data to review what services are being provided in the community. VSSC  
Community Care Cube  

• Virtual Care Scorecards 
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13.5 How to Increase Awareness with Veterans and Staff 

A key to increasing use of virtual care throughout the health care system is to make both 
Veterans and staff aware of how it works, when it is appropriate to use and that the Veteran will 
still be receiving the top quality of care that they receive throughout other modalities. Using 
tools such as VEText, Secure Messaging, and social media for outreach efforts are 
recommended. 

Promising practices and data to support their process. A summary of these practice may be 
viewed on the Connected Care Messaging Biog.  

13.6 Scheduling with Virtual Care 

In VA, there are multiple options for scheduling telehealth. The Telehealth Scheduling Tool  
 outlines all scheduling platforms and when they are appropriate to use for scheduling. 

The Office of Connected Care is continuing to work on making the scheduling process 
streamlined with in person visits. Currently the main platform for scheduling VVC is Virtual Care 
Manager. Review additional information about Virtual Care Manager and scheduling specific 
information on VA Video Connect for Schedulers.  

C; Scheduling Training Requirements 

All schedulers need to follow OVAC Scheduler Requirements as laid out in VHA Directive 1230 
including virtual care scheduling requirements. A Specialty Care Department of Veterans 
Affairs Video Connect Expansion Memo (VIEWS# 03400841) from August 25, 2020 was sent 
to the field requiring schedulers mastering the most recent VVC Scheduler training and 
schedulers are required to have scheduled VVC appointment. The trainings and can be found 
on TMS, training module #41309. 

13.6.2 Understanding Where Virtual Care Is Available in VA Network 

To optimally inform the Veteran, the RCT needs to know where virtual care is available across 
the network. Currently the VHA is in progress of creating an efficient national database 
however there are ways to gather the applicable information. Below are examples of how sites 
are sharing this information across their healthcare systems in the interim. Consider using the 
following practices to understand where virtual care is available across their VISN. 

• Create a VISN SharePoint were all information is been posted and shared 
• Grant Access to local SharePoint for staff and leadership 

• Hold Telehealth Leadership weekly meetings 
• Hold a VISN while Telehealth Strategic Planning call 
• Hold weekly meetings with Leadership including front office and ACOS 
• Connect with the SAIL workgroup, NDPP, Nursing Executive council and Medical 

Executive Council 
• Participate in PACT Huddles and departmental staff meetings 

• Distribute local flyer across the facility with all the Telehealth modalities and services 
offered. 
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• Work in collaboration with patient advocate team, patient centered care team and 
Wholehealth team to share Telehealth information across the facility 

• Create a spreadsheet by site to show who is offering what about Telehealth at each 
facility. 

13.7 Specialty Specific Guidance on How to Start and Expand 

Through virtual care Telehealth is well suited to provide care for the majority of outpatient clinic 
visits through Synchronous Telehealth/Clinical Video telehealth (CVT), CVT to home (VVC), 
and other Virtual Care options including Asynchronous Store and Forward Telehealth (SFT) or 
E- Referrals. Expansion of Virtual Care offerings is the appropriate step for many services and 
for patients to bring the right care to the right place at the right time. This following seven 
specialty sprint focus areas gives recommendations on evaluation and expansion of Virtual 
Care offerings to be implemented in conjunction with the Referral Coordination Teams (RCT). 
Each specialty focus area includes the following sections specific to that specialty 

• Services to consider for E-Consults 

• Services to consider for telehealth 
• What the Veteran & Provider can expect when using telehealth 
• Recommended care pathways 

• Staffing recommendations for telehealth 
• FY2020 Usage facts 
• Current promising practices 

• Resources & innovative approaches needed to continue to expand virtual care 

In the Field Guides, you will also find a Telehealth Supplement if one exists. The supplement 
includes use cases and set up for telehealth. Select and view guidance specific to your 
specialty on the Telehealth website. 
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Figure 13: Telehealth Specialty Menu 

13.7.1 Steps to Start Expansion 

1. Review telehealth utilization, wait time and Community Care data to determine best 
specialty in which to expand. 

2. Contact your Facility Telehealth Coordinator (FTC) and RCT review telehealth data 
and community care cost data, see where telehealth is offered at CBOCs see where 
you can expand, consider VISN CRH level approach. 

3. See what the highest community care utilization is for your service(s) and plan how to 
include virtual health offering, prioritize where to start and with what service based on 
data. 

4. Include RCI team at local facilities to make aware of current telehealth options for 
service(s) and expansion of service(s)/offering let it be known which CBOCs offer 
Telehealth currently. 

5. Discuss pathway with RCI team for offering patients telehealth, (e.g., what does that 
look), use of telehealth admin scheduling referrals, how does RCT involve telehealth 
option up front and aware to offer this first to patients. 

a. Examples: 
i. Identify CBOCs in your VISN that do not offer TeleDermatology or face 

to face Dermatology care. 
ii. Evaluate the staffing at the CBOCs and if there is a TCT trained in 

TeleDermatology, if not have the FTC take steps to have the TCT at the 
CBOC trained in TeleDermatology. 

iii. Assess that the CBOC has the equipment for TeleDermatology, a hand-
held point and shoot camera with dermascopy attachment is 
recommended, cost is around $2000.00 per unit. 
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iv. Follow telehealth specialty supplement for referral and clinic set up for 
go live of new TeleDermatology service offering. 

6. Market to patients and providers. 

13.8 Virtual Care Supplemental Materials 

• Telehealth Website  
• Telehealth Expansion - VHA Telehealth Services Intranet (va.gov) 
• Specialty VA Video Connect Expansion VSSC Report  
• Inclusion for Specialty Care Service Lines  
9 Facility Executive Leadership VA Video Connect Checklist  
• Example of VISN Menu of Services  
• Example of VISN Telehealth Service Agreement  
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14 CHANGE MANAGEMENT 
This section of the guidebook will reference Prosci® tools and techniques to support RCI. 
Prosci® Change Management focuses on managing the people side of change with research-
based processes, tools and techniques to achieve the required business results. Every 
organizational change ultimately has individual impacts—the tens, hundreds or thousands of 
employees who have to do their jobs differently when they adopt the solution. This is the role of 
change management. 

On October 22nd, 2019, VHA approved an Executive Decision Memo that recognized Prosci® 
as VHA's current methodology for Change Management. Organizations that integrate Change 
Management into their project management delivery are six times more likely to successfully 
reach their program/project objectives. Change management is the use of an organized 
framework that helps to guide individuals through the change process. According to Prosci 
research, "the results and outcomes of changes are tied to individual employees doing their 
jobs differently. A perfectly designed process cannot improve performance until employees 
follow it. A perfectly designed technology adds no value to the organization until employees 
use it. Perfectly defined job roles won't deliver results until employees fulfill them. Employee 
adoption and usage are the bridge between a great solution and ultimate results" (Top 
Contributors to Change Management Success, Prosci®, 2016). 

14.1 Three States of Change 

Change is about moving to a future state while change management is about supporting 
individual employees impacted by the change during their transitions—from their current state 
to their future state. 

There are three states of change: current state, transition state, and future state. The current 
state is how things are done today. The transition state is how to move from current to future. 
The future state is how things will be done tomorrow. 

14.1.1 Why is Change Management Important? 

It is important to understand VHA's future state is actually the collection of many individual 
future states. 
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Change management increases organizational outcomes to achieve desired results by driving 
individual adoption and usage. In order to drive individual adoption and usage, facilities must 
enable success by supporting each individual through his/her personal change journey. With 
excellent change management, employees: 

• Adopt changes faster, more completely and more proficiently 
• Stay engaged in the organization during disruptive change. 
• Understand why the change is happening. 
• Have the time and tools to get on board and feel heard and supported. 

14.2 Change Management Framework 

ADKAR is a change management framework for understanding change at an individual level 
(Hiatt, Jeffrey. ADKAR. A Model for Change in Business, Government and our Community, 
2006). Every change that occurs in a system is dependent on individuals making individual 
changes. Applying ADKAR framework can assist organizations in successful change by 
understanding the elements necessary for change results to be recognized. ADKAR presents 
in five stages that individuals go through when making a change. 

• A in ADKAR stands for Awareness. For change to occur, the individual needs to have 
awareness of the need for change and the nature of the change. 

• D stands for Desire. The individual must have the desire to support the change, 
participate, and engage in the change. 

• K stands for Knowledge. The individual should have knowledge on how to change and 
on how to implement the new skills and behaviors. 

• A stands for Ability. The individual should have the ability to implement the change and 
demonstrate performance. 
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• R stands for Reinforcement. The individual needs reinforcement to sustain the change 
and build a culture and competence around change. 

For sustainable change to occur in a system or organization, individuals must reach the level of 
Ability. The elements of ADKAR are sequential, requiring individuals to move through each 
stage successfully. 

14.3 SmartChange Toolkit 

VHA's National Center for Organizational Development SmartChange Toolkit provides simple, 
powerful tools to make change easier at all levels of the organization. This toolkit consists of 6 
steps to help organizations think through and support the 'people side' of change. You can 
access the SmartChange Toolkit to gain a better understanding and best practices for each 
step. This guidebook provides a summary of all six steps with an intended focus on Step 1. 

14.3.1 Step 1 — Define Success 

In any change scenario, organizations should be able to answer the basics — starting with 
what's changing, why a change is needed, and what happens if we don't change. When you 
start with the Six Essential Questions, you'll get clear on what's changing, why, and what 
success looks like. The process of answering the Six Essential Questions gets people on the 
same page. Once the answers are in place, you have the cornerstone for key change 
messages. 

Beyond informing communications, Six Essential Questions can: 

• Help a leader decide if it is the right change to implement. 
• Help a leader understand the change more fully so they can better lead others. 
• Help a leadership coalition or project group come to consensus on the key reasons for 

the change and facilitate buy-in. 
• Identify when you need to seek out more information to better understand the change. 
• Initiate discussions with key leaders to discuss alternatives to the change and/or fully 

understand implementation options. 

14.3.2 Step 2 — Strengthen Your Foundation 

Once the reasons for change and expected benefits are clear, it's time to examine and 
strengthen your foundation. Change success depends on a balance of technical decisions and 
actions that help people adopt and use the solution as intended. By measuring the 
Foundations for Change, you'll get a snapshot of your project's health, and a good sense of 
which elements need the most attention. 

14.3.3 Step 3 — Prepare Sponsors 

Benchmarking studies repeatedly show the number one predictor of change success is active 
and visible sponsorship. Using the Preparing Sponsors tool, you'll identify the coalition needed 
to support your change, and discover how best to facilitate their success in these critical roles. 
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14.3.4 Step 4 — Understand Individual Change 

When you understand individual change, you can decode the mystery (and relieve the 
frustration) of organizational change. By applying Prosci's ADKAR® model, you can easily see 
where to focus your efforts, avoiding the common change management error of scheduling the 
"right" tactic at the wrong time. 

14.3.5 Step 5 — Engage Impacted Groups 

You know how change happens at an individual level (that's ADKAR!) — now it's time to shift 
your focus to engage groups affected by change. Resistance to change is normal and should 
be expected. Managing that resistance, however, depends on knowing several things: how the 
change impacts different groups, their readiness for change and their context for change. By 
using the Engaging Groups tool, you'll gain insight into what support is needed by whom and 
when. 

14.3.6 Step 6 — Pull it Together: Your Change Strategy 

You've assessed your change from several key perspectives, and now it's time to put it all 
together to make sense of the bigger picture. Whether you are a team of one leading a 
change in your workgroup, or responsible for a much larger change in your organization, this 
SmartChange Snapshot is a great way to capture the next actions to best drive the people side 
of change for the results you want and need. 

14.4 Change Management Resources 

There are many VHA change management resources available to assist with change success. 
We encourage all levels of the organization to become familiar with the following resources: 

• VHA NCOD SmartChange Toolkit 
• Best Practice Tip Sheet for Communications  
• Best Practice Tip Sheet for Engaging Managers  
• Sponsorship Roles  
• Actions that drive ADKAR — Senior Leaders, Mid Managers/Supervisors. Individual level 
• Plan for Sustainment: 3 Key Sustainment Elements 
• Prosci Portal — VHA employees can create a Prosci account by using their VA email to 

register. 
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15 ACRONYMS AND GLOSSARY 
Table 5: Acronym List 

Abbreviations Meaning 

ADPCS Associate Director for Patient Care Services 

AMSA Advanced Medical Support Assistant 

APRN Advanced Practice Registered Nurse 

BDOC Bed Days of Care 

BIM Business Implementation Manager 

BMI Best Medical Interest 

BPDF Behavioral Patient Disruptive Flag 

BT Beneficiary Travel 

CAC Clinical Applications Coordinator 

CC Community Care 

CITC Care in the Community 

CMO Chief Medical Officer 

COO Community Opt-Out 

COR Contracting Officer's Representative 

COS Chief of Staff 

CPL Community Provider Locator 

CPM Clinic Practice Management 

CPRS Computerized Patient Record System 

CRH Clinical Resource Hub 

CTB Consult Toolbox 

CTM Consult Tracking Manager 

CVT Clinical VA Telehealth 

DAV Disabled American Veterans 

DBC Disruptive Behavior Committee 

DO Doctor of Osteopathy 

DoD Department of Defense 

DSS Decision Support System 

DST Decision Support Tool 

E-Consult E-Consult Electronic Consultation 

ECHO Echocardiogram 

EHR Electronic Health Record 

EKG Electrocardiogram 

ELT Executive Leadership Team 

FBG Field Guidebook 

FTC Facility Telehealth Coordinator 

FTE Full Time Equivalent Employee 
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F2F Face to face 

GEC Geriatrics and Extended Care 

GI Gastroenterology 

GPM Group Practice Manager 

HAS Health Administrative Services 

HCS Health Care System 

HOC Health care Operations Center 

HRTG Highly Rural Transportation Grants 

HT Health care Technicians 

ICC Integrated Clinical Community 

IFC Inter-Facility Consult 

IRMAC Integrated Referral Management and Appointing Center 

JOC Joint Operations Center 

JLV Joint Longitudinal Viewer 

LIP Licensed Independent Practitioner 

LOS Length of Stay 

LPN Licensed Practicing Nurses 

MD Doctor of Medicine 

MISSION Maintaining Internal Systems and Strengthening Integrated 
Outside Networks 

MSA Medical Support Assistant 

NP Nurse Practitioner 

OCC Office of Community Care 

OCC Office of Connected Care 

OVAC Office of Veterans Access to Care 

PA Physician Assistant 

PACT Patient Aligned Care Team 

PAO Public Affairs Officer 

PFTs Pulmonary Function Tests 

PPMS Provider Profile Management System 

PSDS Patient Self-Referral Direct Scheduling 

RCI Referral Coordination Initiative 

RCT Referral Coordination Team 

RN Registered Nurse 

SET Asynchronous Store and Forward Telehealth 

SMT Special Mode Transportation 

SME Subject Matter Expert 

SOP Standard Operating Procedure 

SW Social Worker 

SWS Social Work Service 
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TH Telehealth 

TPA Third Party Administrator 

VA Department of Veterans Affairs 

VAMC Veteran Affairs Medical Center 

VCCPE Veterans Community Care Program Eligibility 

VHA Veterans Health Administration 

VISN Veteran Integrated Service Network 

VEO Veteran Experience Office 

VSO Veteran Service Organization 

VSS Veteran Self-Scheduling 11P 

VSSC Veterans Health Administration Support Service Center 

VTP Veterans Transportation Program 

VTS Veterans Transportation Service 

VVC VA Video Connect 

WT Wait time 

WVPP Workplace Violence Prevention Program 
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16 DOCUMENT HISTORY LOG 
The Referral Coordination Initiative (RCI) Guidebook is a living document that will be updated 
to reflect new solutions and strategies. Below is the Document History Log of changes. 

Document Type Document Effective Description 
(Baseline/Revision) Revision Date 

V3.1 7/23/2021 

Version 3 release of the Referral Coordination 
Initiative Guidebook. 

Revision including addition of Consult Toolbox 
(CTB) 2.0 guidance. 
4.7 — update to existing content 
7.2 - update to existing content 
10 - update to existing content 
10.1- update to existing content 
10.3 - update to existing content 
10.4 - update to existing content 
11.1 - update to existing content 
11.2 - update to existing content 

Baseline 

Revision 

V3.0 03/10/2021 

Revision V3.2 9/21/2021 Revision including addition of Clinical Pharmacy 
Role on ROT, Menu of Services, and MSA 
Guidance 
3.5.3 —update to existing content 
3.5.4 — new content 
3.6 — update to existing content 
6.11 — new content 
6.12 — update to existing content 

Revision V3.3 10/21/2021 Guidance added regarding updates with CTB 
2.0 and how to utilize RCT User Role: 
2.2.1; 3.5.2; 3.5.3; 4.7.1; 5.3.1; 5.5; 6.7.1; 7.2.1; 
7.2.5; 7.2.6; 7.2.7; 7.3; 7.4; 8.4; 10, 10.4; 11.1; 
11.2.2; 11.3.3; 11.3.1; 11.3.2; 

   

Guidance on how to best engage Clinical 

   

Pharmacy Specialists as part of RCI: 3.5.4; 

   

ROT MSA competencies and functional 
statement added: 3.5; 

   

VISN Menu of Services guidance and resources 
added: 6.11; 

   

ROT RN role guidance added: 3.5 and 3.6 
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17 APPENDIX A - RCT SIX ESSENTIAL QUESTIONS 

17.1 What is changing? 

The Veterans Health Administration (VHA) is changing its existing referral process by 
implementing the Referral Coordination Initiative (RCI). RCI shifts the referral responsibility 
from providers to Referral Coordination Teams (RCTs) that include dedicated clinical and 
administrative staff. 

17.2 Why is it changing? 

VA is streamlining the referral experience to improve timely access to care, empower Veterans 
to make informed care decisions, and ensure only eligible Veterans who want to receive care in 
the community are being referred and scheduled into the community. 

17.3 Why is it changing now? 

Assessment of MISSION Act implementation and the ongoing COVID-19 pandemic response 
to health care delivery resulted in more Veterans being referred to the community than 
expected. Veteran feedback suggests many Veterans prefer to receive internal/direct VA care. 

17.4 What is not changing? 

VA will continue providing an exceptional Veteran experience and delivering the highest quality 
care and services aligned to each Veteran's needs and life goals — whether that is in-house VA 
care or care in the community. Eligibility standards for community care are not changing. 

17.5 What are the benefits of this change? 

RCTs align with VHA's modernization efforts to enhance referral timeliness and consistency, 
empower Veterans to make more informed choices about their care, and maintain high levels 
of Veteran satisfaction. 

17.6 What are the risks of not changing? 

Without a streamlined and consistent referral process, the scheduling of referrals will be longer 
than necessary; Veterans will have an inconsistent experience and lower satisfaction; Veterans 
may not receive all the information needed to make decisions about their health care needs; 
and Veterans who prefer to receive in-house VA care may instead be referred to care in the 
community. 
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18 APPENDIX B - COMMUNICATION MATERIALS 
Table 6: Communication Materials 

Communication SharePoint Link 
Material 

Veteran Fact 
Sheet 

https://dvagov.sharepoint.com/sites/ReferralCoordination I n it/Sh aredcY020 Docu me 
nts/RCW020Externar/020Communications°/020Documents/Externar/020Veteran°/0 
20Fact°/020Sheet%20FinaleY020022321.pdf 

Internal Staff Fact https://dvadov.sharepoint.com/sites/ReferralCoordinationlnit/Shared°/020Docume  
Sheet nts/RCP/020Internar/020Communications°/020Documents/RCI%20Internar/020Fac 

r/020Sheer/020Final.pdf  
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19 APPENDIX C - POLICY MATERIALS 
Table 7: Policy Materials 

Policy Material Link Issue Date End Date 

Community Care Scheduling 
Enhancements Memo 

https://dvagov.sharepoint.com/:b:/r/sites/v 10/28/2020 10/31/2022 
acovha/DUSHCC/DC/DO/Cl/C1 Artifacts/ 
Cl 10W/020Memo/Community°/020Care/S 
cheduling/Community°/020Care/020Sched 
uling°/020Enhancemente/020VIEWS°/020 
%2303771730.pdf?csf=1&web=1&e=tcW 
dTA 

National Deployment of 
Consult Toolbox 1.9.0063 
and 1.9.0065 — COVID-19 
Upgrades Memo 

https://dvapov.sharepoint.com/:b:/r/sites/v 05/18/2020 
acovha/DUSHCC/DC/DO/C I/C I Artifacts/ 
Cl 10W/020Memo/Announcements/Natio 
nar/020Deploymenr/020oP/020Consult%2 
0Toolboe/0201.9.0063°/020and°/0201.9.00 
65`)/0E2`)/080°/093°/02000VI D-

 

19`)/020Upgradee/020(VIEWS°/023°/020027 
48457)°/020signed.pdf?csf=1&web=1&e= 
MF6'cA 

Changes to Consult/Referral 
Management during COVID-
19 Memo 

https://dvagov.sharepoint.com/:b:/r/sites/v 09/13/2020 
acovha/DUSHCC/DC/DO/C I/C I Artifacts/ 
Cl 10N%20Memo/Conditions°/020-

 

°/020F10/020°/020etc/COVID19/Changes% 
20t0%20Consu IV/020 Ref erral%20Manag e 
ment°/020during°/02000VID-

 

19`)/020.pdf?csf=l&web=1&e=PNHS3P 

RCI Memo: Veterans 
Integrated Service Network 
(VISN) Referral Coordination 
Initiative (RCI) Standards and 
Expectations for Fiscal Year 
(FY) 21 

https://dvagov.sharepoint.com/:b:/r/sites/R 

  

eferralCoordination I n it/RCI%20 Resource 
%20Documents/03122021%20--

 

%204723515°/020°/020S°/026D°/020Memo 
%20%20031221%20--

 

°/020Veterane/020Integratedp°/020Service 
°/020Network°/020(VISN)/020Referrar/020 
Coordination°/0201nitiative%20(RCI)/020St 
andards°/020and°/020Expectations°/020f0r 
%20Fiscar/020Year%20(FY)/02021 .pdf? 
csf=1&web=1&e=7KHoE2 

Prioritization for Consultations 
Procedures and 
Appointments 

https://dvapov.sharepoint.com/sitesNAC N/A N/A 
OVHADUSHOM/10NA/ACAO/ConsultMa 
napement/SitePapes/Consulr/020Toolbox 
.aspx 

 

Consult Processes and 
Procedures Directive 1232 (2) 

https://www.va.pov/vhapublications/ViewP 06/28/2019 N/A 

N/A 

ublication.asp?pub ID=3230 

CPRS Technical Guide https://dvagov.sharepoint.com/sites/Refer N/A 
ralCoordination I nit/Shared°/020Documents 
/Guidebooe/020Supporting°/020Document 
s/RCW020Technical°/020Guide/0202°/0202 
%202021%20RW%20`)/0202`)/0205`)/020202 
1°/020cp°/020v1.pdf 
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N/A https://dvagov.sharepoint.com/:b:/r/sites/v N/A 
haovac/cpm/Shared%2000cu ments/Gu id  
ebooks/E-
Consulr/020Guide/020Book°/020V%203.0.  
pdf?csf=1&web=1&e=WbAagT  

E-Consult Guidebook Version 
3 

Office of Community Care 
Field Guidebook (FGB) 

https://dvapov.sharepoint.com/sites/VHA N/A 
OCC/CNM/Cl/OCCFGB/SitePapes/FGB.a 
spx  

N/A 

Service Agreement SOP Coming Soon N/A N/A 

Unable to Schedule SOP Coming Soon N/A N/A 

Coming Soon N/A N/A Minimal Scheduling Effort 
SOP 
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 CONCURRENCE AND SUMMARY SHEET 
SUBJECT FY20 Internal Audits: Veteran's Community Care Program (VCCP) Care 

Coordination for Breast Cancer Screening Audit Report and Veterans Affairs (VA) 
Care Coordination for Breast Cancer Screening Audit Report 
(VIEWS #03911518) 

NAME OF ADDRESSEE (For Correspondence Only) 

TO BE COMPLETED BY EXECUTIVE SECRETARIAT (001B) 

REMARKS 

Memo included for EIC signature. 
CONTROL NO. NAME OF REVIEWER 

CONCURRENCES - TO BE DETERMINED BY THE ORIGINATING OFFICE 

CONCUR- 
RENCE 

REQUIRED 

TITLE OR 
ORGANIZATIONAL 

ELEMENT 

MAIL 
ROUTING 
SYMBOL 

DATE 
IN 

SIGNATURES DATE 
OUT CONCURRENCE NONCONCURRENCE 

X VETERANS HEALTH ADMINISTRATION 10 

     

VETERANS BENEFITS ADMINISTRATION 20 

     

VETERANS EXPERIENCE OFFICE 30 

     

NATIONAL CEMETERY 
ADMINISTRATION 40 

     

OFFICE OF INSPECTOR GENERAL 50 

     

OFFICE OF ACCOUNTABILITY & 
WHISTLEBLOWER PROTECTION 70 

      

OFFICE OF PUBLIC AND 
INTERGOVERNMENTAL AFFAIRS 002 

      

OFFICE OF ACQUISITION, LOGISTICS & 
CONSTRUCTION 003 

     

OFFICE OF MANAGEMENT 004 

     

OFFICE OF INFORMATION AND 
TECHNOLOGY 005 

     

OFFICE OF HUMAN RESOURCES AND 
ADMINISTRATION 006 

      

OFFICE OF OPERATIONS SECURITY 
AND PREPAREDNESS 007 

     

OFFICE OF ENTERPRISE INTEGRATION 008 

     

OFFICE OF CONGRESSIONAL AND 
LEGISLATIVE AFFAIRS 009 

     

BOARD OF VETERANS' APPEALS 01 

     

OFFICE OF THE GENERAL COUNSEL 02 

     

VETERANS SERVICE ORGANIZATION 
LIAISON 00C 

     

OFFICE OF SMALL & DISADVANTAGED 
BUSINESS UTILIZATION OOSB 

     

WHITE HOUSE LIAISON WHL 

    

X ADUSH for Risk Management 100RE 

 

David B. Chiesa  
1779 

invo 
243 oin. a?.. ii ION12729.05W 

                                                                        

NAME OF AUTHORIZED SIGNER SIGNATURE OF INITIATING KEY OFFICIAL OR AUTHORIZED SIGNER DATE 

VA FORM 
JAN 2019 4265 

SUPERSEDES VA FORM 4265. MAY 2018. 
WHICH MAY BE USED 



DATE TITLE EXTENSION SYMBOL 

CONCURRENCE AND SUMMARY SHEET 
(Continued) 

PURPOSE - DISCUSSION - IMPLICATIONS 

Purpose 

To obtain the EIC's signature on the report memos herein in order to direct and implement needed change. 

Request the EIC to review the Internal Audit (IA) reports attached herein. Upon review and concurrence of the IA reports and 
recommendations, request the EIC to sign the prepared memos, charging the Audit Risk and Compliance Committee (ARCC) 
with oversight of the recommendations and the corrective actions to ensure progress is made and the solutions deliver the 
desired outcomes. 

Discussion 

In accordance with the Fiscal Year (FY) 2020 Veterans Health Administration (VHA) Internal Audit Plan signed by the EIC on 
November 12, 2019 and revised November 9, 2020 (VIEWS 02673448), Internal Audit (IA) conducted a Veterans Community 
Care Program (VCCP) Care Coordination for Breast Cancer Screening audit and a Veterans Affairs (VA) Care Coordination 
for Breast Cancer Screening audit. 

The objective of the VCCP Care Coordination for Breast Cancer Screening audit was to determine whether VA is 
coordinating Veterans' next stage in care following community care appointments. We conducted remote reviews of medical 
documentation from March 2020 through May 2020, finding that overall Veterans received well-coordinated care for breast 
cancer screenings occurring in the community. We identified seven findings and make ten recommendations. 

The objective of the VA Care Coordination for Breast Cancer Screening audit was determine whether VA is coordinating 
Veteran's next stage in care following a breast cancer screening at a VA medical facility. We conducted remote reviews of 
medical documentation from May 2020 through August 2020, finding that overall Veterans received well-coordinated care for 
breast cancer screenings occurring in the VA and received the recommended next step in care, as indicated. We identified 
four findings and make six recommendations. 

Implications 

Opportunities for VHA to improve the VCCP and VA care coordination processes and ensure patients receive timely and 
appropriate care would be hindered. 

NAME OF CONTACT SIGNATURE OF INITIATING ASSISTANT SECRETARY, ADMINISTRATION HEAD OR KEY STAFF OFFICE OFFICIAL 
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VA FORM 4265. JAN 2019 SUPERSEDES VA FORM 4265, MAY 2018, PAGE 2 
WHICH MAY BE USED. 



BOTTOM LINE UP FRONT: In accordance with the Fiscal Year (FY) 2020 Veterans Health Administration 
(VHA) Internal Audit Plan (VIEWS 02673448), Internal Audit (IA) audited Veterans Affairs (VA) Care 
Coordination for Breast Cancer Screening to determine whether VA is coordinating Veteran's next stage 
in care following a breast cancer screening We conducted remote reviews of medical documentation  

(b)(3) 38 U S C 5705 

b)(3) 38 USC 5705 
from May 2020 through August 2020, findin  
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FOR INTERNAL VA USE ONLY 
EXECUTIVE SUMMARY  

VIEWS Number 03911518 
Internal Audit (IA): VA Care Coordination Audit 

November 18, 2020 

We make two recommendations to the field and four recommendations to VHA program offices. 

EXECUTIVE SUMMARY: 

Recommendations to Veterans Integrated Service Network (VISN) Directors, VISN Chief Medical 
Officers, VA Medical Facility Directors and Medical Facility Chiefs of Staff: 

1. 
(b)(5) (b)(3) 38 U S C 5705 

2 

Recommendations to VHA's Women's Health Services and the National Radiology Program: 

3.
(b)(5) (b)(3) 38 U S C 5705 

4. 

5. 

6. 

ACTION REQUIRED: The Executive in Charge (1) Review the audit report and accept, reject or defer the 
report recommendations; (2) For each accepted recommendation, task the accountable VHA senior 
leader with implementing corrective action plans; and (3) Task the Audit, Risk and Compliance Committee 
with oversight for the corrective actions to ensure progress is made and the solutions deliver the desired 
outcomes. 

(b)(6) 

Office of Internal Audit 
b)(6) 

;b)(6) (va.ciov 

APPROVED BY: David B. Chiesa, D.D.S. 
Assistant Deputy Under Secretary for Risk Management 

Enclosure IA-20-P002 — VA Care Coordination for Breast Cancer Screening Performance Audit Report 

FOR INTERNAL VA USE ONLY 



Recommendation to VHA's Women's Health Services and the National Radioloav Proaram: 
6. (b)(5), (b)(3):38 U S C 5705 

Recommendation to VISN Directors and Chief Medical Officers: 
7. (b)(5), (b)(3):38 U S C 5705 

Recommendations to VA Medical Facility Directors and Medical Facility Chiefs of Staff: 
8. 

9. 

(b)(5) (b)(3):38 U.S.C. 5705 
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FOR INTERNAL VA USE ONLY 
EXECUTIVE SUMMARY 

VIEWS Number 03911518 
Internal Audit (IA): Veterans Community Care Program Care Coordination Audit 

November 18, 2020 

BOTTOM LINE UP FRONT: In accordance with the Fiscal Year (FY) 2020 Veterans Health Administration 
(VHA) Internal Audit Plan (VIEWS 02673448), Internal Audit (IA) audited Veterans Community Care Program 
(VCCP) Care Coordination for Breast Cancer Screening to determine whether VA is coordinating Veterans' 
next stage in care following community care appointments. We conducted remote reviews of medical  
documentation from March 2020 through May 2020. We founc<b)(3) 38 U S C 5705, (b)(5) 

(b)(3):38 U S C 5705, (b)(5) 

EXECUTIVE SUMMARY: 
Recommendations to VHA's Office of Community Care: 
1. (b)(5) (b)(3):38 U.S.C. 5705 

2. 

3. 

4. 

5. 

10. 

ACTION REQUIRED: (b)(5), (b)(3):38 U S C 5705 

(b)(5), (b)(3):38 U S C 5705 

(b)(6) 

Office of Internal Audit 
Ithwk‘  

(b)(6) lawa.qov 

APPROVED BY: David B. Ghiesa, D.D.S. 
Assistant Deputy Under Secretary for Risk Management 

Enclosure IA-20-P001 — Veterans Community Care Program Care Coordination for Breast Cancer Screening 
Performance Audit Report 

FOR INTERNAL VA USE ONLY 



1223 of 1607 

Department of 
Veterans Affairs Memorandum 

Date: December 8, 2020 

From Executive in Charge, Office of the Under Secretary for Health (10) 

Subj: Veteran's Community Care Program (VCCP) Care Coordination for Breast Cancer 
Screening Audit (IA-20-P001) (VIEWS #03911518) 

To  Audit, Risk and Compliance Committee (ARCC) 

1. I accept Internal Audit's (IA) recommendations (defined below) to improve the 
VCCP breast cancer screening care coordination process and ensure patients 
receive timely and appropriate care. 

a. Five recommendations to VHA Office of Community Care (OCC): 
(b)(5) (b)(3):38 U S C 5705 

1) 

2) 

3) 

4) 
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Page 2 

Subject: Veteran's Community Care Program (VCCP) Care Coordination for Breast 
Cancer Screening Audit (IA-20-P001) (VIEWS #03911518) 

(b)(5), (b)(3):38 U S C 5705 

b. One recommendation to VHA's Women's Health Services and the National 
Radiology Program: 

(b)(5), (b)(3):38 U S C 5705 

6) 

c. One recommendation to Veterans Integrated Service Network (VISN) 
Directors and VISN Chief Medical Officers: 

7 
(b)(5), (b)(3):38 U S C 5705 

d. Three recommendations to VA Medical Facility Directors and Medical Facility 
Chiefs of Staff: 

8)
(b)(5), (b)(3):38 U S C 5705 

9) 

10) 
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Page 3 

Subject: Veteran's Community Care Program (VCCP) Care Coordination for Breast 
Cancer Screening Audit (IA-20-P001) (VIEWS #03911518) 

(b)(5) (b)(3) 38 U S C 5705 

2. I charge ARCC with oversight of the corrective actions to ensure progress and 
solutions deliver the desired outcomes. ARCC is authorized to task owners for each 
recommendation to develop and implement corrective action plans and report their 
progress to ARCC on a schedule you determine. ARCC is authorized to task other 
VHA components, as necessary, to assist the owners for each recommendation. 

3. IA will evaluate tasked owners' requests for recommendation closure and report to 
ARCC on their status annually, and to me as appropriate. 

Richard A. Stone, M.D. 

CC: 

David Chiesa, DDS, Assistant Deputy Under Secretary for Health for Risk Management 
Kameron Matthews, MD, JD, Assistant Under Secretary for Health for Clinical Services 
Renee Oshinski, MPA, Assistant Under Secretary for Health for Operations 
Mark Upton, MD, Acting Assistant Under Secretary for Health for Community Care 
Patricia Hayes, PhD, Chief Officer, Women's Health Services 
Beth Taylor, DHA RN, Assistant Under Secretary for Health for Patient Care Services 

Enterprise Risk Management 
Internal Audit 

(b)(6) 

(b)(6) 
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Department of Memorandum 
Veterans Affairs 

Date MAY 08 2019 

From Acting Deputy Under Secretary for Health for Operations and Management (10N) 

Subj: Stop Codes Used for 20 Day Wait Time Access Standard (VIEWS 00241436) 

Tc: Veterans Integrated Service Network (VISN) Directors (10N1-23) 
Medical Center Directors (00) 

1. The purpose of this memorandum is to announce the stop codes that will be used 
when measuring the wait times for Primary Care and Mental Health to meet 
MISSION Act access standards on June 6, 2019. 

2. MISSION Act access standards stipulate that a Veteran is eligible for Community 
Care in Primary Care and Mental Health if wait times are greater than 20 days for 
new patients and/or drive time is greater than 30 minutes. 

3. The Primary Care and Mental Health stop codes included in the 20 day wait time 
standard are listed below and included in Attachment A: 

a. Primary Care: 322 and 323 
b. Mental Health: 502, 513, 516, 523, 533, 534, 539, 550, 560, 562, 565, 566, 

576, and 577 

4. In all other stop codes, MISSION Act access standards stipulate that a Veteran is 
eligible for Community Care if wait times are greater than 28 days for new patients 
and/or drive time is greater than 60 minutes. 

5. Should you have any questions, please contact ("6)  

Office of Primary Care, by email at (b)(6) pva.gov or Clifford Smith, 
Deputy Fier Support and totnalytics, Office of Mental Health and Suicide Prevention, 
by email at1b)(6) 1(a)va.gov. 

/

 

Renee OsttysIst 
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Attachment C: COVID-19 Related Consults and RTC Orders Management 
Including Community Care Requirements Around Wait Time Eligibility 

1. The Office of Veterans Access to Care (OVAC) and the Office of Community Care 
(OCC) have partnered to provide the below consult and appointment scheduling 
guidance that is to be followed as VA Medical Centers (VAMCs) expand in-person care 
delivery. Each VAMC must have a documented plan for the clinical review and 
scheduling/rescheduling of Veterans in each Service/Specialty. This plan is to be 
developed by Service/Section Chiefs and is to be shared with all clinical, scheduling and 
administrative staff involved in the care of Veterans within the Service/Section. 

2. Interim guidance allows for the Patient Indicated Date (PID) to be updated, based 
on clinical review, in both Consults and Return to Clinic (RTC) Orders post COVID-
19 surge if the scheduling of the appointment was impacted by COVID-19. This 
current guidance is an exception to standard policy as outlined in VHA Directives 
1230 (2), Scheduling Processes and Procedures and 1232(2), Consult Processes 
and Procedures. 

a. If the PID is updated, it must be documented in CPRS by a clinical staff 
member in order to be used for community care wait time eligibility 
determination. Clinical staff refers to licensed independent providers but this 
responsibility may be delegated to clinical staff (RN, LISW, Clinical 
Pharmacists, etc.) on the team based on local policy. 

b. If there is no documented evidence of a new PID by a clinical staff member, 
the original PID is used when rescheduling. 

3. Documentation of Updated PID: 

a. Consults: All Consults impacted by COVID-19 are strongly encouraged to 
have an updated PID in addition to the COVID-19 Consult Tool Box priority 
group assignment documented by the receiving clinical team member. Each 
COVID-19 impacted consult request should be reviewed for clinical 
appropriateness and safety, regardless of the file entry date and original PID. 
Note: COVID-19 impacted consults refer to all open/active consults at the 
time the facility moves forward, regardless of whether the initial appointment 
was cancelled or not. 

i. Updated PIDs are to be documented in the scheduling instructions field of 
the Consult Toolbox COVID-19 tab options or Consult Comments. 

• Scheduling staff will annotate in the appointment comments, new 
PID as documented per clinical team member 
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ii. Consults with a RID updated and documented in the consult are 
scheduled (and linked to the consult) using VistA Scheduling (not VS GUI) 
in order to capture the most current RID. Note: If VistA is not available, 
staff will schedule in VS GUI. 

b. RTC Orders and follow up appointments: Follow up appointments impacted 
by COVID-19 (cancelled and not rescheduled or RTC orders not yet scheduled), 
are strongly encouraged to have an updated RID by entering a new RTC order. 
See below for guidance. 

i. The RID of follow up appointments cancelled and not yet rescheduled are 
updated by the clinician entering a new RTC order following review. The 
scheduler will disposition the original request as "Removed/Scheduled-
Assigned" in VS GUI. 

ii. For pending RTC orders that require an updated RID, the clinician will 
review and submit a new RTC order. The scheduler will disposition the "old 
pending" RTC order as "Removed/Scheduled-Assigned" in VS GUI. 

4. When a Service/Section starts to expand in-person care in addition to care for 
urgent and emergent care needs, the below wait time community care eligibility 
criteria apply. Documentation requirements are outlined in #3 above. Additional 
guidance on the below process can be found in chapter 6, section 6A of the 
Office of Community Care Field Guidebook. 

a. Community Care Wait Time Standards 

Wait Time Standards (WTS) 

Primary Care/Mental Health/Non-

Institutional Extended Care Services 
Specialty Care Criteria 

20 days 28 days 

The WTS for community care must be considered if the following applies: 

1.The PID on the consult is within 20 or 28 days (based on the type of care being requested) from the file 

entry date. 

2.The appointment within the VA cannot be scheduled within the 20/28 days of the file entry date. 

b. Consults: 

A Veteran is eligible for community care under the Wait Time Standard 
(WTS): 

• When the original or updated RID is within community care eligibility 
wait time standards (WTS) and there is no appointment availability. 
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ii. A Veteran is not wait time eligible for community care: 

• When the original or updated RID assigned is outside of community 
care WTS. 

c. Unscheduled RTC Orders or cancelled follow-up appointments: 

i. A Veteran is wait time eligible when scheduling/rescheduling the 
appointment: 

• When the original or updated RID (new RTC order) was within 
community care eligibility WTS and there is no appointment available 
within community care WIS. 

ii. A Veteran is not wait time eligible when scheduling/rescheduling the 
appointment: 

• When the original RID or new RTC order is outside community care 
eligibility WIS. 

• When the original RID or new RTC order is within community care 
WTS and there is VA appointment availability. 

d. If at any time a Service/Section must halt non-urgent/emergent in-person care 
due to an increase in COVID-19 in their community or as otherwise directed by their 
VAMC and/or VISN leadership, the following applies for community care eligibility: 

• Referrals to community care will continue to be based on MISSION Act 
eligibility. 

• Community care eligibility is a factor in the following scenarios: 
O Service is not available within the VAMC 

• If the service is not scheduling appointments due to the 
Pandemic, the service is considered not available and 
therefore the care can be referred to the community if the 
clinician deems it appropriate. 

O Veteran is being scheduled for a face to face VA appointment 
O Best Medical Interest (BMI) for the patient based on clinical review 

after review by specialty clinic or Referral Coordination Team, and 
Veteran opt-in to community care. 

• Community care eligibility may not be a factor when the Veteran is being 
scheduled for a virtual appointment within the VA, i.e. VA Video Connect 
(VVC), Telehealth (TH), Telephone 
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o If the Veteran requests to know his/her community care 
eligibility or states he/she is eligible for community and would 
like to be seen in the community, then at that time we do have 
to honor the Veteran's request. It is important to ensure that the 
Veteran is aware of the available appointment modality options 
within VA and that staff share any safety considerations and 
appointment availability in the community. 

o Referrals to community care will be scheduled based on clinical 
urgency, market availability and safety considerations. 

5. Additional Resources 

a. Flow map of consult and RTC/follow up appointment scheduling: 
https://dvagov.sharepoint.com/:b:/s/ReferralCoordinationlnit/Ecklu1 BOw-
1 IqVfm a6TtYoBJycaREKkoUS-OWS1 QlwbzQ?e=M5geEq 

b Office of Community Care Field Guidebook: 
https://dvagov.sharepoint.com/sites/VHAOCC/CNM/Cl/OCCFGB/SitePages/FGB.as 



The Patient Indicated Date (PID) is the appointment date requested by the provider RTC or Consult' or 
the date the patient requests an appointment in the absence of a provider request. 

• Provider-driven appointments must have evidence of the provider's request at the time of 
scheduling the appointment (e.g.. RTC order or Consult). 

• Patient-driven appointments refers to the patient's requested date (PID) in the absence of a 
provider's request. 

s Examples: new patient visits to a direct-scheduling clinic, new patients to VA, or 
established patients requesting an appointment without provider's input/request 

• Consults are required for new patients. 
• Return to clinic (RTC) orders are required to schedule a follow-up appointment. 

Scenariolyetails 

The PID of the RTC order or Consult must match date entered in the scheduling 
software 

PID 

 

Cancel by Clinic/Patient 

 

#NLT# 
#NLT# must be entered in the comments field of the appointment and the appointment is 
scheduled on or before the PID (provider-driven) 

Appointment cancellations are categorized based on if the clinic or patient requested the cancellation. 
• Cancel by Clinic (Cx by Clinic) 
• Cancel by Patient (Cx by Pt) 

Scenario Details 

Appointment must be cancelled by the patient (or no-showed) and rescheduled 
using new PID (per patient) 

Patient was not responsive to scheduling efforts and the appointment request was 
dispositioned (RTC, PtCSch. Consult). The appointment must be scheduled as a 
patient generated request and the PID used is the patient requested date. 

NOTE: Appointments are scheduled as close to the original PID where possible. 

Cancelled 
by Patient 
or No-Show: 

Appointment is cancelled by the clinic and rescheduled using the PI D (per provider) 
of the original (cancelled) appointment. 

NOTE: This applies when a clinic cancels and reschedules to a date earlier or later 
than the original appointment date. 

Cancelled 
by Clinic: 

Time-Sensitive Appointments 

When the provider indicates that an appointment is time-sensitive, the appointment must be scheduled 
no later than (N LT) the PID as indicated in the RTC order or Consult. 

Scenario Details 

1231 of 1607 

STANDARD MISSION ACT GUIDANCE 
PATIENT ELLIGIBILITY AND SCHEDULING REFERENCE SHEET 

October 28, 2020 

Patient Indicated Date (PID) — Provider-Driven vs Patient-Driven Appointments 

1 Obtain Veteran's input to determine the date and time of the appointment 



Community Care (Standard MISSION Act Guidance) 

Community Care (CC) wait time eligibility: reviewed for all appointments. 

• Community Care 1NTS: The PID is within 20 days (Primary Care, Mental Health, and non-institutional 
extended care services) or 28 days (Specialty Services) of the appointment request file entry date and there is 
no appointment availability. (Appointment request refers to a Consult, RTC order, or date the patient requests 
an appointment). 

NOTE: If eligible, the patient has the option to "opt-in" or "opt-out" of CC 

• For New Patient Appointments: When the VVTS is not met all other CC eligibility2  must be reviewed 

• For Established Patient Appointments: Unless the patient requests to review their other eligibility, no 
additional CC eligibility is required to be reviewed other than wait time. At that time, scheduling staff must 
honor the patient's request. 

NOTE: Only wait time criteria and documentation established patients are to be reviewed during the 
scheduling audit process. 

Scenario Details 

If patient opts out of CC, #C00# is entered in the appointment comments. 
This indicates "CC Opt out" based on wait time eligibility. 

NOTE: If patient opts out, no further review of CC eligibility is needed. 

New or established 
patient with wait 
time CC eligibility 

DST is used: 

If found not eligible  for "other CC eligibility" 

Save the DST to the Consult 
Schedule VA appointment 

DST is not used:* 

If found not eligible  for "other CC eligibility" 

DT = XX minutes must be entered in 
appointment comments 

New patient is not 
wait time eligible 
for CC 

If found eligible for "other CC eligibility" & 
patient opts out 

Select "Opt out" in the DST 
Save the DST to the Consult 
Schedule VA appointment 

NOTE: DST must be saved to the Consult 
regardless of other CC eligibility status. If 
DST is not saved in Consult or "Opt out" is 
not selected, please refer to instructions for 
"When DST is not available*" 

If found eligible for "other CC eligibility" & 
patient opts out 

#C00# DT = XX minutes must be 
entered in appointment comments 

NOTE: DT= XX minutes in the appointment 
comment shows all Community Care 
eligibilities were reviewed — it does not 
mean the patient is drive time eligible for 
Community Care. 
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STANDARD MISSION ACT GUIDANCE 
Page 2 of 4 

2  Please refer to Appendix A: Types of Community Care Eligibility 
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STANDARD MISSION ACT GUIDANCE 
Page 3014 

Appendix A 
TYPES OF COMMUNITY CARE ELIGIBILITY 

Other Community Care 

Type 

Eligibility 

Description 

 

• Patient was eligible under the 40-mile criterion under the Veterans Choice Program on 
the day before the VA MISSION Act was enacted into law (June 2018), and 

Grandfathered-In • Patient continues to reside in a location that would qualify them under that criterion are 

  

(North Dakota, South Dakota, Montana, Alaska, and Wyoming) 

  

Per the Veteran Community Care Eligibility Factsheet 

 

• BMI-per episode of care: An episodic hardship that allows the patient to obtain their 
care in the community for a specific episode of care. 

Best Medical • BMI-Hardship: Allows a patient to obtain some or all their care in the community as 
Interest (BMI) 

 

opposed to Best Medical. 

  

NOTE: BMI decision is to be made and captured by a physician or non- physician 
provider (i.e., PA or nurse practitioner). 

Veteran Lives in a 
US State or 

• Applies to patients' residing in Alaska, Hawaii, New Hampshire, and the U.S territories 
of Guam, American Samoa, Northern Mariana Islands. and the U.S Virgin Islands. 

Territory without a 

 

NOTE: For the states listed above, no CC documentation is required since all patients 
Full-Service VAMC 

 

are CC eligible, lithe patient opts in, please follow CC documentation guidelines. 

Service Not • Patient needs a service that is not available at the VA 
Available 

   

• Patient needs care from a VA medical service line that does not meet with VA's quality 
standards. 

1703e Eligibility 

 

NOTE: Reminder the decision is made and captured by a physician or non-physician 
provider (i.e., PA or nurse practitioner) 

 

. 30 minutes for Primary Care and Mental Health and non-institutional extended care 
Drive Time 

 

services. 
Eligibility: • 60 minutes for Specialty Care 

 

• PID is within 20 days of the appointment request/file entry date and there is no 
appointment availability within that timeframe (Primary Care. Mental Health, and non-
institutional extended care services) 

Wait Time • PID is within 28 days of the appointment request/file entry date and there is no 
Eligibility: 

 

appointment availability within that timeframe (Specialty Care) 

 

• NOTE: File entry date/appointment request date = date consult/RTC was created or 
patient requested appointment. 
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STANDARD MISSION ACT GUIDANCE 
Page 4 of 4 

Community Care Wait Time Eligibility (Standard MISSION Act Guidance) 

Eligible for CC 

• The original or New PID is within community care wait time standards (WTS) & the VA 
appointment cannot be scheduled. 

No appointment availability 

File entry date PID 20/28 days 

 

    

Not eligible  for CC 

The original or new PID is outside community wait time standards 

File entry date 20/28 days PID 

OR 

Original or new PID & appointment availability is within wait time standards 

File entry date PID 20/28 days 

Appointment Availability 

This is only meant to provide a quick, high-level summary. For more detailed information on this topic 
please refer to: The Office of Community Care Field Guidebook, Chapter 2: Eligibility, Referral, and 
Scheduling. 
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TO BE USED WHEN SCHEDULING APPOINTMENTS WITH A PID BETWEEN JAN. 1 — SEPT. 15 

COVID-19 COMMUNITY CARE 
ELLIGIBILITY AND SCHEDULING REFERENCE SHEET 

November 2, 2020 

COVID-19 Community Care (CC) Eligibility 

COVID-19 Community Care (CC) Wait Time Eligibility: 

Unscheduled Consults/Referrals or Return to Clinic (RTC) orders and no-showed or cancelled appointments that are not 
yet rescheduled with a Patient Indicated Date (PID) between January 1 — September 15, 2020 are considered wait time 
eligible for Community Care regardless of clinic availability. 

• All patients should be notified of Community Care wait time eligibility. 
• Applies to appointments cancelled by clinic and cancelled by patient. 

NOTE: The patient has the option to "opt-in" or "opt-out" of CC 

For any Consult/Referral, RTC order or recall appointment request with a PID/RTC date prior to January 1, 2020 or 
after September 15, 2020, standard MISSION Act guidance applies. 

Scenario Details 

New or established patient is 
wait time eligible for CC under 
COVID-19 Standards 

Inside the Window 

If PID is between January 1 and September 15, 2020 and the patient opts out 
of CC, #C00# must be entered in the appointment comments. This indicates 
"CC Opt out" based on wait time eligibility. 

NOTE: If patient opts out, no further review of CC eligibility is needed. 

Not wait time eligible for CC 
under COVID-19 Standards 

Outside the Window 

If PID is before January 1 and after September 15, 2020 traditional 
Community Care wait time eligibility standards apply and must follow Standard 
MISSION Act guidance 

DST is not used:* DST is used: 

If found not eligible  for "other CC 
eligibility" 

Save the DST to the Consult 
Schedule VA appointment 

If found eligible for "other CC eligibility" 
& patient opts out 

• Select "Opt out" in the DST 
ID Save the DST to the Consult 
n Schedule VA appointment 

NOTE: DST must be saved to the 
Consult regardless of other CC eligibility 
status. If DST is not saved in Consult or 
"Opt out" is not selected, please refer to 
instructions for "When DST is not 
available*" 

If found not eligible  for "other CC 
eligibility" 

DT = XX minutes must be entered 
in appointment comments 

If found eligible for "other CC eligibility" 
& patient opts out 

#C00# DT= XX minutes must be 
entered in appointment comments 

NOTE: DT= XX minutes in the 
appointment comment shows all 
Community Care eligibilities were 
reviewed — it does not mean the patient 
is drive time eligible for Community 
Care. 



1 January 1, 2020 September 15, 2020 

PID 20/28 days File entry date 

PID File entry date 20/28 days 

File entry date PID 
Appointment Availability 

20/28 days 

COVID-19 Community Care (CC) Wait Time Eligibility 

Wait time Eligible for CC based on COVID-19 Standards 

Wait Time Eligible for Community Care 

Not Wait time Eligible for CC based on COVID-19 Standards (Eligibility determined by on MISSION Act Standards 
20/28 day rule) 

PID is outside the window  

I January 1 - September 15, 2020 1 
PID PID 

IMCommunity Care (CC) Wait Time Eligibility (Standard MISSION Act Guidance) 

Eligible for CC under Standard MISSION Act Guidance 

The original or New PID is within community care wait time standards (WTS) & the VA appointment cannot be 
scheduled. 

No appointment availability 

Not eligible  for CC under Standard MISSION Act Guidance 

The original or new PID is outside community wait time standards 

1 

OR 

Original or new PID & appointment availability is within wait time standards 
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COVID-19 ELIGIBILITY STANDARDS Page 2 of 2 
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National Standardized Scheduling Audit Program 

Level 1 Auditor Training 

VANTS: 1-800-767-1750 Access Code: 41366 
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TMS 
• Register in TMS 

— TMS ID# 

— National Standardized Scheduling Auditor Training 

— Complete the survey and exam at the end of the training session 

• Posting of webinar recording in TMS for auditor staff who are 
unable the live trainings. 

— View webinar 

— Complete the survey and exam 

• TMS Questions/Help 
(b)(6)  

— Media Education Technician 
(b 6) 

Wva.gov 
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Poll 

*What is the purpose of the Level 1 Scheduling Audit? 

a. To identify where there may be regional or national gaps in the 

application of scheduling business rules 

b. Based on audit findings; adjust training, communications, or scheduling 

policy. 

c. Standardization of key aspects of the scheduling audit process 

d. All of the above 
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National Standardized Scheduling Audit 

• Accuracy in scheduling and meaningful wait time data. 

• Standardized measures and process that will identify and 

remediate scheduling errors and provide constructive feedback 

to staff. 

— Feedback within 14 days of audit completion 

— Incremental audit feedback over time 

• Serves as a feedback mechanism to launch local, regional, and 

national scheduling improvement programs 
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Auditor Training 

• Purpose: Provide scheduling auditors the necessary information to 
accurately audit appointments using the national standardized 
scheduling audit measures and tool 

• Objectives: 
> Appropriately apply the national scheduling audit measures for a scheduled or 

completed appointment. 

> Conduct scheduler appointment audit and accurately record results in the 
national scheduling audit tool. 

> Provide audit results and feedback to the scheduler and/or scheduler 
supervisor in a timely and effective manner. 

> Utilize key scheduling audit reports in order to complete the required number 
of audits per scheduler and interpret results of the scheduling audit 
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Poll 

What best describes your auditing experience 

a. This will be my first experience as an auditor 

b. I have audited in the past but have not attended formal TMS 

training. 

c. I have completed the earlier training and want to learn about the 

updates in the audit process. 
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Agenda 

• Audit Program 

• Details Level One Audit 
— Cycle 

— Frequency of audits 

— Number of audits 

• Audit Parameters 

• Measures 

• Conducting the Audit 

• Reports: 
— Facility scheduling audit activity level report 

— National Scheduling Audit Dashboard and facility breakout 

• Scheduling Auditor Guide 

• Next Steps 
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Background 

• Requirement Government Accounting Organization (GAO/Office of Inspector 

General (01G) 

• Variation of auditing practices 

• Reliability of VA Outpatient Appointment Wait Times 

El 1Vbasures 

El Audit I rfrastructure 
El MSNFCC 
El Medical Center POC 

• Scheduling Auditors (Level 1) 

• Audit of the Auditors (Level 2) 

• Compliance & Business Integrity — local reporting 
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Audit Pool 

• Exemptions 

— *Staff 100% accurate at the end of the audit cycle may be exempt the next 
audit cycle 

— Staff who schedule EXCLUSIVELY in programs that are exempted from the 
scheduling directive 

• Appointments not included in the audit pool: 

Unscheduled 

Noncount clinics 

Cancelled/no-show and NOT rescheduled 

Specified stop codes (see Guidebook) 



Schedulin Audit cle 
Start Start End 

Cycle 1 
Cycle 2 

October 1st March 31st 
April 1st September 30th 
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Audit Details 

• Audit Cycle 

• Minimum of 10 Audits/scheduler each cycle 

• Audit Frequency: Throughout the cycle 
• 

Scheduling Audit Completion 

Audits Conducted It Appointments Month Audited 

October 2 October 

November 2 October/November 

December 1 November/December 

January 1 January 

February 2 January/February 

March 2 February/March 
Highlighted: Recommended month 

Audit Sample is taken after feedbackfremechation of the previous audit 
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Audit Frequency 
Start Date 

a 

End Date 

• Audit sampling date range 

— Taken after the last audit sample 

— Start date after feedback/remediation provided to the staff member 

Audits Conducted 

Scheduling Audit Completion 

# Appointments Month Audited 

October 2 October 

November 2 October/November 

December 1 November/December 

January 1 January 

February 2 January/February 

March 2 February/March 
Highlighted: Recommended month 

Audit Sample is taken after feedback/remediation of the previous audit 



Lt Audit Parameters 

Where? When9 

StaPc Date Column 

  

Additional Filters 

Max sample size 

    

Service Group 

Supervisor Group 

Scheduler 

iNopointment Made Date 

Dale column used to Mel appointment& 

Start Date 

Um/ Toral Reale (7-300) 

Max Sample Per Scheduler 

End Dale 

  

Litt Results Per Scheduler (I - 75) 

Max Completed 1.1 Audits Per Scheduler 

      

       

AM SchednErs 
Days In Range 

 

Lend Res* For Scnedulem Pah Carta AtMits 

75) 

Appt Waft Time Range 

Any Value (Random) 

PIO Different From Actual 

-99999 99999 

Start and Slop of Range 
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Audit Parameters 
• Start/End date: 

o Factor in time for feedback. 

• Max Sample Time: 

o The audit sample will never 

return more than X results. 

o Based on scheduler(s) 

selected 

• Max Sample per I_1 Auditor: 

o How many I_1 auditor audits I 

want to review right now. 

• Max Completed Audits per I_1 

Auditor: 

o This setting is increased 

(cumulative) each month to 

bring in the additional audits 

per step in the cycle. 
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Audit Sample Example 
Start Date 

End Date 

Example: 10 schedulers grouped to audit 

 

Month 

Recommened 

aucOt sample Date Range Max Sample Size 

Max Sample 

PerScheduler 

Max Completed 

Per Scheduler 

October ? October 1.0schedulersx 2 audits= 20 2 2 

November 2 November lOschedulersx 2 audits= 20 2 4 

December i December 1.0schedulersxl. audits=10 1 5 

January 1 January 1.0schedulersxl. audits=10 1 6 

February' 2 February 1.0schedulersx 2 audits= 20 2 8 

March 2 March 1.0schedulersx 2 audits= 20 2 10 
Recommended Audit Factor in time for 

sample perscheduler feedback. Do not 

sample until 

feedback from the 

previous audit has 

been completed 

ofschedulers X sample Recommended Audit Cumulative number 

audits. Provides #of auditsthe Sample per of a udits to have 

Auclitorshoulcl complete in the scheduler been completed at 

month designated. (total =1.0C, the end of the 

the number of auditsto be month. 1 = Past 

conducted per Auditor at the month +current 

end of the cycle) month) 

Auditing per scheduler: As above except NOW the max sample size is adjusted to the 

number of audits planned to sample for the individual scheduler. 
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National Audit Measures 

• Patient Indicated Date (PID): 
— The appointment date the Veteran and provider agree upon or in 

the absence of a provider, the date the Veteran requests. 
• Presence of RTC/Consult when applicable 

• Community Care: 
— Veterans are to be provided the opportunity to "opt in or out" of 

the Community Care if the wait time criteria is met. The PID 
must be within 20 (primary care and mental health) /28 
(specialty care) days of the create date of the appointment 
request and there is no appointment availability. 

• Note: No availability between appointment request date and PID. 
• Note: Appointment request date=date consult/RTC was created or patient 

requested appointment. 
• Time Sensitive Appt: 

— This is an appointment that must be completed by the date 
specified on the return to clinic (RTC) order or consult. 



Audit Details 

Audit Type: Appointment Audit 

Audit Result: 0 Audit Cancelled - Not counted as correct or incorrect. 

0 Correct - No problems found. 

0 Findings - Audit resulted in findings_ 

Audit 
Findings: 

Mandatory 

PID 

III PID Not Used or Incorrect 

El No Consult 

El No RTC 

Time Sensitive 
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National Scheduling Audit 
Mandatory Audit 

Finding will be 
updated April 1 with a 

section for 
Community Care. The 

two findings in that 
section will be 

Comments missing 
#C00# WT "Vet Opts 
Out" and #C00# WT 

Not Supported. 

[ 
 
#NLT# Entered But Not Used. Appt Sched After PID. 

-4tNi_T# not supported" Incorrect 

PID Entered Correctly But #NLT# Not Entered 

Optional 

None 

0 Insufficient Comments 

Audits 1 
Remaining: 

Submit Audit 
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Level 1 Measures & Findings 

  

PID 

171 PID Not Used or Incorrect 

O No Consult 

O No RTC 

• The Patient Indicated Date (PID) is entered into the VistA CID/Pt 
Preferred Date field. The date entered is based on one of two scenarios. 

• What are the two scenarios? — Enter into the CHAT 

16 
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Poll 

Examples of appointments scheduled using the patient's requested 
appointment date include: 

• There is more than one answer 
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Patient Indicated Date (PI D) 
• Provider generated: The date agreed upon by the patient and 

provider, entered in the RTC or consult 

• The date the patient requests in the absence of provider input such 
as: 

>New Patient to the VA 

>Direct scheduling clinic ("self-referral") 

>Unanticipated appointment need outside of the already scheduled return 
appointment 

>Rescheduled appointment where the patient cancelled or "no-show" 

>When the patient was not responsive to scheduling efforts and the appt 
request was dispositioned (RTC, PtCSch, Consults) 
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Measure Patient Indicated Date 

• The patient indicated date is entered into the VistA CID/Pt Preferred Date 
field. The date entered is based on one of two scenarios. 

• Audit Findings: Correct 

• When to use: 

— The date agreed upon by the patient and provider such as the RTC or Consult date. 

— The date the patient requests in the absence of provider input such as a New 
Patient to the VA or an unanticipated appointment need outside of the already 
scheduled return appointment (others as listed on the preceding slide). 

— RTC or Consult is present when required. 

• Audit Action Required — None 
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Level 1 Measures & Findings 
PID 

ecte  P I D Not Used or Incorrect 

No Consult 

No RTC 

• PID Not Used or Incorrect 
• Date other than the agreed upon date set by the provider and patient. 

fr The date entered into VistA/VS GUI CID/Pt Preferred Date field is not what was entered in the 
RTC order 

• Cancel by Patient: 
fr Patient initiated the appointment cancellation. The appointment was rescheduled incorrectly, 

using the PID (provider input) of the cancelled appointment. 

• Cancel by Clinic: 
fr Clinic initiated the appointment cancellation. The appointment is rescheduled incorrectly 

using the PID (per patient) or another PID other than of the original cancelled appointment. 

Impact: Inaccurate appointment wait time 

Note: This finding is not used in scenarios where there is no RTC or Consult and 
there should be. 
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Chat function 

• Based on the appointment details below, was this appointment scheduled 
correctly? 

• Appointment Details: 
• The PID in the RTC order is 11/6/2019. 

• The patient requested an appointment date of 11/19/2019 

• The appointment was scheduled in VistA for 11/19/2019. 

• The scheduler entered an appointment PID of 11/19/2019. 

a. Yes 

b. No 

c. Not enough information 
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Test your Knowledge 

• Dr. Jones calls in sick and Mr. Anderson's appointment scheduled 

for 2/7/2019 was cancelled and rescheduled. 

— PID of the original appointment is 2/1/2019 

— Appointment is rescheduled to 2/21/2019 

What is the PID of the rescheduled appointment? 

a. 2/7/2019 

b. 2/1/2019 

c. 2/21/2019 
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P I I) 

 

Level 1 Measures & Findings 

 

PID Not Used or Incorrect 

17 No Consult 

g*No RTC 

• No Consult or No RTC 
• Consult or RTC Order was not present at the time the appointment was scheduled. 

• All provider generated appointment requests require a RTC or Consult 

• Reminder: RTC/Consult is NOT required: 

The date the patient requests in the absence of provider input such 
as: 

>New Patient to the VA 

>Direct scheduling clinic ("self-referral") 

>Unanticipated appointment need outside of the already scheduled return 
appointment 

.Rescheduled appointment where the patient cancelled or "no-show" 

.When the patient was not responsive to scheduling efforts and the appt 
request was dispositioned (RTC, PtCSch, Consults) 

Impact: Wait time reliability 23 
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Poll Time Sensitive 

• Which time sensitive appointment statements are true: 

a. #NLT# is entered in the appt comments 

b. Patient must be seen no later than the PID indicated by the patient 

c. Patient must be seen no later than the PID indicated by the provider 

d. Documentation of time sensitive needs is required in the RTC/Consult and the 
appt comments 

e. Documentation of time sensitive is required only in the appt comments 

f. Correct when the appointment is scheduled on or before the PID and #NLT# is 
entered in the appt. comments 

g. Correct when the appointment is scheduled after the PID and #NLT# is 
entered in the appt. comments 
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Level 1 Measures & Findings Time Sensitive 

• Time Sensitive: Appointment must take place no later than the PID (provider input). 

• Correct use: 

• The provider indicates in the RTC order if the appointment is time sensitive. 

• Scheduler enters #NLT# in the comments field of the appointment scheduled 

> Appointment is scheduled before or one the PID (provider input) 

25 
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Level 1 Measures & Findings 
• ---

 

s." 
iNI_TAIEnlered But Net Used Appl Schell Mer RID 

.1-# nol suppyleT Incorrect 
po Entered Correct al MOP 1401 Entered 

• Incorrect findings: 
• #NLT# Entered but not used. Appt Sched After PID 

#NLT# entered in the comments field but the appointment is entered after the PID 

Impact: May have adverse impact on Veteran's health if not seen timely. Reduced ability 

to track time sensitive appointments 

• NLT not supported: 
r Scheduler entered #NLT# in the comments field of the appointment but there is no 

documentation in the RTC order. 

Impact: Reduced ability to track time sensitive appointments 

• PID Entered Correctly but #NLT# Not Entered 
`r Scheduler entered the correct PID but did not enter #NLT# in the comments field of the 

appointment 

Impact: Reduced ability to track time sensitive appointments 

26 
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Audit Measure Community Care 
• All staff who schedule appointments are to determine if the Veteran is wait time eligible for community care. 

• If the patient is wait time eligible, the Veteran is offered a choice to schedule an appointment in VA or 
in the community. 

• If the patient opts out of community care and prefers VA care, the scheduler will enter #C00# WT in 
the appointment comments. 

✓ This indicates community care opt out based on time eligibility. 

✓ Wait time eligibility to be verified as part of the scheduling audit. 

• Staff are not required to review community care eligibility other than wait time (except for PC NEAR which 
will also check drive time if wait time eligible in order to select the appropriate SEOC). 

• Scheduling staff, upon the Veteran's request, will check other community care eligibilities. 

• If the Veteran is found eligible for community care, he/she will be provided an option to schedule in VA 
or in the community. 

• If the patient opts out of community care and prefers VA care, the scheduler will enter and the 
community care eligibility. 

✓ Example: #C00# DT; #C00# GF 

✓ DT and GF eligibility not verified as part of the scheduling audit. 
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Measure Community Care Wait Time, 

No findings 
• Veterans are to be provided the opportunity to "opt in or out" of the Community Care 

if the wait time criteria is met. The PID must be within 20 (primary care and mental 
health) /28 (specialty care) days of the create date of the appointment request and 
there is no appointment availability. 

— Note: No availability between appointment request date and PID. 

— Note: Appointment request date=date consult/RTC was created or patient requested appointment. 
Audit Findings: Correct 

• When to Use: 
— If the patient opts out of community care based on the wait time eligibility standard of 

20/28 days and prefers VA care, the scheduler will enter #C00# WT in the appointment 
comments. 

• This indicates community care opt out based on wait time eligibility. 

— #C00# WT clearly annotated in the pending or completed appointment (Community Care 
Opt out) 

• Audit Action Required: None 
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Measure — Community Care Wait Time, 

Findings 

• Audit Findings - Incorrect 

• Audit Issue: #C00# WT 

— Veteran scheduled a VA appointment 

— #C00# WT is not annotated in the VA appointment comment field 

(wait time criteria) 

• Audit Action Required: Scheduler Education Required 

Impact: If #C00# WT is not clearly annotated in the appointment 

comments, (ex: #C00 WT) there is no mechanism to track which 

Veterans were eligible but declined care in the community. 



1266 of 1607 

Measure — Community Care Wait Time, Findings 

• Audit Findings - Incorrect 

• Audit Issue: #C00# WT Not Supported 

• When to use: 

— The appointment is scheduled within 20/28 day wait time standard 
but the scheduler enters #C00# WT into the appointment 
comments. 

• Audit Action Required: Scheduler Education Required 

• Impact: Inappropriately utilizes #C00# WT and may alter 
supporting wait time measures. 
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Test Your Knowledge 

#C00# WT is found in the appointment comments 
field indicates select all that apply: 

1. The create date of the consult/RTC/appointment request and 

the PID are within the community care wait time standards 

2. There is no appointment availability within 30 days of the PID 

3. There is no appointment availability within 20/28 days of the 
appointment create date 

4. The patient requests Care in the Community 

5. The patient requests VA Care 
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Level 1 Measures & Findings 
Optional 

None 

N'insunktent Comments 

• Optional audit findings that ARE NOT required nationally and will not 
be included in national scheduling accuracy reports. 

• Insufficient Comments: 
• Comments do not match documentation or does not identify how wait time 

was determined 

• As determined by SET standard at the medical center or VISN. This must have 
been communicated to the scheduler and in a SOP/Policy document 

32 
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Level 1 Audit Examples 
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COMPLETING AN AUDIT 

SAT v0.3.6 441 QJ Auditing - 46% Grouping 

Audit Patient Appointments Li Audit 

Nightly Data Load Sta Li Audit Removal a loads have completed.) 

L2 Audit 

Welcome to the SAT Suite 
(Supervisory Appointment Tools) 

Here you will find a variety of reports and interactive tools aimed primarily at increasing the efficiency of 

patient scheduling. 

Reports 
It's possible to run most of the reports as they are. 

However, in order to get the most out this site. custom 

groupings will need to be configured for your facility. 

System Access 
L View My Permissions 

El Request Reporting Access (LSV) 

Request Additional SAT Access 

41ati Custom Groupings 
These are used to define drill-downs in reports and 

groupings for appointment auditing. To manage Service 

Groups. Supervisor Groups, and Scheduler assignments: 

take a look at the grouping manager. 

https://app.cdw.va.gov/BISL SCHEDAUD/App/#Vhome 



Scheduling Audit Completion 

Audits Conducted # Appointments Month Audited 

October 2 October 

November 2 October/November 

December 1 November/December 

January 1 January 

February 2 January/February 

March 2 February/March 

PID Different From Actual 

-99999 99999 

Start and Stop of Range 
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Li Audit Parameters 

When? Additional Filters 

Date Column Max Sample Size 

Appointment Made Date V 2 

Date column used to filter appointments_ Limit Total Results (1 - 300) 

Start Date Max Sample Per Scheduler 

2018-10-01 1 2 

Level 1 Where? 

Audit StaPc 

589A4 

Parameters Service Group 

CO-SAT-SURGERY 

Supervisor Group  

SURGERY 
b)(6) 

Limit Results Per Scheduler (1 - 75) 

End Date 
Max Completed L1 Audits Per Scheduler 

Scheduler 2018-10-31 
4 

  

All Schedulers 
Days In Range 

30 

 

Limit Results For Schedulers With Completed Audits (1 - 

75) 
Non-Count Clinic Flags 

 

No %./ Days in date range (1 -184) 
Appt Wait Time Range 

Any Value (Random) 

Highlighted: Recommended month 

Audit Sample is taken after feedback/remediation of the previous audit 



Li Audit Parameters 

Start and end date for when 

appointments were made. 

Scheduler 2018-10-31 

V 

V 
Days In Range 

30 

Days in date range (1 - 184) 

All Schedulers 

Non-Count Clinic Flags 

No 

Sites you 

have 

access to 

perform IA 

audits for. 

589A4 

Service Group 

CO-SAT-SURGERY 

Where? 

StaPc 

Supervisor Group 

When? 

Date Column 

Appointment Made Date 

Date column used to filter appc 

Start Date 

2018-10-01 

End Date SURGER4 
b)(6) 

Additional Filters 

The total number of 

appointments you will 

be auditing. 

The number 

of 

appointment 

per scheduler. 

This allows you 

to limit the 

number of 

results for Li 

audits 

completed. This 

means you will 

not be given 

appointments to 

review for a 

scheduler who 

has met the 

target for Li 

audits. 

Max Sample Size 

2 

Limit Total Results (1 - 300) 

Max Sample Per Scheduler 

2 

Limit Results Per Scheduler (1 - 75) 

Max Completed L1 Audits Per Scheduler 

4 

Limit Results For Schedulers With Completed Audits (1 

75) 

Appt Wait Time Range 

Any Value (Random) V 

PID Different From Actual 

-99999 99999 

  

Start and Stop of Range 
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This field auto 

populates based on 

the start and end date 

you select. 



PID Difference: 0 

(Days between Appointment Date and 
PID) 

Appt Made Date: 

Appt Date: 

PID: 

(Patient Incicated Date) 

c-17::12-13-29 

PID: 2/13/2020 

01-29-2020 

02-13-2020 14:00:00 
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Example 1: Correct 
Appointment Info Appointment Date Info 

    

SID: b)(6) 

IEN: 

    

(b)(6) 

Location: CO-DENTAL DR 

   

(b)(6) 

  

Scheduler: 

    

Comment: PRE OP SEEING (b)(6) 

   

ALL 3 LABS, RES 

 

I I 

AT 1, NEEDS 
FROM 

1/30/20 DUE TO ANESTHESIA STAFFING 
SHORTAGE 

SERVICE CONNECTED 

SCHEDULED VISIT 

ESTABLISHED 

Hover To Sho 

Hover To Show 

Hover To Show  

Made Date and Date Difference 15 

(Days between Appointment Date and 
the date the appointment was made) 

Next Available Appointment: 

• Hover to see the Patients 
name/SSN. 

• New "Copy" feature allows for 
easy Patient look up in 
VISTA/CPRS. 

NOT INDICATED TO BE 
A "NEXT AVA." APPT. 

Type: 

Purpose Of Visit: 

Patient Status: 

Patient: 

LAST,FIRST1234: 

Patient SSN: 



CO-DENTAL DR 
NO 
Feb 13, 2020 
1 
Imaging 
Labs (Non-Fasting) 
No Overbook 
PreOp 

(b)(6) 

Find the RTC order in 
CPRS. 

This is not a "Time 
Sensitive" 
Appointment 

The PID matches what 
the scheduler entered 
into the scheduling 
package 

Al Orders - CLINIC SCHEDULING 

Service Order 

Clinic Sch( 'Return to CO-DENTAL DR (11: on or around ( Feb 13, 2020 ) 
foratotalof 1 appointment(s) 
Prerequisites: Imaging, 
Labs (Non-Fasting), 
No Overbook, 
Pre0p, 
Appointment Du .1,.. .1 Li es 
PRE OP SEEING b)(6) AT 1 

View Orders 

All Orders - CLINIC ' 

1flirite Delayed Ort-lo 

Write Orders 
Activity/GetWell A 

ADD NEW ORE 

Allergy/ Adverse 

Consults 
Dietetic Orders 

(b)(6) 

for a total of 1 appointment(s1 
Prerequisites: Imaging, 
Labs (Non-Fasting), 
No Overbook, 
Pre0p, 
Appointment Du . 1. .1 i es 
PRE OP SEEIN e b)(6) T 1 

ct, ) L4II. U 1) zu) 
Stop: 01/29/20 08:50 

U U 

Start Stop 

Start: 01/29/20 
Stop: 01/29/20 08: 
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on or around ( Feb 13, 2020 ) Return to CO-DENTAL DR  b)(6)  
for a total of 1 appointment(s) 
Prerequisites: Imaging, 
Labs (Non-Fasting), 
No Overbook, 
Pre0p, 
Appointment Minutes 
PRE OP SEEING AT 1 

Activity: 
01/29/2020 08:48 New Order entered by0)(6) DENTAL ASSISTAN) 

Order Text: Return to CO-DENTAL DR1(b)(6) on or around ( Feb 13, 
for a total of 1 appointment(s) 
Prerequisites: Imaging, 
Labs (Non-Fasting), 
No Overbook, 
Pre0p, 
Appointment Duration 60  Minutes 
PRE OP SEEING00) AT 1 
WRITT711 
(b)(6) (ORAL SURGEON-CO) 
V9(b) kEENTAL ASSISTAN) on 01/29/2020 08:49 

WATTT711 npn7pq ON CHART WI 
DENTAL ASSIST 
on or around ( Feb 13, 2020 ) 

of 1 appointment(s) 
Prerequisites: Imaging, 
Labs (Non-Fasting), 
No Overbook, 
Pre0p, 
Appointment Duraticn utes 
PRE OP SEEING (b)(6) 
POLICY 
NOT REQUIRE': 

(DENIAL ASSISTAN) on 01/29/2020 08:50 

Current Data: 

Ordering Location: 
Treating Specialty: 

CO-DENTAL DR 1(b)(6) 
01/29/2020 Start Date/Tire: 
01/29/2020 08:50 Stop Date/Ti 

s: COMPLETE Current S 
hat require no further action by the ancillary service. Ord 

., Lab orders are completed when results are available, 
adiology orders are complete when results are available. 

Order #139967006 

Order: 
Clinic Location: 
Time sensitive: 
Return to clinic date: 
Number of Appointments: 
Prerequisites: 

2020 

Nature of Order' 
Ordered by: 
Released by: 
Signature: 

01/29/2020 08:50 Chan 
Changed to: 

b)(6) 
Return to CO-DENTAL DR b)(6) 

Nature of Order: 
Signature: 
Disposition by: (b)(6) 
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Poll Question: 

Was this appointment scheduled correctly? 

A. True 

B. False 
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Appointment Info Appointment Date Info 

• The PID was Correct 
• This was not a 

Consult appointment 
• There was a RTC 

order entered 
• This was not a "Time 

Sensitive 
Appointment" 

• This appointment is 
not Community Care 
eligible 

This audit is CORRECT 

SID: 

 

(b)(6) 

IEN: 

    

(b)(6) 

Location: 

   

CO-DENTAL DR (b)(6) 

 

Scheduler: 

   

Comment PRE OP SEEING (b)(6) AT 1, NEEDS 

ALL 3 LABS, RESCHEDULED FROM 

1/30/20 DUE TO ANESTHESIA STAFFING 

SHORTAGE 

1\IPe SERVICE CONNECTED 

Purpose Of Visit: SCHEDULED VISIT 

Patient Status: ESTABLISHED 

Patient: Hover To Show 

LAST,FIRST1234: 
I 

Hover To Show 

Patient SSN: 
I 

Hover To Show 

Appt Made Date: 01-29-2020 

Appt Date: 02-13-2020 14:00:00 

PID: 02-13-2020 

(Patient Inticated Date) 

PID Difference: 0 

(Days between Appointment Date and 

PID) 

Made Date and Date Difference 15 

(Days between Appointment Date and 

the date the appointment was made) 

Next Available Appointment: NOT INDICATED TO BE 

A "NEXT AVA." APPT. 

Audit Details 

Audit Type: 

Audit Result: 

Audit Findings: 

Appointment Audit 

0 Audit Cancelled - Not counted as correct or incorrect. 

Correct - No problems found. 

0 Findings - Audit resulted in findings. 

None (Correct) - No Findings. Appointment was scheduled correctly. 



0 
FPID: 3/23/2020 

02-04-2020 

03-23-2020 12 30 00 

03-23-2020 

48 

NOT INDICATED TO BE 
A "NEXT AVA." APPT. 
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Example 2: Correct 
Appointment Info Appointment Date Info 

 

CARR 

Appt Made Date: 

Appt Date: 

(b)(6) 

(b)(6) 

CO-BH PRRC COMMUNITY PID: 

Incicated Date) (Patient 

PER RTC 2/3 PID Difference: 

 

(Days between Appointment Date and 
SERVICE CON -TED 

 

PID) 

SCHEDULED VISIT Note Made Date and Date Difference 

ESTABLISHED 
appointment 
comment 

(Days between Appointment Date and 
the date the appointment was made) 

Hover To Show 

    

Next Available Appointrnent: 

Hover To Show 

 

Hover To Show 

 

SID: 

IEN: 

Location: 

Scheduler: 

Comment: 

Type: 

Purpose Of Visit: 

Patient Status: 

Patient: a 
LAST,FIRST1234: 

Patient SSN: 

Audit Details 

Audit Type: Appointment Audit 

Audit Result: 0 Audit Cancelled - Not counted as correct or incorrect. 

0 Correct - No problems found. 
0 Findings - Audit resulted in findings. 

Audit Findings: 

Audits Remaining: 1 



Return to CO-BH PRRC BEAT DEPRESSION on or around ( Feb 10, 
2020) 
for a total of 1 appointment(s) 
Prerequisites: Overbook OK 
• • 

*Return to CO-BH PRRC COMMUNITY CARR on or around ( Feb 24, 
2020:1 
for a total of 6 appointment(s) with a frequency of everi 7 day(s) 
'UNSIGNED* 
Retum to CO-PODIATRY 1 on or around ( Apr 05, 2020 ) 

for a total of 1 appointment(s) 

*Return to CO-PODIATRY 1 on or around ( Apr 05, 2020 ) 
for a total of 1 appointment(s) 

Return to CO-OPTOMETRY4 on or around ( Jul 27, 2020) 
for a total of 1 appointment(s) 

. ........ 

Start Stop 

Start: 02103/20 
Stop: 02104/20 08:57 

1 Start: 02/03/20 
Stop: 02/04/20 10:02 

Start: 01/30/20 
Stop: 01/30/20 14:23 

Start: 01/30/20 
Stop: 01/30/20 14:23 

Start: 01/29/20 
Stop: 02/04/20 14:06 

Not a Time 
Sensitive Order 
PID on RTC Order is 
2/24/2020 
Multibook 
appointment-6 
appointments each 
appointment 7 days 
apart. 

Previous Appointment 
was not Cancelled by 
the Patient, No 
Showed, or Cancelled 
by clinic. 

Al Orders CLINIC SCHEDULING 

Service Order 

View Orders 

All Orders - CLINIC 

Write Delayed Orde 

Mite Orders 
Activity/GetWell 

ADD NEW ORE 
******************* 

Allergy/ Adverse 

Consults 
Dietetic Orders 
Discharge Order 
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O Reflection 

File edit 

ite Print 

PC Prov: 
Total 

Workspace - [VISTA Heartland West (KAN)] 

Conection Setup Macro Productivity Help 

gi Copy im Paste e More VistA 1 .  80 in 132 250 0  FTP Client 

(b)(6) 
Page Setup Capture Setup Start Capture ..1,4  Stop 

* - New GAF Required 
A•st Date Time 

0 
Search... 

Capture 

Team: 
01 

Status 
Appointment Profile 
Clinic 

*29 Co-bh Prrc Community Carr 03/02/2020@12:30 Future 
*30 Co-bh Prrc Cope Mindful 03/05/2020@13:00 Future 
*31 Co-bh Prrc Community Carr 03/09/2020@12:30 Future 
*32 Co-bh Prrc Cope Mindful 03/12/2020@13:00 Future 
*33 Co-bh Prrc Community Carr 03/16/2020@12:30 Future 
*34 Co-bh Prrc Cope Mindful 03/19/2020@13:00 Future 
*35 Co-bh Prrc Community Carr 03/23/2020@12:30 Future 

 

Enter or more actions 

 

CI C ec In EP Expan• Entry DE De e 
UN Unscheduled Visit AE Add/Edit WD Wait 
MA Make Appointment RT Record Tracking CP Proc 
CA Cancel Appointment PD Patient Demographics DA Apt 
NS No Show CO Check Out PC PCMM 
DC Discharge clinic EC Edit classification PX PCE 
AL Appointment Lists PR Provider Update TI Disp 
PT Change Patient WE Wait List Entry RCI Reca 
CL change Clinic DX Diagnosis Update RR Reca 
CD Change Date Range DL Wait List Display 

 

RECA 
Select Action: Next Screen// 
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Poll Question: 

• What should the PID be for this appointment? 

A. 

 

2/24/2020 

 

B. 3/23/2020 

C. 2/3/2020 



• The PID was Correct-
multibook appointment 
noted in RTC 

• This was not a Consult 
appointment 

• There was a RTC order 
entered 

• This was not a "Time 
Sensitive Appointment" 

• This appointment is not 
Community Care eligible 

This audit is CORRECT 

SID: 

IEN: 

Location: 

Scheduler: 

Comment: 

Type: 

Purpose Of Visit: 

Patient Status: 

Patient: 

LAST,FIRST1234: 

Patient SSN: 
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Appointment Info Appointment Date Info 

(b)(6) Appt Made Date: 02-04-2020 

(b)(6) 
Appt Date: 03-23-2020 12:30:00 

CO-BH PRRC COMMUNITY CARR PID: 03-23-2020 

(Patient Incicated Date) 

PID Difference: 0 PER RTC 2/3 

(Days between Appointment Date and 
SERVICE CONNECTED PID) 

SCHEDULED VISIT Made Date and Date Difference 48 

ESTABLISHED (Days between Appointment Date and 

the date the appointment was made) 

11 
Hover To Show 

Next Available Appointment: NOT INDICATED TO BE 
A "NEXT AVA." APPT. 

11 
Hover To Show 

Hover To Show 

Audit Details 

Audit Type: Appointment Audit 

Audit Result: 0 Audit Cancelled - Not counted as correct or incorrect. 

Correct - No problems found. 

0 Findings - Audit resulted in findings. 

Audit Findings: None (Correct) - No Findings. Appointment was scheduled correctly. 

Audits Remaining: 1 

Submit Audit 



(b)(6) 

PC 12-24,1i PER Mr )(6) 13RDERS FR 
I Cr2g-11, Note: This 

audit sample 
contains a 
#C0O# 
Comment. 

I  Hoo.Couni 

IEH-

 

L ,:c]! 

Ccirt-mmt 

Tp OCE CONNECTED 

PUM.:36 CK Vitt PoDriEDELED VINT 

Patient Ittatut: EanieuEl-ED 

Patient (hover to teep_ 

(b)(6) 

.11C-G1 RAVUK 
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Example 3: Community Care Wait Time 

Plerd loalesliel Dam 

Onsomoo: 23 

PRP Acemstmer*1391, arc PIW 

Medi Deb and Ode ONterinoe 7S 

-Inevs bsseriat Acoselinses MI* end Ita es* me 

-aceprismsni mai erAciiii 

NO:41 Y ILI bin 4.12;:i3InVNInt NOT IND 1,7.ATE; 7O 0E A 
144DtT  

ST,FNI ST1234 Mom 
to Nej: 

Patient I SNI Mower to 
over 



Find the RTC order in CPRS. 

This is not a "Time 

Sensitive" Appointment 

The PID matches what the 

scheduler entered into the 

scheduling package 
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tf Order Details- 100197016;2 

 

    

eturn to JC-GI(b)(6)  zn or around ( Dec 24, 2018 ) 
for a total of 1 appointment(s) 

Activity: 
10/29/2018 14:26 New Order entered by b)(6) (PHYSICIAN (STAY) 

Order Text: Return to JC -GI  b)(6)  on or around ( Dec 24, 2018 ) 
for a total of 1 appointment(s) 

Nature o • ELECTRONTrAtLY ENTERED 

10/2 
Elec ature: 1(b)(6) 

by 
ItDwicTrian t tr)  on 10/29/2018 14:26 

14:46 Change entered  b)(6 (ADVANCED MEDICA)  
anged to: Return to JC -GI (b)(6)  on or around ( Dec 24, 2018 ) 

for a total of 1 appointment(s) 
Nature of Order: POLICY 
Signature: 
Disposition by: kil:T(Tm 

REQUIRED  
1(ADVANCED FIDICA) on 10/29/2018 14:46 

Current Data: 
Treating Specialty: 
Ordering Location: JC-GI 
Start Date/Time: 10/29/2018 
Stop Date/Time: 10/29/2018 14:46 
Current Status: COMPLETE 

Orders that require no further action by the ancillary service. 
., Lab orders are completed when results are available, 

Rad orders are complete when results are available. 
Order #10 16 

(b)(6) 

Order: 
Clinic Location: 
Time sensitive: 
Return to clinic date: 
Number of Appointments: 

JC-GI 
NO 
Dec 24, 2018 
1 

(b)(6) 

Print Close 
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Poll Question: 

• Based on the what you know, was this appointment scheduled 
correctly? 

A. Yes 

B. No 



Mandatory Audit 

Finding will be 

pdated April 1 with a 

section for 

ommunity Care. The 

two findings in that 

section will be 

Comments missing 

#C00# WT "Vet Opt 

Out" and #C00# WT 

Not Supported. 

Time Sensitive 

#NLT# Entered But Not Used. Appt Sched After PID. 

Eli "#NLT# not supported" Incorrect. 

Eli PID Entered Correctly But #NLT# Not Entered 

Optional 

Appointment Audit 

0 Audit Cancelled - Not counted as correct or incorrect. 

O Correct - No problems found_ 

Findings - Audit resulted in findings. 

Mandatory 

Audit Details 

Audit Type: 

Audit Result: 

Audit 

Findings: 

PID 

III PID Not Used or Incorrect 

III No Consult 

III No RTC 
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• The PID was Correct 

• This was not a 

Consult appointment 

• There was a RTC 

order entered 

• This was not a "Time 

Sensitive 

Appointment" 

• This appointment is 
not Community Care 

eligible. Veteran 

"opted out" of 

community care and 

the PID is not 
within 28 
(specialty care) 
of the create 
date of the 
appointment 
request. 

This audit is INCORRECT 

None 

  

El Insufficient Comments 

 

Audits 

Remaining: 

5 

  

    

Submit Audit 



(b)(6) 

(b)(6) 

JC.FIEN.L_ 
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Example 4: Incorrect 
Appointment Into Apoointrnem Date Into 

SID: 

IEM: 

Location: 

Scheduler: 

Comment 

Non-Count Clinic: 

Type: 

Purpose Of 

Patient Statue: 

Patient Mower to se* 

LA5T,FIR5T1234: (hover to seep: 

Patient 5514 Mover to $ee); 

Appt tibde Date: 11-06.2018 

Appt Dale: 04-29-2019 CC 30 MI 

P1D: 04-2g-201S 

iPatieni Indic/tied Date) 

RID Difference: 0 

ilDays toetweeo Appo4rerfterit Dale and PO 

Made Date and Date Difference  
SEFCACE CONNECTED 

174 

lEzys be:mei Appointment Date end It* date the 

SCHEDULED iSIT appoeonent was. rota:lel 

ESTABLISHED Met Available Appointmert. NOT INMATE° TO EE A 

"NEXT A1 .'4 ' a.PPT 



Provtdef 

(b)(6) 
Snarl/ Slop 

Seed 09/27/18 
S200 10/02/18 
12 07 
See 09t27/18 
SI04 10/02/18 
12 07 
Sad 09/27/18 
s 0P 10/02/18 
12 07 
Start 09/27/18 
Stop 10102/18 
1205 
Start 09/27/18 
Stop 10/02/18 
12 06 
Start 09/27ft 8 
S1013 10/02/18 
12 07 
Stan 09/27/18 
Stop 10/02/18 
12 07 
S.& 09/27/18 
Stop 10102/18 
12 07 
Start 09/27/18 
Ski) 10/02/18 
12 06 
Start 09/27/18 
Stop 10/02/18 
1206 

Outpatien 
Team: JC-NOCO PACT 1 PC 

* - New GAF Required 11/01/18 thru 0/001 

1 Jc-renal Np 
2 Jb-ot Occupational Therap 
3 Jc-ultrasound (2) 
4 Jc-optometry Yellow Res ( 
5 Jc-noco Pact 1 Pcp 
6 Jc-renal (b)(6) 

11/06/2018@09:00 
11/21/2018@11:00 
12/31/2018@10:00 
03/05/2019@09:30 
04/10/2019@10:30 
04/29/2019@08:30 

Checked Out 
Cons Future 

Non-count 
Future 
Future 
Future 

Enter ?? tor more actions 

I Check In CD 
Unscheduled Visit EP 

IA Hake Appointment AE 
A Cancel Appointment RI 
IS No Show PD 
IC Discharge Clinic CO 
'L Appointment Lists EC 
PT Change Patient PR 
L Change Clinic WE 

...elect Action: Ouit// 

Change Date Range 
Expand Entry 
Add/Edit 
Record Tracking 
Patient Demographics 
Check Out 
Edit Classification 
Provider Update 
Wait List Entry 

DX 
DL 
DE 
WD 
CP 
CM 
PC 
RR 
TI 

Diagnosis Update 
Wait List Display 
Delete Check Out 
Wait List Disposition 
Procedure Update 
C&P E/E 
PCNN Assign or Unassign 
Recall Reminder Action 
Display Team Informatio 

» M Mo I Ile 
Patient: 
PC Prov: 
otal Appointment Profile 

;b)(6) 

Posbngs 

A 

There is no RTC Present for 

appointment. 
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êt 

Bs. LOFI iFew Baton /beton+ Inds &In 

Vritt Not Selected 

Current ProstMet Not Selected 

neer Orders AI Orden -ALL SERVICES 
MIEMIZINS Service Otdet 

• Orrac Sc1 -Return so JI3-PT AOLIAT1C on ot around ( Oct 19. 2018> 
tot a total Cl 1 appomenent(s) 
1100 
'Flown J6-PT AOLIA11C on or otound ( 0022. 2018 ) 
torn total of 1 apponenent(s) 
1030 
'Raton so J13-PT AOLIATIC on OF around ( Oct 25 0018) *de Orders 
tor e total 01 1 appotrernen8s) )tetenc Orders • 
1100 .leds Inponen • 
*Rearm to J13-PT AOUAl1C on or doted (O000. 2018) der% Non-VA 
tore total ol 1 appotnedent(s) 'Mete. Outpatef 

V Fluds 1100 
..ab Tests , -Return so JB-PT AOUATIC on 0, around ( 0017. 2018) 
:orrenon Labs' for lord of 1 appointment/0 
Tissue ExeiFF1 1100 
)ratc* ER Ordd 'Return to JF3-FT AOLIAT1C on of around ( 0022. 2018) 
mooing Prom to. *total of 1 cdpOtdmenkt) 
:oessuli Order t• 1030 
Ands •Araftstn to 26-PT AQUATIC on or wound ( 0029 2018) 
Ted Ody lore lord of 1 app000ment/0 
)BSERVAT10 1100 
)BSERVAT10 `Renon JB-FT AouAiic on or around ( Oct 19. 2018) 
lewd Oval tor a total of 1 appointment(9) l'enetai(OuIpt 

1100 -JLACSIc 
-Ream to JO-PT AOLIA11C 00 01 around (O003. 2018) CU Order Men 
tote total of 1 appotremenks) Telemetry Adel 
1100 iurgery D/C at 
"Ftendn to J(3-PT AOLIATIC on or around (O017, 2018) olenone WC/ 
for total of 1 appotoment(s) ),der Sets 
1100 :oenology On 

solaton Fteca 

Vnte Oetayed On 

PI Inset 

t « Status 

I I FF 
J_V 

Remote Data • 

Locaton 

complete .15-111A9uatc 

complete Jb-FT ACIUOIIC 

COrnplett Jb-FlAquoltc 

complete JID4'r Aquabc 

coot/let Jb-PI Aquabc 

complete Jb-Pt Aquabc 

PC1 ST LOUIS MO JC-NOCO PACT 1 PCP/ 

*Rearm to JB-FHYSICAL THERAPY I on or around ( Sop Steen 09/13/18 
• - • •"' ' 
Covet Shed I Problems ' Meds °eters Noble) I Consults I Surgery I 13/C Summ I Labs I Reports 

Appointment was completed on appt 
made date 
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Poll Question: 

What will the audit finding be for this appointment? 

A. PID not used or incorrect 

B. NO RTC 

C. Appointment was scheduled correctly-no finding 



Audit Details 

Audit Type: Appointment Audit 

Audit Result: 0 Audit Cancelled - Not counted as correct or incorrect. 

0 Correct - No problems found. 

(11: Findings - Audit resulted in findings. 

Audit 

Findings: 
Mandatory 

PID 

LII PID Not Used or Incorrect 

D No Consult 

WI No RTC 
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Mandatory Audit 

Finding will be 

pdated April 1 with a 

section for 

ommunity Care. The 

two findings in that 

section will be 

Comments missing 

#C00# WT "Vet Opt 

Out" and #C00# WT 

Not Supported. 

Time Sensitive 

111#NLT# Entered But Not Used Appt Sched After PID. 

111"#NLT# not supported" Incorrect 

LI PID Entered Correctly But #NLT# Not Entered 

• PID Not Used or Incorrect is not 

applicable 

• This was not a Consult 

appointment 

• There was NOT a RTC order 

entered when it should have 

been 

• This was not a "Time Sensitive 

Appointment" 

• This appointment is not Choice 

eligible. 

• This is not a New Patient waiting 

greater than 90 days 

This audit is INCORRECT 

Optional 

None 

D Insufficient Comments 

Audits 1 
Remaining: 

Submit Audit 
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Scheduling Audit Reports 
Reports Updated nightly, unless otherwise specified 

Scheduling Audit Dashboards 
W SAT - National Audit Scheduling Accuracy Dashboard 

Scheduling Audit Li (Findings) 
W SAT - Cumulative National Findings Monthly Trending 
W. SAT - Facility Scheduling Audit Findings 

12 Data Definitions 

W. SAT - National L-1 Audit Removal Tracking 
W SAT - National Scheduling Audit Findings 
W SAT - Scheduling Audit Finding Details 
W SAT - VISN Ll Audit Detail Removal Tracking 

Supplemental Report Maintenance 
W Facility - SAT Tool Access Permissions Detail User Report 
W National - SAT Tool Access Permissions 
W. SAT Site Setup Structure 

Scheduling Audit Ll (Activity) 
W SAT - Audit Activity Monthly Report 
W SAT - Facility Audit Activity Report 
W SAT - National Audit Activity Report 

Scheduling Audit L2 (Activity) 
W. SAT - Audit L2 Activity Monthly Report 
W SAT - Audit L2 Auditors Monthly Activity Report 
W SAT - Facility L2 Audit Activity Report 
W. SAT - National L2 Audit Activity Report 

Scheduling Audit L2 (Findings) 
W SAT - Facility Scheduling L2 Audit Findings 
W SAT - National L2 Audit Removal Tracking 
W SAT - National Scheduling L2 Audit Findings 
W. SAT - Scheduling L2 Audit Finding Details 
W SAT - VISN L2 Audit Detail Removal Tracking 

Supplemental Scheduling Reports 
W Appointment List 
W Clinic Setup Location With Associated Providers 



>=30% - Audits Complete 

20% -29% - Audits Complete 

I
MF <8% - Audits Complete 

Total Audits Completed /# Staff x *10 

*# of audits required per scheduler 

* Max 10 audits counted per scheduler 

8 15 

(539) KANSAS CITY VAMC  44.936 1146 193 

(53944) COLL MBA. MO VAMC  19.502 401 86 

(559.4) EKI1CS TOPEKA VAMC  11,317 161 58 

(5394) EKHCS LEAVEWORTH VAMC  10,146 122 42 

(53,g7) ROBERT J. DOLE VAMC  16.929 222 70 

(657)ST LOUIS VAMC  46.617 581 230 

(657A4) POPLAR BLUFF MO VAMC 18.186 182 50 

 

(657A5) MARION IL VAMC 38.211 559 129 

 

1542(27.37%) 

380(24.00%) 

yperlink to 

the facility 

details 
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National Scheduling Activity 

VISN / Facility 

El 1 

Appointments Made 

310,398 

Total Level 1 
Audits 

3,219 

# Schedulers 

1,731 

Level 1 Audits 
Remaining 

(% Completion) 

12527 (20.21%) 

CI 2 406.724 2,125 1,594 _I 

El 4 320.484 4,283 1,286 9198 (21 41%) 

Ea 214,878 1,229 890 

13 Drill down to 466,785 3,823 1,516 10485 (2534%) 

El 
the Medical 488.633 5,063 1,622 11027 (27.56%) 

El 720,634 8,909 2,245 

CI Centers 313.974 3,955 1.531 9920 (27 64%) 

El 10 608,512 3,209 2,318 

12 347,526 3,304 1,442 10665 (20.03%) 

El 15 205.844 3,374 857 4725 (40 71%) 

El 16 468,786 10,234 1,856 8145(52.32%) 

CI 17 431,907 4,975 1,661 10699(2950%) 

El 19 310,859 18,776 1,334 . . 5. 

El 20 272.909 1,288 1,209 10301 (8.48%) 

Cl 21 372.008 6,013 1,744 0609(3353%) 

CI 22 555,756 12,138 2,505 14698 (3528%) 

El 23 

National Total 

317 870 

7,134,487 

1.496 

97,413 

1,471 

28,755 187524 (29.27%) 
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Facility Audit Activity Report 
Breaks down audits completed 

and appointments made per 

month. Locate appointments 

for low volume schedulers 

Service Group 

0 DAYTONA - HAS 

 

Supervisor Group 

Total 1 Total 

Staff Name 

Audits! 
Appointments 

October 

171 / 11544 

Audits/ 
Appointments 

November 

0 / 5030 

Total 
Appointments 

16,574 

Total Audits 

171 

# 
Schedulers 

32 i 

SHEALTH ADMINISTRATION SERVICE 

 

Total Total 1087 / 59585 13 / 23905 83,490 1,100 195 

 

SINTEGRATED HEALTH SERVICE 

 

Total Total 0 / 1 0 / 0 1 0 1 

 

OMENTAL HEALTH 

 

Total Drill down to the service, 

supervisor, and/or individual 

schedulers } 

 

14 / 114 0 / 40 154 14 3 

 

ENURSING - TELEHEALTH 

 

Total 

 

55 / 271 0 / 123 394 55 11 

 

SNUTRITION 

 

Total 

 

37 / 466 0 / 88 554 37 

  

El NUTRITION & FOOD SERVICE 

 

Total 
S .  

Total 0 / 0 0 / 2 2 0 

  

IlkOEF/OIF 

iii 

 

IZOEF/OIF 
MED SUPPORT ASST 

5 /101 n 44 1.:5 5 

  

Total 5 / 101 0 / 44 145 5 1 

 

Total Total 5 / 101 0 / 44 145 5 1 7 

171PHARNIACY 

 

Total Total 10 / 141 0 / 113 254 10 2 mil 

0 PROSTHETICS 

 

Total 

i 

Total 10 / 18 0 / 7 25 10 1 III 

O RADIATION ONCOLOGY 

 

Total Total 13 / 733 0 / 255 988 13 2 1 

STELECARE 

 

Total Total 104 / 4645 0 / 2029 6,674 104 22 CI 

OVIERA - HAS PRIMARY CARE 

 

Total Total 140 / 6588 0 / 2590 9,178 140 23 

 

OVIERA - HAS SPECIALTY 

 

Total Total 132 / 5262 0 / 2003 7,265 132 15 

 

LIVIERA HAS SUPERVISORS 

 

Total Total 19 I 97 0 / 30 127 19 4 

 

TI3VIERA-HAS BUSINESS 

 

Total Total 16 1 213 0 / 63 276 16 

 

4 

EVIERA-HAS MENTAL HEALTH 

 

Total Total 61 / 4672 0/ 1973 6,645 61 13 II 
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National Scheduling Audit Findings Report 
a:e ;7arge: 10/112013 - 3,31201ii Data Current Through: 1 1 ; 142018 

I Click here for national f ngs b-eakoJt reoo-t  

VI SN ( Facility 

in 1 

Appointments Made 

345.138 

Total Audits 

3.499 

Total Findings 

391 

r-- 
% Correct 

3153 (90.11%) 

li Comet 
(Exclude 1 
Clinician) I 

3249(9228%) 

% Audit Finding 

346(9.89%) 

In - ' 443.484 2.337 412 1948 (83.35%) 2111 (90.33%) 389(16.65%) 

CD 4 348.684 4.770 416 4383 (91.89%) 4483 (93.98%) 387 (8.11%) 

in 5 253.512 1.999 221 1809 (90.50%) 1870(03.55%) 100 (9.50%) 

CO ._', 525.662 4.091 537 3805(88.12%) 3738(91.32%) 486(11.88%) 

in 
_ 

535.997 5.398 444 4978 (92.25%) 5041 (93.42%) 418 (7.75%) 

in ; 767,207 9.205 1.035 8281 (89.74%) 8589(93.31%) 944(10.28%) 

In ;1 336.681 4.064 707 3443 (84.72%) 3517(88.54%) 821 (15.28%) 

no 1: 849.611 3.408 432 3000 (88.03%) 3058(89.73%) 408 (11.97%) 

in 1 Z 371.541 3.763 855 2932 (77.92%) 3315(88.09%) 831 (22.08%) 

in 15 295.379 3.617 082 2731(75.50%) 3110(85.98%) 886(24.50%) 

In 1 ,.; 501.881 11,385 1.063 10340(01.06%) 10514(02.51%) 1016(8.94%) 

in 1 -  489.457 5.235 707 4584 (87.58%) 4709(89.95%) 651 (12.44%) 

W li+ 331.042 20.010 2.535 17581 (87.86%) 18185(00.88%) 2429(12.14%) 

in 20 306.729 1.482 184 1312(88.53%) 1316(88.80%) 170 (11.47%) 

in 21 397,625 8.287 1.738 4582 (73.11%) 4840(77.23%) 1885(26.89%) 

0 22 

(501) NEW MEXICO HCS  80.543 529 S. 522 (98.88%) 522(98.88%) 7(1.32%) 

(600) LONG BEACH VAMC 70.389 494 1E, i.4 343 (89.43%) 480(97.17%) 151 (30.57%) 

(605) LOMA LINDA HCS  60.738 5.398 444 4950(01.87%) 4073(02.13%) 430(8.13%) 

(844) PHOENIX VAMC 97.585 1.314 147 1180 (93.26%) 1206(91.78%) 128 (9.74%) 

(640) NORTHERN ARIZONA HCS 19.428 285 ii5 193 (88.87%) 190 (88.87%) 05(33.33%) 

See4),  SAN DIEGO HCS 85.030 2.955 127 2845 (96.28%) 2863 (96.89%) 110(3.72%) 

(678) SOUTHERN ARIZONA VA HCS 82.329 59 2 57 (98.81%) 57 (96.81%) 2(3.39%) 

S691) WEST LA %/AMC 94.540 1.793 143 1853 (92.19%) 1853(02.19%) 140(7.81%) 

in 23 

N ational Total 

345.878 

7,812,766 

1.533 

104,868 

196 

13.973 

1348 (87.93%) 

91754(87.49%) 

1408 (91.85%) 

94995(90.59%) 

185 (12.07%) 

13114(12.51%) 



1293 of 1607 

National Findings - Breakout Report 
Date Range: 18/ 1/2018- 3/31/2019 Data Current Through: 11114/2018 

Appointments Total 
VI SN / Facility Made Audits 

EB 1 345.138 3.500 

Total 
Findings 

394 

1116 Correct 

3153 (80.09%) 

%Comet 
(Exclude Clinician) 

3249(92.83%) 

% Findings 

347 (9.91%) 

re a e 
SentilMt 

National 

Choice 

3•2. 

Measure 

EWL 

1 

Findings 

PID Error 

183 

Totals 

P113 

--

 

No 
No RTC 

121 

El 2 Hyperlink to 
2.337 412 1948(83.35%) 2111(90.33%) 389(16.65%) 8 :a D 196 182 

El 4 
drill down to 

4.770 418 4383(91.89%) 4483(93.98%) 387(8.11%) 4 46 1 254 111 

Z. 5 2.000 222 1809(90.45%) 1871 (93.55%) 191 (9.55%) 10 17 1 103 81 
L facility 

9 el 4.092 537 3800(88.12%) 3737 (91.32%) 486 (11.88%) 8 12.1 9 262 157 

444 4978(92.25%) 5041(93.42%) 418(7,75%) 7 70 12 275 80 EB 7 535.997 5.398 

'Z 8 

i5 in) C W R111 YOI. NS OFPT OF VAMC., 118.376 1.001 73 929(92.81%) 048(94.51%) 72(7.19%) 0 4 0 52 17 

048) MIAMI VAMr, 71.710 1.038 82 1001 (96.44%) 1007(07.01%) 37(3.56%) 4 15 1 23 19 

1548) WEST PALM BEACH VAMQ 81.907 2.060 156 1014(02.01%) 1928(03.50%) 146(7.00%) 1 28 0 107 22 

1573) N FLORIDA'S GEORGIA HCS 144.412 1.727 289 1473(85.20%) 1612(93.34%) 254(14.71%) 0 33 

 

84 151 

1872) SAN JUAN VA MEDICAL_CFNTER ;,5.946 473 78 406(88.84%) 415(87.74%) 67 (14.18%) 3 3 0 52 20 

j8731 TAMPA FL VA11.1r 118.817 044 
, 

245 709 (75.11%) .. 831(98.03%) 235(24.80%) 0 4 1 109 131 

(875) ORLANDO VAMC. 139.940 ., 1.989 155 
, 

1835(93.19%) 1856(94.28%) 
., 

134(8.81%) 3 54 0 85 33 

9 338.681 4.064 707 3443(84.72%) 3517(86.54%) 821(15.28%) 11 42 2 513 139 

10 849.611 3.412 432 3004(88.04%) 3062(89.74%) 408(11.96%) 5 32 0 318 77 

0 12 371.541 3.783 855 2932(77.92%) 3315(88.09%) 831(22.08%) 2 30 0 423 400 

E3 15 295.379 3.820 985 2732(75.47%) 3112(85.07%) 888(24.53%) 20 111 4 414 430 

in 16 501.681 11.385 1.O53 10340 10514(02.51%) 1016(8.94%) 

651(1244%) 

 

appointment 

Only one finding per 

is counted 

 

in 17 469.457 5.235 707 4584(87.56%) 4709(89.95%) 

I:0 19 331.042 20.010 2.535 17581 18185(90.88%) 
 2429 in the appointment error 

 

170 (11 47%) 

 

total 
- in 20 308.729 1.482 184 1312(88.53%) 1316(88.80%) 

01 21 397.825 6.288 1.740 4582(73.10%) 4840(77.22%) 1888 48 294
(28.90%) 

2 1.307 

 

in 22 587,460 12.827 1.118 11755 11944(93.12%) 1072(8.30%) 148 8 874 210 

in 23 

National Total 

345.878 

7,812 ,766 

1.533 

104,886 

196 

13,985 

1348(87.93%) 

91766 
(87.49%) 

1408(91.85%) 

95009(90.58%) 

185 (12.07 

(12
1312o 

51%) 

1 22 

287 1,522 

o 107 

44 8,352 

85 

3,780 

May have more than 

one finding per 

appointment. 
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Facility Scheduling Audit Findings 
Service Group 

SAppointments 
Made 
2,512 

ifh APPt 
Findings 

i 
% Correct 

1 

% Correct 
(Exclude 
Clinician) 

6 

Loom 
Findings 

National 
Findings 

Audds 
Perfoomed 

Audits 
Cancelled 

1 [MEDICAL SERVICE I 

 

Ea MENTAL HEALTH 16,322 8 (3.77O1 204 (96.23%1 208 (98.11% , e ct 212 1 

[BNEUROLOGY 907 6j26.09%1 17 (73911 22 (95.65%, C - 
_ 23 0 

M NURSING AND PATIENT CARE SViie 1 (1.52%) 65 (98.43%1 88 (100.00% , C 1 '',5 1 

al NUTRITION &FOOD SERV:CES Drill down to the 0 6 MOO 00:61 8 (100.30%) C 0 .2 - 1 

mPHARMACY SERVICE service and individual o o 0 ' , a _ 

 

m PHYSICAL AND REHAB MEDICINE scheduler o 5 000.00%1 5 (100.30%) 

 

 0 .-

 

_ 3 

0PRIMARY CARE SERVICE . 2 (7.69:.) 24(92.21%I 24(Q2.31%) 
_ ,-) -_,_ 3 

EL CENTRO PRIMARY CARE 642 2 (7.69%) 24 92.31% 24(92.31%) 
_ 

2 : 3 

LVN 225 a 6 (100 8 (100.00%) _ .._00%) 7, _ _. : 

 

HEALTH TECHNICIAN 
198 0 6 100 00% 0(100.00%) _ : .:, • 3 

 

MEDICAL SUPPORT ASSISTANT 
Appointments 

 

6(100.00%) 6 (100.00%) 0 7 -_,_ 

 

7 

 

MEDICAL SUPPORT ASSISTANT 

scheduled 

scheduler 

but the 

is 

   

.. , D 

LVN 
unassigned 

 

0 0 ! 4 - D 

 

HEALTH AIDE 
Fs 0  6 100.00% 8 (100.00%) D ID ,_ 3 

 

NOT DEFINED .34 SI II o : ri. II 1 

MEDICAL SUPPORT ASSISTANT 
, 34 

0 0 0 _ C co C 

 

0 RESEARCH SERVICE 93 0 2 o 2 o 2 3 

0 SCI 829 0 0 0 0 0 0 3 

El SOCIAL WORK 261 2 o 0 2 o 2 3 

[)SURGERY 73 0 0 0 o o o 

 

Total 84,958 110(3.72%) 2845 (96_28%1 2883 (913.89%) 74 121 2 955 47 

 



Repating 
Measure 

PD 

Auit 
Reins* Grow Result 

Or cal  

Findings Tge 

Nation. 

Aait Finding 

No RTC 

PD 7-17C, ^cs National RID Not Used or 

Incorrect 

Chke -05 National Comments mng 

;C00;. Vet 'Opts 

Our 

National Findings Details 
DIHapi 

No RTC Present 

RID not used by schedule, incorrect PD used. 

;COO; is not entered mthe comments field of VA appantment Whel the Veteran 'Opts Out' of 

Dote. 

% Correct 
(Exclude Local National 
Clinician) Findings Findings 

Scheduler Name 

ADVANCED MED SUPPORT ASSISTANT 
1,020 3 (11.54%) Man 

% Correct 
Appointments °A, A ppt 

Service Group Made Findings 
Audits Audits 

Performed Cancelled 

23 (88.46%4 24 (92.31%) 

Reporting Audit 
Local Findings Details 

Measure Responsible Group Result Findings Type Audit Finding Description 

None Scheduler Correct Local Insufficient Scheduler comments do not match documenbon or do not identify how they decided entered 

Comments wait time (PID). 
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Individual Appointment Audit Details 



Patsy Cline 
SENIOR SOCIAL WORKER 

E SOCIAL WORK I: NOT DEFINED 
NOT DEFINED 

0 Total Total 

Audit Activity Report Summary 
Audits 

Remaining 
(% Completion) 

Total 

0 SOCIAL WORK 

Total 

CI NOT DEFINED 
NOT DEFINED 

Patsy Cline 
SENIOR SOCIAL WORKER 

Total 

3 0 

0 3 

0 / 3 

0 / 3 

0 / 3 

o / 3 

Total 

Total 

Total 

Total 
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Important steps to utilizing the Audit Activity Report Correctly 

1. Look for schedulers in "NOT DEFINED" Supervisor group. These staff need to be added to the Grouping Tool, 

2. Low volume schedulers who schedule less than mandated audits need only complete the total audits to attain 100% 

completion. Be mindful that even if they are 100% this can change if they schedule up to two weeks prior to closing of 

the audit cycle. 

3. There's a hyperlink on the appointments made column which will guide you to exactly the period of time to conduct 

audits. Below is an example of the Appointments Made Detail Report. 

Service Group Supervisor Group Staff Name 

udits 
ppointmen 

January 
Total 

Appointments Total Audits Schedulers 
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Next Steps 

• Complete quiz in TMS 

• Attend monthly auditor check-in calls offered the 1st Monday of the 
month at 2pm ET 

• Provide feedback to the schedulers within 14 days! 

• Facility Audit Goal: 93% (stretch goal of 94%) 

• Standardize your VISN Audit process. 
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Cerner Implementation & Scheduling Audits 

• Current scheduling audits will continue using the BISL tool 

• Sites that are implementing Cerner Scheduling will pause on L1 scheduling 
audits the month prior to implementation an must be at 100% of the 

• Post Cerner implementation: 
o Assess the risks for scheduling accuracy based on new software 

functionality and scheduling process 
o Design new audit program based on identified areas that may negatively 

impact scheduling accuracy 

expected completion rate for the month at the audit is paused. 
o Example — Cerner go live date is March 2020 

✓ L1 scheduling audit activity will end January 31, 2020 
✓ L1 facility audit completion rate should be at? 50%. Note all staff who schedule should have 

5 of the 10 required appointment audited 
✓ L2 facility audits will end February 28, 2020 with the expected completion rate as listed 

above. Cycle 1 -Scheduling Audit 

October 

Progress Indicators 

November 30% 

December 40% 

January 50% 

Reba* 70% 

March weeks 18.2 85% 

March week 3 90% 

 

100% March week 4 

Cycle 2- Scheduling Audit Progress Indicators 

April 

M 

 

June 40% 

July 50% 

fl 70% 

Se • ternber weeks 1 82 gtsx 

September week 3 90% 

September week 4 100% 
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Q&A 
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National Scheduling Audit 
Level 2 Scheduling Auditor Training 

"Audit the Auditor" 

Access Office 
6/4/2021 



Agenda 

• Background 

— Change Management 

— Training Objectives 

• L2 Audit Details 

• Cycle 

• Frequency of audits 

• Number of audits 

• 12 Audit Parameters 

• L2 Audit Measures 

• Practical Application 

• Reports 

• Next Steps 

• Q&A 

 

U.S. Department 
of Veterans Affairs 

 



Why Now? 

• To ensure the National Standardized Scheduling Audit Program requirements 
appropriately reflect recent changes to scheduling policies and processes 

Change Management 

• Level 2 (L2) Audits are no longer "double-blind" 

• Discontinuation of the Electronic Wait List (EWL) 
i 

What is not Changing? 

• Facilities are still required to conduct L2 Scheduling Audits 

Why the Change? 

 

U.S. Department 
of Veterans Affairs 

 



Training Objectives 

As a result of this training, L2 Scheduling Auditors will understand how to: 

Apply audit standards when reviewing and evaluating the accuracy of Li scheduling audits 

• Understand audit measures 

• Correctly review appointment documentation 

• Accurately complete the L2 Audit in the BISL tool 

V Appropriately adjust the number of audits evaluated based per audit cycle 
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Li Auditor 

 

'Audit the Scheduler" 

L2 Audit Definitions 

Terms and Definitions 

• Audit Finding: The outcome of the audit process (e.g., whether 

an audit measure is correct or incorrect). 

• Li Audit: A review of a scheduler's appointments to evaluate 

scheduling accuracy. 

• L2 Audit: A review of a scheduling auditor's findings to assess 

auditor accuracy to ensure the reliability of the audit results and 

that appropriate scheduler audit performance feedback is 

provided. 

— E.g., Are the findings of the Li Auditor accurate? 

L2 Auditor 

'Audit the Auditor" 

Scheduler 
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L2 Audit Framework and 
Requirements 



L2 Audit Framework 

The VISN Scheduling Audit Lead is responsible for determining the audit model and facilitating access to the 

facility scheduling system, CPRS, and the BISL Tool. 

VISN Model: A designated VISN staff member conducts the L2 Audits. 

• Interfacility Model: One medical center conducts L2 Audits of another facility within the VISN. 

— NOTE: L2 Auditors are not to conduct scheduling audit reviews of staff at their facility 

VISN Oversight 

✓ No more than 5 L2 Auditors per facility/VISN 

✓ A minimum of 10 L2 Audits completed for each L1 Auditor per cycle 

✓ L2 reviews are to be completed during the same L1 cycle (concurrent) 

✓ L1 Audit accuracy goal is 96% or better 
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Requirements and Responsibilities 

L2 Auditor Requirements:  

✓ Must have expert knowledge of scheduling practice and have completed scheduler training, Li and L2 Auditor 

training. 

✓ Must be a VISN staff level designee or medical center designee who will review another facility. 

✓ Should not review Li Auditors at their facility, except for facility Compliance staff who have completed the 

necessary training. 

✓ Should communicate audit results timely to the VISN Audit POC to ensure timely feedback to the Li Auditors. 

L2 Auditor Responsibilities:  

✓ Provide feedback on audit results to the auditor within 14 calendar days of the audit sample 

✓ Provide audit results directly to the supervisor 

- NOTE: The supervisor will communicate the audit findings directly to the scheduler 
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Aprl 15' - September 30th October 1 - March 

May 1st —October 31st November ist — April 30" 

L2 Audit Cycle 

Month 12 Audit Monthly Progress Indicators for Cycle 1 

 

Track 4 Behind 

 

On 

November --- 

 

---

 

December 

 

20 - 29% <20% 30% 

January 40% 30 -39% <30% 

February 50% 40 - 49% <40% 

March 70% 55 - 69% <55% 

April (week 1 & 2) 85% 75 - 84% <75% 

April (week 3) 90% 85- 89% <85% 

April (week 4) 100% 

 

<100% 
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Li Audit October 1" - March 31" April - September 30- ' 

L2 Audit November 1st — April 30th May 1st — October 31st 

Cyde 1 Cycle 2 

Example: L2 Audit Sampling for Cycle 2 

Month when LI. Audit 
was Completed 

May 

June 

July 

August 

L September 

October 

No. of Month to Conduct the 

J. Apptsii L L2 Audit 

2 r April 

April/May 

May /June 

L June /July 

July / August 

2 

1 • 

U.

 

1 

2 

2 
 U.  

August / September 

L2 Audit Cycle 

• L2 Auditors must  conduct a small 

sample of audits each month 

throughout the audit cycle to allow time 

for improvement 

• Audit feedback must  be communicated 

verbally (or in writing at a minimum), 

within 14 calendar days of the 

completed audit. 

— Best practice is "just in time feedback" 

immediately after the audit is completed 

NOTE: L2 Audit sample should be taken 
after feedback/remediation 
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L2 Audit Parameters 

When 
The Date Column Start, and End Date reflect 

the monthly sampling period. 

        

L2 Audit Parameters 

   

Where 
Details who is being audited; select Li Auditors 

whose audits will be reviewed. 

 

When? 

 

Where? Additional Filters 

Additional Filters 
Used to target the exact samples needed to 

meet auditing requirements. 

 

Start Date 

 

StaPc 

508 

Max Sample Size 

10 

  

Limit Total Resets (1 -300) 

     

L1 Auditor 

    

End Date (Inclusive) 

   

Max Sample Size Limits the total results for the audit sample. 

 

2021-04-30 U Any Max Sample Per L1 Auditor 

      

2 

Max Sample per Auditor 
Limits the total number of audit samplers per 

Li Auditor 

 

Days In Range 

30 

  

Lind Results Per L1 Author (1 - 75) 

Max Completed Audits Per L1 Auditor 

   

Days in date range (1 184) 

  

2 

 

Total number of Li auditors with a completed 

    

Lint Resits For L1 Auditors Wih Completed 12 Audits 

 

L2 audit. 

    

(1 - 75) 

Max Completed L2 

Audits per Auditor 

This setting is increased cumulatively to 

account for the additional audits 

performed each month. 

      

The final month of the audit period should 

reflect the total number of required audits 

for the cycle. 
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Number of Li Auditors 

Required Number of L2 Audits per Cycle 

NOTE: At least 10 L2 Audits must be completed for each L1 Auditor by the end of the 

cycle 

Number of L2 Auditors 

Required Number of Audits per L2 Auditor 

39 

39 x 10 = 390 

5 

390 ÷ 5 = 78 

L2 Audit Activity- Example #1 

Month Li Audits Date Range 

r...1 a X S a m ple Size per L2 

Auditor 

Max Sam pl e F'er Li 

Auditor 

M aX Corn p I et ed 

F'Pr Li Auditor 

M a y 2 4/1-4/30/2021 T9.:< 2 / 5 =15.6 2 2 

June 2 5/1-5/31/2021 39 3.:: 2,.' 5=15.6 2 4 

July 1 6/1-6/30/2021 39 X 1 I '  5 =7.8 1 -I 

,ALn:T.L.ISt 1 7/1-7-31/2021 39 X 1 / 5 =7.8 1 6 

Sept ern ber 2 8/1-3/31/2021 39 x 2 / 5 =15.6 2 8 

October 2 9/1-9/30/2021 39 x 2 / 5 =15.6 2 10 

Recommended 

Audit sample per n 

Auditor 

Factor in time for 

feedback. Do not sample 

until feedackfrom the 

previous audit has been 

completed 

#ofn auditors X sample audits Re of Recommended Audit Sample 

L2 Auditors . Provides approximate per Li Auditor 

of audits the L2 Auditors hould 

complete in the month. (total = the 

number of audits to be conducted 

per L2 Audit or or d) 

Cumulative number of 

audits to have been 

completed at the end of 

the month. (=Past 

month+ current month 
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L2 Audit Activity - Example #2 (Question) 

Question: What would be the parameters for Max. Completed Audits per L.1 Auditor in May? 
Scenario:  

— # of L1 Auditors = 10 

— # of L2 Auditors = 5 

— # of Completed L2 Audits in April = 2 

— # of Completed L2 Audits May = 2 

Reminder At least 10 L2 Audits must be completed for each L1 Auditor by the end of the audit cycle. 

Month 

April 

# of Li Audits 

2 

Date Range 

4/1 - 4/15 

Max. Sample Size 

(10 * 2) + 5 = 4 

Max. Sample Size 

per Li Auditor 

2 

Max. Completed 

Complete per Li Auditor 

2 

May 2 5/1 - 5/15 (10 * 2) +5 = 4 2 

 

NOTE: Max Sample Size Calculation = (10 * # of L1 Audits) ÷ # of L2 Auditors 



2 2 4 2 4/1 - 4/15 April 

5/1 - 5/15 2 4 2 May 

Month It of Li. Audits Date Range Max. Sample Size 
Max. Sample Size 

• per LI. Auditor 
Max. Completed 

Complete per Li Auditor 

L2 Audit Activity - Example #2 (Answer) 

Question What is the max completed per Li Auditor parameter setting when conducting 
an L2 Audit in May? 

Answer: 

NOTE: Max Sample Size Calculation = (10 * # of L1 Audits) + # of L2 Auditors 
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L2 Audit Template 

• L2 Auditor is to perform self-review of the 
Li Audit appointment and compare results 
to Li Audit findings 

- Same results = Correct Li Audit 

— Different results = Incorrect Li Audit 

Mandatory 

PID 

LI PID Not Used or Incorrect 

El No Consult 

El No RTC 

Time Sensitive 

#NLT# Entered But Not Used. Appt Sched After PID. 

D "#NLT# not supported" Incorrect. 

D PID Entered Correctly But #NLT# Not Entered 

Community Care 

El Comments missing #C00# Vet 'Opts Out" 

El #C00# Not Supported 

LI #C00# Not Selected in DST 

El No Evidence other CC Eligibilities 

Optional 

None 

111 Insufficient Comments 



National Audit Measures 

Patient Indicated Date (PID) 

 

 

• The appointment date the Veteran and provider agree upon or the date the Veteran requests in the 
absence of a provider. 

• Presence of RTC/Consult when applicable 

   

Time Sensitive Appointment 

• This is an appointment that must be completed by the date specified on the return to clinic (RTC) 
order or Consult. 

Community Care 

• Veterans are to be provided the opportunity to "opt-in or opt-out" of the Community Care if the wait 
time criteria is met. The PID must be within 20 (Primary Care and Mental Health) /28 (Specialty Care) 
days of the create date of the appointment request and there is no appointment availability. 

• NOTE: No availability between appointment request date and PID. 

• NOTE: Appointment request date=date Consult/RTC was created or patient requested 
appointment. 
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Patient Indicated Date (PID) 

The Patient Indicated Date (PID) is entered into the VistA CID/Pt Preferred Date 
field. The date entered is based on one of two scenarios. 

Provider-driven:  The date agreed upon by the patient and provider, 
entered in the RTC or Consult 

2. Patient-driven:  The date the patient requests in the absence of provider 
input such as: 

New Patient to the VA 

— Direct-scheduling clinic ("Self-Referral") 

— Unanticipated appointment need outside of the already scheduled return 
appointment 

— Rescheduled appointment where the patient cancelled or "no-show" 

When the patient was not responsive to scheduling efforts and the appt request was 
dispositioned (RTC, PtCSch, Consults) 

PID 

LII PID Not Used or Incorrect 

El No Consult 

D No RTC 
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Li Measures & Findings: Appropriate Use of PID 

Patient Indicated Date (PID) 

• Audit Findings: Correct, No Action Required 

• The date agreed upon by the patient and provider such as the RTC or Consult date (provider-driven). 

• The date the patient requests in the absence of provider input (patient-driven). 

• RTC or Consult is present when required. 
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PID 

ePID Not Used or Incorrect 

ID No Consult 

No RTC 

Audit Findings: Incorrect, Scheduler Education Required 

• Audit Issue: PID Not Used or Incorrect 

L.1 Measures & Findings: Appropriate Use of PID 

The date entered into VistA/VS GUI CID/Pt Preferred Date field is not what was entered in the RTC 
Order 

• Cancel by Patient: Patient initiated the appointment cancellation. The appointment was rescheduled 
incorrectly, using the PID (provider input) of the cancelled appointment. 

• Cancel by Clinic: Clinic initiated the appointment cancellation. The appointment is rescheduled incorrectly 
using the PID (per patient) or another PID other than of the original cancelled appointment. 

Impact: Inaccurate appointment wait time 

Note: This finding is not used  in scenarios where there is no RTC or Consult and there should be. 
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Li Measures & Findings: Appropriate Use of Consult /RTC Orders 

PID: Return to Clinic (RTC) Order and Consults 

Audit Findings: Correct, No Action Required Audit Findings: Incorrect, Scheduler Education Required 

• Audit Issue: No Consult or No RTC 
Consult or RTC Order was not present at the time the 

appointment was scheduled. 

• Provider-driven appointment requests require 

a RTC Order or Consult 

• Patient-driven appointment requests (w/o 

provider input) do not require an RTC Order or 

Consult (See slide 15 for examples) 

Impact: Wait time reliability 

PID 

PID Not Used or Incorrect 

.12 No Consult 

g"No RTC 
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Li Measures & Findings: Time Sensitive Appointments (#NLT#) 

Time Sensitive Appointments: 

Appointment must take place no later than the PID (provider-driven) 

Audit Findings: Correct, No Action Required 

• The provider indicates in the RTC order if the appointment is time sensitive. 

• Scheduler enters #NLT# in the comments field of the appointment scheduled 

• Appointment is scheduled before or one the PID (provider input) 
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Li Measures & Findings: Time Sensitive Appointments(#NLN 

Audit Findings: Incorrect, Scheduler Education Required 

1. Audit Issue: #NLT# Entered but not used. Appt Sched After PID 
#NLT# entered in the comments field but the appointment is entered after the PID 

Tore Sentrye 
V 

Vz
-N,.TO Entered But Not US. Appl &Ned Mt PD. 
s, 

not supple knifed. 

ErerEl Corn.  Etul PUN Nal Eriletel 

Impact: May have adverse impact on Veteran's health if not seen timely. Reduced ability to track time sensitive appointments 

2. Audit Issue: NLT not supported 
Scheduler entered UNLIT in the comments field of the appointment but there is no documentation in the 
RTC Order. 

Impact: Reduced ability to track time sensitive appointments 

3. Audit Issue: PID Entered Correctly but #NLT# Not Entered 
Scheduler entered the correct PID but did not enter #NLT# in the comments field of the appointment 

Impact: Reduced ability to track time sensitive appointment 
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Community Care (CC) Wait Time Standards 

File entry 
date starts 

the timeline 

  

No appointment availability 

 

      

June 1st 

File entry date (

Line 15t) 

PID  20/28 days 

Wait Time Standards (WTS) 

Primary Care/Mental Health/Non- 

Institutional Extended Care Services 
Specialty Care Criteria 

20 Days 28 Days 

The VVTS for community care must be considered if the following applies: 

1, The PID on the consult. RTC, or patient generated request is within 20 or 28 days (based on 
the type of care being requested) from the file entry date. If the request is patient generated, 
the date the patient initiated the request for care. 

2, The appointment wihtin the VA cannot be scheduled within 20/28 days of the file entry date 
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Community Care (CC) Wait Time Eligibility 

Consults, RTC Orders, and Patient-driven Requests 

— Eligible for Community Care when scheduling: 
The PID is within Community Care wait time standards (WTS) AND  the VA appointment cannot 
be scheduled. 

No appointment availability 

File entry date PID 20128. days 
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Community Care (CC) Wait Time Eligibility 

Consults, RTC Orders and Patient-driven Requests 

— Not eligible  for Community Care when scheduling: 

• The PID is outside Community Care wait time standards 

File entry date 20/28 days PID 

OR 

• PID AND  appointment availability is within wait time standards 

File entry date PID 20/28 days 

Appointment Availability 
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Community Care (CC) Eligibly Standards 

• Wait time Standards (WTS): 
— The PID must be within 20 (Primary Care and Mental Health)/28 (Specialty Care) days of the create date of the 

appointment request and there is no appointment availability. 

— NOTE: 
• No availability between appointment request date and PID. 

• Appointment request date=date Consult/RTC was created or patient requested appointment. 

• Drive time Standards: 
— > 30 minutes for Primary Care and Mental Health 

— >60 minutes for Specialty Care 

• Other Criteria: 
- Service not available 

- Veteran Lives in a US State or Territory without a Full-Service VAMC 

- Grandfathered In 

- Best Medical Interest 

- VAMC Service line does not meet Quality Standards 

Community Care Field Guidebook:  https://dvagov.sharepoint.com/sites/VHAOCC/CNM/Cl/OCCFGB/SitePages/FGB.aspx 
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Community Care (CC) Eligibility Documentation Key Points 

• Wait time eligibility is checked for all appointments, both new and established 
o Check wait time by referencing the exact clinic where the Veteran is to be scheduled 

o If eligible for CC and Veteran opts out -)'enter #C00# in the appointment comments 

o No further review of "other CC eligibility" is needed 

• New Patients: 
O When not wait time eligible, scheduler must review for "other CC eligibilities" 

o Documentation of review is required 

Exception: Veterans who live in a US State or Territory without a Full-Service VAMC: Alaska, Hawaii, New Hampshire, & US 
Territories of GUAM, American Samoa, Northern Mariana Islands, and the US Virgin Islands. No documentation of "other" 
Community Care is required 

• Established Patients: 
O If not wait time eligible, check "other" eligibilities upon the patient's request. No further documentation is required. 
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New Patients "Other" Eligibilities Documentation 

The new patient  is not CC wait time eligible AND is eligible under the "other CC eligibilities" 

1. If using DST: 

Check if eligible based on "other CC eligibility" 

a. If "other CC eligible" 

 

• Select "Opts out in the DST Veteran Community Care Option 

• Save the DST to the Consult irequired, 

• Schedule VA appointment , TBD/Defer Ea' 

 

Note: If not "other CC eligible save DST to consult Ti Opt-in for CC S. Opt-out of Cr 

2. If not using DST: 

Use CPRS to check Community Care eligibility based on other Community Care eligibility criteria and BING 

Maps to review Drive Time Eligibility. 

a. If "other CC eligible" and opts out 4 enter #000# DThminutes in the appointment comments 

Note: If not "other CC eligible" enter DT = XX minutes in the appointment comments 

NOTE: DT-minutes does not mean the Veteran is drive time eligible for Community Care, Annotation DT-minutes in the 
appointment comment shows all Community Care eligibilities were reviewed. 

 

U.S. Department 
of Veterans Affairs 

 



Community Care (CC) Audit Measure Established Patients 

• Wait Time, Auditor will look for the below and appropriate evidence: 

— #C0O# is in the appointment comments 
• Patient is wait time eligible for Community Care and Opts. Out and is scheduled for an appointment in VA 

— Nothing is entered in the appointment comments 

• Patient is not eligible for Community Care based on the Community Care wait time standard 

• The auditor will only review wait time eligibility for established patients. 

— Although the scheduler will check other eligibilities when requested by the patient, the auditor will 
not specifically audit and review documentation for this. 

Reminder: For established patients only,  the scheduler is not required to check other Community Care 
eligibilities unless the patient specifically requests this. The scheduler is to honor the request at that time. 
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Community Care (CC) Audit Measures & Findings 

Audit Findings: Correct, No Action Required 

New patients: 
• Meets WTS and prefers care in VA. Scheduler enters #C00# in the appointment comments OR 
• Evidence of DST being run 

• Meets Other eligibility standards and selects #C00# in the DST (Consult) 

• When not meeting other eligibility standards, evidence of DST in the Consult 

• DST not Available 

• Meets Other eligibility standards and enters #C00# , DT = XX minutes in the appointment comments 

• When not meeting other eligibility standards, enters DT = XX minutes in the appointment comments 

Established Patients 

• Meets WTS and prefers care in VA. Scheduler enters #C00# in the appointment comments 
• If does not meet WTS, nothing is required in the appointment comments 
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Community Care (CC) Audit Measures & Findings 

Audit Findings: Incorrect, Scheduler Education Required 

1. Audit Issue: Comment Missing #C00# Vet Opts Out 

- New patients: Meets WTS and prefers care in VA. Scheduler does not  enter #C00# in the 

appointment comments 

- Established patients: Meets WTS and prefers care in VA. Scheduler does not  enters #C00# in the 

appointment comments 

Impact: If new patient or established is wait time eligible and #C00# is not clearly annotated in the appointment 

comments, (ex: #C00) there is no mechanism to track which Veterans were eligible but declined care in the 

community. 

2. Audit Issue: #C00# Not Supported 

The appointment is scheduled within 20/28 day wait time standard, but the scheduler enters #C00# into 

the appointment comments. 

Impact: Inappropriately utilizes #C00# and may alter supporting wait time measures. 
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Community Care (CC) Audit Measures & Findings 

Audit Findings: Incorrect, Scheduler Education Required 

3. Audit Issue: #C00# not selected in DST 

— When the new patient is not wait time eligible:  

a) The DST is run to check for other Community Care eligibility: 

— #C00# is not selected by the scheduler in the DST when found to be "other" Community Care eligible 
and the patient opts-out of Community Care 

b) The DST is not available, and the scheduler manually checks other Community Care eligibilities: 

— #C00# DT = XX Minutes is not in the appointment comments when the patient is found to be "other" 
Community Care eligible and opts-out of Community Care 

4. Audit Issue: No Evidence Other CC eligibilities 

DST was not saved OR no evidence of DT=XX minutes in cases where DST is not available (not run) 

— New Patients: When a new patient is not wait time eligible and the DST was not run and saved to indicate the 
scheduler checked the patient's other Community Care eligibility 

— When a new patient is not wait time eligible and the DST is not used at your facility and there is no evidence of 
checking CPRS for Community Care. The scheduler did not enter DT = XX minutes in the appointment comments to 
indicate other eligibilities were checked. 
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Opronall 

  

None 

M rnstericient Comme rrs 

Optional Audit Findings 

• Optional audit findings are not required  nationally and will not be included in 

national scheduling accuracy reports. 

• Insufficient Comments: 

— Comments do not match documentation or does not identify how wait time was determined 

— As determined by standards set by the medical center or VISN. This must have been 

communicated to the scheduler and in a SOP/Policy document 
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Practical Application: 
L2 Audit Examples 
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irameters 
Start and End Date: 

Represents when the Li 

Audits were performed. 

Days in Range: 

auto-populates 

based on the Start 

Data and End Date 

selected. 

Max Sample Size 

Max Sample Size = total 

number of LI. Audits to be 

reviewed by L2 Auditor. 

Max Sample Per L1 Auditor 

1 

Limit Remits Per L1 Audtor (1 - 75) 

Max Completed Audits Per L1 Auditor 

Max Sample Per Li 

Auditor: The number of Li 

audits per auditor. 

U.S. Department 
of Veterans Affairs 

StaPC: drop down list of facilities 

accessible to L2 Auditor. 

Where? 

StaPc 

589A4 

L1 Auditor 

An, 

Max Completed Audits Per 11 Auditor: 

limits the number of results for LI. Auditors 

with completed L2 Audits. (e.g., you will not 

be given an Li Audit for an auditor who has 

met the target for L2 Audits). 

75 

Limit Results For L1 Authors With Completed L2 Audits 

(1 -75) 

When? 

Start Date 

2021-04-01 

End Date (Inclusive) 

2021-04-30 

Days In Range 

30 

I 

L2 Audit Parameters 

Additional Filters 



• 1 

Example #1 Incorrect L2 Audit 

L2 Audit 

LI Audit Appointment Info 

SID: 

IEN: 

 

Ll Audit AppOuntment Dale Info 

Appt Made Date: 

Appt Date: 

10-01-2018 

11-19-2018 10.0000 

(b)(6) 

(b)(6) 

 

Location: JC-CPHT1,1 GLAU LOSER 11-12-2018 

 

11-'sse-c mocawi 

 

Sc rx-duler: 

  

Ccmfrient PID Difference: Tf0 10431118. PID RTC 11112/18. 7 

  

iczys temeer,  Accortmellt Dee P 

 

Non-Count Clinic: 

     

Made Date arid Date Diffetence 49 
Type REGULAR 

    

IThrvstehreen Accortrrotat Date and the date the 

 

Purpose Of Visit: SCHEDULED SIT apporernert MIS Mile) 

 

Patient Status: ESTABLISHED Next Available Appointment: NOT INDICATED TO BE A 

   

NEXT NIA" APPT 

Patient ONowv to bee, 

   

LAST,FIRST12341,Naer to sew 

   

Patient SSN 93 IN: 
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oita Tee 111132 41512 e FIP Cher4 T.,. • P..- cop 

M M 

Appl  Mgt  Module 
Patient: 
PC Prov: 
Total Appointment Profile 

C I 
11/19/2018E110:00 1 Jc-ophth Glau Laser Future 

• I • A 

Example #1 Find the Patient/Appointment in VISTA 

Oct 03. 2018@13:38:41 
MT: COPAY EX Outpatient 

Team: JC-ST CHAR PACT 4 PCP 
* - New GAF Required 10/02/18 thru 06/28/21 

Ap$t Date/Tihe St:t $ 

Pade: 1 of 1 

 

Enter 7? for more actions 

  

CI Check In CD Change Date Range DX Diagnosis Update 
UN Unscheduled Visit EP Expand Entry DL Wait List Display 
MA Make Appointment AE Add/Edit DE Delete Check Out 
CA Cancel Appointment RI Record Tracking ND Wait List Disposition 
NS No Show PD Patient Demographics CP Procedure Update 
DC Discharge Clinic CO Check Out CM C&P E/E 
AL Appointment Lists EC Edit Classification PC PCMM Assign or Unassign 
PT Change Patient PR Provider Update RR Recall Reminder Action 
CL Change Clinic WE Wait List Entry TI Display Team Informatio 
Select Action: Quit// I 



'T Order Details - 99722458;2 

      

eturn to JC-OPHTH GLAU LASER on or around ( Nov 12, 2018 ) 
for a total of 1 appointment(s) 

  

Activity: 
10/01/2018 11:57 New Order entered by (b)(6) (PHYSICIAN (REST) 

Order Text: Return to JC-OPHIH GLAD LASER on or around ( Nov 
for a total of 1 appointment(s) 

Nature of Order: ELECTRONICALLY ENTERED 
Elec Signature: kt0(6) (PHYSIC/AN (RESI) on 10/01/2018 11:58 

10/01/2018 12:33 Change entered bykh(el ILDVANCEDMEDICA) 
Changed to: Return to JC-OPHTH GLAD LASER on or around ( Nov 

for a total of 1 appointment(s) 
Nature of Order: POLICY 
Signature: NOT REQUIRED  
Disposition by: (b)(6) (ADVANCED MEDICA) on 10/01/2018 12:33 

 

12, 2018 

12, 2018 

       

Current Data: 
Treating Specialty: 
Ordering Location: 
Start Date/Time: 
Stop Date/Time: 
Current Status: 

Orders that require 
e.g., Lab orders 
Radiol 

JC-OPHTH GLAD LASER 
10/01/2018 
10/01/2018 12:33 
COMPLETE 

no further action by the ancillary service. 
d when results are available, 

are available. s are complete when 
Ord 9722458 

Order: 
Clinic Location: 
Time sensitive: 
Return to clinic date: 
Number of Appointments: 

JC-OPHTH GLAD LASER 
NO 
Nov 12, 2018 
1 

Print Close 

 

Potting: 
Pew 

sLy I ir 

Ronde Den 

Veil Not Selecled 
Cynent Providor NOISilocied 

ST LOUIS MO JOST C11AP, PACT 4 PCP/PCP Selena R / 
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L1 kvirt 40000timr" Li Audit Accortmant D .-

 

SO: 

L19..11118 100000 lEft 

T0.01.2018 

Locabon: 

Appi Made Date: 

App. Date: 

RD: 

(b)(6) 

(b)(6) 

- -SL 

12 Auditor's Finding:  
1. PID entered by the scheduler and 

the PID on the RTC Order match 

2. L1 Auditor's finding was incorrect 

3. All national scheduling requirements 

were met -- should have been 

marked as 'Correct' 

NO KW 1.403 0,  IN OMR I 

Li fowling kevoring Reopened:lie Grr,,,c. 

Sc vegule, CIP 
a▪ m▪  p 

12 Review marks the 11 

finding as incorrect There 

are no additional findings 

to add. 

Moto Ark,  • ..ne 

iN rt./v.1 

it rt 

me 

iiWillanollOwUr key iaes110111 

11/111.•i mega sac' 

1MIlveivit. ea AlTilkiLesS 

L1 Auditor's Finding  = 

Incorrect, PID Not 

Used or Incorrect" 

Audit Fn.:longs 

igissang L I riggings 

ream; ',La 

0111101111711Far 00 :It LW 

7r.write vats 
N. sa. -r 

1* Flare OW 1.. 'Ohm 

Ogtera 

:laVe oisa 
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COSLC LOC&CLIMB: 

ss =It : 
WI.= to icLIdslc date: 
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Example #1 - L2 Audit Finding of Incorrect 
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Example #2 - Incorrect L2 Audit 

L2 Audit 

1 

Sill: 

II-N: 

  

Li Audit Appenntment DEN into 

April Marie Date: 

Amt Date: 

10-02-2014 

1-11-014 IS-30-00 

(b)(6) 

(b)(6) 

Locabon: 

  

PIE': 1110-21318 .1C-OPliTti EVE (b)(6) 

  

,Patient ImOcateti Caul 

 

Scheduler: 

   

Cormier& Fif5 FRDAI C.X•C T/0 11)/31117. RD 
Ortference: 

  

10/31 MS *COM 

  

Noke-COent aletc: 

 

WO date and Date Menton 70 

Type /REGULAR ••••••• Appeietrirsts Dam Ind Ow Mu ess 

 

!pays 
appontniert sus trade] 

Purpose Of Visit: SCMEIDULED ViSIT 

    

Next A•seatte Appcoemeet NOT INC•CATED TO e€ A 
Pabent Status: ESTABLI SHED 

 

NEXT AVA,"APPT 

Patieftt Omar lb NO_ 

   

LAST,FIR ST1 234 ircversi 

   

Patient SU ,:sowsr los r 

   

 

U.S. Department 
of Veterans Affairs 

 



Example #2 - Find the Patient/Appointment in VISTA 

Profile 

&rapt M_Tt 
Patient: 
PC Prov: 

b)(6) 

Total Appointment 
Clinic 

MT: COPAY EX Outpatient 
Team: JC-WSH PACT 63 PCP *WH* 

* - New GAF Required 10/30/18 thru 05/31/19 
Appt Date/Time Status 

act 03, 20186114 02:59 Faye; I Of 1 

1 Jc-ophth Eye b)(6) 

 

10/30/2018@13:00 Cancelled By Clinic 
2 Jc-ophth Eye 

  

12/11/2018@15:30 Future 

 

3 Jc-wsh Pact_ 53 Pup 12/17/2010@15:30 Future 

  

EntOr ?? TOr morn actions 

  

CI Check In Co Change Date Range DX Diagnosis Update 
UN Unscheduled Visit EP Expand Entry DL Walt List Display 
MA Make Appointment AE Add/Edit DE Delete Check Out 
CA cancel Appointment RT Record Tracking WD Wait List Disposition 
NS No Show Po Patient Demographics CP Procedure Update 
DC Discharge Clinic CO Check Out CM C&P E/E 
AL Appointment Lists EC Edit Classification PC PCMM Assign or Unassign 
PT Change Patient PR Provider Update RR Recall Reminder Action 
CL change Clinic WE Wait List Entry TI Display Team informatio 
Select Action: Oult/i 



Vista CP1ItS in use by b)(6) vistast-lotimnedL I 

le LcIft yew ctvon Skintroni loch LtelP 

Visit Not Selected 

iCunem Provider Not Selected 

ST. LOUIS MO I WASHINGTON El JC-WSH PACT 83 PCP 'wt-r ,pcd(b)(6) 
I F I 

JLV 
 

Postings 

Ad) 

Service Order Start/ Stop Provider 

   

   

» Activity Return to clinic in 2-3 months. Start 08/25/00 10 50 (b)(6) 
<Admin. Stop 08/21/02 1810 

 

» RTC Harocopos 1 yeas 

 

Nurse Clark Chart Status Loon 

»MEDICATIONS 
Give Flu vaccine, 1 dose. Chart *given in encounter tom under 
IMMUNIZATIONS tab 
• RTCon 1 year Endo loot 

» rtc 3 weeks 

»6 month FU 

» Please schedule vine" PCP in 2-4 weeks. thanks' 
▪ Discharge) 
» Continue Telemetry Monitorino  

Start 10/20/17 15 42 

Start 09/02/17 15 21 

Start 01/30/17 1414 

Start 01/30/17 13 28 

Swat 01/12/17 14 24 
Stop 01/12/17 17 5-I 

Start 01/12/12 11 39 

'Write Delayed On 

Oldest 
Dietetic Orders 
Meth, Monsen - 
Mods. Non-VA 
Meds. OulpatiE 
fV Fluids 
Lab Tests 
Common Labs 
Tissue Exam.' .5 
Ouick ER Orde 
Imaging Proce 
Consult Order 

Choose A 

• 

Example #2 - Find the Patient's Order/ Consult in CPRS 

view Orders Au Orders -ALL SERVICES 

(b)(6 Order Meals - 94.2l0089 

» RTC Harocopos 1 year 

l(b)(6) 

Nature of Order: ELECTRONICALLY ENTERED 

  

Lice Signature: (b)(6) (PHYSICIAN (STAY) on 10/31/2017 13:53 
Clerk Verified: (ADVANCED MEDICA) on 10/31/2017 13:56 

Current Data: 
Treating Specialty: 
Ordering Location: JC-OPHTH EYE HAROCOPOS 
Start Date/Time: 10/31/2017 13:53 
Stop Date/Time: 
Current Status: ACTIVE 
Orders that are active or have been accepted by the service for 
processing. e.g., Dietetic orders are active upon being 
ordered, Pharmacy orders are active when the order is verified, 
Lab orders are active when the sample has been collected, 
Radiology orders are active upon registration. 

Order 494210089 

Order: 
Order: 
RTC Harocopos 1 year 

Start Date/Time: NOW 

Activity: 
10/31/2017 13:53 New Order entered by 

Order Text: RTC Harocopos 1 year 
(PHYSICIAN (STAY) 
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Example #2 - L2 Audit Finding of Incorrect 
assoloarosi Fangs 

      

MitigaNcikerrOtv4 

      

fir:wred l 

4.  

Stele 

 

toot 
E LI. Auditor's Finding  = 

marked as "Correct" 

L2 Auditor's Finding =  
1. PID entered by the scheduler and 

the PID on the RTC Order do not 

match. 

2. L1 Auditor's finding was incorrect 

3. L1 Audit should have been marked: 

• 'PID not used or incorrect' 

• #C00# not Supported 

NOTE: All other requirements were satisfied: 
• #C00# was present but patient was not wait 

time eligible 

✓ This was not a time sensitive appointment 

• RTC order was used. 
CeripialaL2Apit 

luauMonaisInf I SAME Pia 

_ Azipan:Tre^: Da!e 

Tc Earocopoi mi.: 

icsru ; 
:o.ii 3 •1 231.7 13: !•3 !kir Cram: um--• sod. , 

tr.! HiLl- dedr IInca: 
• n: 

N\ZA/ %1J 1‘..PLoia."-± rit 

1013046%31220 Appt Made Date: 042.201 

3181211.153 Appt Date: 2-11-2018 

JC-CeiTH EYE HAROCOPOS PID: 10-30.2018 
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Example #3 - Audit Incorrect 

L2 Audit 150826 

Li AuditID 5542653 

Li Audit Appointment Info 

SID: 

 

Li Audit Appointment Date Info 

Appt Made Date: 

Appt Date: 

04-05-2021 

04-23-2021 10 00 00 

(b)(6) 

  

IEN: (b)(6) 

 

Location: CO-AUDIO FLW 

  

04-22-2021 (b)(6) PID: 

Scheduler: 

  

(Patient Indicated Date) 

 

(b)(6) 

Comment: UPDATED AUDIO, LOST 2017 AIDS IN PID Difference: 1 

 

TEXAS (Days between Appointment Date and 

  

D) 

 

Non-Count Clinic: 

  

Type 
Made Date and Date Difference 

REGULAR 
18 

 

(Days between Appointment Dale and 

 

Purpose Of Visit: SCHEDULED VISIT the date the appointment was made) 

 

Patient Status: NEW Next Available Appointment NOT INDICATED TO BE 

  

A "NEXT AVA " APPT 
Patient: Hover To Show 

 

LAST,FIRS11234: Hover To Show 

 

Patient SSN: Hover To Show 

 

 

U.S. Department, 
of Veterans Affairs 

 



• 301. WO... • [25[1.0. MOM. 
Me CM WM Mom 31140049 009 

%co. tow. um vls. TN a; us 45 s12 e n9 two TN... 4111"^“.• 

pL May 13. 2021009:16:14 Page: 1 of 2 
1.2D 

    

PC 
Total 

Patient: (b)(3):38 U.S.C. 5701: (b)(6) MT: NOT RE0 Outpatient 
Team: CO-LAKE PACT 01 *NH* 

04/13/21 thru 02/06/24 
Status 

Prov: (b)(6) 
- New GAF Required 

Appt Date/Time 
Appointment Profile 

Clinic 
1 Co-vasc Lab 1 

Co-audio Flw b)(6) 
04/22/2021014:00 Cancelled B Patient 
04/23/2021010:00 Checked Out 

     

3 Co-vasc Lab 2 05/04/2021011:00 Non-count/Checked In 

     

4 Co-mri Outpatient 05/04/2021011:30 Non-count/Checked Out 

     

5 Co-audio Flw Hao b)(6) 05/07/2021014:00 Checked Out 

     

6 Co-audio Flw Est 05/18/2021008:30 Future 

  

14., • 20M 

  

7 Co-clin Lab Lake Cboc nc 09/03/2021008:45 Non-count 
¶  I 1 2.90 1011 in Sat 

 

Enter 77 for more actions 

  

3 4 1 5 7 

CI Check In CD Change Date Range DE Delete Check Out 9 a 11 12 

 

U IS 

UN Unscheduled Visit EP Expand Entry CP Procedure Update 
16 

23 

17 II 

24 V 

19 

26 

20 

V 

21 23 

28 29 

MA Make Appointment AE Add/Edit DA Apt Dis Columbia ,2 31 1 2 3 

 

CA Cancel Appointment RT Record Tracking PC PCMM Assign or Unassign 

 

• SI-

    

NS No Show PD Patient Demographics PX PCE Columbia 

     

DC Discharge Clinic CO Check Out TI Display Team Information 

     

AL Appointment Lists EC Edit Classification RCI Recall Card Inquiry 

     

PT Change Patient PR Provider Update RR Recall Reminder Action 

     

CL Change Clinic DX Diagnosis Update RECALL CARD INQUIRE 

     

Select Action: Next Screen// 

       

10.4.• 
cu., &asp • 

khl(3) 32ii s C  

lw 1 551* 444.0449 13..1100011.c., W.0 • NEW 014.0 

7SYIEI t /

b)(3) 38 
U S C 5701 
1-,1/k)  

COAS-CaNCELLED BY 9.13823i 

CHECKED 01/7 

000,S430,..COUNT/0•2010 II.. 

Sum 
C." 

1. 22 .202101.10 00-1150 LAB I 

109,  33 303101000 coax.° fp, 
0,04 30.3101100 CO.vASC 1102 

MOW/ 1 01100530 I MOYMKM  CA CA UTTER 

.002021 09044021 080910011 140-40000 14043071.< 

1 "war 5153. ramed to l'eCkle 050394 Celtere0 

b)(3) 38 
J.SC 5701 
1-,1/k) 
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Example #3 - Find the Patient/Appointment in VISTA or VS GUI 
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Example #3 - Find the Patient's Order/ Consult in CPRS 

VistA CPRS in use by, (b)(6) (vista.kansas-(rty.rned.va.goy) - 0 X 

File Edit View Actron Options Tools Help 

 

Vioil Not Selectod COLUMBIA, MO... 1 LAKE OF THE...: COAAKE PACT 01 'WW /PCP 

CAarent Provider Not Selected 
kb)(6) 

 

POPP 
OuLrY 

  

    

M HV 
f 1,, 

Ft Inns Remote Data 

JLV No Potting* 

• 
COVID-19 Not Tested 

  Visit 04/05/21 CO-AUDIO ADMIN NOTE, CO-PHONE AUDIOLOGY-X.11MM) I.Apc 05,214809:52) 

w LOCAL TITLE: CO-AUDIO AMYIN NOTE 
STANDARD TITLE: AUDIOLOGY NOTE 
DATE Of NOTE:  APR 05. 2021009:52  

Last 100 Signed Notes (Iota 1011  

rE:  All signed notes 
fig May 10,21 CO-AUDIO ADMIN NOTE, CO-AUDIO ADMINA/hITRI  

Mlay 10,21 CO-ADMINISTRATIVE NOTE., CO-ADMIN In-WM  

pi May 07,21 CO-AUDIO HEARING AID FITTING, CO-AUDIO FLW w40111-11M1  
M may 04,21 CO-VASCULAR LAB CAROTID DUPLEX SCAN CONSULT (D), CO-VASC LAB 2.11h1M1  
[2] May 04,21 PATIENT SCREENING MED. •• No Location ••, IMEDWEBUSER  CVO(  
g Apr 28,21 CO-ADMIN SCHEDULING COVID 19 VACCINE IRDL CO-ADMINlib)(6)  
pi Apr 23,21 CO-AUDIO EVALUATION, CO-AUDIO FL4hltR1  
pi Apr 13,21 CO-UNABLE TO CONTACT PATIENT LETTER, CO-ADMIN IMAGINGIfhl(61 

Apr 13,21 CO-ADMIN SCHEDUUNG NOTE (DL CO-ADMIN IMAGINGjfklinl 
Apr 05,21 CO-PC NURSE PHONE NOTE 82i, CO-LAKE PACT PHONE NURSE 1-Xkb)(6) 
Apr 05,21 CO-TELEPHONE TRIAGE DX CO-LAKE PACT 1.11h1TR)  

EJ Apr 0921 CO-AUDIO ADMIN NOTE, CO-PHONE AUDIOLOGY-K, (b)(6)  
• Sep 29,20 CO-PC MEDICATION RECONCILIATION NOTE OK CO-LAKE PACT PHONE 14,4(R)  

Efia Sep 29,20 CO-PC LAKE PRIMARY CARE PROVIDER (D) -1(KI/H1 CO-LAKE PACT PHONE 1- I-WM 
[Ea Sep 29,20 CO-PC NURSE NOTE (DI, CO-LAKE PACT PHONE 14 h(6  
pj Sep 23,20 CO-NURSING INFLUENZA VACCINE CLINIC, CO-PREVENTIVE IMMUNIZATIONlib)(6)  
D Apr 22,20 CO-EMERGENCY PREPAREDNESS NOTE (RD), CO-ADMIN, 
El Mar 30,20 CO-EMERGENCY PREPAREDNESS NOTE RIX CO-ADMIN 

Oct 21,19 CO-AUDIO DEVICE NOTE, CO-AUDIO ADMIN-X,Ifh)M)  
• Sep 11,19 CORC MEDICATION RECONCILIATION NOTE (D), CO-LAKE PACT 14/AN  

LA EfEl Sep 11,19 CO-PCKE PRIMARY CARE PROVIDER I771CO-LASE PACT 1 b)(6) 
pi Sep 11,19 CO-PC NURSE NOTE (DI, CO-LAKE FACT 11(13)(6)  
IE Aug 15,19 CO-ADMINISTRATIVE NOTE, ZZCO-19 ADMIN LAKE IN  

Fri] May 13,19 CO-AUDIO DEVICE NOTE, CO-AUDIO ADMIN-Xkb)(6) 
Efill Oct 09,18 CO-AUDIO ADMIN NOTE. CO-AUDIO ADMIN-KIIMIRI  

Oct 02,18 CO-ADMIN SCHEDUUNG NOTE ID), CO-ADMIN COLUMBA 
Oct 02,18 CO-ADMIN SCHEDUUNG NOTE (DL CO-ADMIN COLUMBA INC)-X, 
Oct 01,18 CARDIOLOGY-CART CAIN/PROCEDURE REPORT (COL CCI,CARDIO CAIN CECkh)(6)  
Oct 01,18 CO-CCL POST-PROCEDURE RECOVERY NOTE (T), CO-CARDIO CATH CEC. kl-1)(a)  
Oct 01,18 CO-DISCHARGE INSTRUCTIONS (DL CO-CARDIO CAIN CEC,III-M1  
Oct 01,18 CARDIOLOGY-CART PRE-CAT/VFW ASSESSMENT (COL C •  -CARDIO CATH CECIIM(6) 
Oct 01,18 !MED CONSENT (INFORM(D CONSENT NOTE), 3E) OBS-CO b)(6) 
O 01,18 CO-CARDIOLOGY NURSING CATH LAB PROCEDURE NOTE (D), CO-CARDIO CAIN CEC 
Oct 01,18 CO-CCL PRE-CARDIAC CAIN NOTE (D), CO-CARDIO CATH CEC,Ifi 

N 
b)(6) 

Sep 27,18 CO-NURSING PRE-CARDIAC CATH TELEPHONE NOTE, CO-PHO E CAI LA8 U )(r-s 101) 
- kb)(6)  

/ Templates 

Encounter 

New Note 

Cover Sheet ProNems Mach Orders Note:  Consuls Sugesy D/C Sum Labs Reports 

AUTHOR: 10:90) 
URGENCY,  

ENTRY DATE: APR 05, 2021,09:52:52 
CXV COSIGNER, 

STATUS: COMMIT= 

St. called and loft message that he needs aids because he cannot, hoar. Pt, is 
already scheduled for audio in FLW and it was scheduled this morning. Did not 
return call. 

AUDIOLOGiSf 
Signed: 04/05/2021 09:53 

(b)(6) 

; r•.; 

(b)(6) 



L2 Review 

Inannxt 

Li Finding 

No Evidence other CC apexIdles 

Reporting Measure Responsible Group 

Community Care scriedilier 

U.S. Department 
of Veterans Affairs 

Example #3 - L2 Audit Finding of Incorrect 

LI. Auditor's Finding  = Incorrect, 
No Evidence of Other Eligibility 

The 12 Auditor's Finding  = 
1. Appointment was requested by the 

patient 

2. Veteran is an established patient 

• Patient received care by the 
service in October 2019. 

• Other Community Care Eligibilities 
do not need to be reviewed for 
established patients unless the 
patient is not wait time eligible 
and requests them reviewed 

3. Patient was scheduled within the 
Community Care Wait Time Standard. 

4. L1 Auditor's finding was incorrect 

S. Li Audit should have been marked as 
'Correct'. 

Li Audit Findings 

Missing Li Findings 

Mandatory 

RD 

PID Not Used or Incorrect 

o No Consult 

0 No RTC 

Time Sensitive 

#NLT# Entered But Not used Appt Scheid After PIO 

ICI VNLT# not supponecr incorrect 

o PID Entered Correctly Sul itNLTN Not Entered 

Community Care 

: I Comments missing #C00# Vet "Opts Our 

▪ aCOCsit Not Supported 
rscocot Not Selected in DST 

No Evidence other CC Eligibildies 

Optional 

InsuMcient Comments 



16. 

Example #4 -Audit Correct 

L1 AuditID 5538081 

L1 Audit Appointment Info 

SID: 

IEN: 

Location: 

 

L1 Audit Appointment Date Info 

Appt Made Date: 

Appt Date: 

PID: 

04-01-2021 

05-12-2021 11 00 00 

03-30-2021 

(b)(6) 

 

NEUDECKER NEURO 

(b)(6) 

CO BH MHC IND 

Scheduler: 
(b)(6) (Patent Indicated Date) 

 

Comment: SPOKE WITH PT TO SCHEDULE #C0O# PID Difference: 43 

 

(Days between Appointment Date and 

 

Non-Count Clinic: PID) 

 

Type. REGULAR Made Date and Date Difference 41 

Purpose Of Visit: SCHEDULED VISIT (Days between Appointment Date and 

the date the appointment was made) 

 

Patient Status: NEW 

  

Next Available Appointment: NOT INDICATED TO BE 

Patient: Hover To Show A "NEXT AVA-  APPI 

LAST,FIRS11234: Hover To Show 

 

Patient SSN: Hover To Show 

 

L1 Audit Findings 

 

U.S. Department 
of Veterans Affairs 

 



I - 0 x 

HL V No Rom 

I
.11/11111.00 .1011.111101.10 C00.11 031 01 1.31,111171/1. 

COVID.11 NO Indnd 

(h)(61 1,666ctsts POT 01413/31 11 : 
iox•• 12 ...... 0 

1,to TOO MO At 10.1 It ANTesa. 

• Ma. Otl.03.0.4•• e•C ,I.l1VO alt0Plato• Pea 

16 0 Ye al.• (Ponta a• 31*.•0 yaa: T. 

•1•C111, laterani. 
O." s• nos. aa lasp-Paell“3. eanyla 

rld .P.M1.7S 
.501.• 1110..1211 

.....  0•Y/TY•f3ay 

U.S. Department 
of Veterans Affairs 

1.2921 01 CO I. ratunometelOcrartr. 7V51.1601111311011581110.• Cari. II 311E80 
. cur... 2C ataretee a 11,,,,,s I 

0.113 1.11.350111(./.0157 (010.1.15010. Lae.. 10 cur.. vc s... ,.......• 10- .. •.• 
v. 023 1.1 5114(1.001.00 Oul11.111.1 9.4 C., C .... • 303 ...... no.  .04.1 0 30 ..... 
401.2 2,  10 COOL0.530.311001.01.1.100 St...4C.,..C.6•614 .... 14440111L 

.21 WI C04141,71.113131171.1.00011(1104 0.31.1011.90/.. ::Zr .  ,"'1.1.....1 11.... 7...........' 
/,,,T.: N '• . 1.5 0.10u(51 CC131.8.50.1 C0510.0.• 43 ,...73. 1.." 1 10 
0011.3 1/1 016.51301 Co. C007 V 916127 
.31(62.0 10 3121X1/11.001.001.0011GC.1.11. sc.. kapearsses 
..1(.20 JO KUIX..1101.00.201(5101/1.4110,1 0)........ .. OD-. 110110100100110.1. 00010 071112103.0.10 

• l• 12020 1411.10511411(510151(51 11012/11.0510511P01111C0181 /...° 1101 

.

1...... ... 1. 1. 1 1... .  
0.1/19 10 111105114110111111751 . 01.3 C0090 C. C.o. • 93 ......... 11.1....  
Ouch] 11.11051.110/11(0.9, .9.01 ksy c0..4c...0....., ,/41°.• .• ° ... a. 

. TY.I.Itans•• Thoi. 
. No.04 0 1.1 1100511111011( 01E51 C05170.5811LIC.•0.151111 811 , .....0. 
• .0 IS IS kl C0011310PENC051111.30.1300 Co. 00.0 77/703 Clus..31. Ind. Deco 31•• 30, .30.11 

1.11111 10 C011.13,010(.1613011111,111150.10.ConJ 0 /0 • 
.02.111 Ill C031111101E0C 01.11030111014 C.. C.... MOO 04. 140 10. CID-PP POPIOPSTOPLOSICAL TIMM <0.11.1101R-14144 
...2011 Kr 000511411013051(51 C01.fif 001105.40-5.0 C. .0004.01 01KI10 0 100  
09210  kl 31091100311(00(51 C0131(5510111100.0911700 00014.1.0..  .......: ....001.0.0.0040.0001404.15.14,0.4...... 

11.)7517 1.1.000111.11011.11.15/7/01/11.101100.10.0... 1,......'..... y... , . 1 
, 13. Ve. mod ••••4•44 000104.10.0 I. • is ya Vey.. 

0. ..... ag Pleasial Wes• .6( ply, Ile 

kaki. Dm.. 
11 11.1221 12101110.1101001CONSULI NOTE11.12361193 CO. WC 13 

11 •• 7.1.• 01.• 
- 'KY. at 144.0 ea Gll SP Sor•ST• Line 34404 

nik• V•a.an aa PP at te POOR 
••••kr ..... 1...4, 0.1•INTO*1.3•T 3.00 

3P P••„ and ac OOP 
- Pap* kO aa St40 ea Pall 01 iezvae• st. st.ot 
- I tier Mk tog 1.1.11• 0.• ***** 

BEM 

.3. Taurus • p.S.T. dm* se yea: Mar ',ton 
S. 0.0 loc am Pty. Luta Ina•Pra: 

• . 6, 3-114-4000 114. 
b. 1-.00-273-13S4 

4. Aak If ahoy Sap any pp... 000 • PP pes.0.. SP ....ft 

CasY,T4 tAan Plk•Oul• an 

(10.11.0 66666 K. 05, Na.. Coe.a, 509.., DC 50.5 L. 

(b)(6) 

21.0'3 0 0. try-  1101040./11 (5.1000.01y. 
tat Its IS.. Act. C... leek 00 

1
1417.-wrisso..icowiamo...001113(.021 01 War 16:41 h IiR 

C5.lhod 00000, 40], 05/ 1106  0166/6 $600. DX Sum 1.66 

I = 107.2"-.32.1 1 

07.10.19 11•111.1.1•1 

A ; • • 

Example #4 - Find the Patient's Order/ Consult in CPRS 
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Example #4 - Find the Patient/Appointment in VISTA or VS GUI 
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Patient: MT. rnpAv FX Outpatient 
Woe areL91.1911e7.794 

Gt Coolalitkilopra 

. 0 Ma...eve •  
wevendet 

.111111 
0-00.02,10. 

PC Prov: MY6) Assoc. Prov: b)(6) Team: CO- b)(6) 
Total Appointment Profile * - New GAF Required 04/17/21 thru 02/10/24 

Clinic Appt Date/Time Status 
1 Co-ophth Vis Test 1 (nc) 05/04/2021009:30 
2 Co-ophth Glaucoma 05/04/2021010:00 
3 Co-ct 1 05/04/2021012:20 

Non-count/Checked Out 
Checked Out 
Non-count/Checked Out 

Peqopff000mts 

970j.$7 l vo477.4020, • woman, POO '7 MAW 0523 CAP112•111421111* VI WIC SCAN V 10.6110111 wan 00234 IMMO MOVIVC* NOVIS710P 04040510110 

4 Co-ot Outpatient 1 05/04/2021013:00 Checked Out 

      

5 Co-pact Resident 1 Blue 5 05/07/2021014:15 Checked Out 

    

I so • 

 

Tour ...ram* le VOCkli (PAW Coated SON.1.0 

6 Co-dermatolo • 05/11/2021011:00 Checked Out 

    

Scedwew 

  

7 Co-bh Mhc Ind Neudecker N 05/12/2021011:00 Cons Act Req/Checked In 

 

1.9-2021 

So, Won Wed INS 

     

Enter ?? for more actions 

        

CI Check In CD Change Date Range 
UN Unscheduled Visit EP Expand Entry 

DE Delete Check Out 
CP Procedure Update 

 

2 3 4 

9 10 11 CO 11 

I. 1=I II 19 

23 24 a n 27 

21 

ZS 

ad 
29 

   

MA Make Appointment AE Add/Edit DA Apt Dis Columbia 

 

30 31 2 3 

     

CA Cancel Appointment RT Record Tracking 
NS No Show PD Patient Demographics 

PC PCMM Assign or Unassign 
PX PCE Columbia 

 

ClIdcSdnialm 

     

e, • 7,96 

DC Discharge Clinic CO Check Out TI Display Team Information 

       

AL Appointment Lists EC Edit Classification RCI Recall Card Inquiry 

       

PT Change Patient PR Provider Update RR Recall Reminder Action 

       

CL Change Clinic DX Diagnosis Update RECALL CARD INQUIRE 

       

Select Action: Next Screen// 

        

ilTigpaomournsemo... 
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1.2 Review 

Coned ••• 

Li Finding 

None (Correct) 

Reporting Measure 

None 

Responsible Croup 

N 'A 

1. This appointment was made correctly. 

• The patient was wait time eligible and 
"Opted Out" of Community Care. 

• The scheduler entered #C00# in the 
appointment comments correctly. 

2. Li Auditor's finding was correct. 

3. L2 Audit is Correct. 

U.S. Department 
of Veterans Affairs 

Example #4 - L2 Audit Finding of Correct 

1.1 Auditor's Finding = Correct 

Li Audit Findings 

Missing Li Findings 

Mandatory 

PIO 

PID Not Used or Incorrect 

No Consult 

No RTC 

Time Sensitive 

siNLT# Entered But Not Used Appl Sched After PID 

WNLT# not suppoded-  Incorrect 

PiD Entered Correctly But #NLT# Not Entered 

Community Care 

Comments missing #C00# Vet "Opts Our 

t1COOti Not supported 

4COOSI Not Selected in DST 

No Evidence other CC Ellyn)!Ines 

Optional 

None 

Insufficient Comments 

12 Auditor's Finding: 
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L2 Scheduling Audit Reports 



Reports Updated nightly, unless otherwise specified 

Contingency Plan (Activity) 
SAT Contingency Plan (Activity) - FY20 Cycle One - L1 Facility Audit 

•Ult SAT Contingency Plan (Activity) - FY20 Cycle One - Li National Audit 
SAT Contingency Plan (Activity) - FY20 Cycle One -12 Facility Audit 

Ltd SAT Contingency Plan (Activity) - FY20 Cycle One - 12 National Audit 
t.,4  SAT Scheduling Practice Audits (Activity) - FY21 Cycle One - L1 Facility Audit 
Wit SAT Scheduling Practice Audits (Activity) - FY21 Cycle One - L1 National Audit 

Scheduling Audit Li (Findings) 
.12A SAT - Cumulative National Findings Monthly Trending 
U e SAT - Facility Scheduling Audit Findings 

• Data Definitions 

U/I SAT - National Findings Measure Dashboard 
I id SAT - National L1 Audit Removal Tracking 
LIA SAT - National Scheduling Audit Findings 
Ult SAT - Scheduling Audit Finding Details 

SAT - VISN Li Audit Detail Removal Tracking 

Scheduling TMS Audit 
L-ht SAT - Scheduling TMS Training Completion 
Ltd SAT - Scheduling TMS Training Completion Detail 

Scheduling Audit Dashboards 
01 SAT - National Audit Scheduling Accuracy Dashboard 

Scheduling Audit Ll (Activity) 
•W SAT - Audit Activity Monthly Report 

Lt.' SAT - Facility Audit Activity Report 
ULt SAT - National Audit Activity Report 

Scheduling Audit L2 (Activity) 
tz!A SAT - Audit L2 Activity Monthly Report 
Utt SAT - Audit 12 Auditors Monthly Activity Report 
lar! SAT - Facility 12 Audit Activity Report 
WA SAT - National 12 Audit Activity Report 

Scheduling Audit L2 (Findings)
,

 
tatt SAT - Facility Scheduling 12 Audit Findings 
U.4. SAT = National L2 Audit Removal Tracking 
WI! SAT - National Scheduling 12 Audit Findings 
Uri SAT - Scheduling 12 Audit Finding Details 
Uri SAT - VISN 12 Audit Detail Removal Tracking 

Supplemental Report Maintenance 
Ult Facility - SAT Tool AcceRs Permissions Detail User Report 
Le National - SAT Tool Access Permissions 
Litt SAT Site Setup Structure 

Supplemental Scheduling Reports 
.4  Appointment List 

U.L. Clinic Setup Location With Associated Providers 

BISL Tool Link: 

https://app.cdw.va.gov/BISL SCHEDAUD/AppM/home  

  

I 

Scheduling Audit Reports 
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Parameters 

Focal Year 

2019 

Audk Cycle 
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National Level 2 Audit Dashboard - Accuracy 

 

L1 Audits L2 Audits 
VI SN / Facility Performed Completed 

L2 Audits 
Incorrect 

0 

% L2 Audits 
Correct 

0 

% L2 Audits 
Incorrect 

0 1 

 

273 0 

2 

 

6 0 0 0 0 

4 

 

399 2 1 1 (50 00%) 1 (50.00%) 

:11 

 

41 0 0 0 o 

6 

 

636 0 0 0 0 

4§110 

 

398 0 0 0 0 

8 

 

886 0 0 0 0 

9 

 

703 0 0 0 0 

10 

 

152 0 0 0 0 

12 

 

181 0 0 0 0 

15 

 

711 3 2 1(33 33%) 2 (66.67%) 

16 

 

1_354 0 0 0 0 

17 

 

505 0 0 0 0 

19 

 

3 286 15 9 6(40 00%) 9 (60.00%) 

20 

 

105 0 0 0 0 

21 

 

865 0 0 0 0 

22 

 

1 036 1 1 0 1 (100.00%) 

23 

National Total 

30 

11,567 

7 

28 

3 

16 

4 (57 14%) 

12(42.86%) 

3(4286%) 

16 (57.14%) 

Use: National and VISN Li Audit Accuracy 

 

Expanded Medical Center View 

V1Sli Facday 

(508)ATLANTA VAMC 

II Audits 

Performed 

339 

12 Audits 

Completed 

12 Audits 

Incorrect 

% 12 Audits 

Correct 

% 12 Audits 

Incorrect 

  

(509)AUGUSTA VAMC 0 0 0 0 0 

 

(521) BIRMINGHAM VAMC 25 0 0 0 0 

 

(534) CHARLESTON VAMC 26 0 0 0 0 

 

(544) ODLUMBIA, SC VAMC 4 0 0 0 0 

 

(557) OUBUN VAMC 3 0 0 0 0 

 

(619) CENTRAL ALABAMA HCS 0 0 0 0 0 

 

(679) TUSCALOOSA 0 0 0 0 0 

  

3% 0 0 0 0 
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1 1 (100.00%) 

U.S. Department 
of Veterans Affairs 

Level 1 Auditor Name 
L1 Audits L2 Audits L2 Audits % L2 Audits % L2 Audits Local Finding 
Performed Completed Incorrect Incorrect Correct Incorrect 

0 0 1 1(100.00%) 

0 0 0 0 

0 0 

53 

13 

259 

0 

325 2 1 1 (50.00%) 1 (50.00%) 0 Total 

• II 

L2 Audit - Medical Center Dashboard 



Sta Pc 

542 

Reporting 
Measure 

None 

L2 
Evaluation 
Code 

Correct 

L2 Audit D 

1182 

I 

Drill Down Details _Audit Correct 

Responsi I Li Audit 
e Group Finding 

None (correct) No No Findings. appointment was scheduled 

correctly. 

Service Group 

Mental Health Services 

Li National Error Li Finding Description 

N/A 
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Li Finding 

None (Correct) 

Reporting Measure 

None 

Sta Pc 

542 

uation 
I 

ncorrect 

Reporting t 
Measure 

None 

Responsibl 
e Group 

N/A 

Ll Auck 
Finding 

None (Correct) 

Li National Error t 

No 

Li Finding Description 

No Findings. Appointment was scheduled 

correctly. 

Service Gimp 

PRIMARY CARE SERVICES 

542 Missing Finding Choice Scheduler Comments missing 

#C00#. Vet "Opts 

Out" 

Yes #C00; is not entered in the comments field of 

VA appointment when the Veteran "Opts Out" of 

Choice. 

PRIMARY CARE SERVICES 

542 Missing Finding None Scheduler Insufficient 

Comments 

No Scheduler comments do not match documention 

or do not identify how they decided entered wait 

time (PID). 

PRIMARY CARE SERVICES 

L2AuditID 

.07 

Detai s ncorr-ct 11 Audit 

L1 Audit FrndingS 

Missing Li Findings 

Mandatory 

Pro 

Pt() Not Used or incorrect 

No Consult 

No RTC 

Time Sensitive 

own, Entered But Not Used Appt Sched Alter PIO 

'orNLTri not supported Incorrect 

P1D Entered Correctly But NNLTN Not Entered 

Community Care 

lootornments missing COON vet *opts our 

*COON Not Supported 

NCOO N Not Selected in DST 

No EVZVICC other CC Eligibiettes 

Optional 

None 

Vinsufficient Comments 
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National L2 Activity Level 

1 
VISN / Facility 

Level 1 
Audits 

Level 2 
Audits 

0 

# Level 1 
Auditors 

12 

L2 Audits Remaining 

(% Completion) 

74 (0.00%) 273 

2 

 

6 0 4 6 (0 00%) 

4 

 

399 2 12 71 (2.74%) 

5 

 

41 0 2 11 (0 00%) 

6 

 

636 0 8 62 (000%) 

  

398 0 20 144 (0.00%) 

8 

 

886 0 34 199 (0 00%) 

9 

 

703 0 18 148 (0.00%) 

10 

 

152 0 12 87 (0 00%) 

12 

 

181 0 7 44 (0 00%) 

15 

 

711 3 5 24(11 11%) 

16 

 

1.354 0 30 190 (0 00%) 

17 

 

505 0 24 179 (0 00%) 

19 

 

3 286 15 68 579 (2 53%) 

20 

 

105 0 7 51 (0 00%) 

21 

 

865 0 15 121 (0.00%) 

22 

 

1 036 1 43 317 (0.31%) 

23 

National Total 

30 

11,567 

9 

30 
. . 

3 

324 

10 (47 37%) 

2317 (1.28%) 

Expanded Medical Center View 

   

0 1 62 Om 

1 

I

CA 

1508; ATUNTA VAMC 

( 52.1: BMA %NAY VAMC 

1534)CHAUSTON VAMC 

ISM) COUJAW, SC VAK 

1557) DUBIN YAW 

33 0 12 9810 00%) 

3 0 3 ¶9(000%) 

3 0 2 20(000% 

4 0 1 II0 00%1 

3 0 1 3t000%) 

 

DI 0 20 144(000%) 

Parameters 

Foal Year 

Audit 0/de 

Cyde One 

Scheduling 

November 

Audit Level 2- Progress Indicators 

no color 

December 30% 20 • 29% <20% 

January 40% 30 - 39% <30% 

February 50% 40-49% <40% 

March 70% 55 • 69% <55 

April 1 &2 85% 75 - 84% <75% 

April week 3 90% 85% • 89% <85% 

April week 4 100% No yellow <100% 



VISN 

Sta Pc 

12_•1 
Fiscal Year 

2019 

Audt Cycle 

Lti CycleOne 
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Facility Level 

Level 1 Auditor Name 
Last name first name 

Level 1 Aucli:‘ 
4 

Level 2 Audits 
0 

L2 Audits 
Remaining 

(To Completion) 
4 (0 00) 

  

2 0 

 

ck-crto ) 

  

4 0 4 (0 00%) 

  

12 0 10 (0 00%) 

  

2 0 2 (0 00%) 

  

4 0 4 (0 00%) 

  

2 0 2 (0 00%) 

  

1 0 1 (0 00%) 

  

2 0 2 (0 00%) 

  

2 0 2 (0 00%) 

 

v" 2 0 2 (0 00%) 

Facility Auditors Totals 38 0 36 (000%) 

411 

Use: Audit 2 Completions per Li Auditor 
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For each facility being audited, the L2 Auditor must: 

✓ Have PHI/PH Access 

✓ Obtain access to the BISL Tool according to role 

— Access Manager/Medical center access (Recommended Level) 

✓ Email the access manager at their station User Access  

Permissions Dashboard  

BISL Tool Levels of Access and Roles 

Has the highest level of access and assigns 

roles/permissions to other users 

Grouping 

Manager 
Has access to develop or modify a service 

group, supervisor group, or scheduler. 

Appointment 

Auditor 
Has access to group schedulers and conducts 

the scheduling audit. 

Li Auditor 
Remover 

Able to remove a Level audit. Access to this 

function is limited and is recommended to be 

the Facility Scheduling Audit Lead or a 

designee 

L2 Auditor 
Has access to conduct an audit of the Li 

Auditor. 

BISL Tool Link: https://app.cdw.va.gov/BISL SCHEDAUD/App/#/home 

Access Manager 

• • • I 

BISL Tool - L2 Auditor Access Requirements 

a VRAOlt.VHAORL. S.n.t077"... 

Nightly Data Load Status Compote Way PAU ban 11.100 conaeledl 

Welcome to the SAT Suite 
(Supervisory Appointment Tools) 

Here you will find a variety of reports and interactive tools aimed primarily at increasing the efficiency of 

patient scheduling. 



Next Steps 

1. Complete quiz in TMS 

2. Review the New Scheduling Audit Guidebook 

3. Standardize your VISN Audit process 

4. Provide feedback to the schedulers within 14 calendar days 

5. L2 Audit Accuracy Goal: 96% 

6. Attend monthly auditor check-in calls 

— When: 1st Monday of the month at 2:00pnn EST 
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Resources and Helpful Bookmarks 

• BISL Tool: https://app.cdw.va.gov/BISLSCHEDAUD/App/#!/home 

• BISL Tool Training Materials: 

https://spsites.cdw.va.gov/sites/BISL SCHEDAUD/Public%20Documents/Forms/AllItems.aspx?RootFo 

Ider=%2fsites%2fBISL%5fSCHEDAUD%2fPublic%20Documents%2fTraining%20Materials&FolderCTID=  

Ox012000CFCFD528A6A75649AFCD8CAA60760144  

• Scheduling Audit SharePoint: https://dvagov.sharepoint.com/sites/VHASchedulingAudits  

• Scheduling Community of Practice (CoP): https://dvagov.sharepoint.com/sites/VHASchedulingCoP 

• OVAC SharePoint Main Page: https://dvagov.sharepoint.com/sites/vhaovac  
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Department Of Memorandum 
Veterans Affairs 

Date: MAY 3 0 2019 

From: Executive in Charge (10) 

Subj: Guidance on Discussions of Veteran Eligibility for Community Care 

To: Veterans Integrated Service Network (VISN) Directors (10N1-23) 

1. Employees of the Veterans Health Administration (VHA) are devoted to 
providing excellent health care and service to Veterans. Veteran 
experience is at the core of VHA's approach to implementing the 
Department of Veterans Affairs (VA) MISSION Act of 2018 (MISSION Act), 
and this law strengtherfs our ability to deliver timely, high-quality care 
through our direct services and through VA's network of community 
providers. In concert with the VHA Modernization Plan, the MISSION Act 
represents an unprecedented opportunity for VHA to lead U.S. health care 
on behalf of America's Veterans. 

2. 4 leaders and employees at all levels of the organization strive to deliver 
VHA's hallmark excellence during this time of change, clarity of roles and 
responsibilities is essential. I am providing guidance that will govern 
discussions of Veteran eligibility for community care and use of the 
associated Decision Support Tool (DST). 

3. First and foremost, all VHA employees are empowered, at all times and as 
explicitly stated in the MISSION Act, to act in the best medical interest of 
Veterans. As VHA grows both its direct and community care delivery 
systems into a unified, integrated 'network, VA will be able to provide 
Veterans with a broader range of excellent choices that meet their individual 
needs. I fully appreciate that VHA's direct care system is often the best and 
safest care option for Veterans, and employees are endorsed to invite 
Veterans to choose VA_ The additional choices Veterans will have under 
the MISSION Act include enhanced telehealth programming, better ability 
to hire, and retain key clinicians and staff in areas where this has historically 
been a challenge, and a streamlined community care experience. As we 
assist Veterans in navigating the new options offered under the MISSION 
Act, Veterans' well-being Is our unwavering compass. This will always be 
our first consideration, and care teams should make available to Veterans 
the range of direct and community care options VA offers. Acting in the best 
medical Interest of Veterans is the responsibility of the provider and care 
team In every encounter. 

z: • 
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Page 2. Guidance on Discussions of Veteran Eligibility for Community Care 

4. Employees are required to determine Veteran eligibility for community care 
and must proactively communicate the result to the Veteran: 

a. When a Veteran requests a determination of community care 
eligibility, whether by phone, electronically, or in person, and 
inclusive of both new and established patients; 

b. When a newly enrolled Veteran requests a first appointment; 
c. With each new outpatient clinical consult; 
d. With procedures and radiology orders that require scheduling; 
e. When a provider or care team believes the use of community care to 

be in the best medical interest of the Veteran. 

Additionally, when VHA is not able to offer a return appointment within the 
waft times standards it has established, eligibility must be determined and 
communicated to the Veteran at the point of scheduling. 

Use of the Decision Support Toot is expected in the scenarios above, in 
combination with an official determination of wait time and drive time 
eligibility at the time of scheduling. 

5. When a Veteran requests a determination of community care eligibility, 
whether by phone electronically, or in person, the employee or team 
receiving this request must make every effort to immediately answer the 
Veteran's question. 

6. In the case of a new Veteran requesting a first appointment, employees 
shall determine the ability of VA's direct care system to meet the Veteran's 
needs and determine the Veteran's eligibility for community care; 
employees shall communicate these findings to the Veteran. While a 
Veteran who is eligible for community care can always choose whether to 
receive community care, employees are encouraged to invite Veterans to 
receive their care through VA's direct system and highlight the benefits of 
VA care. 

7. When a new outpatient consult is placed, providers and care teams are 
expected to complete the Decision Support Tool and should have a 
conversation about eligibility with the Veteran if that discussion is clinically 
relevant. If an eligibility discussion Is not clinically relevant, the provider and 
care team should still complete the Decision Support Tool but may defer an 
eligibility conversation to the time of scheduling. At the time of scheduling 
the new consult, schedulers are required to reference Decision Support 
Tool information in the consult and communicate eligibility, including wait 
time and drive time eligibility, to the Veteran. 
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8. When orders are placed for radiology or procedures that require scheduling, 
scheduling teams are expected to determine and communicate eligibility to 
the Veteran at the point of scheduling. 

9. Providers and care teams are expected to complete the Decision Support 
Tool and communicate eligibility to the Veteran any time the provider or care 
team believes community care to be in the best medical interest of the 
Veteran. 

10.1 recognize that staffing and personnel assignments differ across care 
teams and that processes may need to be adapted for operational 
necessity. However, the expectation remains that eligibility be determined 
and documented in the above scenarios. 

Thank you for your devotion to excellence as we work to implement the MISSION 
Act. We will succeed on this journey together and continue to evolve our ability to 
deliver state of the art health care to those we serve, 

Richard A. Stone, MD. 



Time-Sensitive Appointments 

When the provider indicates that an appointment is time-sensitive, the appointment must be scheduled no later (NLT) than the PID as indicated in the RTC 
order or Consult. (NOTE: PID is provider-driven). 

Auditor 
Findings 

Correct 

None 

Incorrect 

#NLT# (not supported) #NLT# (not used) 

#NLT# is entered in the appointment 
comments and the appointment is 
scheduled on or before the PID. 

#NLT# is found in the appointment 
comments but the appointment was 
scheduled after the PID.  

#NLT# is entered in the appointment 
comments but there is no documentation 
in the RTC order or Consult. 

Details 

Scheduler entered the correct PID but did 
not enter #NLT# in the appointment 
comments. 
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Page 1 of 7 
NATIONAL AUDIT FINDINGS REFERENCE SHEET 

November 02, 2020 

Patient Indicated Date (PID) — Provider-Driven vs Patient-Driven Appointments 

The Patient Indicated Date (PID) is the appointment date requested by the provider RTC or Consult' or the date the patient requests an appointment in the 
absence of a provider request. 

. Provider-driven appointments must have evidence of the provider's request at the time of scheduling the appointment (e.g., RTC order or Consult). 

• Patient-driven appointments refers to the patient's requested date (PID) in the absence of a provider's request. 
o Examples: new patient visits to a direct-scheduling clinic, new patients to VA, or established patients requesting an appointment without 

provider input/request. 
• Consults are required for new patients scheduling in a non-direct-scheduling clinic. 

• Return to clinic (RTC) orders are required to schedule a follow-up appointment for established patients. 

PID not used or Incorrect 
Auditor 
Findings 

Correct 

None  

Incorrect 

No RTC, No Consult 

Details The date entered in the scheduling 
software matches PID of the RTC order or 
Consult. 

NOTE: Auditor assumes the PID is that of the 
patient in cases of patient-driven appointment 
requests. 

The date entered in scheduling software 
does not match RTC order or Consult. 

The RTC or Consult was not present at 
the time appointment was scheduled. 

NOTE: Consults and RTCs are required for 
provider-driven appointments but are not 
required for patient-driven appointments. 

1 Obtain Veteran's input to determine the date and time of the appointment 
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Appointment cancellations are categorized based on if the clinic or patient requested the cancellation. 
• Cancel by Clinic (Cx by Clinic) OR Cancel by Patient (Cx by Pt) 
• Apply rules for Cancel by Patient when rescheduling No Shows 

None 

Cancelled by Patient or No-Show 
If appointment is rescheduled using new PID (per patient) 
when cancelled by the patient or patient was a no-show. 

If appointment is scheduled as a patient generated request 
and the PID used is the patient requested date. 

NOTE: Appointments are scheduled as close to the original 
PID where possible. 

Cancelled by Clinic  
If appointment is rescheduled using the PID (per provider) of 
the original (cancelled) appointment when cancelled by the 
clinic. 

PID not used or Incorrect 

Cancelled by Patient or No-Show 
If appointment is rescheduled using the PID of the original appointment 
request (RTC, PtCSch, Consult). 

Cancelled by Clinic  
If appointment is cancelled by the clinic and rescheduled using a new PID 
(per patient). 

NOTE: It is incorrect to change the PID when rescheduling an appointment 
that was cancelled by clinic. 
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COMMUNITY CARE (STANDARD MISSION ACT) 

Community Care (CC) wait time eligibility should be reviewed for all appointments2 

• Community Care wait time standard (WTS): PID is within 20 days (Primary Care and Mental Health) or 28 days (Specialty and Surgery 
Services) of the appointment request3  file entry date and there is no appointment availability 

NOTE: If eligible, the patient has the option to "opt-in" or "opt-out" of CC 

• For New Patient Appointments: when WTS is not met all "other CC eligibility'4  must be reviewed 

• For Established Patient Appointments: when WTS is not met, no additional CC eligibility is required to be reviewed unless the patient requests 
to review their other eligibility. Scheduling staff must honor the Veteran's request at the time of scheduling 

NOTE: Only wait time criteria and documentation established patients are to be reviewed during the scheduling audit process. 

Correct 

Audit Scenario 

New OR established patient is 
wait time eligible for CC and 
opts out of CC 

Details 

#C00#is entered in the appointment comments. 

NOTE: This indicates "CC opt out" based on wait time eligibility. If Veteran opts out, no further review of "other CC 
eligibility" is needed. 

DST is used  
DST saved to the Consult. 

NOTE: DST must be saved to the Consult regardless of other CC 
eligibility status. In cases where DST not saved in Consult, please 
refer to instructions for "when DST is not available*" 

DST is not used *  
DT = XX minutes is entered in appointment 
comments. 

NOTE: This indicates that all other CC eligibility has 
been reviewed and the patient is not eligible for CC. 

New patient is not wait time 
eligible for CC and determined 
to be not eligible for other CC 
eligibility 

DST is used  
DST saved to the Consult and "Opt out" is selected in the DST 

NOTE: DST must be saved to the Consult regardless of other CC 
eligibility status. In cases where DST not saved in Consult, "Opt 
out" is not selected, please refer to instructions for "when DST is 
not available*" 

DST is not used * 
#C0O# DT = XX minutes is entered in 
comments 

NOTE: This indicates that all other CC eligibility has 
been reviewed and the patient is eligible but opts 
out of CC. 

New patient is not wait time 
eligible for CC and determined 
to be eligible for other CC 
eligibility 
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2  Refer to Appendix B: Community Care Wait Time Eligibility 
'Appointment request refers to a Consult, RTC order, or date the patient requests an appointment 
4  Refer to Appendix A: Other Community Care Eligibility Types 
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Details Audit Scenario Auditor Finding 

COMMUNITY CARE (STANDARD MISSION ACT) 

Incorrect 

#C00# not 
selected in DST 

New OR established patient is 
wait time eligible for CC and 
patient opts out of CC. 

New OR established patient is 
not wait time eligible for CC 
and patient is not eligible 
through other CC eligibility 

Comments 
Missing #C00# 

Vet Opt Out 

#C00# not 
supported 

#C00# is not entered in the comments. 

If "#C00" OR "COO" is entered in the appointment comments 

If #C00# is entered in the appointment comments. 

DST used:  
If DST is not saved to Consult. 

NOTE: DST must be saved to the Consult 
regardless of other CC eligibility status. In 
cases where DST is not saved to the Consult 
the scheduler should enter DT = XX minutes 
in the appointment comments 

DST not used: 

If DT=XX minutes is not entered in the 
appointment comments 

NOTE: This is incorrect because there is no 
evidence of reviewing for other CC eligibility 

No evidence 
other CC 

eligibilities 

DST used: 

DST is not saved to the Consult. 

DST not used: 

#C00# DT = XX minutes is not indicated in 
the appointment comments 

NOTE: the scheduler should enter 
#C00# DT=XX minutes in comments 

New patient is not wait time 
eligible and patient is not 
eligible through other CC 
eligibilities. 

New patient is not wait time 
CC eligible but is eligible 
through other CC eligibilities 
AND opts out. 

NOTE: This is incorrect because there is 
no evidence that other CC eligibilities 
was reviewed. 

If DST is saved to Consult and "Opt out" 
is not selected.  
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Wait time Patient 
eligible 

Type 
for CC 

New & 
Established Y 

Patient 

Other CC 
eligibility 

Itf' A 

Opt out 
of CC 

DST Used 
or Saved 

'‘,,/ 

COMMUNITY 

Correct 

#C00# entered 

Appointment Comments/Details 

CARE 

Incorrect 

#C00# not 
entered 

OR 

Finding 

#C00# 

Notes 

#C00# indicates "CC opt out" based 
on wait time eligibility. If Veteran opts 
out, no further review of "other CC 
eligibility" needed. #C00 or COO 

entered 

New & 
Established N 

Patient 
N 

  

None #C00# entered 
#C00# not 
supported 

#C00# must be used appropriately. 

New 
N 

Patient 
N 

 

Y DST saved to 
Consult 

DST not saved to 
Consult 

No evidence 
other CC 

eligibilities 

DST must be saved to Consult 

regardless  of other CC eligibility status. If DST not saved to Consult DT = XX 
minutes must be in appointment 
comments. 

New 
N Patient N 

 

N 
DT = XX 
minutes 
entered 

DT=XX minutes 
not entered 

No evidence 
other CC 

eligibilities 

Need evidence of reviewing for other 
CC eligibility. DT=XX minutes indicates 
that all other CC eligibility has been 
reviewed and patient is eligible, but 
opts out of CC. 

New 
N 

Patient 

  

Y 

DST saved to 
Consult 

AND 

DST saved to 
Consult 

AN D 
#C00# not 
selected in  

DST 

DST must be saved to Consult 
regardless of other CC eligibility status 
to indicate other CC eligibilities was 
reviewed. If DST not saved in Consult 
or "Opt out" not selected, refer to 
instructions for when DST not used. 

"Opt out" 
selected in DST 

"Opt out" not 
selected in DST 

New 
N Patient 

  

N 
#C00# DT = 
XX minutes 

entered 

#C00# DT = XX 
minutes not 

entered 

#C00# not 
i selected n 

DST 

#C00# DT=XX minutes must be in 
appointment comments if DST saved 
to Consult and "Opt out" not selected 
to indicate all other CC eligibility has 
been reviewed and patient is eligible 
but opts out of CC. 
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Type 

Grandfathered-In 

OTHER COMMUNITY CARE ELIGIBILITIES 

Description 

• Veteran was eligible under the 40-mile criterion under the Veterans Choice Program on the day before the VA MISSION Act 
was enacted into law (June 2018), and 

• Veteran continues to reside in a location that would qualify them under that criterion are (North Dakota, South Dakota, 
Montana, Alaska, and Wyoming) 

Per the Veteran Community Care Eligibility Factsheet 

 

• BMI-per episode of care: An episodic hardship that allows the Veteran to obtain their care in the community for a specific 
episode of care. 

Best Medical 

  

Interest (BMI) • BMI-Hardship: Allows a Veteran to obtain some or all of their care in the community as opposed to Best Medical. 

  

NOTE: BMI decision is to be made and captured by a physician or non- physician provider (i.e., PA or nurse practitioner). 

Veteran Lives in a • Applies to Veterans residing in Alaska, Hawaii, New Hampshire, and the U.S territories of Guam, American Samoa, Northern 
US State or 

 

Mariana Islands, and the U.S Virgin Islands. 
Territory without 
a Full-Service 

 

NOTE: For the states listed above, no CC documentation is required red since all Veterans are CC eligible. If the Veteran opts in, 

VAMC 

 

please follow CC documentation guidelines. 

Service Not • Veteran needs a service that is not available at the VA 
Available 

   

• Veteran needs care from a VA medical service line that does not meet with VA's quality standards. 
1703e Eligibility 

 

NOTE: Reminder the decision is made and captured by a physician or non-physician provider (i.e., PA or nurse practitioner) 

Drive Time • 30 minutes for Primary Care and Mental Health and non-institutional extended care services. 

Eligibility: • 60 minutes for Specialty Care 

 

• PID is within 20 days of the appointment request/file entry date and there is no appointment availability within that timeframe 

  

(Primary Care, Mental Health, and non-institutional extended care services) 

Wait Time • PID is within 28 days of the appointment request/file entry date and there is no appointment availability within that timeframe 
Eligibility: 

 

(Specialty Care) 

 

• NOTE: File entry date/appointment request date = date consult/RTC was created or patient requested appointment. 
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Eligible for CC 

The original or New PID is within community care wait time standards (WTS) AND the VA appointment cannot be scheduled. 

No appointment availability 

File entry date PID 20/28 days 

  

         

Not eligible  for CC 

The original or new PID is outside community wait time standards 

File entry date 20/28 days PID 

OR 

Original or new PID AND appointment availability is within wait time standards 

File entry date PID 20/28 days 

Appointment Availability 
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COMMUNITY CARE WAIT TIME ELIGIBILITY (STANDARD MISSION ACT) 

This is only meant to provide a quick, high-level summary. For more detailed information on this topic please refer to: The Office of Community Care 
Field Guidebook, Chapter 2: Eligibility, Referral, and Scheduling. 
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Chapter 1 National Standardized Scheduling Audit Program 

1.1 Purpose and Authority 

The National Standardized Scheduling Audit Guidebook sets forth mandatory procedures and processes 

to ensure compliance with VHA Directive 1230, Outpatient Scheduling Processes and Procedures dated 

July 15, 2016. This guidebook serves as a Standard Operation Procedure (SOP) for the National 

Standardized Scheduling Audit Program. The purpose of this guidebook is to establish procedures for 

conducting Level 1 (L1) and Level 2 (L2) Scheduling Audits to ensure the reliability of outpatient 

appointment wait times. The processes outlined must be followed by staff who oversee and conduct L1 

and L2 Audits of outpatient appointments. 

1.2 Responsible Parties & Requirements 

The processes and procedures outlined in this guidebook apply to the following roles and positions: 

1. VISN Scheduling Business/Audit Lead 

2. VA Medical Facility Scheduling Audit Lead 

3. L1 Scheduling Auditor(s) 

4. L2 Scheduling Auditor(s) 

1.3 Auditor Requirements: 

The auditor role must be fulfilled by a person who meets the following conditions: 

1. Advanced Medical Support Assistant (AMSA), Scheduling Lead or higher 

2. Strong interpersonal skills and the ability to provide constructive feedback 

3. Working knowledge of VHA Directive 1230 — Outpatient Scheduling Process and Procedures 

4. Understanding of local and regional scheduling policy 

5. Must have access to scheduling software and Computerized Patient Record System (CPRS) 

6. Must have access to the Business Intelligence Service Line (BISL) Audit Tool 

7. Successful completion of the National Scheduling Auditor Training 

— NOTE: L1 Auditors are required to take the L1 Auditor training. L2 Auditors are required to 

take both the L1 and L2 Auditor Training 

8. Successful completion of National Scheduler Onboarding or National Scheduler Refresher 

Training 

— NOTE: VISN Scheduling Audit Leads are not required but are strongly encouraged to take 

this training. 
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1.4 Responsibilities 

VISN Scheduling Business/Audit Lead 

The VISN Scheduling Business/Audit Lead is responsible for: 

1. Collaborating with VA Medical Facility Scheduling Audit Leads to implement changes in national 

scheduling audit requirements and scheduling process improvements. 
2. Serving as primary liaison between the Access Office and the VA Medical Facility Scheduling 

Audit Leads. 

3. Ensuring that facilities are compliant with National Standardized Scheduling Audit requirements. 

4. Overseeing medical center scheduling accuracy score trends and their actions to remediate at L1 

level and direct responsibility for L2 accuracy. 

1.4.1 VA Medical Facility Scheduling Audit Lead 

The VA Medical Facility Scheduling Audit Lead is responsible for: 

1. Reporting scheduling accuracy audit results and scheduling process improvement plans to 

Compliance Officers/Compliance Committee and VISN Scheduling Audit Lead on a monthly 

basis. 

2. Ensuring that all scheduled appointments that are otherwise not exempt are subject to audit. 

This includes MSA and non-MSA scheduled appointments in all clinics. Refer to Exemption List  

3. Ensuring that auditors review and update audit groupings following each audit cycle and are 

audited per assigned groupings. 

4. Ensuring auditors have the appropriate level of access to the National Standardized Scheduling 

Audit Tool. 

5. Ensuring that auditors sample the required number of appointments each month and provide 

feedback to schedulers and supervisors within specified parameters. 

6. Ensuring that auditors complete the National Scheduling Auditor Training and required refresher 

trainings. 

7. Identifying scheduling accuracy trends and develop action plans for improvement. 

8. Collaborating with the VISN Scheduling Audit Lead to implement changes in National Scheduling 

Audit Requirements and scheduling process improvements. 

9. Collaborating with the scheduling business owner and scheduling trainer to identify annual 

scheduler refresher training requirements based on facility scheduling needs and scheduling 

audit results and trends. 

1.4.2 L1 and L2 Scheduling Auditors 

L1 and L2 Auditors are responsible for: 

1. Providing feedback on audit results to the scheduler or L1 auditor within 14 calendar days of the 

audit sample. 

2. Providing audit results directly to the supervisor. 

— NOTE: The supervisor will communicate the audit findings directly to the scheduler. 
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Cycle 1 Cycle 2 

LI. Audit October 1st - March 315' April 1' - September 30th 

12 Audit November 1st — April 30'h May 1st — October 31st 
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1.5 Definitions 

Term 

Audit Finding 

Definition 

The outcome of the audit process (e.g., whether an audit measure is correct 

or incorrect). 

1.1 Audit A review of a scheduler's appointments to evaluate scheduling accuracy. 

12 Audit 
A review of a scheduling auditor's findings to assess auditor accuracy to 

ensure the reliability of the audit results and that appropriate scheduler 

audit performance feedback is provided. 

Chapter 2 Processes and Procedures 

2.1 Overview 

Scheduling audits are to be conducted in two cycles, with L2 Audits beginning 1-month after the L1 

Audits. 

1. A minimum of 10 appointments per person (scheduler or L1 Auditor) should be audited each 

audit cycle. 

— NOTE: If a staff member schedules less than 10 appointments then all appointments 

must be reviewed. 

2. Schedulers who obtain 100% accuracy after a full L1 Audit cycle may be exempt from the next 

immediate audit cycle. 

3. A minimum of 1 audit per person (scheduler or L1 Auditor) are to be audited each month and 

feedback should be provided within 14 days of the audit sample. 

4. Each successive audit sample is to begin only after feedback from the previous audit is provided 

to the scheduler or L1 Auditor. 

2.2 Scheduling Audit Exemptions: 

Appointments scheduled from programs that are exempt from VHA Directive 1230 are not subject to 

the audit requirement. Consults entered for Telehealth Store & Forward stop code 694 and Diabetic Eye 

Screening stop code 718 are exempt from the community care scheduling audit measures. Store & 

Forward and Diabetic Eye Screening Consults are audited for Patient Indicated Date (PID) and time 

sensitive scheduling audit measures. See Appendix A for list of exemptions. 
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2.3 Audit Model 

L1 Audit Framework L2 Audit Framework 

  

• The Facility Scheduling Audit Lead provides • The VISN Scheduling Audit Lead is responsible for 

oversight of the L1 Audits. determining the L2 Audit model; and facilitating access to 

• The number of L1 Auditors may range from the facility scheduling system, CPRS, and the BISL Tool. 

1 — 10, depending on the size of the facility. o VISN Model: A designated VISN staff member 

• Facilities must not exceed 10 auditors to conducts the L2 Audits. 

ensure consistency and accuracy of each o Interfacility Model: One medical center conducts 

audit. L2 Audits of another facility within the VISN. 

• The number of L2 Auditors may range between 1 — 5, 

— NOTE: Sites with extenuating circumstances depending on the size of the organization, 

may request approval from the VISN o VISN/Facilities must not exceed 5 12 auditors to 
Scheduling Business/Audit Lead to have an ensure consistency and accuracy of each audit. 
auditor size greater than 10. 

• L2 Auditors are not to conduct scheduling audit reviews 

of staff at their facility. 

2.4 Audit Accuracy 

2.4.1 Level 1 (L1) Audit Accuracy: 

1. The facility scheduling accuracy goal is 93% 

2. A scheduler's individual scheduling accuracy is goal 90%. 

3. The scheduler supervisor/designee (e.g., Program Analyst and Program Specialist), is to review 

the audit results and provide remediation or training based on findings. 

4. Staff who schedule appointments as part of their primary duties are to include scheduling 
accuracy and audit performance as a critical element standard in their performance plan. Fully 

successful schedulers should be rated at the passing audit score or higher based on facility 

needs. 

5. If the L1 Auditor has made an error, the appointment audit should be removed. 

a. In situations where a scheduler disputes the L1 Audit finding, the Facility Scheduling 

Audit Lead is responsible for making a final determination. If the Facility Scheduling 
Audit Lead is also the L1 Auditor, the decision is then left to the VISN Scheduling 

Business/Audit Lead. 

2.4.2 Level 2 (L2) Audit Accuracy 

1. The L2 Auditor accuracy is 96%. 

2. If an L2 Auditor identifies an L1 Audit error, the L1 Audit is removed. The L2 Audit finding will 

remain, and the L1 Auditor must conduct another appointment audit within the same time 

period. 

a. In situations where an L1 Auditor disputes the L2 Audit finding, the VISN Scheduling 

Business/Audit Lead is responsible for making the final determination. 
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2.5 Audit Frequency 

Appointment audits should be performed throughout the entire audit cycle with scheduling auditors 

sampling one or more audits each month. Feedback must be provided within 14 calendar days of the 

audit sample. This allows for the scheduler to receive timely feedback and an opportunity for 

improvement. The next monthly audit sample should begin after the feedback the has been provided. 

The overall effectiveness of feedback efforts is better represented when the time between the when the 

"feedback was provided" and the "date of the next audit sample" is shorter. 

2.5.1 Audit Sample Example: 

• Initial Audit Sample Date Range: 

October 1 - October 14 

• Audit Completion Date: October 15 

• Audit Feedback Due Date: October 29 

• Next Audit Sample Date Range: After October 29 

Next Audit Sample begins 

2.5.2 Audit Frequency Examples 11/1 

Below is an example outlining the number of audits to complete each month and the recommended 

month of the audit sampled. The number of audits each month may vary by facility as long as at least 

one audit per month per scheduler is conducted each month. 

2.5.3 Li Audit Frequency 

Month 1.1 Audit is Conducted 

  

No. of Appts 

2 

1 

2 

  

r r-Month of Audit Sartn=1 

October 

      

          

November 

       

October / November 

 

        

        

          

December 

       

November / December 

January 

January / February 

February / March 

 

        

        

         

January 

       

       

         

February 

       

       

         

March 
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Month L2 Audit is Conducted 

November 111111111111. 

11111111111. 

 

December 

  

January Illor. 

11111111111. 

 

February 

1111111. 

 

March 

  

April =101111.-

 

No. of Appts 

 

2 i— 

2 ..01. 

1 1100.• 

1 11110.. 

2 1111110. 

2 111110. 

E 

Month of Audit SampleA 

I—  October 

December 

January 

February 

March 
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2.5.4 L2 Audit Frequency 

Chapter 3 National Audit Measures 

3.1 Level 1 (11.) Audit Measures 

LI. Audit Measure 

Patient Indicated Date (PID) 

Notes 

• Correct PID used when scheduling or rescheduling an appointment 

• A Consult or Return to Clinic (RTC) order present when scheduling 

provider-driven appointments 

Time-sensitive 

Appointments 

• 

• 

Appointments identified as "time-sensitive" scheduled on or before 

the PID 

Correct documentation present 

Community Care Eligibility 

• 

• 

• 

All outpatients reviewed for wait time eligibility prior to scheduling 

an appointment 

All new patients scheduled in VA have documented review of other 
Community Care (CC) eligibilities (drive time, grandfathered in, etc.) 

when not wait time eligible 

Correct documentation present 

3.2 Level 2 (L2) Audit Measures 

L2 Audit Measure Notes 

• Validate audit accuracy by assessing whether the LI. Audit finding is correct 

1.1 Audit Accuracy or incorrect 

• Identification of any missing 11. Audit findings 

3.3 Local Audit Measures (Optional) 

VISNs and VA Medical Facilities have the ability to enter additional audit findings as part of their local 

education and improvement efforts. These additional findings are considered "optional" and are not 

required or included in National Scheduling Audit Accuracy reporting. 
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Chapter 4 National Audit Findings 
The National Audit Measures listed below must be reviewed for all appointments and their respective 
findings can be found in the National Audit Findings section of the Audit Tool. 

National Audit Findings 

Patient Indicated Date (PID) — Return to Clinic/Consult 

The PID is entered in the Clinically Indicated Date (CID)/Patient Preferred Date field. In the cases where an 

RTC Order is written, the date is automatically entered. It is referenced when measuring wait times for all 

appointments for new VHA patients and Consults. It is also referenced when measuring wait times where 

appointments have been cancelled and rescheduled. 

Correct V The PID of the RTC Order or the CID/EAD of the Consult is the same date entered in the 
Findings CID/Patient Preferred Date field. Appointments scheduled without provider input (new to 

VA, patient self-directed scheduling...) do not require a Consult or RTC Order. 

Incorrect PID not used or Incorrect 
Findings x Date other than the agreed upon date set by the provider and patient. (PID - provider input). 

X The date entered in the CID/Patient Preferred Date field is not what was entered in the RTC 

Order or Consult. 

Impact: Inaccurate appointment wait time. 

No RTC, No Consult 

X The RTC or Consult was not present at the time the original appointment was scheduled 

where required. NOTE: Consults are not required in clinics that have patient direct 
scheduling. 

Impact: Not following scheduling policy and potential for inaccurate wait time. 

Patient Indicated Date (PID) - Cancel by Clinic/Patient 

Appointment cancellations are categorized based on who requested the cancellation (e.g., patient or clinic). 

,7 Appointment is cancelled by the patient and rescheduled using new PID (per patient). 

V Appointment is cancelled by the clinic and rescheduled using the PID (provider input) of the 

Correct original appointment cancelled. 

Findings V Patient was not responsive to scheduling efforts and the appointment request was 

dispositioned (RTC, PtCSch, Consult). The appointment scheduled is treated as a patient 

generated request and the PID used is the patient requested date. 

NOTE: Appointments are scheduled as close to the original PID where possible. 

Cancelled by Patient or No-Show: 

Patient initiated the appointment cancellation. The appointment is rescheduled incorrectly, 
using the PID of the original (cancelled) appointment. 
RTC/Consult dispositioned due to failed scheduling attempts: The appointment is scheduled 

Incorrect incorrectly, using the PID of the original (dispositioned) appointment request (RTC, PtCSch, 

Findings Consult). 

Clinic initiated the appointment cancellation. The appointment is rescheduled incorrectly 

using the PID (per patient). 

Impact: Incorrect cancellation and rescheduling of the appointment will impact wait time 

reliability 
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Time-Sensitive Appointment 

An appointment that must be scheduled no later (NLT) than the PID as indicated in the RTC Order or Consult. 

FEorrect 

Findings 
1,4 Scheduler enters #NLT# in the comments field of the appointment and the appointment is 

scheduled on or before the PID (provider input). 

Incorrect 

Findings X 

#NLT# Entered but Not Used. Appt Sched After PID 

Scheduler entered #NLT# in the comments field of the appointment but the appointment was 

scheduled after the PID (provider input). 

Impact: May have adverse impact on Veteran's health if not seen timely. Reduced ability to 

track Time-Sensitive Appointments and results in unreliable data. 

  

#NLT# not Supported 

Scheduler entered #NLT# in the comments field of the appointment but there is no 

documentation in the RTC Order. 

Impact: Reduced ability to track Time-Sensitive Appointments and results in unreliable data. 

  

PID Entered Correctly But #NLT# Not Entered 

Scheduler entered the correct PID but did not enter #NLT# in the comments field of the 

appointment. 

Impact: Reduced ability to track Time-Sensitive Appointments and results in unreliable data. 

Community Care 

Veterans who meet the wait time eligibility standard for Community Care are to be provided the 

opportunity to "opt in or out" under the following conditions: 

• The PID is within 20 days (Primary Care and Mental Health) and 28 days (Specialty Care) of the 

appointment request date and there is no appointment availability. 

• For all new patients, all Community Care eligibility options will be reviewed and discussed with the 

Veteran prior to scheduling the appointment. 

o RCT members may review this with the Veteran. Appropriate Community Care eligibility 

documentation is required when the appointment is scheduled within VA. 

• For all established patients, Community Care wait time eligibility will be reviewed prior to scheduling 

the appointment. 

o When established patients request to have their other CC eligibilities reviewed, the scheduler 

must honor this request. 

o If other CC eligibilities were reviewed, further documentation is not required. 

NOTE: Store & Forward and Diabetic Eye Screenings exempt from this audit requirement 

Correct Findings 

1 If the new or established patient opts out of Community Care based on the wait time eligibility standard of 

20/28 days and prefers VA care, the scheduler will enter #C00# in the appointment comments. 

This indicates Community Care opt out based on wait time eligibility. 

NOTE: No availability between appointment request date and PID. 

NOTE: Appointment request date=date Consult/RTC was created, or patient requested 

appointment. 

#C00# clearly annotated in the pending or completed appointment (Community Care Opt out). 
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Community Care 

Incorrect Findings 

 

Comment Missing #C00# Vet Opts Out 

#C00# is not entered in the comments field of VHA appointment when the new or established patient 

"opts out" of Community Care and the PID is within 20/28 days of the Community Care wait time 

standards. The patient was eligible for Community Care. 

Impact: If #C0O# is not clearly annotated in the appointment comments, (ex: #C0O) there is no mechanism 

to track which Veterans were eligible but declined care in the community. 

#C00# Not Supported 

#C00# is entered when the PID is within the Community Care wait time standards (over 20/28 days). The 

patient was not wait-time eligible for Community Care. 

Impact: Inappropriately utilizes #C0O# WT and may alter supporting wait time measures. 

No Evidence Other CC Eligibilities 

If the new patient is not Community Care wait time eligible and there is no evidence the Veterans other CC 

eligibility was reviewed. 

m DST' used:  A new patient is not wait time eligible and there is no evidence the DST was run to check 

other CC eligibility because the DST was not saved in the Consult. 

m DST was not used:  If DST is not used at your facility and there is no evidence of reviewing CPRS 

Coversheet Other for Community Care eligibility because DT=XX minutes is not entered in the 

appointment comment. 

NOTE: For this measure to be correct, there must be evidence of DST being run OR DT = XX minutes in the 

appointment comments. 

#C00# not selected in DST 

When a new patient is not wait time eligible, the scheduler runs the DST to check other CC eligibility and 

when the DST is not available, reviews CPRS Coversheet for other CC eligibility and the patient prefers care 

in the VA. The schedulers must mark #C00# in the DST or when the DST is not available enter #C00# 

DT=XX minutes in the appointment comment. 

lw DST was used: #C00# not selected in the DST when found to be "other" Community Care eligible and 

the patient opts out of Community Care 

m DST was not used:  Does not indicate #C00# DT = XX Minutes, in the appointment comments 

NOTE: For this measure to be correct, there must be evidence of DST being run and "Opt-Out" selected OR 

#C00# DT = XX minutes in the appointment comments. 
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1  Decision Support Tool (DST) 
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Patient Administrative Processing (Critical Element): 

Schedules all appointments accurately using appropriate PID, ensuring all patient 

data input is accurate, maintains patient appointments using Appointment 

Management /VistA Scheduling Graphical User Interface (VS GUI) software as per 

all current scheduling policies and procedures. Fully successful XX%, Exceptional 

XX% based on findings of required scheduling audits. 
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Chapter 5 Scheduling Audit Performance Actions 
The purpose of auditing is to identify and determine the reasons behind scheduling errors. It is 

important to provide timely feedback to eliminate future mistakes. Feedback should be provided no 

later than 14 calendar days after an audit is completed. It is best practice to deliver immediate or "just-

in time" feedback after the audit. 

5.1 Scheduler Feedback and Remediation Training — L1 Audits 

A passing "score" for one audit cycle is 90% correct or better. The schedulers supervisor/designee will 

review the audit results and provide remediation/training based on findings. Refer to next page for an 

example remediation template. 

1. Follow up appointments scheduled in the absence of an RTC Order or Consult should be counted 

as a national error. 

a. If RTC orders are repeatedly absent, it is important that the clinic team communicate 

with the provider(s). 

b. RTC Orders for follow up visits are to be entered into CPRS at the end of the clinic visit 

and prior to patient checkout. 

2. Scheduling Supervisor/designee and auditors who review the appointments have a 

responsibility to collaborate and provide timely feedback to the scheduler. 

a. Afterwards, it is the supervisor's responsibility to ensure steps are taken for remediation 

and performance management. 

b. It is important for supervisors to include scheduling accuracy and audit performance as 

an element in scheduling staff performance plans. Below is an example of a 

performance standard: 
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Table of Scheduling Matrix FY20-Best Practice (Recommended) 
Completion of 1st Audit Cycle 

100% No review required for the second 6 month cycle 

>90 -<100% 

No additional feedback required other than initial feedback at 

the time of the audit sampling. 

<90% 

Prior to audit for next cycle, supervisor or designee conducts 5 

audits with scheduler side-by side (outside of BISL). Shares 

feedback and walks through the scheduling process for each 

appointment audited. 

 

Completion 2nd Audit Cycle 

100% No review required for the second 6 month cycle 

>90 -<100% 

No additional feedback required other than initial feedback at 

the time of the audit sampling. 

< 90% >80% (2nd consecutive 

audit in the cycle) 

Prior to conducting audit for next cycle the supervisor or 

designee conducts 5 audits with scheduler side-by side (outside 

of BISL). Shares feedback and discusses scheduling process for 

each appointment audited. 

<80% (2nd consecutive audit 

in the cycle) 

Attend scheduling practice scenarios (VS GUI). Supervisor or 

designee conducts 10 audits with scheduler side-by side (outside 

of BISL). Shares feedback and discusses scheduling process for 

each appointment audited. 

 

Completion 3rd Audit Cycle 

100% No review requesired for the second 6 month cycle 

>90 - <100% No additional feedback required 

< 90% >80% (3rd consecutive 

audit in the cycle) 

Prior to audit for next cycle, supervisor or designee conducts 10 

audits with scheduler side-by side (outside of BISL). Shares 

feedback and discusses scheduling process for each appointment 

audited. 

<80% (3rd consecutive audit in 

the cycle) 

Removal of scheduling keys. Attend scheduling practice 

scenarios (VS GUI). Completes scheduling training scenarios 

check list with passing score. If fails, additional training based on 

trainers assessment. Keys restored at time of a passing score. 

NOTE: There are two accuracy scores — a National Scheduling Accuracy score that includes all national 

findings and a second score that excludes the RTC Order and Consult findings from the national total. It 

is up to the facility to determine which accuracy score reflects scheduler performance. 
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5.2 Auditor Feedback and Remediation Training — L2 Audits 

A "passing score" for one audit cycle is 96% correct. The schedulers VISN/Facility Audit Lead will 

review the audit results and provide remediation/training based on findings. Refer to table below for an 

example of a remediation template. 

1. The VISN/Medical center Scheduling Audit Lead are best suited to provide the auditor's 

feedback. 

2. It is the VISN's responsibility to ensure L2 Auditors are assigned and that there is collaboration 

and timely feedback between the L1 and L2 Auditors. 

3. The L1 Auditor's supervisor should be kept informed of staff audit performance and should take 

action to ensure steps for remediation are completed, as necessary. Below is an example best 

practice to use for L1 Auditor remediation. 

Table of L1 Auditor Matrix FY21-Best Practice (Recommended) 
Completion of 1st Audit Cycle 

100% No review required for the second 6 month cycle 

96% -<100% 

No additional feedback required other than initial feedback at 

the time of the audit sampling. 

<96% 

Prior to audit for next cycle, Medical Center Audit Lead/POC or 

VISN Audit Lead/POC shares feedback and walks through the 

audit process for each appointment audited incorrectly. 

 

Completion 2nd Audit Cycle 

100% No review required for the second 6 month cycle 

96% -<100% 

No additional feedback required other than initial feedback at 

the time of the audit sampling. 

<96% >80% (2nd consecutive 

audit in the cycle) 

Prior to audit for next cycle, Medical Center Audit Lead/POC or 

VISN Audit Lead/POC shares feedback and walks through the 

audit process for each appointmentaudited incorrectly. 

<80% (2nd consecutive audit 

in the cycle) 

Retakes the National Standardized Scheduling Auditor L1 and 

training in TMS. First 5 L1 audits completed after retraining and 

will be conducted side-by-side with the Medical Center or VISN 

Audit Lead/POC. 

 

Completion 3rd Audit Cycle 

100% No review required for the second 6 month cycle 

96% - <100% No additional feedback required 

<96% >80% (3rd consecutive 

audit in the cycle) 

Prior to audit for next cycle, Medical Center Audit Lead/POC or 

VISN Audit Lead/POC shares feedback and walks through the 

audit process for each appointment audited incorrectly. 

<80% (3rd consecutive audit in 

the cycle) 

Removal of L1 auditor access. Medical Center Audit Lead/POC or 

VISN Audit Lead/POC will conduct a face-to-face trainingand 

conduct 10 L1 audits side-by-side with the VISN Audit Lead/POC. 

L1 audit access restored at time of a passing score. 
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Chapter 6 Scheduling Audit Tools 
The Business Intelligence Service Line (BISL) National Scheduling Audit Tool is used to randomly identify 

scheduled and completed appointments for auditing and is used as a repository to capture audit data 
for both L1 and L2 Scheduling Audits. 

The BISL Scheduling Audit Reports are to be reviewed, at a minimum, on a monthly basis by auditors, 

scheduling supervisors, Facility and VISN Scheduling Audit Leads to assess scheduling accuracy and 

compliance with audit completion targets. 

6.1 Auditor Training Materials 

Auditors can locate all audit training material and reference sheets within the "Training Materials" tab 

on the BISL Audit Tool. 

SAT vo 3 15 * St' Training Materials YJ Auditing - .4:Grouping VHA151VHACMOARCHAT P lba• 

NOTICE 11-18-2020 (11:00AM CENTRAL) The Community Care Audit Measures will not be counted in the scheduler accuracy scores from November 1, 2020-March 31, 2021 

and are pulled out separately in the Scheduling Audit Findings reports. Please review community care measure accuracy progress and share with scheduling staff and trainers to 

ensure preparedness for FY 21 audit cycle. Thanks, SAT Team 

Chapter 7 Setting Up the National Standardized Scheduling Audit Tool 

7.1 Levels of Access 

The BISL Audit Tool requires special access and preparation. 

BISL Tool Levels of Access 

Access Manager 

and Roles 

Has the highest level of access and assigns roles/permissions to other users 

Grouping Manager 
Has access to develop or modify a service group, supervisor group, or 

scheduler. 

Appointment Auditor Has access to group schedulers and conducts the scheduling audit. 

LI. Auditor Remover 
Able to remove a Level audit. Access to this function is limited and is 

recommended to be the Facility Scheduling Audit Lead or a designee 

12 Auditor Has access to conduct an audit of the L1 Auditor. 

7.2 Requesting Access 

To use the tool, users must first have CDW Local Data Access (LSV) for each site audited. This requires 

protected health information/personally identifiable information (PHI/PII) access. To request this basic 

level of required access, click on the Request Reporting Access (LSV) on the front page of the 

Supervisory Appointment Tools (SAT) page under Systems Access. The approval process can take a few 

weeks. 

Once PHI/PII access is obtain, the next step is to obtain access to the BISL Tool according to role (as 

outlined in table above). To request access users are to email the access manager at their station who 

can be located on the User Access Permissions Dashboard. 
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7.3 Assigning Permissions 

1. Go to the homepage of the BISL Audit Tool. On the right upper corner of the webpage, find the 
key icon and click drop-down arrow. 

2. Click on the name, in this case, "Scooby Doo." 

$earch For Users To Manage 

0  Note Users must have LSV, or NDS perrnissions, to access this tool 0,0, without Data Warehouse 000055 00 not shove op in this searc h 

Help Uses ReQueSt Access 

Name:  Doo I Search 

5.5055: 10 

First Name Last Nan* NT Login Ernail Active 

Scooby Doo vitAORtDooScob 555-555.5000 Scooby.CrooEhea.gov nue 

3. Click "Add" and select the role desired, and then save. 

Scooby's Role Assignments 

Sta Pc Role Edit 

AM Role Assignment 41<=1 

cancel 

4. If "Scooby" already had a role assigned, the screen will indicate the role. Click "Edit" if you wish 
to modify the role and then save. 
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7.4 Grouping 

Grouping enables a facility to define its organizational structure for schedulers, supervisors of those 

schedulers, and the services those employees work for. Through this structure a site can analyze key 

scheduling performance metrics, identify individual and common problems, and work towards a 

solution. 

There are three levels of groupings that are customizable for your facility - Service Groups, Supervisor 

Groups, and Schedulers. Each service has one or more supervisors that have schedulers assigned. See 

below for an example. 

• ServiceGroup1 
= SupervisorGroup1 (Supervisor 1 Name) 

• Scheduler1 
• Scheduler2 

• Scheduler3 
SupervisorGroup2 (Supervisor 2 Name) 

• Scheduler4 

• Scheduler5 

• Scheduler6 
ServiceGroup2 

= SupervisorGroup3 (Supervisor 3 Name) 

• Scheduler7 

• Sc hedu ler8 

• Scheduler9 

7.4.1 How to Manage a Group 

1. Click on the "Grouping" tab on the top of the BISL Audit Tool. Then select your station number. 

SAT v0.3.3 yj Auditing - EV Grouping 

StaPc: 123 Refresh 

2. Next, select your service group and expand using the Supervisor Groups down arrows. 
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7.4.2 Edit the Grouping 

A. Change the Name of the Group. 

1. To change the name of the service group, simply click on the blue edit icon to the right of the 
service to open the information field. 

MENTAL HEALTH S. usi 
2. Enter the updated group name and click on the blue save button. 

B. Change 

1. 

2. 

the Group Owner 

Edit the Group Owner by clicking on the blue edit icon to the right of the owner's name. 

MENTAL HEALTH 

Supervisor Group Group Owner 

MH Dillard, Phyllis 

Insurance Capture 

No 

Schedulers 

    

Click on the name of the desired name. 

  

3. Then click on the save button to save the new group owner's name. 

I:I JONES CD CI 0 
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Day, Dons 

Pres*, EMS 

Little, Stuart 

ITENTAL HEALTH 

Insurance 
Capture Schedulers 

Yes 
) 

Scheduler 

   

Supervisor 
Group 

 

Group Owner 

Dillard. Phyllis 

   

Select Staff 

Search 

Start Name Service Section 

Mental Health 

Search 

Smith, Francis 
Smith, Natalie 

Smith, Sam <3 

No items to display 

Name: 

Results: 

11 Smith 
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C. Add a Scheduler to a Group 

1. After clicking on the down arrow, as illustrated above (Section 7.4.1, Step #2), you will see the 

name of the supervisor group, the Group Owner/Supervisor and all schedulers assigned to the 

Group Owner/Supervisor. 

2. Click on the "+" button to add a scheduler, and the below information field will be displayed. 

Enter the last name of the staff member and select the individual desired. In this example, we 

are looking for Sam Smith. 

3. Once selected, the name will appear below the last scheduler listed. Click on the blue button to 

save, the circular arrow to cancel. Then, click "Save." 

a Smith, Sam IN 0 

7.5 Audit Exemption Groupings 

Appointments for staff listed in an exempt audit grouping are removed from the required audit count 

and will not appear in the BISL Audit Tool. This feature is offered to ensure accurate reflection of audit 

activity at the medical center. Members of an exempted group must either: 

1. Schedule exclusively in one or more exempted programs  outlined in Appendix A. 

2. Meet the criteria for a staff exemption as outlined below 
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Stek L Rene. 

WO. OfOup Upervisor Groups 

ANESTHESIA SERVICE 

AUPOLOGY SOEE. PATHOLOGY 

  

COMPENSATION AND PENSION 

Supervisor Geoup Group Ow., 

COTO - EatIrce 

Insurance Capture Sc rHauNrs 

• Add the scheduler to the exempted supervisory 

group at all facilities but one 

• Ensure that the scheduler and the appointments 

made are counted at one facility. This will alleviate 

the need to audit the appointments scheduled at 

the other facilities by the same scheduler. 

Staff who schedule in an 

integrated VistA System 

To ensure correct assignments per medical center, 

follow the steps 1- 5 outlined above (Section 7.5.1). 

Staff who no longer possess the 

scheduling option or key 
To ensure correct assignments per medical center, 

follow the steps 1- 5 outlined above (Section 7.5.1). 

Staff who demonstrated 100% accuracy in the past 

audit cycle may be exempt from the scheduling audit 

in the next immediate scheduling cycle. At the end of 

the next cycle, exempted staff in this group rejoin the 

audit "pool" and are removed from the exempt group. 

It is recommended that staff exempted because of 

exemplary scheduling performance remain in one 

exempt group clearly marked "Exempt, Scheduling 

Accuracy." Follow the steps outlined for development 

of Exempt Groups. 

Staff who are exempt from the 

scheduling audit for one cycle 

Staff Exemption Groups 

Staff who schedule at multiple 

facilities 
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7.5.1 Set up of an Exempt Group 

To set up exempt audit grouping(s) and who/what programs are exempt you must: 

1. Develop a supervisory group name that includes the word "Exempt." 

2. All appointments scheduled by members in this group will be excluded from the counts in 

the national compliance reports. 

3. You may have multiple supervisory exempt groups based on the service. 

4. You must ensure the term "Exempt" is in the name of the supervisory group. 

5. Staff who schedule in both exempt and non-exempt programs should not  be placed in an 

exempt group. 
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7.6 Audit Tool Technical Assistance 

First line support for technical questions related to access and set up of the BISL Audit Tool is at the 
VISN/medical center level. Each VISN and their medical centers are to develop a sustainable support 

network and ensure access and grouping managers are assigned and knowledgeable. Day-to-day 

questions of set up, managing the audit, and obtaining access to the tool is to be managed locally. As 

changes are made in the BISL Audit Tool, the Access Office (15ACC) will provide the required training 

and education. 

Second-level support is available through the BISL Supervisory Appointment Tools mail group: 

BISLSupervisorvAppointmentTools@va.gov. It is important to email the group rather than one individual 

to ensure timely communications. 

Chapter 8 Level 1 (L1) Audits 

8.1 How to Conduct Level 1 (Li) Audit 

The BISL Audit Tool is found here. 

8.2 Setting up the Level 1 (11) Audit Parameters 

Setting the audit date range and additional filters correctly to ensure appointment audit sampling 

throughout the audit cycle is critical. 

Where Details who is being audited 

When The Date Column, Start Date, and End Date reflect the monthly sampling period. 

Additional Filters Used to target the exact samples needed to meet auditing requirements. 

Maximum Sample Size Limits the total results for the audit sample. 

— Practical Application: If you do not want to start more than 10 audits, set 

"Max Sample Size" to 10. 

Maximum Sample per 

Scheduler 

Limits the total appointment samples per scheduler. 

— Practical Application: If only performing two audits per scheduler for the 

month, set "Max Sample Per Scheduler" to two. 

Maximum Completed 11 

Audits per Scheduler 

Limits results for schedulers with completed audits 

— This setting is increased cumulatively to account for the additional audits 

performed each month. 

— The final month of the audit period should reflect the total number of 

required audits for the cycle. 

— Practical Application: If only performing two audits per scheduler each 

month, set "Max Completed Audits Per Scheduler" to two in the first 

month. Set to four the following month to account for the two additional 
audits per scheduler. 
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8.2.1 L1 Audit Parameter Example 

Below is an illustration on how to set the date range and additional filters to capture and complete the 

required number of audits each month. In this example, the auditor has 10 schedulers to audit. 

— NOTE: The required number of audits per scheduler is 10. 

Month 

Recommened 

audit sample Date Range Max Sample Size 

Max Sample 

PerScheduler 

Max 

Completed Per 

Scheduler 

October 2 October 10 schedulers x 2 audits = 20 2 2 

November 2 November 10 schedulers x 2 audits =20 2 4 

December 1 December 10 schedulers xl audits =10 1 5 

January 1 January 10 schedulers x1 audits =10 1 6 

February 2 February 10 schedulers x 2 audits = 20 2 8 

March 2 March 10 schedulers x 2 audits = 20 2 10 
Recommended Audit Factor in time for #of schedulers X sample Recommended Cumulative number 
sample per scheduler feedback. Do not audits. Provides # of audits Audit Sample per of audits to have 

sample until the Auditor should complete in scheduler been completed at 
feedback from the the month designated. (total the end of the 
previous audit has =100, the number of audits to month. (=Past 
been completed be conducted per Auditor at month +current 

the end of the cycle) month) 
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8.3 Veterans' Health Information System Technology Architecture (VistA) 

1. Find the corresponding appointment in VistA on every sample. 

2. Notice this appointment has previously been cancelled by the clinic. Often when a PID is 

incorrect it is due to the patient previously cancelling or no-showing. The default date range in 

VistA Appointment Management is T-1 to approximately 30 months in the future (depending on 

the number of appointments the patient has scheduled). 

3. Using the "EP" or Expand Entry function; you can view the details of the appointment. 

       

8.221_,Uni_Modau/E,._ 
Patient: 
PC Prov: rfiraf 
Total APP•iiiitil r. „rile 

C11, c 

Dec 2 20169.0—.6-00 -PALMA I--Orr 4 
Outpatient 

Team: JC-PC TEAM CO 
• - Now GAT Required 12/21 10 thru 09 17/19 

Mot Oateitime OtatuI.

 

kiiiii00, 1 
2 
3 
4 

Jc-neurology b)(6) 
Jc neurology 
Jc-pact Team .. ....,,n 
Jc optometry b)(6) 

01/12/2017010:30 
02/07/2017911:00 
04/16/2017011:00 
02/22/2016012:30 

Cancelled By Clinic 
Future 
Future 
Future 

 

CI Check In 
UN Unscheduled Visit 
MA Make Appointment 
CA Cancel Appointment 
NS No Show 
DC Discharge clinic 
AL Appointment Lists 
Pi Change Patient 
CL Change Clinic 
Select Action: Quit// 

CO 
EP 
AE 
RI 
PO 
CO 
EC 
PR 
wt 

EP-TO 

Change Date Range 
Expand Entry 
Add/Edit 
Record Tracking 
Patient Demographics 
Check Out 
Edit Classification 
Provider Update 
Wait List Entry 

DX Diagnosis Update 
DL Wait List Display 
DE Delete Chock Out 
WO Wait List Disposition 
CP Procedure Update 
CM C&P E/E 
PC PCMM Assign or Unassign 
RR Recall Reminder Action 
TI Display Team Informatio 

4. The information found should match that is in the sample. If it does not, it means an 

appointment has been scheduled on top of the one being audited—creating what is sometimes 

called a "phantom appointment." If you notice these details such as (A) Other Information, (B) 

Create Date/ User Name, (C) Request Type, or (D) Desired Date do not match, stop the audit 

process and mark as "Audit Incomplete" for a replacement sample. Please note that scheduling 

an appointment over another is not permitted. In instances where this is found, the scheduler is 

feedback to this effect. 

111
.....

1111111 _ 

l'.6 ;ill'I M MIIIMEIMIIIIIIII IMS  

NW 155••1*1 lke: 00411 ilcki Mat Mk. AM. 
0 Ak11..1.1' 'VP*: Mk INDICA110 10 II A 'Mk t. AMA.• Am  P?.

 

le .11111: MO 1C44/1141•4) 
0•111••• Oak: AM 111. kir 

 11411 floe*: MA.. 
Click mil lima: if OM 

 

*Pages 4 and 5 of the EP function, 

display Patient Demographic 

Information. 

     

WOW CI late all 11441 rkinciock kir •Ittefent• le•theeh the lealt• the 
4444•1••1••••1 at doctor.. •••4 it. Sok IT ck okra.. Clinic mkt 
flak coicrkl.1• It. 411111k.c• ekle44 441, as, It.. 
eke Me 44441.1...1 ••••• pocion.1 

   

    

      

      

11•1441 441106:1•••1 Wk.., I 
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8.4 VistA Scheduling Enhancements (VSE) Scheduling Software 

1. Find the corresponding appointment in VSE on every sample. 
(b)(3):38 
U.S.C. 5701; 
/1,1/R1  

(b)(3):38 
U.S.C. 5701; 
11,1/R1 

(b)(3):38 
U.S.C. 5701; 
/1,1/R1  

b)(3):38 
U.S.C. 5701; 
/1,1/R1  
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Length Of Appointment 30 Appointment Type: REGULAR 

Lab: 

 

Eligibility Of Appointment NSC 

X-Ray: 

 

OverBoolo 

 

EKG: 

 

Collateral Appointment No 

Other PER PT REQUEST Enrolled In This Clinic: No 

TEST ENVIRONMENT 

111 Tasks System Reports 

VistA Sdiedting for Censors COLUMBLrk MO VAMC 

2 :3,1S Nem Reg Time Scate Date 

AUG08,20170100E1 CO8HGMIIJINDMDUAL FUTURE 

Pend mi Appointments 

Name, Pnnt 

&Port 

Refresh 

OlnwY 

Needs/Preferences Tools  

Gender: hi 

Ward 

Street 

Svc Connected NO Sc Percent 
V.,/ Mode 

Wetk • 

Arrangement II 

WDAADLZT,GAXNIQHUUT • Semdi Clem Semcle 

Select Patient 

IN Patient Type NSC VETERAN DOB. 

Last Updated: May 10, 2021 

2. Notice this appointment has previously been no showed by patient. Often when a PID is 

incorrect it is due to the patient previously cancelling or no-showing. 

3. By right clicking on the appoint you can Expand the Entry for the appointment which allows you (b)(6) 

to view the details for that appointment. 
b)(3):38 
U.S.C. 5701; 
1-A/R1 

(b)(3):38 
U.S.C. 5701; 
11,1/R1 



1397 of 1607 

Page 25 of 77 

Appointment Event Log 

EVENT 

    

DATE USER 

  

           

 

AUG 07, 20171008:30.43 (b)(6) Appt Made: 

Check In: 

Check Out: 

Check Oct Entered: 

No-Show/Cancel: 

Checked Oct: 

Cancel Reason: 

Cancel Remark: 

Rebook Date: 

Appointment Wait Time Information 

Request Type: 'NEXT AVAILABLE' APPT. 

Next Available Type: 'NEXT AVA.' APPT. INDICATED BY USER 

CID Preferred Date: AUG 07, 2017 

Follow-Up Visit No 

Clinic Wait Time 1. 1 

Clinic Wait Time 2: 1 

NOTES: 

-Clinic Wait Time 1 represents the difference between the date the appointment was entered and the date it was performed. 

-Clinic Wait Time 2 represent the difference between the 'CID/Preferred date and the date the appointment was performed. 

4. The information found should match that is in the sample. If it does not, it means an 
appointment has been scheduled on top of the one being audited—creating what is sometimes 
called a "phantom appointment." If you notice these details such as Other, Appointment made 
Date/Time, Request Type, or CID Preferred Date do not match, stop the audit process and mark 
as "Audit Incomplete" for a replacement sample. Please note that scheduling an appointment 
over another is not permitted. In instances where this is found, the scheduler is to receive 
feedback to this effect. 

5. Patient Demographic Information is also found under the expanded entry function of VSE. 

Last Updated: May 10, 2021 
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8.5 Computerized Patient Record System (CPRS) 

To ensure the CID/PID is used, refer to the CPRS Orders tab. You may have to change the view to see any 

orders that have been completed. To do this, from the CPRS Orders tab, select "View" at the top of the 

screen. To see the desired date field of a cancelled appointment, use the "Appointment List" report in 

the GPM/SAT Suite. 

Last Updated: May 10, 2021 



..00king at the Calendar- you will see that the CID is January 10, 2017. 

I. I' 

• 

UMW ey. 

Om I 

• 

..1••••• 

0 Ta• III OW C10101 thlt 
Myr a000164TORT. 

• • Unwary Xr17 

t• 

" a 

Dalt of Us: apt and RTC 
entered for 6 weeks.. 

Ensure this date matches the CID that was entered in the Desired Date Field in VISTA which also is 

present on the SAT sample. 
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8.6 Auditor Errors 

If an L1 auditor is aware an L1 audit error which has been submitted and wishes to correct this, they are 

to contact the designated staff member at the medical center or VISN who has access to remove L1 

Audits. The name of this individual can be found in the User Access Permissions Dashboard, listed as a L1 

Audit Remover. 

1. The Audit ID number must be included in your message/request. 

2. To obtain the Audit ID number the auditor will need to pull the BISL Scheduling Audit Finding 

Details Report. 

3. The auditor must find the erroneous audited appointment from the list. 

4. The Audit ID number is located as the last column of the report. 

5. Once confirmation of the action has been taken, the auditor can go back to the audit and make 

the correction. 

Last Updated: May 10, 2021 
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8.7 11. Audit Examples 

8.7.1 Consult Appointment (Correct Finding) 

1. Find the corresponding appointment in VistA. 

2. The appointment comment indicates that this is a Consult (facility is optional). 

3. Identify the PID/CID in CPRS; this date should be transcribed exactly, as the appointment was 

not previously cancelled by patient or was a no-show, and the patient did not fail to respond to 

scheduling attempts. 

Last Updated: May 10, 2021 
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4. The appointment audit would be marked as "Correct" because: 

•./ the PID was transcribed correctly 

•./ this was not a Community Care eligible appointment 

V this was not a Time-Sensitive Appointment 

Last Updated: May 10, 2021 
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8.7.2 Established Patient/RTC Order (Correct Finding) 

1. Find the corresponding appointment in VistA 

2. Since this is an established patient, identify the PID/CID in the RTC Order in CPRS. This date 
should be transcribed exactly, as the appointment was not previously cancelled by patient or 
was a no-show, and the patient did not fail to respond to scheduling attempts. The order was 
placed on January 3, 2018, with a PID of 7+ days so the PID is January 10, 2018. 

Last Updated: May 10, 2021 
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3. The appointment audit would be marked as "Correct" because: 

the PID was transcribed correctly 

,/ this was not a Community Care eligible appointment 

i( this was not a Time-Sensitive Appointment 
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8.7.3 Established Patient — Incorrect PID (Incorrect Finding) 

1. This is an established patient, identify the PID/CID in the RTC Order in CPRS. This date should be 

transcribed exactly, as the appointment was not previously cancelled by patient or was a no-

show, and the patient did not fail to respond to scheduling attempts. The PID is January 9, 2018. 

2. The appointment audit would be marked as "Findings" because 

.( the PID was transcribed incorrectly 

3. Other required elements were correct: 

x this was not a Community Care eligible appointment 

this since was not a Time-Sensitive Appointment 

Last Updated: May 10, 2021 



Audit 
Findings: 

Mandatory 

1 Audits 
Remaining: 

PIIIINIMMINISIVIS IS I. 
INSCP stam.-.PPIK 

*** rap ***Ompophoo 
irdwOlm.m. 1•••••••••14 Oft voftl Om YE 

mppimmi••• tam 

**0411.0•1;.... 

id _ 

lemporm or 

mrrke 

Pees* Lowl 

PlIMMAt Mai as-Aroi.40) 

o AWE Caatailed - I aounlal as (soma or iroeicirroci 

o COiret I -IIIIT161,11a 

I* ADM mailed in firdings 

Audit Rut utt 

elk (b)(6) &Mil NY* ells 11P4111411K11 

 

(b)(6) re. OW. to.dhlogekk ebola 

No1401** 

 

1, 14 

 

4.41.9T111 

SawIrs,  

tammora 101•01.hrk 

 

minpmemmo Saw •NU OM, 

Audit Typo: Apporitmerd Audi! 

PIO 

PID Not Used or Incorrect 

0 No Consult 

CI No RTC 

Time Sensitive 

El #NLT# Entered But Not Used. Appt Sched After PID. 

Cl "#NLT# not supported.' Incorrect. 

El PID Entered Correctly But #NLT# Not Entered 

Community Care 

CI Comments missing #C00# Vet "Opts Out" 

El #C00# Not Supported 

El #C00# Not Selected in DST 

CI No Evidence other CC Eligibilities 

Optional 

Submit Audit 

None 

0 Insufficient Comments 

1405 of 1607 

Page 33 of 77 

Last Updated: May 10, 2021 



Audit Appointment Auc 

Appointment IMO Appointment Ore WO 

410: 

PEN: 

Loosboa. 

Soneduber: 

Comment 

No(-COceit cmti 

Tyre 

Pomace Ot 

Patient 

Patient Litt 4: 

Patient Statut: 

b)(6) 

 

ACOt Male Oct.: 12.C4-2C17 

ALVt Date 12{.5.2O17 120200 

P1D: 12-M-2017 

Laeuen o•ocsiee Owe 

PIO Offference: 

',era Nycomma.van 011.4 arc MO) 

(b)(6) 

 

  

JC-PACT 06 PCP 

 

SERVICE CONNECTED 

*CHEM= VOOT 

Made Oats and Disia Oiatelano• 2 

:Den,  To •••- 72'• s, -.4.7,4 re 

• r• 

Next Av a ItaNe AN:ointment NOT NOICATE0 TO IN A 
'NEXT AVA APPT. 

E ETNE1.1*(E: 

 

Paell Ova ..41744 ( IOWN Imola 

Slap 1~71411 
(b)(6) 

 

0,60(NNN 060.41o4ow Onc .16 

   

JoneendeayNedleil 

1•• 1(•••• tier 

Al Ogden • NJ. SUMCES 
NIMEME !Sow* Oleg 

a> Ovaa(Nue At TOM TO cuec ST1. 
Cle•C CEFWATOLOGY CLINE JC 
Cleo" leeNteve *Or ke 

TNe Sem". Apot...4.0 
1.(061e Chteyee 0.4 SWIclehree... PONY 

Kul Hot Selocled 
0....*P•6•.(0to No &Owed 

V t.co.suo   i.(frh)(6)  

0.11 Tateereet OaordNibl b)(6) (barn, 

Noe C.61ers 
,Dosoec 0•Nrs • 
Meek *pow 
Mselt No•-vA 
Medi Woe. 
N Fuck 
Lee Tem 

aa Pt 11.1Fei TO r-UNPC 711. 
CaNc X PAC T C6 PCS. 
CaNcNty •••1(064 dew k. wt.. ON PI :0141 I 0) 

Tov•So.tWo•ACCOrotS 
Lou. deNan• NON 

NC-

 

Possma 
WO 

01IN*0 I 
--

 

RAN.2.110.41 

1406 of 1607 

Page 34 of 77 

8.7.4 NLT Error (Incorrect Finding) 

1. Since this is an established patient, identify the PID/CID in the RTC Order in CPRS. This date 

should be transcribed exactly, as the appointment was not previously cancelled by patient or 

was a no-show, and the patient did not fail to respond to scheduling attempts. The PID is 

December 7, 2017. This is also an NLT Time-Sensitive Appointment, so the #NLT# comment will 

be required in the appointment comment. 

2. The appointment audit would be marked as "Findings" because: 
the appointment comment did not include #NLT# 

3. Other required elements were correct: 
1(  the PID was transcribed correctly 

1' this was not a Community Care eligible appointment 

I 
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8.7.5 Established PID Error/NLT Error (Incorrect Finding) 
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2. Since this is an established patient, identify the PID/CID in the RTC in CPRS. This date should be 
transcribed exactly, as the appointment was not previously cancelled by patient or was a no-
show, and the patient did not fail to respond to scheduling attempts. The PID is November 21, 
2017. This is also an NLT Time-Sensitive Appointment so the #NLT# comment will be required in 
the appointment comment. 

3. The appointment audit would be marked as "Findings" because: 

x the PID was transcribed incorrectly 

X the appointment comment did not include #NLT# 

4. Other required elements were correct: 

1(  this was not a Community Care eligible appointment 
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8.7.6 Community Care (Correct Finding) 

1. Look up the patient Consult in CPRS. 
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2. Since this is a new patient, identify the PID/CID in the Consult in CPRS. This date should be 

transcribed exactly, as the appointment was not previously cancelled by patient or was a no-

show, and the patient did not fail to respond to scheduling attempts. The PID is August 20, 2020. 

3. The appointment audit would be marked as "Correct" because: 

✓ The appointment was not wait time eligible 

✓ The DST was run and saved to the Consult 

✓ No other eligibilities were found 

4. Other required elements were correct: 

✓ This appointment was not time-sensitive 
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8.7.7 Community Care-No Evidence Other CC Eligibilities (Incorrect Finding) 
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1. Veteran is not wait time eligible for Community Care because the PID is within the wait time 

standard of 28 days and a VA appointment was available 

2. File entry date=8/28/2020 

3. PID=8/28/20 

4. Appointment made for 09/17/20 

5. The appointment audit would be marked as "Findings" because: 

For new patients, other CC eligibilities must be reviewed. 

For this patient there is no evidence other CC eligibilities were reviewed. 

3c DST was not run and saved to the Consult or #C0O# DT=minutes or DT=minutes was not 

entered in the appointment comments since the DST was not used. 

6. Other required elements were correct: 

V The PID was Correct 

1 There was a Consult appointment 

1 An RTC Order was not needed for this appointment 

V This was not a "Time Sensitive Appointment" 

Last Updated: May 10, 2021 
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8.7.8 Community Care-#C00# Not Selected in the DST (Incorrect Finding) 

Last Updated: May 10, 2021 
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1. The appointment audit would be marked as "Findings" because: 

#C00# was not entered in the appointment comment. 

2. Other required elements were correct: 

✓ The PID was Correct 

✓ There was a Consult appointment 

✓ An RTC Order was not needed for this appointment 

✓ This was not a "Time-sensitive Appointment" 

✓ Veteran was not wait time eligible 

✓ Veteran was drive-time eligible 

✓ Other CC eligibilities were reviewed using DST and "Opt-out" box not selected before DST entry 

was saved to the Consult 

Last Updated: May 10, 2021 



1416 of 1607 

Page 44 of 77 

8.8 LI. Audit Report 

The BISL Audit Tool offers a variety of reporting tools to assist the auditor and leadership at the local, 
regional, and national levels to better discern scheduling and auditing practices and make improvements 
to increase accuracy in scheduling and reliability of appointment wait times. 

8.8.1 National Audit Activity Report 
This report is used to track scheduling audits completed nationally by VISN and facilities. The audit 
percent completed is based on the total possible audits that are required to be completed by the 
scheduler (10) as outlined in VHA Directive 1230, Outpatient Scheduling Processes and Procedures. 
There are two versions of this report. 

• The National Audit Activity Report "Real-time Report" continually updates and is the most 
recent. 

• The National Audit Historical Activity Report is based on daily updates and is not as dynamic as 
the Real-time Report. This report is useful when there is a need to see more static baseline data, 
not affected by continual movement of exemptions, audits, etc. 

The denominator or base number of audits to be completed is determined by the number of schedulers 
who have scheduled an appointment multiplied by 10 (the required number of audits). The numerator is 
the number of schedulers who have scheduled an appointment. It is important to ensure the Audit Tool 
is set up correctly and staff who are exempted from the audit are placed in an exempt grouping to 
ensure accurate accounting. See Section 7.5 "Audit Exemption Grouping" for more details. 

To help track the number of audits completed throughout the cycle, there are color coded progress 
indicators that change each month. The is to be used as a guide and is based on predetermined 
incremental monthly audit completions. 

• Green indicates the facility/VISN is on target for the month 

• Yellow indicates in range for completion 

• Red indicates that the facility/VISN is on schedule for successful completion of the number of 
required audits. 

Below is a chart of the progress indicators per month. 

 

Cycle 1 - 

October 

Scheduling Audit Progress Indicators 

no color 

November 30% 20 - 29% <20% 

December 40% 30 - 39% <30% 

January 50% 40 - 49% <40% 

February 70% 55- 69% <55 

March weeks 1 &2 85% 75 - 84% <75% 

March week 3 90% 85% - 89% <85% 

March week 4 100% No yellow <100% 

Cycle 2 - 

April 

Scheduling Audit Progress Indicators 

no color 

May 30% 20 - 29% <20% 

June 40% 30 - 39% <30% 

July 50% 40- 49% <40% 

August 70% 55 - 69% <55 

September weeks 1 &2 85% 75 - 84% <75% 

September week 3 90% 85% - 89% <85% 

September week 4 100% No yellow <100% 
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The tool offers two views, VISN and medical center. It is defaulted to the VISN and reports the number 
of appointments made, number of total audits, and the percentage of audits remaining. 

• Parameter settings: defaulted to the current fiscal year and audit cycle. The data is updated 
each day and includes information entered from the start of the current cycle. 

• The National Audit Historical Activity Report captures the final data for each day and is static. 

• The National Audit Activity Real-Time Updates Report updates continually. The data reviewed 
is current at the time pulled. The data for the past dates may change, based on the date ranges 
of the current audits completed in the Real-time Report as it continually updates. The report(s) 
can be exported to an excel file and other reporting formats. 

Cycle Date Range: 1011/2019 - 11/18/2019 

VISN I Facility 

a 1 

Appointments Made 

344,692 

Total Level 1 
Audits 

3,866 

# Schedulers 

1,670 

Level 1 
Audits 

Remaining 

11,476 

Level 1 
Audits 

Percentage 
Complete 

25.15% 

 

Data Current Through: 11/17/2019 

Key: 

  

>=30% - Audits Complete 

 

20% -29% - Audits Complete 

 

< 8% - Audits Complete 

0 2 435.598 2,349 1.536 

   

Total Audits Completed / 0 staff x .1 o 

4 Pot audits retailed per scheduler 

• Max 10 audits counted per scheduier 

El 4 340,600 2.876 1.227 8.939 21.03% 4 
a 5 232,891 2,045 916 6,318 24.23% 

El 6 481.748 3.427 1.497 10.795 22.98% 

III 7 530.949 5.824 1.610 11.021 27.52% 

 

a 8 799,497 6,253 2,289 15,127 29.06% 

IB 9 339.728 5.174 1.442 9,396 29.75% 

El 10 663.292 3.304 2.243 

  

a 12 375,304 6,018 1,378 8,043 3629% 

IB 15 294.048 3.833 1.001 5.563 4079% 

El 16 508,463 13.005 1.763 5.739 65.08% 

a 17 478,159 5,789 1,752 11.109 31,34% 

El 19 345.148 20,098 1.304 537 9560% 

El 20 285.583 3,375 1.195 9.615 14.61% 

a 21 417,539 8,660 1,793 10.520 35,84% 

El 22 602.681 14.716 2.368 

  

0 23 

National Total 

357.488 

7,823,398 

3.265 

113,876 

1,390 9.836 24.69% 

VISN View: National Scheduling Audit Activity 

8.8.2 National Scheduling Audit Dashboard 

This report aggregates the details of the scheduling audits (e.g., accuracy, total appointments, and 
audits) at a national level and breaks down by facility. It provides a quick glance of overall scheduling 
accuracy. It can be viewed by staff who schedule as a primary duty (e.g., MSA) and staff who are not 
primary schedulers. Other parameters include the fiscal year and audit cycle. The report tool can be 
drilled down to specific national measures. 

The default reporting tool highlights the number of appointments made, total audits conducted, total 
findings, percentage correct, percentage correct excluding clinician (no Consult/no RTC), and percentage 
findings. Findings refer to national scheduling errors. There may be a difference between the total 
findings (errors) column and percentage findings because an audit may have more than one error. This 
report can be drill down to the facility and exported to an excel file and other report types. 

A second, more detailed report is available. Above the report, there is a link to the drill down "National 
Findings Report." 

Click here for national findings breakout report  
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This breaks down the aggregated report into specific national audit measures/details: Time-Sensitive 

Appointments, Community Care, and PID. The PID is further detailed into PID Error and No Consult/No 

RTC Errors. Below is an illustration of the VISN breakout report that can be further drilled down to the 

medical center level. 

VISN FJCIilt/ 
AppOintments 

Made Aud.t5 Findinos ., COrrfK t 

1:M =MEDECIMEIMEME=5:1•13=21=IMME:11112111=2======= 
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EMI:EINNIEOMMIME 
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1: mansommamEmin====mmiamommozsammlammminm 
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Cii MEISMELEMMIIMEE=Min===liMMEIMMIMili====== 
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219901 92%) E:=MEI=INEINEEMiniEMMEMMIM 
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National Findings Breakout Report 

8.8.3 Scheduling Audit Finding Details Report 

This report provides details on scheduling audits performed (e.g., appointment details, audit results, and 

rescheduled appointments). Detailed information is available in a readable table format that can be 

exported in excel and other data formats. The report provides a breakdown of the individual scheduling 

errors made by a staff in a service or section of a service. 

• Parameter settings include: the medical center, appointment made start date, appointment 
made end date, service group, supervisor group, scheduler staff name, and the appointment 

findings you wish to review (e.g., cancelled, correct, optional: local findings, national findings, 

and pending audit). 

• Elements include: the audit result, finding type, audit finding, description, service group, 

supervisor group, audited scheduler's name, audited scheduler's position, audited scheduler's 

position title, audit location, the patient's name and last four digits of their social security 

number (SSN), audit appointment made date, audit appointment date, audit desired 

appointment date, desired date difference from appointment date, create date to preferred 

date, audit appointment comments, details of the previously scheduled appointment, the 

patient surrogate ID (SID), appointment SID and Audit ID number. 

8.8.4 Appointment List 

This report provides an appointment list where the appointment status is not cancelled or no-show for 

the date specified. It will list any past completed, action required, inpatient or future appointments. 

• Parameter settings include: VISN and station number and can be broken down to the division 
level, service line, and stop code levels. 

• Elements include: facility and appointment details, such as station, division name, clinic group, 

stop code, clinic location, appointment made date, appointment date and time, wait time from 

earliest create date, earliest preferred date, create to preferred date, appointment made 

remarks, appointment length, appointment status, patient SID and appointment SID. 

Last Updated: May 10, 2021 
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BAll Employees 
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0/217 0 ' 119 336 0 

  

MEDICAL SUPPORT ASSISTANT 

      

Total 0 / 217 O f 119 336 

  

Total Total 0 / 217 0 119 336 

 

Total Total Total 0 / 217 0 / 119 336 0 
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8.8.5 Facility Audit Activity Report 

This report is used to track the completed audits by a facility, service, supervisor group, and scheduler. 

The percentage of audits completed is based on the number of total possible audits completed (10 per 

scheduler). This is an excellent report that provides both an overview and ability to drill down into audit 

completion details per individual scheduler. 

The data is updated each day and includes information entered from the start of the current cycle. The 

Facility Audit Historical Activity Report captures the final data for each day and is static. The Facility 

Audit Activity Real-time Report data is current at the time pulled. 

— NOTE: the data for the past dates may change in the Real-time Report, based on the date ranges 

of the current audits completed since this continually updates. 

A helpful feature is the breakdown of audits by completed and number of appointments scheduled each 

month. This is particularly useful for tracking staff who schedule infrequently to ensure appointments 

scheduled are audited up to the required amount. See illustration below. 

8.8.6 Facility Scheduling Audit Dashboard Report 

This report aggregates the details of scheduling audits performed by supervisory staff at a facility level 

and drills down to each service group and individual scheduler. The user can view aggregated scheduling 

accuracy details by staff class including, MSA, non-MSA related positions, or both. 

The Facility Scheduling Findings Report includes both local and national measures and findings. Optional 

local findings are optional measures that provide an additional level of scheduling practice insight for 

education and training purposes at the facility. Auditors and the medical center scheduling business 

owner should look at the report periodically and note whether there are trends in the types of errors 

found that may be remedied by additional training or a change in a scheduling process. See illustration 

on the next page. 
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Service Group 

IDA.D. for Patient Care Sony'--- 

Appointments 
Made 
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% Correct 
%Appt (Exclude Local 
Findings % Correct Clinician) Findings 
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% correct 

National 
Findings 
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by no RTC 

No Consult  
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Expand service group I 
°Ancillary Services 824 4 8 P100.00%1 8 (100 00%) 

.."*".......and/or 
errors made 8 0 

 

•
-........

••.-- to view schedulers 
All Staff 824 0 D1100.00%1 8 (100.00%) 

 

D 

   

53 Q 

 

2 (10000%) 0 0 2 9 
Advanced Medical Support Asst 

2 1100.00%1 

 

ADVANCED MEDICAL SUPPORT ASST 

 

346 

0 

0 -..........a
.
ppointment 

Click hyperlinlcs to view 
io) details 9 0 2 0 

 

ADVANCED MEDICAL SUPPORT ASST. 

 

387 2 (100 00%) 2 (100 00%) 9 0 2 0 

  

ADO MEDICAL SUPPORT ASSISTANT 

 

38 0 2 (100 80%) 2 (1 00 00%) 0 D 2 0 

 

8 6 net RenadTupTomerry srrrvtc7 208 g g 0 9 0 9 g 

SClinkal Health Services 43 4 0 0 4 4 4 g 

°Extended Care Service 1,580 0 Ir ' ' ' I 62 (10000%) 

    

Facility Scheduling Findings Report 

8.9 User Access Permissions Dashboard 

This report initially provides a high-level view of VISN staff permissions to the following access levels: 
Access Manager, Appointment Auditor, Grouping Manager, 1.1. Audit Remover, and L2 Auditor. This 
report will drill down to the medical center level and provide staff permission level detail for each listed 
above. Individual staff email account information is provided. 

OBISL SAT - User Access 
Dashboard 

Permissions 

 

Q© nun,. 

 

l 

 

1 

  

VISN / Facility Access Manager Appointment Auditor 
Grouping 
Manager 

Li Audit 
Remover L2 Auditor 

L2 Audit 
Remo, Cr 

0 VISN 1 66 210 99 14 16 0 

0 VISN 2 93 191 85 9 38 5 

0 visN 4 89 220 84 13 57 8 

9 

E 

v. 

the and 
45 260 84 6 18 0 

Drill down to facility 

individual level staff access 
52 174 48 11 17 7 

a s.,., ,_ 97 259 65 17 38 5 
Eg VISN 8 69 442 111 2 40 1 

ED VISN 9 31 226 39 0 39 1 

0 VISN 10 187 456 211 12 26 3 

0 VISN 12 92 261 33 7 6 2 

0 VISN 15 56 17 14 3 9 2 

0 VISN 16 96 368 206 19 37 16 

0 VISN 17 96 302 182 16 10 2 

0 VISN 19 139 277 139 29 7 3 

0 VISN 20 52 362 180 12 37 6 

01 VISN 21 80 333 97 12 41 1 

133 VISN 22 87 472 236 23 49 16 

9 VISN 23  66 180 42 16 24 5 

Facility drill down includes staff level details 
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Service Group Supervisor Group Scheduler 

ACOS/EDUCATION ACOS/EDU 

ACOS/EDU-EXEMPT 

Ambulatory Care Ambulatory Care 

Ambulatory Care Nurse Manager 

Ambulatory Care-Exempt 

1421 of 1607 

Page 49 of 77 

8.10 Site Setup Structure 

This report prints the grouping for a facility by the service/section and scheduler staff. It also lists if the 
staff utilize an Insurance Capture Buffer (ICB). It is recommended to perform monthly validations of the 
groupings. The report can be exported and requires supervisors provide updates to ensure accuracy. 

Parameters include: VISN, Station Number, and Service Group. 

Last Updated: May 10, 2021 
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Chapter 9 Level 2 (L2) Audits 

9.1 How to Conduct an L2 Audit 

The BISL Audit Tool can be found here. 

SAT a V.YOMYMA.1.1.414,0 - 

Avot 
.vetee Oats Law sp 4.04 

Welcome to the SAT Suite 
(Soden...),  Appointment Toots) 

Here you will find a variety of reports and interactive tools aimed primarily at increasing the effctency of 
patient scheduling 

9.2 Setting up L2 Audit Parameters 

As a reminder, the VISN will audit the facility L1 Audits or the facility within the VISN will audit each 

other's L1 Audits. No medical center will audit their own L1 Audits. The VISN Scheduling Business/Audit 

Lead or designee are to work with the medical centers to outline the L2 Audit process and ensure "just 

in time feedback" of L1 Auditors. 

Each facility must have a minimum of 10 L2 Audits per L1 Auditor completed each cycle. The L2 Audit 

parameters are to be set to sample a small number of L1 Audits per month. See Section 2.4.2 "L2 Audit 

Frequency" for a recommended number of L2 Audits to be completed each month. 

9.2.1 L2 Audit Parameter Settings: 

Setting the L2 Audit date range and additional filters correctly to ensure appointment audit sampling 

throughout the audit cycle is critical. 

When The Date Column Start, and End Date reflect the monthly sampling period. 

Where Details who is being audited; select L1 Auditors whose audits will be reviewed. 

NOTE: The L2 Audits are no longer completed "blindly". In cases where there are 

more than one L2 Auditor responsible for a facility's L1 Audits, the number of L1 

Auditors are to be divided among the L1 Auditors. 

Additional Filters Used to target the exact samples needed to meet auditing requirements. 

Maximum Sample Size Limits the total results for the audit sample. 

— Practical Application: If you don't want to audit more than 15 audits, set 

"Max Sample Size" to 15. 

Maximum Sample per 
Auditor 

Limits the total number of audit samplers per L1 Auditor 

— Practical Application: If only auditing two L1 Auditors, set "Max Sample Per L1 

Auditor" to 2. 

Maximum Completed 
L2 Audits per Auditor 

Total number of L1 auditors with a completed L2 audit. 

— This setting is increased cumulatively to account for the additional audits 

performed each month. 

— The final month of the audit period should reflect the total number of required 

audits for the cycle. 
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L2 Audit 

L2 Audit Parameters 

When? Where? Additional Filters 

Start Date 

2020-12-29 

End Date (Inclusive) 

2021-01-12 

Days In Range 

15 

StaPc 

508 

L1 Auditor 

 

Max Sample Size 

10 

Limrt Total Results (1 - 300) 

Max Sample Per L1 Auditor 

2 

Lout Results Per Li Audrlor (1 - 75) 

Max Completed Audits Per Li Auditor 

Mouse, Mickey 
Duck, Daisy 
Duck, Donald 
Doo, Scooby 
Smith, John 

Days in date range (1 - 184) 

Submit 

  

2 

Limit Results For L1 Auditors With Completed L2 Audits 

(1 - 75) 

'Vaue. 

Number of Li Auditors 39 

Required Number of 12 Audits per Cycle 39 L1 Auditors x 10 L2 Audits = 390 Audits per cycle 

Number of L2 Auditors 5 

Required Number of Audits per 12 Auditor 390 audits/5 auditors = 78 audits per L2 Auditor 
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9.3 L2 Audit Parameter Example 

The following is an illustration on how a facility will use the template to set up the audit sampling 

throughout the cycle when there are more than one L2 Auditors. 

NOTE: At least 10 L2 Audits must be completed for each L1 Auditor by the end of the cycle 

Month Li Audits Date Range 

Max Sample Size peril 

Auditor Max Sample Per Li Auditor Max Completed Per Li Auditor 

November 2 10/15 - 11/9/2018 (39 x 2)/5=15.6 2 2 

December 2 11/12 - 12/7/2018 (39 x 2)/5 = 15.6 2 4 

January 1 12/10/2018 - 1/4/2019 (39 xl) /5 = 7.8 1 5 

February 1 1/7 - 2/1/2019 (39 x1) /5 = 7.8 1 6 

March 2 2/4 - 3/1/2019 (39 x 2)/5 = 15.6 2 8 

April 2 3/4 - 3/29/2019 (39 x 2)/5 = 15.6 2 10 
Recommended Factor in time forfeedback. Do 

Audit sample not sample until feedback from 

peril Auditor the previous audit has been 

completed 

kt of Li auditors X sample audits/if Recommended Audit Sample per Li 

of L2 Auditors. Provides Auditor 

approximate Pot audits the L2 

Auditor should complete in the 

month. (total .78, the number of 

audits to be conducted per U 
Auditor) 

Cumulative number of audits to have 

been completed at the end of the month. 

(=Past month +current month) 
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L2 Audit 

L2 Audit Parameters 

When? 

Start Date 

     

Where? 

StaPc 

508 

Ll Auditor 

 

Additional Fillers 

Max Sample Site 

  

            

2020-12-29 

      

10 

End Date (Inclusive) 

     

Unit Tobl Resulb (1- 300) 

Max Sample Per 1.1 Auditor 

  

       

2021-01-12 

Days In Range 

15 

        

    

Mouse, trackey 
Duck, Daisy 

Duck, Donald 
Doo, Scooby 

Smith, John 

 

2 

Limit Results Per L1 AudNor (1 - 75) 

Max Completed Audits Per Ll Auditor 

  

       

            

            

Days to dal tang)) (4 84) 

 

2 

 

 

Limit Results For L1 Auddois With Completed U Audits 

(1.75) 

Submit 

   

L2 Audit 

L I Audtt Appantroent Into 

 

L1 ,uCI A,n,no ntrnent Date Info 

 

SrD: 
b)(6) 

 

Appt little Date: 10414018 

MN: 
(b)(6) 

 

Appt Date: 11-192018 100000 

Locaton: C-OPIriTH CIAO LASER 11-12-2018 

  

‘4,44.44 rouCa)c, 

 

SOlundulec 

   

Comment TrO 100trI8 PIO RTC 11/12/18 P10 DINeteriesc 7 

  

1-3f Mimeo Am:tee/rem Ds* and PO) 

 

Not-Count Clime: 

     

Made Date and DMe 010ererce 49 
Type RECRAAR 

    

(Drys WORM Apportmeor Drer sot the 424 Ow 

 

Purpose Of Visit SCFECULED VISIT appoiriontec ins mole) 

 

Patent Status: ESTABUSKED Next Available Appointment: NOT INDICATED TO EE A 

   

'NEXT AVA'APPT 

Patent rsaeur. to 1441 

   

LA ST.FIRST12340ttoNr lewd 

   

Patent SSN thster to sot) 
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9.3.1 Steps for Setting Parameters: 

1. Set your L2 Audit parameters by selecting a start/end date, the facility you are auditing, the L1 
Auditor or "any" (all L1 Auditors). And your max sample size, max sample per L1 Auditor, and 
max completed audits per L1 Auditor. 

9.4 L2 Audit Examples 

9.4.1 Example 1— Li Audit Inappropriately Marked as Incorrect (PID Not Used or Incorrect) 

1. Review the L1 Audit Appointment information supplied in BISL L2 Audit. 
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Pef ra 132 n5  012 8 F11.0.1 T ape Setup Caratorietur 1.4 • 

App l Mgt Modulo 
Patient: 
PC Prov: (b ) 
Total Appointment Frotile 

Clinic  
1 Jc-ophth Glau )(6 

Oct 03. 2018€113•38•41 Pane* 1 of 1 
MT: COPAY EX Outpatient 

Team: JC-ST CHAR PACT 4 PCP 
* - New GAF Required 10/02/18 thru 06/28/21 

Moot Date/Time Status  
11/19/2018010:00 Futur,' 

Enter 7? for more actions 
Check In 
Unscheduled Visit 
Make Appointment 
Cancel Appointment 
No Show 
Discharge Clinic 

AL Appointment Lists 
PT Change Patient 
CL Change Clinic 
Select Action: Quit// I 

CD Change Date Range 
EP Expand Entry 
AE Add/Edit 
AT Record Tracking 
PD Patient Demographics 
CO Check Out 
EC Edit Classification 
PR Provider Update 
WE Wait List Entry 

DX Diagnosis Update 
DL Wait List Display 
DE Delete Check Out 
W0 Wait List Disposition 
CP Procedure Update 
CM C&P E/E 
PC PCMM Assign or Unassign 
RR Recall Reminder Action 
TI Display Team Informatio 

CI 
UN 
MA 
CA 
NS 
DC 

0 

ntrto Cie* Skims Woo 

NP 

*le JoOphhC 

complete JoOplit 

cornFtete Jc-Ophtt 

a 
comptift X-Cip*F. 

MSIIMMr-sonsatli.  
to JC-OPHT8 CLAD LASER on or around 4 Nov 12, 2018 ) 

f.o tO appointmentls) 

Activity: 
10/01,2018 11:57 11814 Order entered   IAN (REST) 

Order Text: Return to JC-OPHTM G—AU hvm on or around 4 Nov 12, 2018 ) 
for • total of 1 app. 

Nature of Order: ALLY ENTERED 
Cleo Signature: "11 on 10/01/2018 11:58 

10/01/2018 12:33 Chang .. hl(R1 ki-rniCEDMEDICA: 
Changed to: Return to i on or around 4 Nov 12, 2018 ) 

for a COCCI,. of 1 appointmentis) 
Nature of Order: POLICY 
Signature: an,  RF, V,Pr,  
Disposition by: 1(AMMICED MEDICA) on 10/01/2018 12:99 

Current Data: 
Treating Specialty: 
Ordering Location: 9C-OPETH CLAP 
Start Date/Time: 10/01/2018 
Stop Date/Timm: 10/01/2018 12:33 
Current Status: COMPLETE 

Orders that require no further action by the anCillery service. 
e.g., Lab orders are completed when results are available, 

Rad10l... .. .ults are available. 
2215e 

Order: 
Clinic Location: 
Timm sensitive: 
Return to clinic date: 
Iturepor of Appointments: 

3C-000ili CLAN LASER 
NO 
Nov 12, 2018 
1 

 

  

Print IL Close 

EEO 
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2. Find the Patient/Appointment in VistA or VSE GUI. 

3. Find the patient's order/Consult in CPRS. 
Ir,380CP,S r owb,hV61 I mum. 

   

   

Lot ptvY Dcc 50. 

Vote Not Selected I ST LOUIS MO JC-ST CliAR PACT 4 PCP/ 

Oarteel Provider Not Seteded 

b)(6) 

    

Remo% Dem 

AV 

he...0(pm AlOmlem.ALLSERACES 
=NM Sews Oided 

”'6%). 
'nee PN. end moods Footrest* cm* Rotate en, every 72 ham 

Dcc 7c5c-Rwo10 JC,OPKIN 04./.0 
110rabNed 1 opporlooKst 
'Ryan to JC-OFMTH mawmid(W.AZNIfl 
1018mW01lappow..,1 

llonaxArmHoe.A. on ce mound (Aug 30. 2511) 
e IOW N 1 appontmenk 

Prregesites Overbook Maroc! 
*At Kyr OLS • mg complete pedomed wog on 6/1/18 
Titan JC-OPH111 EYE TEC:MOM on or mood (Aug 35 2011) 
10 85101 01 1 54)90010urol(s) 
Pronximutos Ovorbook Allowed  

SW/ Slop 

S 4l223 
Stop 06414/14 07 57 

Sion 1501/10 
Stop 10401/18 12 3) 

Stott NAV 
Slop cispvie 15 49 

Sart 06401/18 
Stop 06401/18 15 48 

Niel Waved 01 

Vrile Orden 

&mem: Wes 
Mods. lopeten 
Med& Non-VA 
Mmh, Ouimmt 

Rods 
Lob Tests 
Common Labs 

Last Updated: May 10, 2021 



1426 of 1607 

Page 54 of 77 

4. Compare your findings of the appointment to that of the Li Auditor's finding: 

5. The L2 Auditor notes that the PID entered by the scheduler and that of the RTC Order match 

6. The Li Auditor marked this appointment as incorrect, PID not used or incorrect 

7. L2 Auditor determines that the Li Auditor's finding was incorrect. 

L I Audit Find.ng: 

LI f ending 

P/0 ti011 Used or Incorrect 41k* c.43..:41+,19 Meawre Responiutaie Group 

Illaidula LI Findings 

Oat 
1401311311 

!Wow 

1,0 

- 110111e Wide lairel 
it rasa 
it rt 

lie Wit 

iaragda.kr %WI %War RID 

1111114 as &pool bawd 
711111hearlt *as. RIF M lir NNW 

Wynne -.11:e "Ai 

chu iitiazt 
larswo • 

lot foam N: ROM. 

COrnal 

%re 

hal-Acir t4rsisc. 

Autins Ronrownpr 3 
Sidernei Audit Cancel Audit 

L2 Review marks the 1.i 

finding as incorrect. There 

are no additional findings 

to add. 
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L2 Audit 

LI Auld AvocAntmerl Date Into 

Apo Made Date: I0-024.018 

 

Am> Date: 10.11,7018 15 3000 

pm 10-30-2018 

 

1-04-Wed 0+WW 

  

PID Oillonmo• 42 

 

,Dar, Dan and POI 

  

Mode Date and Dale DtfletsiX• 70 

 

Day. t APPereven Dabb Ie4 se dan s. 
.It 

Nest A vadaiWe AppdntOWnt NOT INDICATED TOSE A 
'NEXT AVA - APPT 

MM 

WW 

locabon: 

Scheskat, 

Consnent: 

Non Count Clinic: 

Type 

Purpose Of Visit: 

Patent Status: 

PabnI 

LAST.FIRST1234 :o... t, 

 

1(b)(6) 

  

b)(6) 

    

      

 

-C-OP1:1Th E + E b)(6) 

 

 

RIO FROIA iCv30ii8 C.x-C TAD 10131/17 PIO 
1531/18 SCOOP 

11 

REGIAAR 

SCHEOLLEDvISIT 

ESTABLISHED 

Peasant SON 

Appt Mgt Module  
Patient: 
PC Prov: 'JD O) 
Total Appointment Profile 

Clinic 

Oct 03. 2018014:02:59 Page: 1 of 1 
MT: COPAY EX Outpatient 

Team: JC-WSH PACT 53 PCP *WH* 
* - New GAF Required 10/30/18 thru 05/31/19 

Aoot Date/Time Status  

 

Enter 7? for more actions 

  

CI Check Iii CD Change Date Range DX Diagnosis Update 
UN Unscheduled Visit EP Expand Entry DL Wait List Display 
MA Make Appointment AE Add/Edit DE Delete Check Out 
CA Cancel Appointment PT Record Tracking WD Wait List Disposition 
NS No Show PD Patient Demographics CP Procedure Update 
DC Discharge Clinic CO Check Out CM C&P E/E 
AL Appointment Lists EC Edit Classification PC PCMM Assign or Unassign 
PT Change Patient PR Provider Update RR Recall Reminder Action 
CL Change Clinic WE Wait List Entry TI Display Team Informatio 
Select Action: Quit// 

1 Jc-ophth Eye 
2 Jc-ophth Eye 
3 Jc-wsh Pact Bu rcp 

10/30/2018013:00 
12/11/2018015:30 
12/17/2018015:30 

Cancelled By Clinic 
Future 
Future 
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9.4.2 Example 2 - L1 Audit Inappropriately Marked as Correct (PID Not Used or Incorrect) 

1. Review appointment details 

2. Find the Patient/Appointment in VISTA or VSE GUI 
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or Poway Rehm to chnic on 2-3 months 
<Adnots 

"FtTeHlroccV 

veACPRS in trx yieatt-kuimnedertiov) 

02,,  Y.4". Arbon QpbOua leas btip 

Visit Not Selected 

Curreor Prowler Not Selected 

ST. LOUIS MO I WASHNGTON 0 JC-WSH PACT 03 PM1/PCD (b)(6) JLV I  I Po

AD

sangs 

   

Wnle Delayed Oa 

W-,to Onters  
C teft.c florets • 

odt Inpaten 
mods. Non-VA 
Mods. Ougtoor 

Fkudt 
Lott Tests 
Common Lobs 
Thum Exam 5 
Outdt ER Orde 
Imaging Puce 
Consult Order t 

MEDICATONS 
Gwen, vecane. 1 dose. Chen *gmen* on warmer teem under 
hAtAUNVATIONS lob 
» PITC1n 1 year Endo bet 

micIrdreks 

»firoomhPJ 

),PWesescherilie.411.0.inNweeketmsksi 
,,Dschotge> 

>> T0144110,4140.40000 

Shut/Stop 

Start 08/25000 1050 
Stop 08/21/07 1810 

• so D /31 1? I -  53 

swt Ionon 7 is 42 

Start 09/0707 15 21 

Stott 01/39/171414 

Start 01/10/17 1328 

Slat 01/121171474 
Stop' 01/12/17 175-I 

Stott 0102/17 11 39 

Promlet 

b)(6) 

(b)(6) 

(b)(6) 

thsconsnwm Zzjc-Gold I - 

_J 

Jc-Wsh Pt 

soave biciNabs 

mew ZricRoom 

gave Iric-Pad' 

discodersiet7-S1Sed-J 

dddomdder 7-S Mod-)  

Nun* bed. Chart Sited Locaten 

‘. ow Ontlets Ai Orders -AU. SERVICES 

=EMI See4011 Order 

Older Ottailt - 942100891 

   

      

CC RTC 
57in.

 1 year 

Activity: 
10/31/2017 13:03 New order entered bY (b l(PHYSICIAti (STAF))(61  

Order Test: RTC Harocopos 
Nature of order: ELECTRONICALLY strarcro 
Elec Signature: 
Clerk Verified: 

Current Data: 
Treating Specialty: 
Ordering Location: 
Start Date/Time: 
Stop Date/Time( 
Current Status: ACTIVE 

Order, that are active or have been accepted by the service for 
processing. e.g.. Dietetic order. are active upon being 
ordered, Pharmacy orders are active when the order is verified, 
ide orders are active when the sample has been 0011e00e4. 
Radiology orders are active upon registration. 

Order 054210089 

order: 
order: 

RTC Harocopos 1 year 
Start Date/Time: NON 

Rent C 

'13)(6) (PHYSICIAN (STAF) On 10/31/2017 13:53 

 

I. (ADVANCED .DICA) on 10/31/2017 13:56 

1-11/A I 4C-OPHTH EYE 
10/31/2017 13:53 

1428 of 1607 

Page 56 of 77 

3. Find the patient's order/ Consult in CPRS 

4. Compare your findings of the appointment to that of the 11. Auditor's finding. 

5. The L2 Auditor notes that the PID entered by the scheduler and that of the RTC Order do not 

match. The finding is "PID not used or incorrect." 

6. Also, the patient was not wait time eligible, so #C00# is not required in the appointment 

comments. The finding is #C00# not Supported. 

7. The Li. Auditor marked this appointment as correct. 

8. L2 Auditor determines that the Li Auditor's finding was incorrect. See example on next page. 
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Ismol Oder Details - 94210089;1 

1 year » RTC 1(b)(6) 

New Order entered by 
RTC Harocopos 
ELECTRONICALLY 

Activity: 
10/31/2017 13:53 

Order Text: 
Nature of Order: 
flee Signature: 
Clerk Verified: 

NOW 

Order: 
Order: 
RTC Hasocopos 1 year 

Start Date/Time: 

Print Close 

epanrg kr* Ras 3.o.p 

it Pealil 0 manes 

LI Pavane 

MOW (C<PPICR 

( 

 

/ 

LIRvAla lit no3nr. 

PV3 PamUsed e. waned 
t Ca 
1.10 RTC 

andlee temeeres I 10.0•014•81 camereeeei 

Current Data: 
Treating Specialty: 
Ordering Location: 
Star. Date/Time: 
Stop Date/Time: 
Current Status: ACTIVE 
Orders that are active or have been accepted by the service for 
processing. e.g.. Dietetic orders are active upon being 
ordered. Pharmacy orders are active when the order is verified, 
Lab orders are active when the sample has been collected. 
Radiology orders are active upon registration. 

Order 494210089 

JC-OPHTH EYE kh)(61 
10/31/2017 13:53 

'PHYSICIAN (STAF) 

ENTERED 
PHYSICIAN (STAF) on 10/31/2017 13:53 
ADVANCED HEDICA) on 10/31/2017 13:56 (b)(6) 

a 

b)(6) 

Common. Can 

Cr••••••• opropo 000111,  Wm Ow% OW 
,IOCCKs I••• 

L diCO:10 someoes °sr 
C /Rio I alloppe 404. 1114011ms 

nteereese 

Rene 

Imainglos Commons 

Cceetesee 12 Nat 

L2 Auditor 

selected the 
finding. RD not 

used or incorrect 

IVLIPVlatary 

PIO 

rme terrelese 

I - met re emend tee we urns KO RR. 
vra.?a am sopereer menet' 

CPO Crewe cower lete ore. to rap teem* 
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L2 Audit 1508: 

L1 AuditID 5542653 

Li Audit Appointment Info Li Audit Appointment Date Info 

Mm4ouMMinic: 

Type 

Purpose Of Visit: 

Patient Status: 

Patient 

LASTFIR ST1234: 

Pabent SSN: 

REGULAR 

SCHEDULED VISIT 

NEW 

a Hover To show 

Hover To Show 

Hover To Show 

Made Date and Date Difference 18 

(Days behreen Appowament Dale and 

the date the appontrnent was mane) 

Next Available Appointment NOT INDICATED TO BE 
A 'NEXT AVA AOPT 

SID: 

IEN: 

Location: 

Scheduler: 

Comment: 

(b)(6) 

(b)(6) 

1(b)(6) 

(b)(6) 

UPDATED AUDIO, LOST 2017 AlDS IN 
TEXAS 

Appt Made Date: 

Appt Date: 

PIO: 

(Days between Appoonlment Dale and 
FID) 

04-05-2021 

04-23-2021 10 00 00 

04-22-2021 

(Paben1 Mailed Dale) 

MD Different*: 1 

CO-AUDIO FLW 

I, 

Patient: 
PC Prov: 
Total Appointment Profile 

Clinic 

mnv 1s, 2021809:16:14 Page: 1 of 2 
MT: NOT REQ Outpatient 

Team: CO-LAKE PACT 01 *NH* 
* - New GAF Required 04/13/21 thru 02/06/24 

Appt Date/Time Status  

H I 1 g. 

b)(3):38 U S C 5701 (b)(6) 

b)(6) 

04/22/2021E114:00 
04/23/2021810:00 
05/04/2021@11:00 
05/04/2021811:30 
05/07/2021814:00 
05/18/2021808:30 

nc 09/03/2021808:45 

Cancelled B Patient 
Checked Out 
Non-count/Checked In 
Non-count/Checked Out 
Checked Out 
Future 
Non-count 

Enter ?? for more actions 
CI Check 
UN Unscheduled Visit 
MA Make Appointment 
CA Cancel Appointment 
NS No Show 
DC Discharge Clinic 
AL Appointment Lists 
PT Change Patient 
CL Change Clinic 
Select Action: Next 

CD hange Date Range 
Expand Entry 
Add/Edit 
Record Tracking 
Patient Demographics 
Check Out 
Edit Classification 
Provider Update 

DE Delete Check Out 
CP Procedure Update 
DA Apt Dis Columbia 
PC PCMM Assign or Unassign 
PX PCE Columbia 
TI Display Team Information 
RCI Recall Card Inquiry 
RR Recall Reminder Action 

RECALL CARD INQUIRE 

EP 
AE 
RT 
PD 
CO 
EC 
PR 
DX Diagnosis Update 

Screen// 

1 Co-vasc Lab 1 
2 Co-audio Flw b)(6) 

3 Co-vasc Lab 2 
4 Co-mri Outpatient 
5 Co-audio Flw Hao b)(6) 
6 Co-audio Flw Est 

Co -din Lab Lake Cboc 
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9.4.3 Example 3 — Li Audit Inappropriately Marked as Incorrect (No Evidence of Other Eligibility) 

1. Review appointment details 

2. Find the Patient/Appointment in VISTA or VSE GUI 
prk,,, • V.151, 11.1,01Wc0 

Ede Edit 400necti44 Vac, Pt: belp 

Pcml lb (000 elf,. I - CI. TP8, Selup C5pI, 4Ip Slan Caplur. 

 

— 0 X 

1110 V0/00.1 

  

13610 0000,.. 0000.00 
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mpare your findings of the appointment to that of the L1 Auditor's finding. 

The L2 Auditor notes that the patient received care by the service in October 2019. This is not a 

new patient, so only wait time is reviewed. Patient was scheduled within the Community Care 

Wait Time Standard. 

6. The L1 Auditor marked this appointment as No Evidence of Other Eligibility. 

7. L2 Auditor determines that the L1 Auditor's finding was incorrect. The L1 Audit should have 

been correct. See example on next page. 
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L1 AuditID 5538081 

L1 Audit Appointment Info 

SID: 

IEN: 

Location: 

Scheduler: 

Comment 

Non•Count Clinic: 

TYP,  

Purpose Of Visit: 

Patient Status: 

Patient: 

LA ST,FIR ST1234: 

Patient SSN: 

(b)(6) 

(b)(6) 

CO-BH MHC IND NEUDECKER NEURO 

(b)(6) 

SPOKE WITH PT TO SCHEDULE #COO# 

REGULAR 

SCHEDULED VISIT 

NEW 

Hover To Show 

a 
Hover To Show 

a 
Hover To Show 

L1 Audit Appointment Date Info 

Appt Made Date: 04-01-2021 

Appt Date: 05-12-2021 11 00 00 

PID: 03-30-2021 

(Patent indicated Gate) 

PID Difference: 43 

(Days between Appointment Date and 

ND) 

Mad* Date and Date Difference 41 

(Days between Appointment Date and 
me date the appointment was made! 

Next Available Appointment: NOT INDICATED TO BE 
A NEXT AVA APPT 

L1 Audit Findings 
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L1 Audit Findings 

Li Finding L2 Review Reporting Measure Responsible Group 

No Evidence other CC EagibiIdles 11777—#.7.1.0.1 Community Care Scheduler 

Missing Li Findings 

Mandatory 

PIO 

PID Not Used or Incorrect 

El No Consult 
I:No RTC 

Time Sensitive 

[ IPNLTP Entered But Not used Appt Sched Alter PID 
Li -#NLT# not supported-  incorrect 
Li PID Entered Correctly But #NLT# Not Entered 

Community Care 

Li Comments missing #C000 Vet "Opts Our 
Li #C0O# Not Supported 
Li #C0O# Not Selected in OST 

No Evidence other CC Eligibildes 

Optional 

None 

insufficient Comments 

9.4.4 Example 4— L1 Audit Finding Is Correct (#C00#) 

1. Review appointment details 
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2. Review appointment details 
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May 17, 2021012:04:22 Page: 1 of 2 
Patient: 
PC Prov: (b)(6) 
Total Appointment Hrotiie 

Clinic 

MT: COPAY EX Outpatient 
Assoc. Prov: b)(6) Team: CO-BLUE PACT 01 

* - New GAF Required 04/17/21 thru 02/10/24 
Appt Date/Time Status  

1 Co-ophth Vis Test 1 (nc) 
2 Co-ophth Glaucoma 
3 Co-ct 1 
4 Co-ot Outpatient 1 
5 Co-pact Resident 1 Blue 5 

Co-dermatology 

05/04/2021009:30 
05/04/2021010:00 
05/04/2021012:20 
05/04/2021013:00 
05/07/2021014:15 
05/11/2021011:00 

Non-count/Checked Out 
Checked Out 
Non-count/Checked Out 
Checked Out 
Checked Out 
Checked Out 

7 Co-bh Mhc Ind WM 05/12/2021E111:00 Cons Act Req/Checked In 
Enter ?? for more actions 

CI Check In CD Change Date Range DE Delete Check Out 
UN Unscheduled Visit EP Expand Entry CP Procedure Update 
MA Make Appointment AE Add/Edit DA Apt Dis Columbia 
CA Cancel Appointment RT Record Tracking PC PCMM Assign or Unassign 
NS No Show PD Patient Demographics PX PCE Columbia 
DC Discharge Clinic CO Check Out TI Display Team Information 
AL Appointment Lists EC Edit Classification RCI Recall Card Inquiry 
PT Change Patient PR Provider Update RR Recall Reminder Action 
CL Change Clinic DX Diagnosis Update RECALL CARD INQUIRE 
Select Action: Next Screen// I 
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8. Find the Patient/Appointment in VISTA or VSE GUI 
Cr,' EQ coo, e PA. iUMR,.1t 'VW M13: .p SIT I,  flP(Ilent 7Page Set* r, vp .6,11r1(*Osr. 
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9. Compare your findings of the appointment to that of the L1 Auditor's finding. 

10. The L2 Auditor notes that the L1 Audit finding is correct. This appointment was made correctly, 

and the L1 Auditor finding is correct. 

11. The patient was wait time eligible and "Opted Out" of Community Care. The scheduler entered 

#C00# in the appointment comments correctly 
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Li Audit Findings 

Li Finding 

None (Correct) 

Missing Li Findings 

Mandatory 

PID 

 

L2 NOVNW 

 

Reporting Measure 

None 

Responsible Group 

 

[Correct v 

 

NA 

FiD Not Used or Incorrect 

No Consult 
No RTC 

  

Time Sensitive 

ort4LTir Entered But Not Used. Appt Scheo Alter PID. 

"inILTN not supported-  Incorrect. 

PiD Entered Correctly But NNLTO Not Entered 

Community Care 

Comments missing #COOti Vet 'Opts Our 

tiC00# Not Supported 
StC00# Not Selected in DST 
No Evidence other CC Engionnies 

None 

insuMcient Comments 

Optional 

tepOrtS Updated nightly, unless otherwise specified 

3cheduling Audit Dashboards 
A SAT - National Audit Scheduling Accuracy Dashboard 

3cheduling Audit Li (Findings) 
1 SAT - Cumulative National Findings Monthly Trending 

A SAT - Facility Scheduling Audit Findings 

g Data Definitions 

A SAT - National Li Audit Removal Tracking 
A SAT - National Scheduling Audit Findings 
.1 SAT - Scheduling Audit Finding Details 
A SAT - VISN Li Audit Detail Removal Tracking 

3upplemental Report Maintenance 
Facility - SAT Tool Access Permissions Detail User Report 
National - SAT Tool Access Permissions 

LI SAT Site Setup Structure 

Scheduling Audit Li (Activity) 
'L.. SAT - Audit Activity Monthly Report 
•U SAT - Facility Audit Activity Report 
.1.1  SAT - National Audit Activity Report 

Scheduling Audit L2 (Actio 
.11.. SAT - Audit L2 Activity Monthly Report 

.1±,  SAT - Audit L2 Auditors Monthly Activity Report 
Le! SAT - Facility L2 Audit Activity Report 
12e SAT - National L2 Audit Activity Report 

Scheduling Audit L2 (Finding 
Lit SAT - Facility Scheduling L2 Audit Findings 
Lid SAT - National L2 Audit Removal Tracking 
11.1  SAT - National Scheduling L2 Audit Findings 

IAA SAT - Scheduling L2 Audit Finding Details 
Lid SAT - VISN L2 Audit Detail Removal Tracking 

Supplemental Scheduling Reports 
US Appointment List 

L' Clinic Setup Location With Associated Providers 
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12. L2 Auditor determines that the L1 Auditor's finding was correct. The L1 Audit is Correct. See 
example on below. 

9.5 L2 Audit Reports 

The BISL Audit Tool offers a variety of reporting tools to assist the auditor and leadership at the local, 
regional, and national levels to better discern scheduling and auditing practices to make improvements 
to increase accuracy in scheduling and reliability of appointment wait times. L2 Audit Reports are 
located on the BISL Audit Tool along with the L1 Reports and Maintenance Tools. 
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9.5.1 National L2 Audit Activity Report 

This report is used to track L2 Scheduling Audits completed nationally by VISNs and facilities. The audit 

percent completed is based on the total possible audits that are required to be completed by the L1 

Auditor. The minimal requirement is 10 L2 Audits conducted per L1 Auditor. 

The denominator or base number of audits to be completed is determined by the number of auditors 

who have audited an appointment multiplied by 10 (the required number of L2 Audits). The numerator 

is the number of L2 Audits completed. The L2 Audit is broken down into 2 cycles each year: November 

through April and May through October (one month behind the L1 cycle). To assist with keeping on track 

and completing the required L2 Audits, color coded progress indicators that change each month are 

built into the tool. The green color indicates the site/VISN is on target for the month, yellow indicates in 

range for completion, and red indicates that the site/VISN is slated for successful completion of the 

number of required audits. The tool is to be used as a guide and is based on predetermined incremental 

monthly audit completions. 

Below is a chart of the L2 Scheduling Audit progress indicators per month. 

Cycle 1- Level 2 

November 

Scheduling Audit Progress Indicators 

No Color 

December 

 

30% 20 - 29% <20% 

January 

 

40% 30- 39% <30% 

February 

 

50% 40 - 49% <40% 

March 

 

70% 55- 69% <55% 

April weeks 1 & 2 85% 75 - 84% <75% 

April weeks 3 

 

90% 8% - 89% <85% 

April week 4 

 

100% No Yellow <100% 

Cycle 2- Level 2 

May 

Scheduling Audit Progress Indicators 

No Color 

June 30% 20 - 29% <20% 

July 40% 30- 39% <30% 

August 50% 40 - 49% <40% 

September 70% 55- 69% <55% 

October weeks 1 & 85% 75 - 84% <75% 

October week 3 90% 8% - 89% <85% 

October week 4 100% No Yellow <100% 

The tool offers two views, VISN and medical center. It is defaulted to the VISN and reports the number 

of L1 Audits and L2 Audits completed, the number of L1 Auditors, and the number and percentage of L2 

Audits Remaining. The parameter setting is defaulted to the current fiscal year and audit cycle. The 

report(s) can be exported to an excel file and other reporting formats. 
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1 

National L2 Activity 

VISN / Facility 
Level 1 
Audits 

273 

Level 

# Level 1 
Auditors 

12 

 

Level 2 
Audits 

0 

L2 Audits Remaining 

(% Completion) 

74 (0.00%) 

2 

 

6 0 4 6(0.00%) 

4 

 

399 2 12 71 (2.74%) 

5 

 

41 0 2 11(0.00%) 

6 

 

636 0 8 62(0.00%) 

ci") 

 

398 0 20 144 (0.00%) 

  

886 0 34 199 (0.00%) 

9 

 

703 0 18 148(0.00%) 

10 

 

152 0 12 87(0.00%) 

12 

 

181 0 7 44 (0.00%) 

15 

 

711 3 5 24 (11.11%) 

16 

 

1.354 0 30 190(0.00%) 

17 

 

505 0 24 179 (0.00%) 

19 

 

3,286 15 68 579 (2.53%) 

20 

 

105 0 7 51(0.00%) 

21 

 

865 0 15 121 (0.00%) 

22 

 

1,036 1 43 317(031%) 

23 

National Total 

30 

11,567 

9 

30 

3 

324 

10 (47.37%) 

2317 (1.28%) 

  

VISN View: National Scheduling Audit Activity 

9.5.2 National Scheduling L2 Audit Findings 

This report aggregates the details of the L2 Audits at a national level and breaks down by facility. It 

provides a quick glance of overall Audit Accuracy of the Li Auditors. The report parameters include the 

fiscal year and audit cycle. 

1 

VISN / Facility 
L1 Audits 

Performed 

815 

L2 Audits 
Completed 

0 

L2 Audits 
Incorrect 

0 

% L2 Audits 
Correct 

0 

% L2 Audits 
Incorrect 

0 

2 

 

508 0 0 0 0 

4 

 

2,078 7 3 4 (57.14%) 3 (42,86%) 

5 

 

283 0 0 0 0 

6 

 

1.880 0 0 0 0 

7 

 

2,374 0 0 0 0 

8 

 

4.138 2 1 1(50.00%) 1(50.00%) 

9 

 

1,804 0 0 0 0 

10 

 

1.107 9 5 4 (44.44%) 5 (55.56%) 

12 

 

1,550 20 13 7 (35.00%) 13 (65.00%) 

15 

 

2.090 74 5 69 (93.24%) 5 (6.76%) 

16 

 

4,508 16 0 16 (100.00%) 0 (0.00%) 

CD 

 

2,878 320 11 309 (96.56%) 11(3.44%) 

19 

 

10.655 15 9 6(40.00%) 9 (60.00%) 

20 

 

452 0 0 0 0 

21 

 

2,296 ' 0 0 0 0 

22 

 

5.261 9 1 8 (88.89%) 1(11.11%) 

23 

National Total 

539 

45,216 

12 

484 

4 

52 

8 (66.67%) 

432 (89.26%) 

4 (33.33%) 

52 (10.74%) 
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Below is the expanded facility view for VISN 17. 

 

VISN /Facility 
L1 Audits 

Performed 

16 

L2 Audits 

Completed 

L2 Audits 

Incorrect 

% L2 Audits 
Correct 

% L2 Audits 
Incorrect 

17 

(504) AMARILLO HCS 

(519) WEST TEXAS HCS 

(549) DALLAS VA MEDICAL CENTER 

(671) AUDIE L. MURPHY MEMORIAL HOSP 

(674) OLIN E. TEAGUE VET CENTER 

(740) HARLINGEN VA CLINIC 

(756) EL PASO VA HCS 

25 2 0 2 (100 00%) 0(0 00%) 

188 0 0 0 0 

593 0 0 0 0 

1 506 318 11 307 (96 54%i 11 (3 46%) 

280 0 0 0 0 

270 0 0 0 0 

 

2 878 320 11 309 i96 56% 1113 14%1 

9.5.3 Facility L2 Audit Activity Report 

This report lists the facility L1 Auditors and identifies the percent completed at the time the data was 

pulled. Additional information provided per L1 Auditor includes the number of L1 Audits completed and 

L2 Audits completed. Report parameters include the VISN/facility, fiscal year, and the audit cycle. 

Level 1 Auditor Name 

Last name first name 

Level 1 Audits 

4 

Level 2 Audits 
I 

L2 Audits 

Remaining 

(% Completion) 

4 (0 11°. 

  

2 0 2 (0 00%) 

  

4 0 4 (0 00%) 

  

12 0 10(0.00%) 

  

2 0 2(000%) 

  

4 0 4 (0 00%) 

  

2 0 2 (0 00%) 

  

1 0 1 (0 00%) 

  

2 0 2 (0 00%) 

  

2 0 2(000%) 

  

2 0 2(000%) 

Facility Auditors Totals 38 0 36 (0.00%) 

9.5.4 Facility Scheduling L2 Audit Findings — Audit Dashboard 

This report lists each L1 Auditor by name and provides the percentage of accuracy of the L2 Audits 

conducted. Information includes number of L1 Audited Performed, L2 Audits Completed, L2 Audits 

Incorrect, Percentage of L2 Audits Incorrect, Percentage of L2 Audits Correct and Local Findings 

Incorrect. A hyperlink is provided that will drill down to the individual L2 Audit detail. 

Last Updated: May 10, 2021 
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Total 

Level 1 Auditor Name 

L1 Audits L2 Audits L2 Audits °A L2 Audits % 12 Audits Local Finding 

Performed Completed Incorrect Incorrect Correct Incorrect 

   

1 (100.00%) 

 

0 

 

0 0 

1 1 

2 1 

1 (100.00%) 

1 (50.00%) 

0 

1 (50.00%) 

0 

0 

53 

13 

Drill Down — Correct Audit 

L2 
Evaizain Piciatng Z.5pasiaiit 

l2kJitlE)=Sik Clxi %we e Cap -*in; Li Vaal E:ra Li Eneg )3(qtal 

MEM 

  

;11rqs, Wymrt sceue!! yea' *at Sery<ei 

  

Drill Down — Incorrect Audit 

Parameter settings include: medical center, Appointment Made Start Date, Appointment Made End 

Date, and the appointment findings you wish to review (correct, incorrect, missing findings). 

Elements of the drill down include: L2 Audit ID, Sta Pc, L2 Audit Result, Reporting Measure (Finding 

Type), Responsible Group, Li Audit Finding, Li National Error, Li Finding Description, Service Group, 

Supervisor Group, Audited Scheduler's Name, Audited Scheduler's Position, Audited Scheduler's Position 

Title, Audit Location, the Patient's Name and Last 4 of their social security number (SSN), Audit 

Appointment Made Date, Audit Appointment Date, Audit Desired Appointment Date, Desired Date 

Difference from Appointment Date, Create Date to Preferred Date, Audit Appointment Comments, Li 

Appt Auditor, Start and End Time of the Li Audit, Start and End Time of L2 Audit, Details of the 

Previously Scheduled Appointment, the Patient Surrogate ID (SID), Appointment SID and Audit ID 

Number. 

Last Updated: May 10, 2021 
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9.5.5 Scheduling L2 Audit Finding Details Report 

This report is illustrated above and can be found when drilling down on an LI. Auditor from the facility L2 
Audit Findings report or as a standalone report. The standalone report is useful when there is a LI. 
Auditor of interest to review. Parameters include the: VISN/facility, Appointment Made Start and End 
Date, LI. Auditor, the Evaluation Code, and National Error Code. 

9.5.6 L2 Auditors Monthly Activity Report 

This report allows the facility to track which L2 Auditors and how many L2 Audits have been completed 
for each facility. The report shows the number of completed L2 Audits for each month of the audit cycle 
selected. 

1.2 Audits 

L2 Auditor Name Ail May me 

 

hoist 
Total l? tl L2 

*bother Audits Auditors 

10 10 10 10 10 10 

  

10 10 11 10 9 60 10

 10 10 10 10 10 60 

Total 30 30 30 31 30 29 180 3 
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National Scheduling Audit - VISN POC Monthly Check-in 

Updated: 3/15/21 Purpose - , ntended to be a smaller call reserved for VISN POCs A portion of the call will be used to address 12 Audits, . 
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Chapter 10 VHA Scheduling Audits SharePoint and Teams Group 

10.1 VHA Scheduling Audit SharePoint 

VHA Scheduling Audit CoP SharePoint: https://dvagov.sharepoint.corrisites/VHASchedulingAudits 

Shareftint 

Office of Veterans Access to Care (OVAQ hub Access Initiatives ‘.." Access Communities sr Resource Center 'sr OVAC (Internal Use Only) sr 

VS VHA Scheduling Audits 
• • • 

Training Materials and 

Reference Sheets 
National Scheduling Audit Community of Practice (COP) 

Auditoi Training Materials 

El Scheduling Audit Program Exempbon list FY2021 

 

Slides and 

Recordings 

       

Request Access 
to the BISL 

Tool 

          

riS National Audit Findings Reference Sheet 

         

       

Monthly Audit 
POC check-in 
Presentations 

 

        

          

National Standardized Schedukng Audit Guidebook 

        

         

         

          

      

Li Audit 
Groupings 
Guide 

        

Visit BISL Tool 

       

  

National Audit Finch . 
Reference Sheet 

Leam more-3 

   

      

View All Training Materials 

    

      

        

Update Audit 

POC List 
scheduling Audit Points of Contact Join Microsoft Teams Group Policies and Guidance 

Upcoming 

Meetings 

Last Updated: May 10, 2021 



to Care (OVAC) hub Access Initiatives vi Access Communities Resource Center 'V 

 

OVAC (Internal Use Only) 

  

cheduling Audits 
up 

details M Analytics 

National Schecli 

Materials 

it Program Exemption List FY2021 

Clinic Practice Management (CPNt 

Clinic Profile Management 

Consult Management 

Emerging Technologies 

Group Practice Managers (GPM) 

OVAC VISN POCs 

Scheduling CoP 

Transformational Coaching 

Telehealth 

VA Health Connect - Clinical Contact Centers 

of Practice (Col)) 
Scheduling Audits 

Scheduler Training 

New Enrollee Appointment Request (NEAR) CoP 

Scheduling Video Channel -View All 

---"'"'"" 1 

VHA Scheduling Audits 
VS 

Pudic group 

Send to ...c1 Promote page deta,is 

Monthly Audit POC Check-in Updates 

To view videos visit our Stream Channel or click the videos below. 

Scheduling Audit Stream Channel 

Videos VHA Scheduling Audits Check-in See ail 

 

Monthly Audit POC Call 

20 ,deos f 14 fovo....c.3 111D 

New Upload El Edit in grid view 

Name 

Ls? Share Ms Copy 

Modified 

link AA Documents 

Modified By 

0 

 

Audit POC 011_05.032021 7_. 

efel 

2020 

05.03.21 MC Audit POCs Can - 

trun 7 

may 3 

b)(6) 

 

01131,12 

5703 Audit POC C.4_04-19-2021 

fal Audit and Orders Management T... knr, 23 

    

Scheduling Audit 011_04-19.2021 

 

Incomplete Rpt Auditxlsv Ron. 23 

   

Scheduling Audit 0104-05-21 

 

Sample Scheduling Audit Tool rev... 4 , 23 

      

Radiology and Nuclear Medicine ... Niir, 28 

   

Scheduling Audit 011_03-29.21 
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10.1.1 SharePoint Features: 

1. Easily access resources using SharePoint 

2. Navigate to other access communities using top toolbar 

3. Access to Monthly Audit POC Check-in slides and recordings 

Last Updated: May 10, 2021 



2 Save X Cancel Copy link 

New item 

VISN • 

You can't leave this blank. 

Facility ' 

Select an option 

Name(s) • 

Enter a name or email address 

Email • 

Enter value here 

El Job Titie(s) 

Enter value here 

National Scheduling Audit Initiative Role(s) • 

Select options 

-a -  Notes 

Enter value here 

 

Cancel 
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10.1.2 Scheduling Audit Lead Contact List 

To help improve transparency and communication for the scheduling 

community, it is requested that each VISN and medical center 

periodically review and update their Scheduling Audit and L2 Auditor 

point of contact information. 

NOTE: Please do not submit the names of all your scheduling 

auditors. Only the Facility Scheduling Audit Lead, L2 Audit 

Lead, and VISN Scheduling Business/Audit Lead are asked to 

submit their contact information. 

A. Submit Scheduling 

1. Open List: 

1. 

Audit Lead Information 

VISN and Facility Scheduling Audit Lead List 

 

2. Open L2 Audit Lead Contact List 

2. Select 

       

+ New 

 

3. Enter contact information in dialog box and select "Save" 

10.2 VHA Scheduling Audit Microsoft (MS) Teams Group 

10.2.1 MS Teams Features: 

Access VHA Scheduling Audit Teams Group here. 

1. MS Teams group also functions as a mail group (e.g., "VHA Scheduling Audits" 

VHASchedulingAudits@DVAGOV.onmicrosoft.com) 

2. Easily access resources using Microsoft (MS) Teams group and SharePoint 

3. Freely join or leave the group using MS Teams 

4. Quickly invite others to join using group link 

5. Meeting invites will automatically appear on your calendar after joining and will disappear upon 

leaving 

Last Updated: May 10, 2021 



Your teams 

II National Standardized MSA Trainin... 

• VHA Scheduling CoP 

a VHA NEAR CoP 

VHA Scheduling Audits 

General 

Questions and Answers 

Chat 

II General Posts Files SharePoint Audit POC Check-in + 0 Teams 
Any'r, 
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10.2.2 MS Teams Best Practices 

1. Avoid cc'ing the group on personal or facility meeting invitations 

2. Reduce "reply-all" chain by emailing OVAC Staff directly or ask questions using "Question and 

Answers Teams Channel" rather than emailing the entire group 

0 Teams 
Actnnty 

CD Your teams 
Chat 

131  National Standardized MSA Trainin... 

Teams 

VHA Scheduling CoP 

2 
VHA NEAR CoP 

:a'enclar 

c3rs VHA Scheduling Audits 

General 

rc,” 7  Questions and Answers 

3. Access SharePoint, meeting slides/recordings via Teams Toolbar 

4. Use "Ignore Conversation" feature if stuck on a reply-all chain 

5. Use "Stop following Group" feature to stop getting emails sent directly to your inbox 

6. Manage group membership 

a. Share the group link to help others join the group in just one click 

b. Leave group using MS Teams if the group no longer applies to your current role 

Last Updated: May 10, 2021 
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(once items recentlY removed* 

O' I el le I FROM I SUBJECT 

..I nat., Today 

Prx- Ignore 

it Junk-

 

x 

Delete Archive 

Delete 

(b)(6) 

Stop following in Inbox 

Only receive rephes to you and group 
events in your inben. 
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A. Ignore "Reply All" Emails: 

If you ever get stuck on a "Reply All" chain, keep unwanted replies out of your Inbox using "Ignore 
Conversation" feature. This feature redirects all future messages in email chain from your Inbox to 

Deleted folder. 

Ignore a Conversation:  

1. Right click any email in the chain 

2. Select "Ignore Conversation" All 
future messages will go directedly to 

your Deleted folder. 

Find Related 

Quick Steps 

Rules 

Move 

11 OneNote 

Moye to Other 

41 Nays Move to Other 

:OD itink 

X Qelete 

Stop Ignoring a Conversation:  

1. In the Deleted Items folder, select the conversation that you want to 

recover, or any message within that conversation. 

2. On the Home tab, in the Delete group, select Ignore. 

3. Select Stop Ignoring Conversation. The conversation will be moved 
back to your Inbox and future messages will appear in your Inbox. 

B. Stop Following the Group 

Continue receiving group emails and meeting invitations without getting emails sent to the group 

directly to your inbox using the Stop Following feature. 

— NOTE: When you unfollow, you can still view past group emails using the group's shared 

mailbox (Located under "Groups" in left navigation pane) 

Stop Following Method 1: Outlook Desktop Application Stop Following Method 2: Outlook Web Application 

1. Select a group from the navigation pane. 1. Open Groups tab in Outlook Web at: 

  

2. 

https://outlook.0ffice365.com/people/group/member/ 
v Groups 

 

Use left navigation pane and scroll down to "Groups" 

 

a. Group 99+ 

   

More.. 

 

3. Select the group you'd like to unfollow. 

   

4. Right click group and click "Stop following" 

2. At the top of the conversations list, select Following > Stop following in Inbox. 
Add members 

Add to favorites 

Invite others 

Leave group 

Stop following 

Last Updated: May 10, 2021 
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• Leave the team 

Step 4: 

Click "Add 
member" or "Get 

link to team" 

0, Searcrl 

General Posts Files SharePoint Audit POC Check-in + Teams 

• Step 1: 

Select 
Teams Tab 

Step 2: 

Find Group 

Our tea 

1111 National Standardized MSA Trainin... 

VHA Scheduling CoP 

111  VHA NEAR CoP 

VHA Scheduling Audi 

General 

Questions and Answers 

Step 3: 

Select "..." to view 

more options 
Hide 

C3 Manage team 

CP Add channel 

C—) Get link to team 

Manage tags 

Microsoft Teams 

 

0, Search 

 

Activity 
Teams 111  General Posts Files SharePoint Audit POC Check-in 

Your teams 
Chat 

III National Standardized MSA Trainin... 

▪ VHA Scheduling CoP 

▪ VHA NEAR CoP 

1.1 VHA Scheduling Audits 

General 

Questions and Answers 

 

Step 3: 

Select "..." to view 
more options 

 

O Hide 

Cr Manage team 

g Add channel 

g Add member 

it Leave the team 

49 Edit team 

rcli Get link to team 

O Manage tags 

   

  

Step 4: 

Click "Leave 
the team" 

 

 

  

Step 1: 

Select 

Teams Tab 

Step 2: 

Find Group 

Filts 
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C. Manage Team Membership 

1. Join Group: Click here to join MS Teams Group 

2. Invite Others: Share team link or "Add member" using Teams 

3. Leave the Team 

Last Updated: May 10, 2021 
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Appendices 

Appendix A: National Standardized Scheduling Audit Program Exemptions FY2021 

The Access Office is responsible for all elements of VHA Directive 1231 (Outpatient Clinic Practice 

Management) and VHA Directive 1232.1 (Consult Processes and Procedures). Appointments scheduled 

from the below listed programs are exempted from audits except. These may change in FY 2021. All 

other program areas appointments are subject to audit. 

1. Diagnostic Imaging 

a. X-Ray (Stop Code 105) 

b. Nuclear Medicine (Stop Code109) 

c. Interventional Radiology Pre-/Post-Procedure Consult (Stop Code 110) 

d. Ultrasound (Stop Code 115) 

e. Radionuclide Therapy (Stop Code 144) 

f. Pharmacology/Physiologic Nuclear Myocardial Perfusion Studies (Stop Code 145) 

g. Radiation Oncology (Stop Code 149) 

h. Computerized Tomography (CT) (Stop Code 150) 

i. Magnetic Resonance Imaging (MRI) (Stop Code151) 

j. Interventional Radiography (Stop Code153) 

k. Vascular Laboratory (Stop Code 421) 

I. Mammogram (Stop Code 703) 

2. Employee Occupational Health (Stop Code 999) 

3. Compensation and Pension (C&P) (Stop Code 450) 

4. DBQ Referral Clinic (Stop Code 443) 

5. C&P via Clinical Video Telehealth (CVT) Patient Site (Stop Code 444) 

6. C&P via Clinical Video Telehealth (CVT) Provider Site (Stop Code 445) 

7. IDES (Integrated Disability and Evaluation System) via Clinical Video Telehealth (CVT) Patient Site 

(Stop Code 446) 

8. IDES (Integrated Disability and Evaluation System) via Clinical Video Telehealth (CVT) Provider 

Site (Stop Code 447) 

9. Integrated Disability Evaluation System Exam (Stop Code 448) 

10. Community Care Program 

11. Purchased Care Programs 

a. Purchased Skilled Care (POV 70 & 74) 

b. Homemaker Home Health Aide (POV 71) 

c. Outpatient Home Respite (POV 72, 73 & 79) 

d. Contract Adult Day Health Care (Stop Code 191) (POV 76) 

e. Veteran Directed Home & Community Based Care (POV 27) 

f. Program of All Inclusive Care for the Elderly (PACE POV 26) 

g. Purchased Home Hospice (POV 77 & 78) 

h. Community Nursing Home (POV 40, 41, 42, 43, 44) 
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12. Hospital in Home-HIH (Stop Code 354) 

13. Medical Foster Home-MFH (Stop Code 162) 

14. Community Residential Care-CRC (Stop Code 121) 

15. VA-Adult Day Health Care (Stop Code 190) 

16. Home Based Primary Care-HBPC (Stop Codes 118, 156, 157, 170-177) 

17. Homeless Programs 

a. Grant and Per Diem Individual (Stop Code 511) 

b. Grant and Per Diem Group (Stop Code 504) 

c. HCHV/HCMI-Individual (Stop Code 529) 

d. HCHV/HCMI Group (Stop Code 508) 

e. HUD-VASH Individual (Stop Code 522) 

f. HUD-VASH Group (Stop Code 507) 

g. VJO Face-to-Face (Stop Code 592) 

h. HCRV Face-to-Face (Stop Code 591) 

i. HVCES-Individual (Stop Code 555) 

j HVCES-Group (Stop Code 556) 

18. Mental Health Programs 

a. Intensive Community Mental Health Recovery Services (ICMHR) 

i. Individual (Stop Code 552) 

b. Residential Treatment Programs 

i. Individual (Stop code 586) 

ii. Group (Stop code 587) 

c. VHA Voc Rehab (formerly TSES) 

i. Individual (Stop codes 207, 208, 213, 222, 568, 568/535, 573, 574) 

19. Administrative Stop code 674 

20. Preventative Immunization (Secondary stop code 710) 

21. Telehealth 

a. Store and Forward Telehealth from Hone-Provider Site (stop code 189) 

b. Store & Forward Telehealth- Provider Site (Not Same Station) (stop code 696) 

c. Clinical Video Telehealth- Provider Site (stop code 645) 

d. Clinical Video Telehealth with Non-VAMC Location- Provider Site (stop code 648) 

e. Clinical Video Telehealth to Home- Provider Site (stop code 679) 

f. Clinical Video Telehealth - Provider Site (Not Same Station) (stop code 693) 

— NOTE: The Mental Health Programs listed under #18 are exempt from the scheduling 

audit. Inpatient and established patients listed are exempt from the scheduling directive 

requirements in 2020. New patients seen in the outpatient setting will following 

scheduling directive requirements but are not audited in the BISL tool due to technical 

issues. 
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VHA Scheduling Audit SharePoint https://dvagov.sharepoint.com/sites/VHASchedulingAudits 

VHA Scheduling Community of 

Practice (CoP) SharePoint 

The Access Office (15ACC) 

SharePoint 

BISL Audit Tool 

https://dvagov.sharepoint.com/sites/VHASchedulingCoP 

https://dvagov.sharepoint.com/sites/vhaovac 

https://app.cdw.va.gov/BISL SCHEDAUD/App/W/home 

Resource URL 
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Appendix B: National Standardized Scheduling Audit Resources 

Links 

Community of Practice Calls 

Title Frequency 

medical center Audit POC Monthly Check-in 

VISN Audit POCs Monthly Check In 

Scheduling Community of Practice 

ist Monday of the month at 2pm EST 

3 rd  Monday of the month at 2pm EST 

4th Tuesday of the month at 3pm EST 

   

Mail Groups  

To receive meeting invites and email updates, please join the following groups. 

        

 

MS Teams Groups 

      

        

VHA Scheduling CoP Click here to join 
b)(6) 

Wdvagov.onmicrosoft.com 

 

        

VHA Scheduling Audits Click here to join 

 

(b)(6) Wdvagov.onmicrosoft.com 

 

        

        

Distribution Groups Email 

   

VHA OVAC Scheduling CoP (b)(6) 

  

va.gov 

 

VHA OVAC Scheduling Audit POCS (b)(6) @va.gov 

VHA OVAC Scheduling Audit VISN POCS 
(b)(6) 

Wva.gov 
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Department of Memorandum 
Veterans Affairs 

Date: July 7, 2020 

From: Assistant Under Secretary for Health for Operations (10N) 

Subject Outpatient Appointment Scheduling Management Moving Forward Post 
COVID-19 (VIEWS# 03014105) 

To: Veterans Integrated Service Network Directors (10N1-23) 

1. The Office of Veterans Access to Care (OVAC), the Office of Connected Care 
and the Office of Community Care (OCC) have partnered to provide guidance for 
Outpatient Appointment Scheduling Management Moving Forward Post COVID-
19. The outpatient appointment scheduling procedures includes: 

• Clinic profile requirements 
• Video to home scheduling 
• Community care wait time eligibility for COVID-19 impacted 

consults and Return to Clinic (RTC) orders management 

2. Veterans Affairs Central Office will hold a high-level informational session to 
discuss Outpatient Appointment Scheduling Management Moving Forward Post 
COVID-19 and provide several national trainings during their regularly 
scheduled calls (See attached list). Additional information will be provided during 
the trainings. The recommended audience to attend the high-level information 
session includes: Referral Coordination Initiative Sponsors, Group Practice 
Managers, and facility outpatient clinical and scheduling leadership. 

3. For any questions regarding clinic grid, consult or scheduling,  please 
contact OVAC at(b)(6) va.gov or (b)(6) National 
Telehealth Schedulinc(b)(6) va.qov. For any community 
care eligibility questions, please contact OCC Clinical Integration Leadership 
at ;1061 .va.qov  

;b)(6) 

for 
Renee Oshinski 

Attachments 



COVID-19 Appointment Scheduling Management 
VHA Clinical Services Expansion of In-Person Care Delivery 

Ensure that scheduling staff and members of the Referral Coordination Team have 
the necessary knowledge and skill to appropriately execute Updated Attachment C: 

— 10N Memorandum Outpatient Appointment Scheduling Management Moving Forward Post 
COVID-19 dated July 7, 2020 

— Updated Attachment C - COVID-19 Related Consults and RTC Orders Management Including 
Community Care Requirements Around Wait Time Eligibility 

• At the completion of this training participants will be able to properly manage and schedule VHA outpatient 
appointments and consults (and refer to community care as appropriate) as the facility navigates through the 

COVID-19 pandemic and begins to schedule in-person appointments for routine care. 

• This training will be sectioned out in different parts to increase the understanding and the actions required. 



Key Training Objectives 

1. Identify appointment requests (Consult and/or Return to Clinic 

Order) impacted by COVID- 19 that have the correct 

documentation supporting an updated PID. 

2. Correctly apply: 
a. Community care wait time eligibility standards for COVID-19 impacted 

appointments when the Patient Indicated Date (PID) is updated or not  updated 

AND 

• Appropriately forward the appointment request to community care or schedule/reschedule the 

appointment using the updated PID. 

b. Community care eligibility criteria when their VAMC service or section(s) must halt 

non-urgent/emergency in-person care, due to an increase in COVID-19 in their 

community or as otherwise directed by their VAMC and/or VISN Leadership. 



Background 

• The Office of Veterans Access to Care (OVAC) and the Office of Community Care 

(OCC) have partnered to provide consult and appointment scheduling guidance be 

followed as VA Medical Centers (VAMCs) expand outpatient in-person care delivery 

beyond face-to-face urgent/emergent visits. 

• Each VAMC must have a documented plan for the clinical review and 

scheduling/rescheduling of Veterans in each Service/Specialty. 

— This plan is to be developed by Service/Section Chiefs and is to be shared with all clinical, 

scheduling and administrative staff involved in the care of Veterans within the Service/Section. 

— Guidance will apply as each service/section moves forward 

• It is possible that one service may move forward as others are not ready 

— Example: Dermatology moves forward but cardiology does not 



Patient Indicated Date 

• The PID must be clinically reviewed prior to 

scheduling/rescheduling. 

Updating of the PID is a clinical decision based on medical needs 

and not clinic availability nor consideration of community care 

eligibility. 

• The Patient Indicated Date (PID) may be updated in both 

Consults and Return to Clinic (RTC) Orders by the receiving 

clinical service when: 

— Scheduling of the appointment or consult was impacted by COVID-19 

— Is clinically appropriate 

Choose A VA U.S. Department 
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Patient Indicated Date 

• Clinical staff refers to licensed independent providers and may 

delegated to clinical staff such as RN, LISW, Clinical Pharmacists, 

etc. on the team based on local policy. 

• The original PID is used when rescheduling if there is no 

documented evidence of a new PID by a clinical staff member. 

• The guidance above is a temporary exception to standard policy as 

outlined in VHA Directives 1230 (2), Scheduling Processes and  

Procedures and 1232(2), Consult Processes and Procedures. 
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Consults & Updated PID 

• Consults impacted by COVID-19 are strongly encouraged to have an 

updated PID. 

— Refers to all open/active consults at the time the facility moves forward, 

regardless of whether the initial appointment was cancelled or not. 

• Clinical Documentation of Updated Consult PIDs 

— Located in the Consult Comments Section (no other area is acceptable, Le. 

progress notes) 

• Provider will use Consult Toolbox COVID-19 tab options scheduling instructions 

OR 

• Annotate new PID via Consult "Add Comment" option 

Choose A VA U.S. Department 
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Consults & Updated PID 

• Scheduling staff instructions: 

— Schedule the consults with the properly documented updated PID in 

VistA Scheduling using the new PID and link the appointment to the 

consult. 

• Annotate the new PID in the appointment comments: "new PID per Provider, 

RN, etc." 

— If VistA is not available, use VS GUI (Note, you will be unable to 

change the PID) 

• When using VS GUI, use the original PID for scheduling and Community Care 

eligibility. 

Choose A VA U.S. Department 
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Consult Application 

Scenario: 

Mr. McCormick's dermatology appointment was cancelled and not 
rescheduled due to COVID-19. The dermatology section at the VAMC 
is now ready to see in-person non-emergent/urgent outpatient 
appointments. The provider has reviewed the consult and has 
documented a new PID in the appointment comments and has 
requested that the MSA schedule this appointment. 

— Original PID = 4/20/2020 

— Updated PID = 8/14/2020 

• What are the MSA's next steps? 

Choose /A VA U.S. Department 
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Consult Application 

✓ Look for the updated PID in the Consult comments by 

designated clinical team member. In this case, the provider. 

✓ Negotiate appointment time/date with the patient 

✓ Schedule the appointment in VistA using the updated PID date 

(8/14/2020) 

✓ Annotate "New PID per provider" in the appointment comments 

✓ Link the appointment to the consult 

Choose A VA U.S. Department 
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Follow Up Question 

• What if there was no documentation or the documentation 

was not in the consult comments? 

• How is that consult scheduled? 

Choose A VA U.S. Department 
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Follow Up Discussion 

• If there is no documentation or if the documentation is not in 

the consult comments (such as a progress note or a sticky 

note): 

— the PID is not updated in the scheduling package 

— The appointment is scheduled in VS GUI using the original PID and 

linked to the consult 

Choose A VA U.S. Department 
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Updated PID 
Return to Clinic Orders/Follow-U. As 'ointment 

• Follow up appointments impacted by COVID- 19 (cancelled and 

not rescheduled or RTC orders not yet scheduled), are strongly 

encouraged to have an updated PID by entering a new RTC 

order. 

• Clinical Documentation of Updated PID 

— Requires a new RTC order (submitted by provider) 

— Verbal order can not be accepted 

Choose /A VA U.S. Department 
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Updated PID 
Return to Clinic Orders/Follow-U. As 'ointment 

• Scheduling staff instructions 

— Negotiate appointment date/time with the patient 

— Schedule the new RTC order 

— Disposition as "Removed/Scheduled-Assigned" in VS GUI 

• Applies to original RTC request or appointment request 

Choose A VA U.S. Department 
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"Follow-Up Appointment" Application 

Scenario: 

Mr. Davis follow up appointment was cancelled and not 

rescheduled due to COVID-19. The clinician reviewed the 

appointment and identified a clinically appropriate return date. 

A new RTC order was entered with an updated PID. 

— Appointment request (original PID) was May 20, 2020 

— New RTC order PID is September 23, 2020 

• What are the MSA's next steps? 

Choose A VA U.S. Department 
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"Follow-Up" Appointment Application 

• Appropriate documentation is a new RTC order. 

✓ Negotiate appointment date/time with the patient 

• MSA schedules the RTC order in VS GUI (PID = 9/23/2020) 

• MSA dispositions the previous appointment request with the PID 
5/20/2020 in VS GUI 

— "Removed/Scheduled-Assigned" 

• Note: A new RTC order is entered when the PID is to be updated for 
RTCs not scheduled due to COVID-19. The "old RTC request" 
is dispositioned as "Removed/Scheduled-Assigned" 

Choose A VA U.S. Department 
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Follow Up Question 

• What if there was not a new RTC order to update the PID and 

the provider requests the MSA to schedule the follow up 

appointment that was impacted by COVID-19? 

• How is the scheduling handled? 

Choose A VA U.S. Department 
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Follow Up Discussion 

• If there is not a new RTC order, the MSA will schedule the 
appointment using the original PID in VS GUI 

— Unscheduled RTC order 

— Appointment request in VS GUI 

• Always remember to negotiate the appointment date and time 
prior to scheduling 

— Note: If the provider has negotiated the follow up date/time with the 
patient and annotates in the new RTC, the scheduler may use this 
date/time and should schedule the appointment accordingly. 

• Key is that the appointment date must have been negotiated with the patient 

• Negotiating the appointment date/time with the patient by someone other than the 
scheduler is not routine practice but acceptable in certain cases. 

Choose A VA U.S. Department 
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Community Care Considerations 

• When moving forward, the community care wait time 

standards (WTS) remain the same. Use the updated PID 

Primary Care/Mental Health/Non-

Institutional Extended Care Services 
Specialty Care Criteria 

20 days 28 days 

The WTS for community care must be considered if the following applies: 

1.The PID on the consult is within 20 or 28 days (based on the type of care being requested) from the file 

entry date. 

2.The appointment within the VA cannot be scheduled within the 20/28 days of the file entry date. 

 

No appointment availability 

 

File entry 

date starts 

the timeline 

  

  

  

File entry date PID 20/28 days 



Consults & Community Care WTS 

• A Veteran is eligible for community care under the Wait Time 

Standard (WTS): 

— When the original or updated PID is within community care eligibility 

wait time standards (WTS) and there is no appointment availability. 

• A Veteran is not wait time eligible for community care: 

— When the original or updated PID assigned is outside of community 

care WTS. 

— When the original or updated PID is within community care eligibility 

wait time standards (WTS) and there is appointment availability 

Choose A VA U.S. Department 
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Application 
Consults & Community Care WTS 

Scenario: 
(b),)  

Dr. has updated Ms. Wright PID in the consult comments 

and requests that the MSA reschedule the consult. 

— Old PID March 30, 2020 

— Consult File Entry Date March 28, 2020 

— New/updated PID is August 10, 2020 

• What are the MSA's next steps? 

Choose A VA U.S. Department 
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Application - Consults sgt Community Care WTS 

• Consult updated PID is appropriately documented 

• Important timestamps: 

— File Entry Date (FED) = 3/28/2020 

— Updated PID 10/10/2020 

VApply Community Care WTS 

   

FED 

')/28/2020 

Note: FED = File Entry Date 

  

PID 

ate > FED + 20/28 da 20/28 days 

     

VSchedule an Internal appointment 
Outside the WTS 

*Note: Other Community Care eligibility criteria may apply 
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Follow Up Question 

• What if the PID is not updated? 

• Do we apply the same wait time standards for the original PID? 

Choose A VA U.S. Department 
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Follow Up Question - Discussion 

• Let's look at the timestamps 
— File Entry Date (FED): 3/28/2020 
— PID: 3/30/2020 

   

• Patient is wait time eligible for community care 

IFED 

 3/28/2020 3/30/20, 

  

  

20/28 days 

     

• Reminder — the PID is always clinically reviewed. Updating the PID 
is a clinical decision based on medical needs and not clinic 
availability nor consideration of community care eligibility. 

Choose A VA U.S. Department 
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Application 

Consults & Community Care WTS 
Scenario 

An orthopedic consult was submitted (consult file entry date = 
5/1/2020). The consult was not determined to be urgent/emergent 
and was not scheduled. The orthopedic section is now expanding in-

 

person care. The Referral Coordination Team clinical representative 
reviews the consult and clinical needs with the Veteran, updates the 
PID via the consult toolbox to 10/1/2020. The MSA on the team has 
been requested to schedule the appointment. 

• What are the MSA's next steps? 
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onsu ts : ornrnunity are !YT 

Discussion 
• The PID was correctly updated in the consult comments 

• Timestamps 
— FED: 5/1/2020 File Entry Date = FED 

— Updated PID: 10/1/2020 

I  FED  

5/1/2020 

 

PID 

10/1/2020 20/28 days 

• The patient is not wait time eligible 

• The MSA schedules the appointment in VistA and updates the PID. The 
appointment is linked to the consult 

*Note: Other Community Care eligibility criteria may apply 

Choose A VA U.S. Department 
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Follow Up Appointments and Community Care WTS 

• Same Community Care WTS rules apply 

- PID of the appointment request or the new RTC order (or current 

RTC) must be within 20-28 days of the RTC order entry date and no 

Appointment Availability 

— Updating of the PID is a clinical decision based on medical needs and 

not clinic availability nor consideration of community care eligibility. 

No appointment availability 
File entry 

date starts 

the timeline 
Timeline End 

File entry date PID 20/28 days 
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Application - Follow-Up Appointment & Community WTS 

Scenario: 

Ms. Fields' follow up appointment was cancelled and not 
b)(6) 

rescheduled. Dr. has reviewed the appointment and has 

verbally requested that the appointment be rescheduled. A 

follow-up date was provided but a new RTC was not entered. 

— RTC order file entry date (FED): 12/1/2019 

— Original PID: 6/1/2020 

• What are the MSA's next steps? 

Choose A VA U.S. Department 
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Application - Follow-Up Appointment & Community WTS 

Discussion 

• A new RTC was not submitted, no updated documentation 

• PID is 6/1/2020 
File Entry Date = FED 

• FED is 12/1/2019 

• MSA determines that the PID is outside of the Community Care WTS 

I FED PI D 

12/1/2019 20/28 days 6/1/2020 

V ACTION: Schedule the appointment in VS GUI using the original PID 

• Following negotiation of the appointment date and time with the patient 

Note: A new RTC was not needed so there is nothing to disposition 

Choose A VA U.S. Department 
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Application - Follow-Up Appointment & Community WTS 

Scenario Spin 
(b)(6) 

Dr. had a phone conversation with Ms. Fields to check up 

on her and determined that a follow up appointment was 

needed. She entered a new RTC order with a PID of 8/16/2020 

— Original RTC FED 12/1/2019; PID 6/1/2020 

— New RTC Order FED 7/29/2020; PID 8/16/2020 

• What are the MSA's next steps? 

Choose 'A VA U.S. Department 
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App 'cation - Fo ow-Up Appointment : ommunity TTT 

Discussion 
• An RTC order was placed (new documentation) 

• Time Stamps 
— New RTC 

• FED 7/29/2020 

• PID 8/16/2020 

• First available appointment is 8/20/2020 

 

File Entry Date = FED 

 

• MSA determines that patient is NOT eligible for Community Care under WTS 
RID 1st available appointment 

I FED  

7/29/2020 8/16/2020 8/20/2020 20/28 days 

V Action: MSA schedules an internal VHA appointment using the new RTC. Disposition the old 
appointment request (12/1/2019) in VS GUI as Removed/Scheduled-Assigned. Other Community 
Care eligibility criteria may apply 



Guidance for Community Care Eligibility (COVID-19) 
• If at any time a Service/Section must halt non-urgent/emergent in-person 

care due to an increase in COVID-19 in their community or as otherwise 
directed by their VAMC and/or VISN leadership, the following applies for 
community care eligibility 

— Referrals to community care will be based on MISSION Act eligibility 
• Wait time standards (WTS) as discussed earlier 

• Service is not available within the VAMC 
— If the services is not scheduling appointments due to the Pandemic, the service is considered "not 

available" and therefore the care can be referred to the community if the clinician deems it 
appropriate. 

• Veteran is being scheduled for an in-person VA appointment and cannot be seen at 
the VAMC facility. 

• Best Medical Interest (BMI) for the patient based on clinical review 



Virtual Appointments and Community Care Eligibility- COVID 19 

• As your facility is moving forward, the following community care 

eligibility review process would apply for virtual appointment 

requests 

— Applies to both new and established patients 

• The Veteran is being scheduled for a virtual appointment with the 

VA. i.e. VA Video Connect (VVC), Telehealth (TH), Telephone 

— The facility is not seeing in-person appointments OR the provider prefers to 

see the patient virtually based on safety considerations 

Choose A VA U.S. Department 
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Virtual Appointments and Community Care Eligibility COVID-19 

• Schedule the appointment internally unless the Veteran requests to know 
his/her eligibility 

— lithe Veteran requests to know his/her community care eligibility or states he/she is 
eligible for community care and would like to be seen in the community, then at that 
time we do have to honor the Veteran's request. 

• It is important to ensure that the Veteran is aware of the available appointment 
modality options within VA and that staff share any COVID-19 related safety 
considerations and appointment availability in the community. 

— Local market impact on appointment availability & appointment modality options 
provided by the clinical team, taking into account the safety considerations 

• Referrals to community care will be scheduled based on clinical urgency, market 
availability and safety considerations 



Community Care Eligibility Scenario Moving Forward 

• Mr. Smith saw his primary care provider (PCP) on 7/2/2020 and a consult ordered for 
endocrinology. The Endocrinology clinic has started to see Veterans for in person 
appointments other than emergent/urgent. 

• The endocrinologist working in conjunction with the Referral Coordination Team (RCT) 
has determined that the initial appointment can be done via VA Video Connect (VVC). 

• The RCT scheduler contacts Mr. Smith to schedule his VVC appointment and reviews 
the community care eligibility captured when DST was ran as the endocrinology clinic 
is in the moving forward phase. 

— In this scenario, Mr. Smith is eligible for community care due to drive time and must be offered 
the option to be seen in the community. 

— Communicating the options within the VA is key in this process and clearly community to Mr. 
Smith that although he is eligible for community care for drive time, there are options within 
the VA to provide the care and considering the current COVID-19 Pandemic, we have a VVC 
appointment options in order to safely render the requested care. 

O•©: . :: Choose A 
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Virtual Care Scenario (COVID-19) 
Scenario: 
• Ms. Jones saw her PCP on 6/30/2020 and an orthopedic consult for evaluation for her persistent 

should pain was submitted. Due to the COVID-19 pandemic the clinic is not scheduling any in person 
appointments at this time, unless upon clinical review it is determined that an in-person appointment 
is clinically necessary. 

• Following clinical review it is determined that a VVC appointment is appropriate. 
— Note the clinical member of the referral coordination team ( RCT) determined that it was not 

clinically necessary or safe for Ms. Jones to be seen within the VA during the COVID-19 Pandemic 
and therefore it is also not safe to refer Ms. Jones to the community as the facility is not in yet 
seeing in-person visits other than those for urgent/emergent needs 

• Ms. Jones turns down the TH appointment and a clinical member of the team 
determines that an in-person appointment is appropriate. 

— At that time community care eligibility must be reviewed and discussed with Ms. Jones so that 
Ms. Jones can choose the best option for her on where to get her care. 

— If she is eligible and wants community care, her request must be honored. 

— Note that prior to this decision, the RCT will discuss safety, availability and appointment modality 
options with the VA with the patient. 



Test Your Knowledge 

• Patient Indicated Date 

— When can the PID be updated? 

— Who can update the PID? 

— What are the documentation requirements? 

Choose A VA U.S. Department 
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Test Your Knowledge 

• The PID can be updated on any appointment/consult impacted 

by COVID19 by the receiving provider or clinical team member. 

— Clinical team member: RN, LISW, Clinical Pharmacists, etc. on the 

team based on local policy 

• Documentation Requirements 

— Consults: Updated PID in the consult comments 

— RTC Orders or appointment requests: New RTC order 

Choose /A VA U.S. Department 
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Test Your Knowledge 

Scenario: 

The primary care service is ready to move forward and schedule 

in-person appointments other than urgent/emergent. 
(b)(6) 

Dr. reviews Mr. Gonzalez's RTC order that was not 

scheduled due to COVID. It is clinically determined that the PID 

is to be updated and a new RTC is ordered reflecting this. 

• What are the MSA's next steps? 
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Test Your Knowledge 

• Since the provider submitted a new RTC order the MSA: 

V Schedules the new RTC order following scheduling business rules 

V Dispositions the "old RTC" order in VS GUI as "Removed/Scheduler 

Assigned" 
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Test Your Knowledge 

• When do community care wait time standards apply? 

• If the PID is updated, does that impact community care wait 

time eligibility? 
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Test Your Knowledge 

• A patient is eligible for community care wait time standards 

when: 

— The patient indicated date (PID) is within 20 days (primary care and 

mental health) or 28 days (specialty care) of the file entry date of the 

consult or RTC order and  there is no appointment availability 

• If the PID is updated (appropriate documentation), apply the 

new PID. 
No appointment availability 

1  1 File entry 

date starts 

, the timeline 
Timeline End 

File entry date PID 2o/28 days 
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Test Your Knowledge 

• What about if the PID was not updated? Same rules? 
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Test Your Knowledge 

• Yes, same rules apply. 

— Consult, use the original PID 

— RTC Order, use the original PID 

— Appointment Request, use the original PID 

• Reminder: 

— When the PID is not updated: Schedule in VS GUI, the software will 
automatically pull the PID (Scheduling staff cannot change it) as usual 

— When a consult PID is updated, schedule in VistA 
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Test Your Knowledge 

Scenario: 

— The PCP enters a Physical Therapy consult for shoulder pain. 

— The receiving service reviews the consult and due to the clinical 

need, modifies the PID to a later date. 

— The original PID was the same date the consult was entered. 

— The clinical staff entered in a new PID of 27 days from the entry date. 

• What are the MSA next steps? 
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Test Your Knowledge 

1/The scheduler receives the consult to schedule and reviews the 
consult. 

• Identifies the updated PID in the comments and knows to schedule in 
VISTA and not VSE. 

17There isn't an available appointment for 45 days into the future. 

• In this situation the updated PID is within 28 days of the entry date but the 
appointment date falls well outside the 28 days 

1/The Veteran is Community Care eligible under the wait time 
standards. 
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Test Your Knowledge 

Scenario: 

— PCP enters in a consult for a Veteran to see the newly hired VA 

Chiropractor. 

— The Veteran is going out of town for the next 30 days and requests a 

VA appointment after he returns. 

— The PCP enters in a PID for the VA care of 45 days into the future. 

• What are the MSA's next steps? 
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Test Your Knowledge 

• The scheduler reviews the consult and contacts the Veteran for 

scheduling. 

• Due to the PID being greater than 28 days from the file entry 

date, the Veteran is not wait time eligible for Community Care 

and the scheduler would complete the scheduling process. 

*Note: Other Community Care eligibility criteria may apply 
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1 EXECUTIVE SUMMARY 

Referral Coordination Initiative Objective 

The Referral Coordination Initiative (RCI) is the Veterans Health Administration's (VHA's) 
revised process to streamline the referral process. This change shifts the work of multiple 
clinical staff members to dedicated Referral Coordination Teams (RCTs) of administrative and 

1.1 clinical staff dedicated to Rd. 

VHA is committed to improving referral timeliness and empowering Veterans with 
understanding the full range of their care options. In response to the Maintaining Internal 
Systems and Strengthening Integrated Outside Networks (MISSION) Act implementation and 
the ongoing COVID-19 pandemic response, VHA's change to its referral process will improve 
timely access to care and the overall Veteran experience. 

Veteran feedback suggests many prefer to receive internal/direct VA care, regardless of 
eligibility for community care. The RCT provides every Veteran a complete picture of their care 
options so he/she can make the most informed care decisions. 

Without an improved consult/referral process, the scheduling of referrals will take more time 
than necessary; Veterans will have an inconsistent experience and lower satisfaction; Veterans 
may not receive all the information needed to make decisions about their health care needs; 
and Veterans who prefer to receive internal/direct VA care may instead be referred to care in 
the community. The terms consult and referral are used interchangeably throughout the 
guidebook. The intent is to have RCTs review clinically appropriate care options and 
community care eligibility (if applicable) with Veterans — then move referrals from a 
pending/unscheduled status to a scheduled status in a timely manner. 

Clinical RCTs will guide Veterans through their full range of care options including 
internal/direct care in VA and care in the community. All staff should discuss benefits of 
receiving internal/direct VA care with every Veteran. The ultimate decision regarding where 
eligible Veterans will receive their care remains with the Veteran. Administrative RCTs then 
schedule VA or community care appointments based on Veteran eligibility and preference in a 
timely manner. The goal is to move to scheduled status within three (3) days for internal/direct 
VA care and three (3) days for community care. 

RCTs at each VA medical facility will ensure Veteran care is accessible, convenient, and 
delivered in a timely manner. Veterans can expect: 

• Access to RCT support and comprehensive information about care delivery options 
including face-to-face care, all available telehealth options and telephone 

• Convenient, efficient care coordination upon initial entry into the specialty 
• Referral scheduling that reflects eligible Veteran's preference for internal/direct VA care or 

care in the community 

9 
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Purpose of Referral Coordination Initiative Guidebook 

The Referral Coordination Initiative Guidebook is a centralized source of information to support 
local deployment of RCI. Department of Veterans Affairs Medical Centers (VAMCs) and 
Veterans Integrated System Networks (VISN) are encouraged to utilize the guidance 
documents within to tailor strategies locally to improve timeliness and standardize Veteran 

1.2 education on care options both within VHA and in the community. This guide is intended to be 
used by VHA staff. 

Future Updates to Referral Coordination Initiative Guidebook 

The Referral Coordination Initiative Guidebook is a living document that will be updated as 

1.3 
frequently as monthly as new guidance and tools are developed to support this work. 

10 



1509 of 1607 

2 REFERRAL COORDINATION INITIATIVE 
INTRODUCTION 

What is Changing and Why? 

Understanding the what, why, what is not, benefits and risks of this initiative clarify the reason 
we are making this change. We developed a change management tool to address these 
important questions called the Six Essential Questions. 

1) What is Changing? 

The Veterans Health Administration (VHA) is changing its existing referral process by 
implementing the Referral Coordination Initiative (RCI). RCI shifts the referral responsibility 
from providers to Referral Coordination Teams (RCTs) that include dedicated clinical and 
administrative staff. 

2) Why is it changing? 

VA is streamlining the referral experience to improve timely access to care, empower Veterans 
to make informed care decisions, and ensure only eligible Veterans who want to receive care in 
the community are being referred and scheduled into the community. 

3) Why is it changing now? 

Assessment of MISSION Act implementation and the ongoing COVID-19 pandemic response 
to health care delivery resulted in more Veterans being referred to the community than 
expected. Veteran feedback suggests many Veterans prefer to receive internal/direct VA care. 

4) What is not changing? 

VA will continue providing an exceptional Veteran experience and delivering the highest quality 
care and services aligned to each Veteran's needs and life goals — whether that is 
internal/direct VA care or care in the community. Eligibility standards for community care are 
not changing. 

5) What are the benefits of this change? 

RCTs align with VHA's modernization efforts to enhance referral timeliness and consistency, 
empower Veterans to make more informed choices about their care, and maintain high levels 
of Veteran satisfaction. 

6) What are the risks of not changing? 

Without a streamlined and consistent referral process, the scheduling of referrals will be longer 
than necessary; Veterans will have an inconsistent experience and lower satisfaction; Veterans 
may not receive all the information needed to make decisions about their health care needs; 
and Veterans who prefer to receive internal/direct VA care may instead be referred to care in 
the community. 

11 
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Future State 

Veterans have more options than ever to receive the best, timely care. RCI's streamlined 
referral process will empower every Veteran to make more informed care decisions and 
prevent delays in scheduling critical, high quality care. 

2.2 The future state process is illustrated in Figure 1: RCT Process for Referrals. 
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Figure 1: RCT Process for Referrals 

Not all consults will result in a scheduled appointment. RCT to assess all care options including 
E-Consults, testing, medication refills, etc. 

A more detailed process map is available for reference. 

RCTs will work across Primary Care, Mental Health and Specialty Care Medicine/Surgery 
services. RCTs will: 

• Provide each Veteran with information about all appropriate care options available, 
including in-person, virtual and telephone. 

• Determine Community Care eligibility and secure Veteran appointments when 
appropriate. 

• Coordinate with clinical and administrative staff who have training in both VA in-house 
and community care scheduling processes to eliminate unnecessary steps and people 
from the process — making it easier and quicker to schedule. 

VHA aspires to achieve scheduling referrals on average within 3 days from time the referral is 
entered into the Electronic Health Record (File Entry Date) to first scheduled (1st scheduled) 
for both internal/direct care and community care. This is to assure that Veterans receive timely 
care regardless of where care is delivered. The Office of Community Care and the RCI team 
have developed a glidepath of scheduling timeliness milestones for community care that use 
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multiple process improvement tools to support VAMC's journey to reach the ultimate 
aspirational goal of 3 days for both internal/direct and community care scheduling. 

Team Composition 

The RCT will include dedicated clinical and administrative staff with the capability of 
coordinating care for internal/direct VA care and community care needs for Veterans. The 
clinical staff within RCTs should be nurses. Sites may use Doctor of Medicine (MD), Doctor of 
Osteopathy (DO), nurse practitioner (NP) and/or physician assistant (PA) during the transition 
to RNs on this team. These team members should be cross-trained to triage internal/direct VA 
care. Additional responsibilities include: 

• Conduct initial triage on all consults/referrals. 
• Run the Decision Support Tool (DST) or determine Community Care eligibility through 

alternative means. 
• Call Veteran to review all available care options including internal/direct VA and 

community care when eligible. 

• Document the conversation with the Veteran using the Consult Toolbox (CTB) tab when 
it is available (currently in production). 

• Introduce the Veteran to the administrative staff member of RCT to schedule the 
appointment. 

The administrative staff members should be schedulers or the equivalent. The RCT must 
have knowledge of the referral and scheduling processes both internal/direct VA and 
community care. Cross-training of the RCT includes proper understanding of specialty care 
services internal to the VA/VISN, scheduling processes internal to the VA/VISN as well as 
community care eligibility, services offered and timeliness of care in the community. The RCT 
must be able to speak to both internal VA and community care options and processes to get 
the patient scheduled in a timely manner. 

VAMCs with Limited or No On-site Specialty Care 

All VA Medical Centers (VAMC) are required to implement RCI. VAMCs with limited or no on-
site specialty care should work with their VISN and VAMC leadership to develop a VISN-level 
inventory of available services as alternate care options for Veterans who are eligible for 
Community Care. VAMCs must develop appropriate service-level agreements between VAMCs 
for appropriate E-Consult reviews and/or in-person/virtual care appointments for Veterans who 
choose this alternate care option within VA. Reference the VISN Referral Coordination section  
for more details. 

Another option for Veterans who are eligible for Community Care is virtual appointment using 
VA's Clinical Resource Hubs (CRHs). CRH can provide virtual specialty care to Veterans as an 
in-house alternative to Community Care. 

13 
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Ideal Process for VAMCs with Limited or No On-site Specialty Care 

Referring providers will inform the Veteran during his/her initial visit that the RCT will be 

contacting them within three (3) days to review their eligibilities and available care options, 
including internal/direct care in VA and in Community Care using available modalities including 
in-person, virtual and telephone care. 

VAMCs must decide whether the RCT will be located at the site originating the referral or at a 

partner site (either a remote location or another VAMC). If the RCT is at the originating site, the 
referring provider enters an E-Consult or internal/direct consult. If the RCT is located 
elsewhere, the referring provider enters an E-Consult or inter-facility consult as appropriate. 

In either case, the Veteran will have the option to meet with the RCT or arrange a future 
meeting with the RCT prior to leaving the referring provider's office. The RCT, regardless of 

where it is located, follows the RCT Process for Referrals (please review Figure 1: RCT 

Process for Referrals). 

While each facility may develop strategies to address referral coordination, key minimum 

required strategies include: 

• Implement Referral Coordination Teams. 

• Eliminate direct entry of community care referrals by referring providers. 

• Work with VISNs to establish a network of interfacility consults between VAMCs to 
support facilities with limited or no on-site specialty care services. 

• Offer Veterans the ability to schedule a Clinical RCT appointment at check-out. 

• Identify scheduling preferences for all Veterans who choose community care. 

• Utilize RCI Clinical and Administrative staff model recommendations to support a 

dedicated RCT. 

What This Means for Veterans 

Local RCTs help Veterans make more informed decisions about their care while ensuring their 

appointments are scheduled in a timely manner for the care they need. RCTs determine all 
clinical care options and all potential community care eligibilities. VA will continue provide an 

exceptional experience and deliver high-quality care and serviced — whether the Veteran 

chooses internal/direct care in VA or care in the community. 

With RCI, every referred Veteran can expect: 

• A warm handoff from their referring provider's office to an RCT member either in-

person, via VA Video Connect, or telephone 

• An RCT point of contact to guide them through the referral process and their full care 

options 

• A referral to move from a pending/unscheduled status to a scheduled status within 

three days for VA care and three days for community care 
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What This Means for Staff 

In addition to providing a better experience for Veterans, RCI helps VA staff prioritize 
responsibilities. RCI will unburden referring providers from specialty care specific discussions 
around referrals and will allow them to focus on internal/direct patient care, initiating the 
"Choose VA" conversation with Veterans, and identifying future care needs of the Veteran. 

2.3.3 

Dedicated facility-level RCTs serve as an extension of Primary Care, Mental Health, and 
Specialty Care providers. They will review and triage referrals and discuss with the Veteran all 
available options for care locally, virtually, in other VA locations and community care based on 
eligibility. 

ROT will allow Specialists to work at the top of their license, focusing on delivering 
internal/direct patient care for Veterans. In addition, all referrals going through the 
RCT/specialty care will eliminate the direct entry of community care consults from referring 
providers. This provides a more streamlined and thorough approach to the referral process, 
ensuring Veterans are offered care modalities that best meet their needs 

RCI will help maintain funding of specialty care and subsequent resources that allow VA to 
deliver the highest quality care. RCI aligns with VHA's Modernization and High Reliability 
Organization efforts through commitment to good financial decisions that best serve Veterans — 
including decisions that impact VA's on-going ability to fund specialty care services Veterans 
rely on. 

2.4 Support 

Trainings, scripts, communications materials, dashboards, change management tools, and 
field-developed strong practices will be deployed to support this initiative. Further guidance on 
these materials will be provided in future iterations of this guide, as well as ROT meetings. 

This iteration of the guidebook includes guidance on How to Get Started, ROT operations, 
Error! Reference source not found., Best Medical Interest (BMI) information, DST changes, 
community care scheduling and examples for strong practices. 

The email group for the RCI i b)(6) ava.gov. 
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3 ROLES AND RESPONSIBILITIES OF RCI 
It takes a comprehensive and collaborative approach to implement RCTs at both the local and 
VISN level. We have outlined the general roles and responsibilities of various VISN and local 
facility staff to give you a better understanding of the RCI's collaborative nature. This list may 

not be exhaustive of all roles. 

Executive Sponsors and Facility/VISN Leadership Support 

Each VAMC and VISN will identify an Executive Sponsor to support the Referral Coordination 
Initiative. Executive Sponsors are responsible for ensuring their facility and VISN are fully 

I supporting and moving RCI forward. Executive Sponsors remove barriers to improving 

processes identified by the project team as appropriate. 

The Executive Sponsors should be a member of the Executive Leadership Team (ELT). We 

recommend the VISN Executive Sponsor be the Chief Medical Officer (CMO) (and the Chief 
Nursing Officer (CNO), if applicable, may also be appointed). We recommend the facility-level 

Executive Sponsor be the Associate Director for Patient Care Services (ADPCS), Chief of Staff 

(COS) or Deputy COS. 

Process improvement is most effective when leaders: 

• Demonstrate effectiveness in clarity of vision, decision making, relationship building, 
inclusion and conflict management. 

• Enhance and cultivate leadership capabilities in project team. 

• Empower the organization and teams to think, act, and move as a network. 

From planning to post-implementation, the leadership will act as a network and utilize the six 
3,1 Aessential change management questions to establish accountability. 

Facility Executive Sponsors and Leadership 

Facility Executive Sponsors serve as the catalyst to promote RCI buy-in and implementation at 
the facility level. Executive Sponsors oversee the development of a multidisciplinary 

Implementation Team. Staffing model suggestions are available in the Staffing, Reallocation of 

Resources, and Productivity Goals Section.  

Facility Executive Sponsors' responsibilities include: 

• Establish RCT oversight in a new and/or existing committee structure (please review 
the RCT Oversight Section for 508 compliance). 

• Attend the facility's Referral Coordination recurring meetings. 

• Ensure all relevant RCI matters (including progress, implementation updates, barriers, 
action plans to remove barriers, etc.) are recorded and routed through the facility's 

governance structure. 

• Oversee and develop multidisciplinary RCTs. 

16 
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VISN Executive Sponsors and Leadership 

VISN Executive Sponsors serve as the catalyst to promote RCI goals and expectations to 
facility executive leadership team, service chiefs and other leaders as needed to ensure RCI is 
successfully implemented within the VISN. The VISN referral coordination leadership (VISN 
Executive Sponsor and Champion) oversees RCI implementation across all VISN facilities and 

3.1.-u2-levelopment of VISN level teams as appropriate. 

VISN Executive Sponsors' responsibilities include: 

• Establish VISN RCI oversight in a new and/or existing committee structure (please 
review the RCT Oversight Section  for 508 Compliance). 

• Maximize VA resource utilization within VISN by overseeing resource capacity, 
efficiency and productivity. 

Please review the Funding Referral Coordination Teams 

Additional funding will not be provided for this initiative. We expect Executive Sponsors to 
develop the RCT by leveraging staff already supporting administrative and clinical areas that 
will benefit from the improved process to address (please review the Staffing, Reallocation of 
Resources, and Productivity Goals Section). Referral coordination is already being done at 
most sites, but it may not be coordinated based on the current process. Facilities and VISNs 
that do not have this staff on hand may need to add additional resources. 

3.2 RCT Oversight 

RCT oversight is critical to the success of Referral Coordination. Local facilities and VISNs 
need to oversee the RCI development, implementation and evaluation to ensure RCI progress 
is moving forward as expected. This can be accomplished through either establishing an RCT 
Oversight Committee or incorporating RCT oversight into an existing committee as a standing 
agenda/reporting item. Examples of existing committees include (Access Committee, OCC 
Oversight Council, Consult Steering Committee). 

To meet the intent of RCT oversight, the following key stakeholders should be included in the 
development of a new committee or included in current committee structure: 

• Executive Clinical Leadership 
• Administrative Officer and/or Chief, Medical Service 
• Administrative Officer and/or Chief, Surgical Service 
• Administrative Officer and/or Chief, Primary Care Service 
• Administrative Officer and/or Chief, Mental Health Service 
• Administrative Officer and/or Chief Physical Medicine and Rehabilitation Service 
• Administrative Officer and/or Chief, Neurology Service 
• Administrative Officer and/or Chief, Strategic Planner 
• Administrative Officer and/or Chief, Dental Service 
• Administrative Officer and/or Chief, Healthcare Administration Service 
• Administrative Officer and/or Chief of Staff or designee 
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• Administrative Officer and/or Chief, Community Care 

• Group Practice Manager (GPM) 

RCT oversight ensures RCI implementation is staying on track. Below are key actions to 

include in the committee meeting. 

• Review, customize, and update charter to include RCT oversight (please review the 

RCT Oversight Section  for 508 compliance) 

• Establish regular reporting cadence for RCT implementation/progress. 

• Develop a mechanism to track action items and ensure follow-up as suitable to the 

facility/VISN needs. 

• Review key indicators and metrics presented by the implementation team (please 

review the Data and Measuring Success Section).  

RCI Champions 

, Referral Coordination Champions are key to the success of RCI. They will drive the 

development, implementation and evaluation of the RCT. An RCI Champion will be appointed 

at each facility and at the VISN. We recommend facility Champions be the GPM and the VISN 

Champion be an RCI Manager and/or Business Implementation Manager (BIM). 

Facility Champion 

Facility Champion responsibilities include: 

• Identify and lead RCI Implementation Team. 

• Disseminate information and communication materials to staff. 

• Help operationalize the RCTs. 

• Identify, address, and report barriers to the Executive Sponsors. 

• Track implementation progress and metrics (please review the Data and Measuring 

Success Section). 

• Provide feedback to the local RCI implementation team and VISN RCI Leadership on 

overall initiative progress and ways to improve implementation moving forward. 

VISN Champion 

The VISN referral coordination leadership (VISN Executive Sponsor and Champion) oversees 

RCI implementation across all VISN facilities and development of VISN level teams as 

appropriate. 

VISN Champion responsibilities include: 

• Ensure consistency of RCT functions and use of RCT tools across facilities. 

• Disseminate appropriate RCI materials. 

• Develop VISN-level triage tools as needed. 

• Develop and manage VISN RCT as appropriate. 
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Clinicians Related to the Referral Coordination Process 

Referring Provider 

The referring clinician are the first step in the referral process. 

3.4 
The referring clinician will: 

3.4.1 • Participate with Specialty Care and RCT in the development and/or updating of service 
agreements. 

• Follow established pre-referral guidelines/clinical pathways outlined in the electronic 
health record prior to entering a consult/referral. 

• Enter consults prior to concluding the appointment, where applicable. 
• Communicate with patient about the basic referral coordination process. 

o Referring provider enters referral. 
o RCT will review/triage/gather additional information and determine care options 

available both at VA and in community. 
o RCT will communicate with patient care options and allow Veteran to decide 

regarding where to schedule. 
o Provide Veteran with the RCT Fact Sheet (coming soon). 

3.4.2 
Facility Clinical Specialty Care Service 

Facility clinical specialty services are responsible for providing subject matter experts to 
support RCTs. During the early phase of forming RCTs, facility clinical specialty services will 
work collaboratively with and train the RCT team to understand specialty care needs and 
services offered. They will build a collaborative relationship so that the RCT is an extension of 
the specialty service. They maintain ongoing collaboration and manage quality control with 
RCT clinical staff in the triage/scheduling process. 

Facility clinical specialty services responsibilities include: 

• Collaborate with RCT and referring providers to develop pre-referral guidelines, clinical 
pathways, modifications of consult templates as needed, and service agreements. 

• Develop clinical triage tool that encompasses the collaborative RCT process (pre-
determined clinical and scheduling guidelines utilized by the RCT for consult review, 
triage, documentation and scheduling). 

• Provide specialty service training to the RCT Triage/Scheduling Team on the triage and 
scheduling of referrals in the designated services (please review the How to Get Started 
Section). 

• Retain the overall responsibility of designated triage and management of referrals that 
do not easily conform to guidelines. 

• Facilitate ongoing collaboration with RCT by working on day-to-day communication 
regarding triage and scheduling. 
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Referral Coordination Team 

RCI establishes dedicated local and/or VISN RCTs to manage all consults/referrals. RCTs 
support the national standardization of how VHA addresses referrals and align with the future 
deployment of Cerner and efforts to standardize referral templates. 

3.5 RCTs serve as the liaison between referring providers and specialty care services. They 
remove an administrative burden from clinicians, enabling them to spend more time focused on 
Veteran care by allowing non-Licensed Independent Practitioner (LIP) staff (Registered Nurses 
(RNs)) to clinically triage consults/referrals. RCTs improve timely access to care, empower 
Veterans to make more informed care decisions, and ensure only eligible Veterans who want 
to receive care in the community are referred and scheduled into the community. 

Minimal RCT Composition 

RCTs are required to be staffed with administrative and clinical support to quickly receive and 
3-5.nanage Veteran referrals. The minimal composition will be a clinical team member and an 

administrative team member. RCT clinical staff guide every Veteran through all internal/direct 
VA and community care options, and RCT administrative staff then schedule appointments 
based on individual Veteran eligibility and preference. 

Because of RCI's clinical nature, individuals who are licensed and qualified to assess patient's 
medical conditions either face to face, via telephone, by medical record review, etc., should be 
identified as the primary RCT coordinator. We highly recommended that an RN serves as the 
RCT clinical team member. Administrative support with Medical Support Assistant (MSA) staff 
is critical to the timely scheduling and coordination of appointments. 

3.5.2 
Clinical RCT Staff 

The clinical RCT staff will receive and triage all referrals to the specialty service. This includes 
referrals both internal and those eligible for community care. Consults/referrals need to go 
through the RCT first and should not go directly to community care. 

The RCT clinical staff should ideally be a RN. Sites may use MD/DO/NP/PA during the 
transition to RNs. They should be cross trained to triage both internal/direct VA and community 
care referrals. 

Clinical RCT's responsibilities include: 

• Perform initial triage on all consults. 
• Run the DST or determine community care eligibility through alternative means. 
• Call every Veteran to review possible options for care including internal/direct VA and 

community care if eligible. 
• Document the conversation with the Veteran using the RCI Consult Toolbox (CTB) tab 

(currently in production). 
• Complete a warm hand-off (defined in RCI Operations) to the Administrative RCT to 

schedule the appointment. 
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The RCT clinical staff uses a triage tool to guide decision making and determining all options of 
care available based on Veterans clinical need. Once the clinical triage is completed, the 
Clinical RCT guides the Veteran through their full range of care options based on 
recommendations from the triage tool. This can include a clinical conversation with the Veteran 
for complex care needs and options and/or an administrative conversation based on clear 
direction from the clinical triage note. 

As previously mentioned, RCI's streamlined process is collaborative. The Clinical RCT 
collaborates with the following care team members as needed based on triage training 
protocols and training: 

• Referring provider if additional information is needed 
• Specialty providers during the daily triage process 
• Veteran to present and discuss all appropriate care delivery options (e.g., telephone, 

VA Video Connect, traditional Clinical VA Telehealth (CVT), face-to-face, community 
care) based on referral triage 

• Administrative RCT to schedule the Veteran referral appointment in a timely manner 
• Community Care handoff when appropriate 

Note: Communication and discussion with patients regarding VA care options can occur with 
both the clinical and Administrative RCT members. This is driven by the clinical nature of the 
specialty care request and considering the request's complexity or simplicity. To maintain an 
efficient RCT process, optimization of processes and having the right staff do the right task is 
essential in utilizing clinical and administrative staff to the full scope of their role. Depending on 
the specialty and complexity of care requested, it may not always require a Clinical RCT to 
communicate with patients their options for VA care. Please review the RCT Operations  

3.5.3--

 

Section for more details. 

Administrative RCT Staff 

The RCT administrative staff will share with Veterans all their options for care during the 
scheduling process. This is driven by the RCT clinical plan/instructions documented on the 
consult. Administrative RCT should be a scheduler, MSA or equivalent. 

Administrative RCT responsibilities include: 

• Call Veterans to discuss care options and schedule appointments as indicated by the 
RCT clinical team member documentation. 

• Use of DST to determine community care eligibility as appropriate. 
• Document scheduling efforts utilizing CTB on the consult/referral. 
• Document the discussion of VA wait times vs. community wait times when appropriate. 
• Record a Veteran's community preferences, including if a Veteran chooses to self-

schedule their community care appointment per Community Care Scheduling 
Enhancement Memo.  

• Analyze the travel distance to select the most appropriate clinic location. 
• Send the Veteran's appointment letter. 
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• Verify the Veteran's contact information. 

• Collaborate with RCT clinical team and with facility scheduling staff as needed. 

• Ensure a warm and seamless handoff to Community Care when appropriate. 

• Develop collaborative communication processes for the local facility RCT to reach out 

to VISN RCI or assistance. 

Additional MSA guidance, including functional statement and competencies templates are 
linked below: 

• MSA Functional Statement Template 

• MSA Competencies Template  

Clinical Pharmacy Staff 

The RCT clinical pharmacy staff should be included in the RCT where possible and partner 

r:5 with the RCT clinician when appropriate to address patient needs. 

• For service specific RCTs, the Clinical Pharmacy Services should be considered as a 

key member of the RCT for the specialty area they are aligned with. 

• For centralized RCTs, the Associate Chief of Clinical Pharmacy Services should be 

considered as an integral member of the RCT specifically to ensure that processes are 

in place so the RCT clinical nurse is aware and can identify consults where a CPS 

would be the most appropriate provider to the Veteran. 

The CPS should be involved in ensuring processes are in place so the RCT clinical 

nurse is aware and can identify consults where the CPS would be the most appropriate 

provider to the Veteran. Specific scenarios for involvement of CPS in RCT are outlined 

below. 

0 Veteran is referred from primary care for pain management services. The 

Pain RCT clinical nurse reviews the chart and determines the Veteran is being 

referred for medication management of their opioid therapy. The RCT clinical 

team discusses the care needed involving the CPS and the RCT nurse calls and 

offers the Veteran an appointment with the CPS for medication optimization. 

Although this facility had wait times for the pain management physician, the 

RCT identified a patient where medication management was needed and guided 

the Veteran to the correct provider to evaluate that care rather than using his 

wait time eligibility for community care 

Veteran, after a recent HF exacerbation, is consulted to the Cardiology 

service for evaluation and management by their primary care provider. 
The Cardiology RCT clinical nurse evaluates the consult and determines the 

Veterans medication regimen is not optimized. The RCT clinical team discusses 

the care needed involving the CPS and the RCT nurse calls and offers the 

Veteran an appointment with the CPS for medication of their heart failure 

medication regimen. Although this facility had wait times for a cardiologist, the 

RCT identified a patient where medication management was needed and guided 
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the Veteran to the correct provider to evaluate that care rather than using his 
wait time eligibility for community care 

Veteran requiring MH care is referred from primary care for management of 
depression. The mental health RCT clinical nurse evaluates the consult and determines 
the Veterans medication regimen is not optimized. The MH service has wait times for 
mental health due to a current psychiatrist shortage. However, the MH health CPS does 
have openings on her schedule for the Veteran to be seen. The MH ROT nurse speaks with 
the Veteran about the role of the CPS as part of the MH team and schedules the Veteran 
with the MH CPS for evaluation. The Veteran chooses to keep his care in the VA rather 
than using his wait time eligibility for community care. 

Supplemental Role and Responsibilities Materials 

• Example of Oversight Charter (Community Care)  
3.6 • Example of Oversight Charter (Access and Consult Committee)  

. MSA Functional Statement Template  

. MSA Competencies Template  
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Planning 20 

Execution 50 

Oversight 14 
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4 HOW TO GET STARTED 
Identifying and putting together Referral Coordination Teams at both the local VAMC and VISN 
takes coordination, collaboration and teamwork! Local facilities and VISNs will work with the 
National RCI Implementation Teams, using the tools and training that has been provided to 
date. The facilities use the guidebook in conjunction with the RCI Implementation Checklist to 
ensure appropriate RCI implementation. 

This section will outline steps to get your ACT off the ground. In the event there is VISN ACT 
structure in place, the local executive sponsors/champions will work collaboratively with VISN 
RCT to develop consistency between local and VISN ROT (refer to VISN Referral Coordination 
section). 

RCI Implementation Checklist 

The RCI Implementation Checklist was created to assist VAMCs with effectively implementing 
CTs in a standardized manner, while still allowing for VAMCs to adjust as needed based on 

their unique needs. The checklist was created in collaboration with the Office of Veterans 
Access to Care (OVAC) and the Office of Community Care (OCC) and subject matter experts 
(SMEs) from respective medical centers. The checklist will allow VAMCs to strategically 
implement RCTs while ensuring that required elements are completed to successfully 
implement, execute and have oversight of the initiative. 

The RCI Implementation Checklist captures high level tasks and sub-tasks, which are broken 
down by implementation phases. Below is a breakdown of the phases and number of tasks 
associated with each phase. 

Table 1: RCI Implementation Phases and Tasks 

VAMCs will be tasked with updating their RCI Implementation Checklist bi-weekly on the 
following site, using the template within the site. Instructions on how to update the checklist can 
be found here. The VISN RCI Standards and Expectations for Fiscal Year (FY) 21 memo  
communicates this requirement. The Access Office will be using the information submitted by 
the VAMCs to track implementation progress. 

Watch 'RCI Implementation Checklist Training: here 

Additional training and resources to assist with completing the RCI Implementation Checklist 
can be found Her e  
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Develop the RCI Implementation Team 

Select Implementation Team Members 

The RCI Champion will work with facility Executive Sponsors to establish an implementation 
team. This team is responsible for driving change at the facility in the development and 

'/ implementation of RCT as outlined in this guidebook. This team meets routinely with an 
1  agenda and action items to progress implementation. 

Recommended stakeholders are listed below: 

• Chief of Staff/Deputy Chief of Staff 
• Primary Care 
• Mental Health 

• Specialty Care 

• Community Care 
• Nursing 

• Clinic Practice Management (CPM) Team 
• GPM 
• Health Administration Service (HAS) 

• Administrative Leads 
• Public Affairs Officer (PAO) 
• Clinical Application Coordinator (CAC)'s (optional) 

• Data Analytics Group (if applicable) 

/1.22 
Develop Implementation Plan 

The RCI implementation team will develop a facility implementation plan, utilizing the RCI 
Checklist, Guidebook and National RCI tools and guidance. Below are key actions to follow 
when developing the implementation plan: 

• Review and compare current state at local site and recommended RCT process flow, 
roles and responsibilities. (Please review the Roles and Responsibilities of RCI  

• Conduct a workload analysis and prioritize implementation by service line/specialty. 
• Determine the best RCT model to implement for the facility. 

• Develop a facility communication/change management plan for respective 
stakeholders. 

• Develop a training plan for the key stakeholders (referring clinicians, RCT, specialty 
care service). 

• Utilize transformational coaches and VISN RCI group at their facilities or VISNs. 

Monitor and Communicate 

The Champion or CPM team will support ongoing communication between all necessary 
groups, including facility leadership and VISN RCI leadership. This support includes the 
following: 
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• Establish routine meetings with ELT to provide updates and feedback. 

• Attend frequent huddles with RCTs and RCT Oversight Committee to discuss key 
findings or trends. 

• Arrange meetings with Primary and Specialty Care leadership to discuss the 

collaborative nature of RCT, roles/responsibilities of each area, etc. 

• Routine communication with VAMC/VISN RCT Executive Sponsors and Champions to 
report program progress, risks and issues. 

• Collaborate with VISN RCI leadership for consistency throughout VISN, building bridges 
with other facilities for services not offered locally. 

Conduct Workload Analysis 

Workload Analysis 

To perform a workload analysis, it is recommended that the implementation team review the 
'recommended RCT process. A more detailed process map is available. 

After reviewing the recommended process map, the implementation team reviews and 

compares the local processes with the recommended RCT process with subject matter 
experts. Following the review of local processes, the implementation team performs a gap 
analysis. The team assesses the differences to identify attributes that are needed to develop a 

successful RCT. Some questions to consider are listed below. 

When evaluating the current state: 

• What is happening (volume of referrals leaving VA, which specialties) 

• What is the impact (unique patients and consults going to the community, perception of 

the local VA) 

• What is the financial impact to the VA (dollars going to the community) 

When developing a future state: 

• What should happen at your facility 

• When it should happen 

• What changes need to be made for it to happen 

• Why is it better than the current situation (timeliness of care, patient satisfaction) 

44 
• Who will benefit (quality of care, continuity of care, cost of care) 

Share the findings with appropriate stakeholders, capture input and use the information to 
inform the next steps on the checklist. 

Prioritize RCT Implementation by Service Line/Specialty 

Evaluation of internal specialty care resources and workload will help the facility determine the 
prioritization of RCT implementation for specialty care. Facilities are expected to follow the 
national guidelines/timelines for implementation of services. However, it is important to review 

a few critical items to determine where the greatest need exists: 
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Specialties with: 
a. Access issues/appointments with increased wait times (WT) 
b. The highest overall volume of referrals 
c. The highest community care demand 
d. The longer referral processing times 
e. Significant clinician time spent triaging 

1. f. Increased Veterans with drive time eligibility 
g. The highest volumes of community care referrals with Best Medical Interest 

(BMI) as the eligibility since beginning use of DST 
h. A strong clinical champion 
i. Strong academic affiliations 

Modalities of care being offered (i.e., Telehealth, VA Video Connect (VVC), Face to 
Face, Telephone Clinics) 
Time providers spend triaging consult (time that could otherwise be used to implement 

2. VVC, Telehealth, telephone appointments, procedures, etc.) 

3 Specialty care services not offered by the local facility but potentially offered within 
. VISN 

4. Gap Analysis that includes staffing and clinical services offered at the facility and 
across the VISN 5. 
Patient Self-Referral Direct Schedule (PSDS) Clinics 

6. a. PSDS is a process where Veterans can call a Specialty Care clinic directly to 
schedule an appointment for routine care without needing a referral. 

b. If RCT leadership feels that PSDS is resulting in inappropriate referrals into the 
community and/or irresponsible utilization of care, it is appropriate to halt the 
direct scheduling and run through RCT. 

Update CPRS Consult Menu 

The local Computerized Patient Record System (CPRS)/Cerner consult menu should reflect 
svailable services/specialties in the VISN. The following steps need to be followed: 

Work with Specialties and Community Care, Consult Committees, etc., to determine 
what unavailable services can be offered at the VISN or other VAMCs/the Department 
of Defense (DoD). 

a. Establish a process for Inter-Facility Consults (IFCs) and virtual care services 
where appropriate, and ensure these processes are reflected in the 
CPRS/Cerner order menus. If the service is offered within the VISN, the 

2. Community Care service/specialty consult should be removed from the consult 
ordering menu and or restricted to appropriate personnel only (i.e., RCT). 

b. Revisit service list monthly. If there are any changes, communicate changes to 
ordering providers. 

3. Use VISN menu of services to determine which Community Care consults are needed 
on menus for all ordering clinicians and ensure that orders are on the menus for these 
specialties. Remove Community Care (CC) referral menu to drive the in-house referral 
option. There should be very limited referrals available to referring providers in order to 
promote use of RCT and available internal care options. 
Establish order menu. 
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Work with Clinical Applications Coordinator to update consult menus for the RCI 
process (refer to the CPRS Technical Guide). 
Work with Clinical Applications Coordinators to give the RCT clinical and admin staff 
appropriate alerts to automatically receive the consult/referral and the ability to write on 
and process the consult appropriately. 
Train clinicians, schedulers, Specialties, and Community Care on updated consult 

4. menus and appropriate use of direct to community care consults. 
5. a. Train providers before the menus are setup. 

6. Staffing, Reallocation of Resources, and Productivity Goals 

This section will provide guidance on appropriate staffing roles and productivity goals. This 
guidance provides sites the flexibility to determine the best way to reach these desired 

4.5 outcomes given the structure and staff currently available at one's site and VISN. 

Staffing ratios are dependent on the service and how each service utilizes their nursing 
allocation may alter the ratio. Multiple tools are needed to ensure efficiency of the RCT and will 
be provided as the guidebook is developed. To be successful, the team needs to have the 
following information easily accessible: (1) clear triage directions, use of a clinical triage tool (2) 
internal and external options available and applicable to the Veteran, and (3) simple scheduling 
instructions. 

The RCT will be triaging and dispositioning the referral; informing the Veteran of their internal 
and external modalities of care options; and scheduling care. The recommended initial RCT 
triaging productivity target is approximately 25-45 referrals per day per clinical staff member 
(almost 10,000 referrals per year). Productivity measures may vary depending on the specialty 
given complexity of some services. For example, clinical triage of Oncology or Cardiology may 
take longer than Podiatry or Optometry. It is important to take this into account when 
establishing productivity metrics. Please review the Clinical Triage Recommendation Section  
below for the formula used to calculate this target. This productivity target is subject to change 
based on field level data. Changes will be reflected in future guidebook releases. 

VAMCs are required to create RCTs that will be responsible for integrating relevant information 
across specialty services, with an aim to provide Veterans with the best and most timely care 
options. RCTs at each VA medical facility will ensure Veteran health care is accessible, 
convenient, and delivered in a timely manner. Veterans can expect: 

• Access to RCT support and comprehensive information about care delivery options 

4.5.1 including face to face care, all available telehealth modalities and telephone 
• Convenient, efficient care coordination upon initial entry into the specialty 
• Referral scheduling that reflects the Veteran's preference for internal/direct VA care or 

care in the community (if eligible) 

Clinical Triage Recommendation 

Strong Practice: Approximately 25-45 referrals per day per clinical staff member or almost 
10,000 referrals per year 
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Clinical staff can triage incoming referrals, provide scheduling guidance, discuss care options 
in the service, and be a resource within the service. We recommend looking at the volume of 
referrals that specialty service receives and assigning approximately 10-25 minutes per 
referral. Considering there are 510 minutes in an 8 1/2  hour day, and 60 minutes are reserved 
for lunch and breaks throughout the day, there are truly 450 workable minutes throughout the 
day. This means that we could expect a nurse to handle up to 45 referrals per day or almost 
10,000 referrals per year (when factoring in normal leave usage). This formula may be adjusted 
locally as needed but should be close to this target. 

Ideal: 55-60 referrals per day as demonstrated by DoD Integrated Referral Management and 
Appointing Center (IRMAC) model 

For more information on #RCT#, reference RCT Operations Section, subsection #RCT#. 

Scheduling Recommendation 

4.5.2 
Forthcoming in future guidebook versions. 

Preliminary information for some specialties is in the How to Get Started Supplemental  
Materials Section. 

Staffing Structure Consideration 
4.5.3 

The RCT should be made up of administrative and clinical team members. The clinical Full 
Time Equivalent Employee (FTE) recommendations for RCT members are RNs, PAs, Social 
Workers (SWs), and/or Advanced Practice Registered Nurse (APRNs)/NPs. Ideally it would be 
an RN and MSA used to provide frontline care to Veterans (Please review the Minimal RCT 
Composition Section). The administrative FTE recommendations for RCT members are MSAs, 
Advanced Medical Support Assistants (AMSAs) and/or other clerical administrative roles such 
as Licensed Practicing Nurses (LPNs), Health care Technicians (HTs). 

To source the RCT member, we highly recommended for facilities to examine FTE utilization 
and re-allocate staff members first before establishing new FTE if re-allocation examination is 
inconclusive. When re-allocating, the facility should: 

• 
• 
• 

4.5.4 • 

• 

Evaluate Community Care FTE 
Evaluate current Staff & Specialty Care Case Managers 
Evaluate current Reasonable Accommodation Clinical Staff 
Evaluate RN Staff vs. Inpatient Bed Days of Care (BDOC)/length of stay 
(LOS)/Occupancy 
Evaluate current Clerical/Admin FTE & Productivity 

Alignment / Supervision of the RCT 

The alignment and supervision of the RCT will be based on how the facility operates day-to-
day. Some recommendations for RCT alignment and supervision are with Specialty Care 
Services, Clinic Practice Management Team (supervision vs. strong working relationship), or 
any other existing Care Coordination programs/team. 
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Identify Optimal RCT Model 

The RCI implementation team should use their workload analysis and current process flows to 
determine the most appropriate RCT Model. Sites fall into three categories: 

Category 1: They currently have the clinical support/nursing infrastructure in Specialty 
4.6 Care. 

Category 2: They are a smaller site with limited Specialty Care, but often send much of 
their Specialty Care to another VA site. 
Category 3: They are somewhere in in-between categories one and two, with limited clinical 
support/nursing infrastructure in place for Specialty Care they offer. 

A description of the most common RCT models with pros and cons are listed in the following 
10. sections. 

Centralized RCT Model 

The Centralized RCT model houses the entire RCT team (administrative and clinical) under the 
4.6.1same management structure, but they are built and function as an extension to the specialty 

care service. For the greatest success of this centralized model, the RCT management team 
works collaboratively with specialty care leadership team to ensure that the team is trained and 
functions as an extension of specialty care. This model builds a bridge between RCT and 
specialty care to ensure accountability and consistency in how VA services are utilized to the 
full extent. 

Table 2: Pros and Cons of Centralized RCT Model 

Staff is co-located (physically or 
virtually), easing burdens on 
communication and messaging 
challenges 

• Consistency in training, processes 
and functions 

• Consistency in RCT practice due to 
singular focus consistent with RCI 
principles 

• Improved collaboration between the 
central team and specialty care 
services 

Ease of determining best use of 
VISN resources for VISN RCI 
leadership 

• Other services lose existing staff if no 
additional facility FTE added 

• Services outside the central team 
may not share extensive 
understanding of RCT model to the 
same extent as centralized RCT staff 

 

1. 

2. 

If this model is selected, the implementation team should schedule a meeting with facility 
leadership, including the COS, nurse executive and Specialty care service chiefs to coordinate 
development, implementation and education of this centralized model. Alignment of RCT under 
the COS or ADPCS is recommended. 
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Service Line/Specialty RCT Model 

The Service Line/Specialty RCT model is when the RCT is embedded in the existing service 
line or specialty and duties are aligned with roles of RCT members. 

If this model is chosen, the facility needs to determine who will provide oversight regarding the 
4.6.2successful implementation of RCI, given the management structure potentially crosses multiple 

areas. The facility will need to bring together all key stakeholders to ensure each specialty 
service RCT is following the processes for admin/clinical functions as outlined in this 
guidebook. In addition, it is critical that the education of each RCT understand VISN resources 
available and how to connect with VISN RCI as appropriate. 

Table 3: Pros and Cons of the Specialty Line/Specialty RCT Model 

Pros Cons 

4.7 

Services do not lose any FTE 
Minimal/no organizational differences 
from existing footprint though duties 
will change 

Form Referral Coordination Team 

• Additional duties added onto 
potentially already overburdened 
staff, RCT may not be the primary 
focus of the staff member 

• Potential for decentralized team 
members to see RCI as "just another 
duty" 

• Lack of consistency in practice due to 
different levels of understanding of 
the RCI goals 

• RCT functions under multiple 
management structures, which often 
silos teams and processes, making 
consistency difficult to manage 

• Difficult to educate every specialty 
service regarding VISN resource 
availability 

This section describes how to identify and form the RCT. VAMCs and VISNs have autonomy to 
staff the RCT based on current staff and specialties available locally. However, facilities must 
dedicate sufficient staffing to ensure successful RCI implementation across required specialties 
at their facility. 

The composition of this team should follow the minimum composition recommend in the Roles 
Supporting Referral Coordination Minimal RCT Composition Section. Suggested staffing 
models can be determined with analysis of your process (Please review the Conduct Workload 
Analysis Section). The facility implementation team will make recommendations regarding the 
model that best fits the facility's needs and communicate this to Executive Sponsor. 

The RCT will begin supporting our Veterans by triaging referrals and determining the care 
options available to address their care needs. 
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Please review the RCT Operations Section  regarding the details of how the RCT will function. 
Below sections outline tools the RCT must use during the referral triage and scheduling 
process. 

RCT Cross-Training 

The RCT must have knowledge of the referral and scheduling processes both internal/direct 
VA and community care. "cross-training" of the RCT includes proper understanding of 
specialty care services internal to the VA/VISN, scheduling processes internal to the VA/VISN 
as well as community care eligibility and services offered. The RCT must be able to speak to 
both internal VA and community care options and processes to get the patient scheduled in a 
timely manner. 

Required RCT Tools: Consult Toolbox (CTB) and Consult Tracking 
Management (CTM/CTM+) 

4.7.1Consu1t Toolbox (CTB) 

RCT members must be able to forward a consult to community care (section 2.18 in the  
community care field guidebook) using CTB. TMS course ID: 4562418 is available to train the 
RCT on how to use CTB. With the release of CTB 2.0 end users will have to capture a 
community care eligibility reason in order to be able to forward a consult to community care. 
The following CTB 2.0 TMS Courses are available for CTB 2.0 process specific steps: 

• Webinar: Consult Toolbox 2.0 Training Demo TMS Course 4567333 
• What's New - Consult Toolbox 2.0 (CTB 2.0) TMS Course 4568812 

RCT must also be able to capture patient preferences for community care, including if a 
Veteran chooses to self-schedule the community appointment. Please review Community Care 
Scheduling Section and/or (section 2.19 in the community care field guidebook); TMS course 
ID: 45058 specifically focuses on how to capture preferences. 

Consult Tracking Management (CTM/CTM +) 

Staff are required to use CTM/CTM + when it is available. CTM is being sunset in the 
beginning of 2022. The benefits of CTM+ include: 

• Provides a department/service view of RTCs. 
• Displays and updates consult information in real time for both direct/internal and 

community care consults. 
• Integrates with other VistA packages to provide up-to-date information on the same 

page. 
• Creates workflow efficiency by eliminating paper or duplicative systems. 
• Provides worklist view ensure every team member had up to data work list for consults 

they need to process. 
• Improves patient satisfaction by providing tools to help ensure timely completion of 

consults. 
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• Monitors user performance and view numerous metrics pertaining to consult aging and 
bottlenecks. 

• Includes consult tracking unique to Community Care workflows. 
• Provides efficient, automated tools for tracking and managing RTCs. 
• Provides additional features for enhanced progress note management. 
• Provides enhanced scheduling features that allow viewing appointments by clinic. 

Steps the Implementation team should take to setup CTM+ at the site include: 

• Work with DSS on scheduling facility training after CTM+ is approved by the Network 
Director or Facility director and contract is awarded. 

• Train staff on CTM+ and provide information brochure to impacted staff. 
• Implement CTM+ in daily operations. 

Find more information on technical aspects of CTM and recommendations for procurement. 
Additionally, any questions not addressed by the resources provided/linked to this guidebook 
should be directed to Alyssa Tsai (atsai@dssinc.com). 

Local Facilitation of RCT Training 

472R CT training at the local level is crucial for RCT members to familiarize themselves with 
referring provider groups and more importantly, specialty care groups. The following steps 
should be followed to ensure the RCT is trained. 

1. Identify local training point of contact, who will coordinate and report on training status 

2. of RCT to the implementation team. 
Deploy training from the national RCT team. 

a. Clinical Training for RCT should follow the RCT Prerequisites: "Getting to know 
your Specialties" Prior to RCT Go-Live Section. An example of and RN 
orientation checklist is linked here and in the How to Get Started Supplemental  
Materials Section.  

3. b. Administrative Training for RCT guidance can be found on the National  
Standardized MSA Training SharePoint. 

Deploy training from locally developed SOPs to customize the training to your specific 
VAMC/VISN. 

a. The building of a triage tool for each specialty is a crucial part of RCT 
Operations  Section, it is the tool which directs RCT clinical staff on how to 
consider a patient in accordance with a specialty. More information on how to 
build and operate the tool, along with examples, can be found in the RCT 
Operations  Section.  

b. Remember to include education of RCT members on beneficiary travel, special 
mode travel, and Veteran Transportation Service availability (Disabled 
American Veterans (DAV), shuttle services, etc.). This can vary by site or VISN. 
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RCT Prerequisites: "Getting to know your Specialties" Prior to RCT Go-
Live 

Each Specialty develops and arranges a comprehensive orientation for their designated RCT. 
If a centralized model is used, Specialty care and RCT management will work together to 
ensure all elements of RCT development are included. This should include the development of 

4.7.3a clinical triage tool (Please review RCT Operations Section for details). 

RCT reviews Specialty process and materials to thoroughly understand their 
Specialties and function as an extension or bridge to the Specialty. 

a. Suggested activities: 
i. Overview of the Specialty 

1. 1. Development of clinical triage tool (Please review the RCT 
Operations Section. List all services, procedures or other care 
that the Specialty provides 

2. Services work-up orientation (i.e., what needs to be done when 
certain referrals are received: labs, procedures, other RCT 
coordination) 

ii. Specialty Care Organizational Chart 
iii. List and define roles of all the Specialty staff (admin, clinical support, 

physician, etc.) 
iv. Current Clinic Staff schedules (i.e., How is the Specialty covered and 

operate?) 
v. Current Service Agreements 
vi. Current Referral Triage Process 
vii. Scripted quality talking points (i.e., Why should a Veteran consider this 

VA specialty care clinic?) 
viii. Note/Referral Templates 
ix. Documentation expectations for the RCT 

2. x. List of common errors in referrals, and how identify and properly re-

 

disposition to correct Specialty 
RCT shadows Specialty, developing a working relationship and building a cohesive 
team. 

a. Administrative and Clinical RCT (admin and clinical) observe current state 
including referral triage and scheduling process. Example activities include: 

i. Spending time in the specialty clinic with the team understanding clinic 
functions, services, etc. 

ii. Reviewing consults/referrals with the providers who have historically 

3. triaged consults. This provides the Clinical RCT clinical insight and 
training in how best to clinically triage and disposition referrals using the 
clinical triage tool. 

iii. Spending time with scheduling team members as appropriate to better 
understand scheduling and review coordination issues. 

Specialty, National Program Office, and VISN leadership provide detailed "buffet" Menu 
of services the VA/VISN offers. The RCT uses this menu to determine the 
comprehensive range of services the VA offers both locally and at the VISN. RCT is 
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completely aware of all options available to Veteran, within VA health care system and 
community. These options will be offered to the Veteran during the referral process. 

a. Options for care include: 
i. E-Consults 
ii. Local tele-specialty options 
iii. Telephone visits 
iv. VVC 
v. Face to face 
vi. Group visits 
vii. VISN referral options (i.e., VISN menu of services) 
viii. Other regional VA referral options (geographically close, but different 

VISN) 
ix. National tele-specialty options 
x. Community options 
xi. Other Options 

Socialize and Educate Facilities 

4.8 Socialization and education of RCI and the newly formed RCTs are critical steps in the 
implementation process. Ensuring the facility staff understand the critical role that RCT plays in 
the referral process is central to successful implementation. The RCT serves as a liaison 
between primary and specialty care, yet they are also an extension of the specialty care 
service designed to ensure patients are well prepared for their specialty care visit, at VA or in 
the community. VA is moving to operate more like multispecialty practices, with open lines of 
communication between different clinics to ensure our Veterans are receiving timely 
coordinated care. When appropriate, this care can be delivered by VA. When our Veterans will 
be better served in our communities, we will support that care. Further guidance will be 
developed to support this change management effort, but initially it is important to make sure 
these groups understand their roles and the future benefits of this process change. 

Ideally facility socialization and education start before the RCT is formed and functioning. The 
facility Executive Sponsors/Champions and implementation team should lead this effort. Tools 
to use in the socialization/education process include: 

• Please review the Internal/Staff factsheet and Scripts for Discussing Care Options 

4.9 Section, that are available in this guidebook. 
• Executive Sponsors are encouraged to hold town halls or leadership sessions to 

communicate the importance of this initiative to all staff. 

How to Get Started Supplemental Materials 

• RCI Implementation Checklist Training 
• Limited Specialties Webinar Recording  
• How to Build a Triage Tool  
• Service Agreement SOP (coming soon)  
• Administrative RCT Training 
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• NEJM Catalyst Article: The Referral Coordination Team: A Redesign of Specialty Care 
to Enhance Service Delivery and Value in Sleep Medicine  
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5 OPTIMIZING REFERRALS 

Consult Directive 1232 

The consult directive 1232(2) published August 24, 2016 and associated SOPs (located in the 
supplemental materials) outline the requirements for the implementation and maintenance of 
the CPRS Consult application in VHA. Specifically, responsibilities for consult status timelines, 

5.1 responsibilities for sending and receiving services, business rules for consult set up and usage 
and oversight responsibilities are defined. The policy for the disposition and scheduling of 
consults for both Mental Health and Non-Mental Health services including provider review and 
minimal scheduling efforts are defined. The processes for disposition of low-risk consults are 
also outlined. 

Developing Care Coordination/Service Agreements 

5.2 
A Care Coordination/Service Agreement is a written agreement made between any two or 
more parties, where one party sends work to the other, outlining the workflow rules. The 
agreements may exist within or between facilities. They are developed by consensus; signed 
by service chiefs from involved services; and reviewed or updated as changes are needed or 
as set forth by local medical center policy. Refer to the Care Coordination/Service Agreement 
SOP (coming soon). 

The assumption should be made that the Chief of Staff has fully endorsed the use of Service 
Agreements and has relayed that endorsement and expectation of involvement to Service 
Chiefs. Additionally, GPM and Associate GPMs would be the ideal owners of this process. 

The following checklist may be used to assist facilities in the implementation of Care 
Coordination/Service Agreements: 

Utilize a standard template including the following elements: 
a. Service Overview 
b. Services Provided 
c. Staffing & Availability 
d. Services Not Provided 
e. Referral Process & Expected Timeliness 
f. Required Referral Information 
g. Criteria for Discharge 

2. h. Review & Renew Dates 
3. i. Signatures from Service Chief and Primary Care Chief 

j. Contact Information for Service 
k. Appendices (items the service wants included, but do not fit into the above 

categories) 
Assess the current state of Service Agreements. 
Existing Service Agreements should be: 

a. Transitioned to the standardized template. 
b. Reviewed for accuracy by current Service Chief and/or designee. 
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Prioritize Services without Service Agreements based on volume, complexity and 
costs. 
Meet and/or communicate with Service Chief regarding potential stakeholders for the 
service. 
Organize a kick-off meeting with stakeholders to: 

a. Provide objective of Service Agreements. 
4. b. Develop relationships. 
5. c. Create an understanding of consensus decision-making with involvement from 

Primary Care stakeholders. 
6. d. Assign responsibilities for sections within the Service Agreement. 

Coordinate follow-up meetings with stakeholders with an identified deadline for the 
completion of the initial draft. 
Meet and/or communicate with Primary Care Chief regarding potential Primary Care 

7. Providers for review of Service Agreements. 
a. Coordinate with assigned Primary Care Providers regarding input required and 

8. timeline of review of Service Agreements. A reasonable deadline must be 
established. 

Follow-up with Specialty Service stakeholders on feedback provided from Primary 
Care. 9. 
Coordinate any additional meetings between Specialty Care and Primary Care 

10. stakeholders, if needed to come to consensus on Service Agreement. 
Obtain signatures on Service Agreement from Service Chief and Primary Care Chief. 

11. 
12. Publish Service Agreements to SharePoint. 
13. Educate staff on availability, location and expectations of use of Service Agreements. 

Consider adding link to Service Agreement within Consult Template. 

Refer to examples of Care Coordination/Service Agreements. 
5.3 

5.3.1 What Makes a Good Consult? 

Referring Perspective 

A consult template should be developed with the initiating provider, the receiving service, and 
the patient in mind to promote ease of entry, accuracy of clinical content, and timeliness of 
completion to ensure that the patient gets the right care at the right time in the right place. 

A consult template should reflect a negotiated and mutually agreed-upon understanding of 
appropriate conditions for referral and necessary work-up prior to referral entry as embodied in 
the Care Coordination/Service Agreement. 

simple and streamlined consult template enhances communication within patient care teams. 
2the contents of the consult template should be tested for usability to assure efficiency and 
ease of data entry while minimizing response burden. 

The clinician will: 

Choose the consult in the CPRS orders tab. 
Within the consult, select STAT (within 24 hours) or Routine. 
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Screening Colonoscopy 

Does the patient have a primary 1st degree relative with history of colon 

cancer 7 • 4e Mr No 

Please identify if the patient has any of the following: 

r-  D• iabetes 

r-  A• nticoagulant us. 

r-  S• evere Pulmonary /ssues/Homm 02 use 

r-  D• rug Use/ ETON abuse 

r imp 

r-  N• one 

r-  O• ther: 

Has the patient had previcus prc.blems with sedation? q7 yes  C No 

Co=ent : 

Indicates a Required Field Preview OK Cancel 
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If appropriate, select a specific procedure or diagnosis within that consult so the 
specialty knows how to best route it. 
Ensure adherence to Care Coordination/Service agreements, ordering any tests 
required for comprehensive specialty care. A consult template may or may not 
automatically prompt the clinician to place necessary orders. 
The consult template should be uncluttered and easy to navigate. Basic requirements 

3. for triage and coordination of a consult are: 
4. a. Indication/clinical history 

b. Reason for request 
c. Does the patient agree to this referral and has patient been told that a member 5. 

of the Referral Coordination Team will contact him/her? 
d. Indication of patient preferred modality of care (i.e., Video telehealth, E-Consult, 

Face-to-Face) 

Example Consults 

The following consult template was developed by Gastroenterology (GO/0VAC and sent out 
53•2nationally for a Screening Colonoscopy. It is very simple for the referring provider to fill out, 

contains information on the patient's other diagnoses and whether the patient has issues with 
sedation. 

II
,

 42" Reason for Request: COLONOSCOPY SCREENING OUTPT 0 X 

  

Figure 2: Screening Colonoscopy Consult Template 
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Cardiology Echocardiogram (ECHO) consult which: 

• Contains the reason for ordering the ECHO 
• Has a data object to pull in the most recent ECHO / Catherization 
• Asks for the reason the patient had a previous ECHO 

i2 Template Cardiology ECHO 

Pr < - - - -CLICK HERE TO BEGIN 
Select the Primary for performing ECHO:' 

r-  A• ssess venricular function 

r-  A• ssess valvular function/ new onset murmur 

r-  T• IA/Stroke (bubble study) 

r-  S• hortness of breath 

r-  F• /U study with onset of new symptoms 

r-  O• ther: 

Last ECHO: ECHO AND CATHERIZATIONS 

No data available 

Has patient received ECHO in last year (VA or Community Care)? 

r No 

Yes, Select Primary reason for performing ECHO in less than 1 year: 

r-  P• rosthetic valve 

r-  R• ecent admission with a cardiac condition 

r-  S• evere native valvular disease 

r-  A• cute Aortic Syndrome or Aortic Dissection 

r-  E• ndocarditis 

r-  P• ericardial Effusion 

r-  C• hange in NYHA Class for Heart Failure 

r-  O• ther: (Enter brief justification- do not type refer to note) 

*Incicates Requited Field Preview OK 

Figure 3: Cardiology ECHO Consult Template 
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Update Consult Menu 

The local CPRS/Cerner consult menu should reflect available services/specialties in the VISN. 
The following steps need to be followed: 

Work with Specialties, Community Care, Consult Committees, or other oversight 
5.4 committees, to determine what unavailable services can be offered at the VISN or 

other VAMCs/DoD. 
a. Establish a process for IFC and virtual care services where appropriate, and 

ensure these processes are reflected in the CPRS/Cerner order menus. If the 1. 
service is offered within the VISN, the Community Care service/specialty 
consult should be removed from the consult ordering menu and or restricted to 
appropriate personnel only (i.e., RCT). 

b. Revisit service list monthly. If there are any changes, communicate changes to 
ordering providers. 

Determine which Community Care consults are needed on menus for all ordering 
clinicians and ensure that orders are on the menus for these specialties. (More 

2. scripting information can be found in the Scripts for Discussing Care Options Section.  
a. Remove referrals from the Community Care (CC) referral menu to drive the in-

house referral option so those clinics can have a chance to meet the Veteran's 
clinical needs and only forward to CC if a Veteran is CC eligible and opts-in 

Establish order menu 
3. Work with Clinical Applications Coordinator to update consult menus for the RCI 4. 

process (refer to the CPRS Technical Guide). 
5. Work with Clinical Applications Coordinators to give the RCT clinical and admin staff 

appropriate alerts to automatically receive the consult/referral and the ability to write on 
6. and process the consult appropriately. 

Train clinicians, schedulers, Specialties, and Community Care on updated consult 
menus and appropriate use of direct to community care consults. 

5.5 a. Train providers before the menus are setup. 

Optimizing Referrals Supplemental Material 

• Consult Processes and Procedures Directive 1232 (2)  
. Consult Tips of the Week 
. Consult FAQs  
• Consult Timeliness SOP (coming soon) 
• Consult Business Requirements (coming soon) 
• Unable to Schedule SOP (coming soon) 
• Minimal Scheduling Effort SOP (coming soon) 
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6 VISN REFERRAL COORDINATION 

VISN Referral Coordination Program 

This section will outline the key strategies to fully engage VISNs in RCI development 
implementation. VISN Referral Coordination has two elements to consider: 

6.1 
VISN RCI oversight, guidance and assistance to local facilities that offer limited specialty 
care 
VISN ROT Operations 

1. VISN Oversight and Offering Limited Specialty Care Support 

2. VISN RCI oversight, guidance and assistance to facilities offering limited Specialty Care are 

6.2 key to the overall success of referral coordination. VISN RCI leadership should provide a clear 
understanding and expectation for facilities to incorporate use of VISN resources prior to 
sending patients to community care. In addition, they will establish consistent standards and 
processes that will assist and support the local ROT in fully utilizing VISN resources. 

VAMCs that do not offer a wide array of Specialty Care services to address Veteran's health 
needs will require additional coordination. In such situations, the ROT (local or VISN) must look 
for all VA care options across the VISN to ensure that the patient is offered all internal/direct 
VA care and community care options available prior to making a decision. VA offers a variety of 
face to face, telehealth, VA Video options, all of which must be considered and offered to 
Veterans during the referral coordination process. Ensuring that local facility RCTs have 
access to a Error! Reference source not found. Section  and the ability to connect with VISN 
ROT (if available) to assist in offering the wide array of VA services available will provide 
Veterans with the best possible options to meet their healthcare needs. 

VISN RCI Leadership will: 

• Ensure streamlined processes for inter-facility consults (IFCs) and handoffs between 
facility. Consider use of a "Business Rules" within the VISN to communicate VISN 
processes and expectations. An example of this is provided (VISN20 Care Routing  
Business Rules). 

• Establish VISN ROT as a hub for the local ROT to assist in the knowledge and use of 
specialty care resources across the VISN. This will assist in building collaborative 
relationships between local ROT and VISN resources. 

• Collaborate with VISN ICC, CRH and OCC is needed in the development activities of IFC 
process, Menu of Services, Service Agreements, etc. 

• Develop service agreements between primary care, ROT and specialty care services that 
outline the roles/responsibilities to ensure smooth handoffs across the VISN. Examples of 
these are in the How to Get Started Supplemental Materials Section.  

• Support increased use of Telehealth Options, VA Video Connect (VVC) — offer this to all 
VISN facilities for services with limited specialists. 

• Evaluate the current IFC process and determine how to improve this. Consider future state 
with Cerner implementation. 
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Local and VISN 

Collaborative Structure 

6.2. figure 4: VISN RCI Collaborative Relationship with Local RCT 

How to Use VISN Resources 

Ways to utilize VISN resources include: 

• RCTs can use of VISN Menu of Services to ensure all options of care are presented to 

6.2.2 patients. 
• RCTs can use a VISN Access Dashboard to help facilities determine wait times across the 

VISN. This will need to be modified in the transition to Cerner. 

How to Hand-off Referrals (IFCs) Between Facilities 

VISNs should ensure there are clear processes around IFC use (in business rules) between 
facilities. Include the local RCT in the IFC process to promote collaboration and timely 

handoffs. 
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VISN RCT 

The VISN ROT model centralizes specialty referral triage and scheduling, for a particular 
specialty. The model allows VISN ROT to search all facilities within the VISN for timely care 
that best fits the Veteran's needs. This model can be used for specialty services that are 
scarce or limited within the VISN and/or are complex and require a good working knowledge of 
VISN-level resources. 

A specially trained team of nurses and administrative AMSAs work closely with the Veterans, 
each other, and the clinical services at each facility to meet the Veteran's needs. This model is 
a great example of how to provide referral coordination and internal/direct VA services to those 
facilities who do not provide specialty care service(s) at their local facility. This model has a 
strong interdisciplinary approach, working daily with providers at the local facilities as an 
extension of the local facility specialty service. The team uses a VISN Clinical Triage Tool that 
guides the decision making of the nurse and provides pertinent information for the 
admin/scheduler regarding what services are offered at each facility. 

VISN ROT goals include: 

• Optimize the number of Veterans receiving specialty care within the VA network. 

• Maximize opportunities for care through alternative care modalities, including VA Video 
Connect, Telehealth, Phone Clinic and traditional face to face. 

• Maximize utilization of existing clinical resources across a VISN. 
• Optimize referral triage and appointment schedule process. 
• Provide consistency across the VISN utilizing established tools. 

• Decrease provider time spent triaging referrals. 

• Ensuring patients have accurate information regarding VA and community resources. 

When VISN ROT is established for a specialty across the VISN, local ROT is not needed for 
that specialty, as the VISN has chosen to provide a VISN approach to referral coordination. 
VISNs can use this approach for complex specialties and specialties where there are limited 
resources in the VISN. VISN Referral Coordination acts as the hub while the local facility ROT 
act as the spoke. The VISN Referral Coordination Hub should establish a routine meeting with 
the local RCTs to promote and provide open communication, continuity of care, consistency 
across VISN, collaboration, bridge building and open sharing of services. This will ensure VA is 
offering Veterans quality and timely care within VA. 

Strong Practice/Brief History VISN Care Routing/Referral 
Coordination 

VISN Care Routing was launched in VISN20 in 2014 in response to managing waitlist 
challenges. The VISN Care Routing Team serves as a central hub to assist facilities in the 
coordination of complex patients and scarce specialty resource needs, providing consistent 
communication regarding services available within the VISN. VISN Care Routing Business 
Rules were developed to ensure all facilities were functioning as an integrated network and to 
promote seamless and timely transitions of care from facility to facility. Multiple tools have 
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been developed to assist in the Care Routing process, including: Access Dashboard, Care 
Routing Inquiry Process, Cancer Care Interdisciplinary Team and Change in Services Process. 

In 2018, VISN20 Care Routing worked with OVAC to pilot the Specialty Care Routing Triage & 

Scheduling Model, which resulted in the VISN20 Sleep Medicine pilot, based on the DoD 

Integrated Referral Management & Appointing Center (IRMAC) model. 

What started as Care Routing in 2014 has now transitioned as the national Referral 

Coordination Initiative that can be implemented at local facilities as well as VISN. VISN Referral 

Coordination is critical to support the local RCT to maximize utilization of specialty care 
resources across the VISN when local facilities cannot provide the service. This includes 

utilizing all care modalities (e.g., face to face, Telehealth (CVT and VVC), telephone clinic and 
E-Consult). VISN RCT can look across the VISN and schedule patients at any facility within the 
VISN, per patients request. RCI promotes providing Veterans with options for internal/direct 

care within VA as well as in the community. RCT provides patients with VISN level resources 
so they can make the best-informed decision for care. 

Referral Coordination Division 

Organizational Chart 

Chief Medical Cfficerl Chief 
Nurse Executive 

VISN Referral Coordination 

Leadership 

VISN Referral Coordination Team 
Clinical 

Administrative 

Figure 5: Referral Coordination Division Organization Chart 

VISN Referral Coordination Roles and Responsibilities 

VISN RCT roles and responsibilities mirror those listed in Roles and Responsibilities of RCI  

Section. However, there are a few slight differences when a VISN RCT is established, which 

requires coordination and collaboration across multiple facilities. 
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VISN Referral Coordination Leadership 

Responsible for oversight of RCT triage and scheduling functions for designated services and 
facilities within VISN, including but not limited to: 

• Manage and supervise VISN RCT, ensuring adequate staffing, space, and equipment 
to meet VHA referral triage timelines. 

• Coordinate with local specialty services to implement processes, using a phased 
approach, in the designated services and facilities. 

• Collaborate with local RCT in development of hand offs when appropriate to VISN RCT. 

• Collaborate with facility leadership to maintain RCI consistency throughout VISN. 

Facility Leadership 

Responsible for collaborating with VISN Referral Coordination Leadership. 

Facility Clinical Services 

Responsible for collaborating and training the RCT in their specialty clinical services, including: 

• Develop pre-referral guidelines/clinical pathways and the RCT triage tool in the 
designated specialty. 

• Provide specialty training to the RCT team to develop them as extension of the service 

• Collaborate with VISN Referral Coordination MD and Program Manager providing 
guidance and oversight when provider input is required. 

Designated clinical services retain overall responsibility of triage and management of referrals 
that do not easily conform to triage guidelines. 

VISN Clinical RCT 

Responsibilities are the same as local Clinical RCT. However, the VISN Clinical RCT routinely 
communicates/collaborates with local facility specialty service and other RCT teams as needed 
to identify VISN resources/services available. 

VISN Administrative RCT 

Responsibilities and recommended staff (typically an AMSA) are the same as local RCT. 
However, the VISN Administrative RCT can schedule across multiple VISN facilities to offer 
and schedule internal/direct care within VA whenever possible. They collaborate with 
community care when the Veteran chooses this VISN option to ensure timely transition and 
handoff for scheduling. 

How to Get Started 

This section is like the VAMC in the How to Get Started Section. However, there are a few 
things to consider when building a VISN RCT. The following steps will help you systematically 
walk through how to identify and create a VISN RCT. 
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Assess Need — What Makes Sense at VISN and What Can Stay Local 

RCI success relies on identifying the appropriate specialty service to launch VISN Referral 
Coordination Triage/Scheduling. This requires a "current state" assessment across the VISN of 
specialty care services. 

6.5.1 Identify Key Stakeholders 

Stakeholders are responsible for strategic planning, reviewing specialty data, decision making 
and identification of leadership team, steering committee and workgroups. 

6.5.2VISN Level Stakeholders: 

• VISN CM° 
• VISN BIM 
• VISN Primary Care Committee 
• VISN Specialty Care Access Team/ICC/Clinical Resource Hub 
• VISN Telehealth Coordinator 
• VISN Chief Nurse 
• VISN Health Administrative Service (HAS) Leadership 
• VISN CAC 
• VISN Project Manager 

Facility Level Stakeholders: 

• Facility Chiefs of Staff 
• Facility Specialty Care Leadership 
• Facility HAS 
• Facility Telehealth Coordinator 
• Facility Chief Nurse 
• Veteran 

6.5.3 • Veteran Experience Office (VEO) 
• Union Leadership 

Complete Current State Assessment 

Assess the current state by reviewing the following topics: 

• What specialty care services are scarce across the VISN? 
• What local RCT's currently exist? 
• Where is there a large volume going into community care? 
• How much time do providers spend triaging referrals? 
• What types of modalities is the service currently using (e.g., telehealth)? 
• Data gathering (community care volume, clinic timeliness, provider time triaging) 
• Current/upcoming initiatives 
• Cerner/electronic health record (EHR) 
• MISSION Act 
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• On-Demand Appointments 
• VA Online Scheduling 

o New Scheduling Software 

Develop Business Case 

Develop a business case by considering the following: 

• What might Referral Coordination do for my VISN? 

6.5.4 • How will my VISN support expansion of RCT at the VISN? 
• What resources are needed for planning? 
• What needs will be met by implementing VISN Referral Coordination? 
• How will local ROT and VISN ROT team work together? 
• Create a presentation to VISN Clinical Services and Resource Management. 

Develop and Plan 

6.6 Once VISN ROT concept is approved, we recommend holding a face-to-face Strategic 
Planning Kickoff Meeting with key stakeholders from VISN and local facilities. A kick-off will not 
increase buy-in, but it also develops and cultivates working relationships with the team invested 
in VISN ROT. 

6.6.1 Identify VISN Leadership Team 

The Leadership Team is responsible for oversight of launching VISN ROT and should include 
VISN and local facility team members and have no more than 10 individuals. Team should 
meet weekly initially to discuss implementation timeline, progress of workgroups, identification 

6.6.2
of barriers and decision making. 

Identify VISN Steering Committee or Overseeing Body 

The Steering Committee is responsible for guiding decisions related to what specialties are 
implemented VISN-wide and for the overall guidance on VISN level decision making. This 
committee can include a larger number of individuals, with everyone ideally involved in the 

"Initial planning sessions. This meeting group should come together monthly to review progress, 
problem solve barriers and ensure VISN ROT is moving forward. 

Identify Individual Workgroups 

Individual workgroups are needed to manage the large-scale change and implementation of 
6.7 ROT at the VISN level. These groups should be multi-disciplinary with an identified lead and 

clear workgroup charter with timelines. There is a considerable amount of "pre-work" that must 
be done prior to launching the VISN ROT. This "pre-work" is assigned to the workgroups listed 
below. The number of workgroups can be adjusted based on the identified need in your VISN. 

Workgroups 

Develop clear and concise Workgroup Charters for each group. 
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Example of Referral Guidelines Workgroup Charter: Develop clinical pre-referral guidelines and 
referral templates that clearly communicate to the referring provider what is expected prior to 
referral. Guidelines will be consistent across the VISN, providing uniformity and consistency for 
the referral coordination team triaging from site to site. 

List of workgroups: 

• Referral Guidelines/Pre-Work Team: Develop guidelines, referral templates, and 
clinical triage tool. 

• RCT — Triage and Scheduling Workgroup: Assemble the VISN RCT team, role of 
Clinical RCT member, role of Administrative RCT member, documentation of triage, 
SOPs, etc. 

• Care Delivery/Telehealth Workgroup (CVT, VVC, Telephone, and Store and 
Forward): Develop VISN Telehealth Service Agreement (TSA) and support expansion 
of VVC across facilities. 

• Communications Workgroup: Identify and develop training tools for local/VISN staff, 
and market and promote the VISN RCT. 

• Clinical Applications Coordinator (CAC) Workgroup: CACs are key stakeholders in 
strategic planning and are part of the workgroups. They must partake in the initial 
strategic planning and early assessment of what systems/processes are already in 
place and what needs to be built. Tools requiring CAC involvement include: Referral 
Guideline Menus, CPRS/EHR Templates, Note Titles, and assigning VISN referral 
coordination staff as recipients to alerts and Interfacility Consults. 

• Data Workgroup: Conduct baseline data gathering; ensure metrics are in line with RCI; 
perform ongoing data management/validation, patient/provider satisfaction, and data 

6.7.1 
quality validation. 

Pre-Work 

Prework consists of: 

• Pre-referral Guidelines/Clinical Pathways: The referring provider must follow these 
guidelines to patient information and required studies/tests prior to entering referral. 
These guidelines are specific to the specialty service that are developed by the Referral 
Guidelines team and then embedded in the EHR. Consistent guidelines across the 
VISN for a given specialty provide consistency for the referring providers, referral 
coordination staff and the receiving specialty service. Depending on where your VISN is 
with Cerner implementation, you must collaborate with Cerner/EHR team during this 
phase. 

• Electronic Health Record Referral Templates: EHR referral templates include auto-
populated patient information as well as templated questions prompting the input of 
pertinent clinical information needed by the triaging clinical team. The Referral 
Guidelines team developed these templates, which are embedded in CPRS/Cerner. 
Consistent templates across the VISN ensure consistency for referring providers, 
referral coordination staff and the receiving specialty service. They should be clear and 
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simple but provide enough clinical information for the both the triaging and receiving 
team. (Note that these will change with Cerner Implementation.) 

• Clinical Triage Tool: The Clinical Triage Tool contains pre-determined clinical 
guidelines and scheduling guidelines for clinical and Administrative RCT to use for 
referral review, triage, documentation and scheduling of care. This is a specialty-
specific tool that the Triage Team and Referral Guidelines team build collaboratively. 
This is a decision-making tool for both the clinical and administrative staff, providing 
consistency from facility to facility in the triage/scheduling process. This tool takes time 
to build and can be a "living document" that is edited as the program evolves. Specialty 
providers throughout the VISN must provide input into this clinically based decision-
making tool. RCI has/will provide basic triage tool templates and a "how to build a 
triage tool." 

• VISN Service Agreement: This document outlines the expectations of the referring 
provider, VISN referral coordination team and specialty providers as patients are shared 
across the continuum of care. The Referral Guidelines team develops the VISN Service 
Agreement, which provides a common understanding of roles, responsibilities and 
expectations for sharing patients within a VISN. 

• VISN Telehealth Service Agreement (TSA): This document is required to initiate 
Telehealth Services. A VISN-level TSA can be developed for a specialty for consistency 
across the VISN. 

6.8 Develop Performance Monitoring Plan in Line with RCI 
Expectations 

Monitoring the progress of VISN Referral Coordination triage/scheduling is integral to 
understanding the overall impact that RCT has on the VISN and local facility specialty care 
programs. RCI success depends on monitoring timeliness of VA care, community care demand 
and quality of nurse triages. Leadership must identify VISN level data management for the 
VISN RCT in collaboration and support of the local facility RCT metrics. 

Examples of performance monitors include: 

• Quality 
o Accuracy of Nurse Triage 
o % Provider Agreement with Nurse Triage 
o % Order/Plan change 
o % Order/Plan deferred to provider 
o Quality should be assessed in two periods: 1) initial training, and 2) continuing 

review. 
• Initial Training: Initial training may include a higher level of provider 

oversight in the early phases, which likely includes provider co-signature 
on triage notes until the providers feel nurses competent to triage 
independently, per triage tool. 

• Continuing Review: After the initial training period ends, nurses 
no longer co-sign specialists for review, unless the triage tool 
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requires it based on patient complexity, but ongoing audit and 

feedback is essential to maintain triage accuracy and quality. 

• Timeliness and Access 

O Time to scheduling contact 

O Time to appointment 

• Community Care Demand 

O Community Care Referral volume pre/post VISN RCT 

• Provider Time 

o % provider spent triaging referrals 

• Patient/Provider Satisfaction 

o Patient perception of timeliness to care 

o Patient perception of knowing next steps in care 

o Patient perception of being treated with respect 

o Provider perception of VISN RCT impact on provider time 

Implement and Monitor 

9 Once the workgroups have completed the pre-work, VISN RCT training should begin. The 

Communications Workgroup will have identified key stakeholders for training and created 

training slides for the following example audiences: 

• Referring Providers - VISN Primary Care Committee 

• Specialty Providers — VISN Specialty Team Committee 

• Facility Scheduling 

• Community Care 

• VISN RCT 

VISN RCT functions are very similar to the local RCT. However, the VISN RCT can look across 

the VISN for specialty care resources that are not available locally and provide patient's with 

expanded VA options for care. The VISN Clinical RCT has easy access to the specialists within 

the VISN for clinical inquires and triaging who are readily available to assist local RCT when 

local services are not offered. The VISN Administrative RCT can schedule at local facilities 

across the VISN, offering VVC or other appropriate modalities. 

VISN RCI implementation includes routine VISN Referral Coordination meetings, which are led 

by the VISN RCT manager and include the VISN Referral Coordination representative and 
6. 6Local RCT representative for each facility. These meetings provide a consistent forum for 

questions, identification of barriers, problem resolution, team building and refining processes 

across VISN. 

Monitor and Improve 

Ongoing evaluation of the VISN RCT is critical to the success of this program. The VISN 

Leadership Team and/or Steering Committee meet regularly to assess VISN RCT's overall 

impact. This includes routine evaluation of the baseline data as well as ongoing data. The 
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routine VISN RCT and local RCT team meetings will provide valuable input on the day-to-day 
operations of the VISN and local RCT interactions and handoffs of care. 

• VISN leadership should identify changes needed to meet goals and objectives. 
o VISN and Local RCTs will likely recommend updates to the triage tool; updates 

to standard operating procedures; and workflow process improvement. 

• Collect data and generate performance reporting. 
0 As VISN referral coordination expands, continue to use the RCI Data Portal to 

publicly guide timeliness of care and community care utilization. 

VISN leadership, facility leadership and national RCI leadership communication and reporting 
is critical to the ongoing success of RCI. There needs to be appropriate overseeing bodies that 
tie together VISN and local RCT's. 

VISN Menu of Services 

6.11 Definition and Education 

6.11 1 A VISN Menu of Services is defined as a document that outlines clinical services available at 
each facility within the VISN. This includes the specialty (e.g., Cardiology), the subspecialty 
(e.g., Interventional Cardiology), and the modalities offered (e.g., F2F, VVC, telehealth, or 
phone). All facilities can use a clear and consistent VISN Menu of Services document during 
the referral coordination process to ensure VISN resources are offered and used to the fullest 
extent when the RCT is offering all care options to Veterans. 

VISN/facility education about the menu of services is important to ensure the RCT can 
leverage the full array of services in the VISN for Veteran care. The following slide deck may 
be used to educate RCTs, specialty care providers, referring providers and facility leadership. 

• 

6.11.2 • 

What is VISN Menu of Services? 
How to use VISN Menu of Services? 
Who can use this tool? 
Where is it located? 
How is it updated? (see feedback loop) 
Who to contact for questions? 

Menu of services education presentation is linked here. 

How to Build VISN Menu of Services 

Developing this tool will require collaboration between the VISN and facilities. Establish a team 
to lead and develop the VISN Menu of Services. We recommend that you include: VISN ICC 
Leads (e.g., MH, Specialty, Surgery, and Rehab), VISN/Facility GPMs, VISN Connected Care 
Lead, VISN CRH, VISN/Facility RCI Leads/Champions, VISN OCC Chief, Clinical Applications 
Coordinator (CAC), and Data Analysts. VISN ICC leads are a good choice to lead this effort in 
bringing together medical/surgery specialty care as well as all the other clinical services. 
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If individual facilities have a Menu of Services for their site only, this can be used to populate 
the VISN Menu of services utilizing the VISN Menu of Services template. The goal is to have 
ONE Menu of Services for the entire VISN. 

A VISN may currently have a preferred template to capture the Menu of Services which can be 
used if it meets the intent described in the section above. If there is no template currently 

available, the RCI team has provided a template which can be used to build and review the 
VISN Menu of Services. 

The following steps should be followed on how to build a VISN Menu of Services, outlined 
below: 

Step 1: Ask and gather from facilities any Menu of Services documents they currently use. 
Work with clinicians/facilities to develop a list of subspecialities and detailed clinical offerings 
for each specialty (e.g. instead of ophthalmologist, determine if you have cornea specialists, 
retina specialists, glaucoma specialists, etc.) 
*The following care routing tool can be used to determine what clinics are available for your 
VISN. Care Routing - Summary - Power BI Report Server (va.gov)  

Step 2: VISN Menu of Services workgroup lead will populate Menu of Services worksheet with 
each specialty and subspecialty and facility name based on any facility specific current Menu of 
Services document. 

*Recommended template for VISN Menu of Services is linked hers. 

Step 3: Educate GPMs across the VISN about the intent of what is needed, why it is needed, 
and when it should be returned to the VISN. 

Step 4: Send ExtraView (EV)/Suspense to each facility within the VISN and allow 3 weeks to 
complete. Instruct each facility to complete their list of specialties, subspecialties, and 
modalities offered for these services. The following language was used on the VISN 7 EV: 

As discussed during the VISN7 GPM Bi-Monthly call, 2/24/2021, as part of the National 
Referral Coordination Initiative, Network Offices are required to develop an inventory of 
clinical services within their VISN. 

Attached to this EV is a spreadsheet with two tabs (one for surgical services and one for 
medicine services). VISN7 network office is requesting that each site completes all 
services on each tab. Facilities should respond either "yes" or "no" to whether you offer 
these services and then which modalities you offer them in (e.g. F2F, VVC, TELE). An 
example of a response would be like this "Yes — F2F/VVC/TELE". 

This request is due back to the network office by 3/12/2021. 

For any questions related to this EV, please contact {insert POC email) or via phone at 
(insert POC telephone number). 

Step 5: VISN Menu of Services workgroup lead will compile all information submitted by 
facilities into a single spreadsheet and make corrections as needed. 
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Step 6: Post the VISN Menu of Services to a common location easily accessible to front line 
staff and ROT. Ensure staf e•ropriate access to the document. Send completed Menu 
of Services spreadsheet t• 

b)(6) 
.• va. ov. 

Updating Menu of Services 

The VISN Menu of Services will be a living document. The VISN Menu of Services 

development team will be responsible for updating and making sure the content is current. 
When a facility has a change in services, it impacts the supply and demand balance across the 

1VISN, thus accurate reporting and tracking of services is critical. 

The feedback process for the ROT/Facility to communicate change of services to the VISN is 

outlined below: 

( 

 

Utilize when your facility 
has a change in services 

offered 

 

   

Allows for collaboration 
between VISN and local 

facilities to ensure 
uninterrupted and timely 

care for Veterans 

   

Accessed through local 
VISN SharePoint 

    

 

Received and Reviewed 
by VISN RCI Champion (or 
designee) and oversight 

committee 

Change in Services Process 

Preferably the facility with the change in service should provide the feedback. However, the 
referring site or specialty care can submit the change in service form. 

The form should be stored on the local VISN SharePoint. We recommend the form includes the 
following fields for change in service request: 

• Site of change 
o Name, Role of ROT member, E-mail 
o VISN/Site 
o Specialty/Service 
o Date 

• Receiving Site: 
o Who reported the change in service? 

• Name, Role, E-mail 
o Date 
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o Detail: 
• Service 
• Subspecialty 
• i.e. Provider for x subspecialty resigned 2 weeks ago. No replacement 

available. 

An example of the form is linked here. 

The local supervisor should be notified of the change in service. 

The VISN RCI Champion and Oversight committee will: 

- receive and review the submission for accuracy 

- update the Menu of Services as required 

- evaluate other potential options for care in the VISN 

- communicate changes to local facility leadership and RCTs throughout the VISN 

We recommend the Menu of Services to be reviewed and updated quarterly (four times a year) 
at a minimum while making it a standing agenda item (e.g. RCI Oversight Committee, Specialty 
ICC Health Care Delivery Committee Meeting, Executive Leadership Committee). Additionally, 
teams should update services offered on an ad hoc and/or rolling basis if it is determined 
between reporting periods that specialty availability has changed. 

6.12 VISN Referral Coordination Supplemental Materials 

• Example of VISN Service Line Agreement  

• Example of VISN Telehealth Service Agreement  

• How to Build a VISN Triage Tool  

• Example of Referral Coordination Business Rules — V20  
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7 RCT OPERATIONS 
RCT operates within the RCI framework and provides resources for a standardized approach 

to receive, triage, review and gather clinical information in the health record; to identify barriers 

to scheduling the referral: and talking to Veteran's about their care options. 

The process map below depicts the recommended RCT operations process from RCT receipt 

of consult/referral all the way through RCT conversation and scheduling decision with the 

Veteran. 

Receive/Review Consult/Referral 

7 The Clinical RCT initially receives the consult/referral to determine the 
urgency/appropriateness of the referral and potential care options. 

Initial assessment of the consult/referral includes: 

• Referral reason clearly stated and was routed to the correct specialty. 

• Referral is not a duplicate. 

• Referral contains appropriate pre-work. 

It the referral is not appropriate for the RCT based on the above elements, the RCT may 

disposition the referral in various ways. Each way should be documented in the referral for 

tracking purposes. The most common ways are listed below. 

• Convert referral to E-Consult. 

• Provide a return to clinic order if patient already established in specialty. 

• Forward the referral to the correct specialty service, documenting the reason for 
forwarding. 

• Reach out to referring provider for clarifying information needed. 

• Cancel referral clearly documenting reason for cancellation. 

Clinical Triage 

Overview 

RCT's clinical triage of the consult/referral ensures that all clinical information is clear and 
available in the medical record when the patient is seen in VA's specialty care or in the 
community. RCT promotes efficiency by ensuring Veteran health care is accessible, 
convenient, and delivered in a timely manner. Part of this work includes ensuring proper pre-
work and clinical information is available once the referral appointment is made. 
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When triaging specialty care referrals, RCTs conduct a medical chart review to gather clinical 
information and determine the most appropriate level of care for the Veteran. First, the EHR will 
alert RCT clinical team members to the specialty care consult. Work with your local CAC on 
how to setup automatic alerts for CPRS. For alerts in the Cerner platform, the RCT will need to 
create their worklist such that they will be the first to receive all referrals for their specialty. The 
Clinical RCT uses an approved triage tool for consistency in the clinical triage and scheduling 
process. Instructions how to create and use the triage tool are in the Clinical Triage Tool  
Section.  

The Clinical RCT member should use the COVID-19 CTB priority tabs to capture the 
appropriate referral priority for scheduling purposes (mandatory use for priority 1 and 2). The 
use of the #RCT# is in addition to the clinical triage comments and use of COVID-19 CTB 
priority tab. Also refer to Prioritization for Consultations Procedures and Appointments.  

Specialty care services often require medical testing prior to a medical visit. Since each facility 
and specialty has unique testing requirements and availability, it will be up to each specialty 
service to determine which tests are essential to complete prior to a medical visit. In addition, 
each specialty service will determine how recent the testing should be and whether the Veteran 
would need new testing prior to an appointment. This information should be listed in the triage 
tool. The RCT will document the triage actions on the consult/referral utilizing a template and/or 
CTB that will provide a clear and consistent summary of the triage, conversation with the 
Veteran and the plan/next steps for the patient. 

7.2.2 Medical Record Review 

The Clinical RCT uses the clinical triage tool in the medical record review process to track what 
clinical information is needed during the triage process. Upon receipt of the referral, the Clinical 
RCT first determines the urgency of the consult/referral and if testing has been completed in 
the EHR. If testing is not indicated as complete in CPRS/Cerner, the RCT should search in 
Vista imaging, Radnet or in the Joint Longitudinal Viewer (JLV) to see if the Veteran had testing 
in the community or at another VA/DoD location. If there is incomplete information on the 
consult/referral, the Clinical RCT may need to reach out to the referring provider for additional 
information. 

7.2 
uring the review of medical records, the Clinical RCT can determine complex coordination ..3 _D 

needs, barriers to care coordination and community care eligibility to understand the Veteran's 
best available care options. 

High Risk and Complex Veteran Considerations 

High Risk Veterans can be defined in a multitude of ways, including having one or more of the 
following characteristics: high intensity medical management, suicide risk, homelessness, 
frequent ER user, polypharmacy, frequent PCP visits, frequent admissions, and medication 
non-adherence. Find further information regarding the CAN Score and the Patient Care 
Assessment System (PCAS) with the supplemental material on High Risk and Complex  
Patients.  
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Eligibility 

Veteran Community Care eligibility criteria became effective June 6th, 2019 under the VA 
MISSION Act of 2018. Find key aspects of community care eligibility and the six eligibility 
criteria can be found in the MISSION Act factsheet. All Veterans should be offered VA care 
options regardless of community care eligibility, so they have a choice in where they receive 

7.2 4_ • uare. 

Tools to Use (Required and Optional) 

• The Consult Toolbox (CTB) should be used by the ROT to forward consults to 
community care as well as capture Veterans preferences. Refer to Community Care  

7.2.5 field guidebook for instructions on how to use CTB. 
o ROT members must be able to forward a consult to community care (section  

2.18 in the community care field guidebook) using CTB. ROT must also be able 
to capture patient preferences for community care (in the community care field  
guidebook). 

• The Consult Tracking Manager (CTM/CTM +) must be included in daily RCT operations 
when it is available. Refer to the How to Get Started Section to determine if your VISN 
has CTM and review information on how to setup CTM locally. 

7.2.6 
Documentation 

The Clinical ROT responsible for triage completes the ROT brief templated note in the consult 
with a clear plan for the next step. This keeps it all in one place, so when the patient/referral 
arrives to their appointment, all the information is on the referral string. The consult should be 
dispositioned (scheduled, forwarded, cancelled or completed) within three business days 
(excludes weekends but not holidays). The Consult Timeliness SOP is coming soon. 

Documentation of clinical triage provides transparency in the medical record as outlined above. 
Documentation occurs in the consult/referral itself to promote clarity and ease of finding 
information relative to the consult/referral. We recommended that the ROT use a standardized 
note template/format directly on the consult and/or via CTB. 

Example of ROT Triage Template: 

• Patient referred for X (reason for referral): 
• Pre-work and/or diagnostic studies completed and/or available in CPRS/JLV/Vista 

Imaging: 
• Special Considerations: 
• Patient discussion: 
• Plan: 
• Patient Preferences: (if patient chooses community care) [capture in CTB] 

o Provider Preference 
o Day of week and time of day 
o Scheduling preference (i.e., self-schedule or VA schedule) 
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Find more information on general guidance on why to disposition a referral can be viewed. 

;`3`:PICTI 

The Referral Coordination Initiative Project team has worked to develop a RCT User Role 
within Consult Toolbox (CTB) 2.0 to allow for appropriate tracking of consults reviewed by the 
clinical members of the Referral Coordination Teams (RCTs) within the facilities. The RCT 
User role within CTB 2.0 is tentatively scheduled to be released date late October 2021; 
'therefore, an interim process has been developed in order to appropriately monitor consults 
that are reviewed by the clinical member of the RCT. 

Clinical and Administrative RCT members will capture a #RCT# comment on the consult 
following the process below: 

Upon receiving a consult or when adding a comment based on clinical review, the clinical or 
administrative member of the RCT will add a #RCT# comment that the consult was addressed 
by a clinical RCT member. The preferred process is for the clinical member of the RCT to 
capture the #RCT# comment; however, in the instances where the clinical member has 
reviewed the consult and the comment was not added, the administrative member of the RCT 
should add the #RCT# comment to the consult as an added comment. 

(CTB Version 1.9.0078) 

Comments 

*ACTS 

Date/time of this action Action by 

Figure 7: Add #RCT# Comment to Consult 
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Figure 8: Receive Consult with #RCT# Comment 

• The #RCT# comment can be added in CPRS either as an additional comment on the 
consult or when the consult is received and reviewed by the clinical ROT member. 

• Note the administrative member on the team can also add the comment, once it is 
confirmed that the clinical ROT member reviewed the consult. 

Use of #RCT# Comment Reminders 

• It is important to note, the use of the #RCT# comment is only for consult tracking 
purposes. Appropriate consult review and documentation actions must still take place 
as outlined in the Operation Chapter of the RCI Guidebook, section titled 
"Documentation." 

• The comment must be captured only after the clinical member of the ROT has reviewed 
the consult for clinical purposes. The comment can be added by either the clinical or 
administrative ROT member. Per the current process, the clinical member of the ROT 
will review the consult for clinical appropriateness and provide scheduling guidance to 
the administrative staff within the team. 

• The #RCT# comment does not need to be a standalone comment and can be part of 
other comments added. The key is to ensure that the #RCT# comment is captured as 
part of the comment entered. 

• The Clinical ROT member should still use the COVID-19 CTB priority tab to capture the 
appropriate referral priority for scheduling purposes. The use of the #RCT# comment is 
in addition to the clinical triage comments and use of COVID-19 CTB priority tab. 

Below is the guidance for the recommended process steps for capturing the #RCT# comment 
on a consult reviewed by an ROT clinical member: 
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#RCT# Process 

CLINICAL RCT 

1 Receives and performs initial triage on consult / referral 

2 Inputs #RCT# in comments after clinical review 

Discusses care options and applicable community care eligibility with Veteran 

Veteran chooses care location and modality 

4 Warmly hands off consult / referral to administrative RCT member 

ADMINISTRATIVE RCT 

Receives consult / referral after it has been clinically reviewed to schedule 
appropriate appointments 

(If needed) Adds #RCT# to comments if clinical review was completed 
and #RCT# was not documented 

Choose A VA LLS.1kpar1mcnt 
afAiirra • 

Figure 9: #RCT# Guidance 

A report has been created in the RCI Dashboard  to capture the number of consults with a 
#RCT# comment added for appropriate monitoring. 

Clinical Triage Tool 

A clinical triage tool is a pre-determined clinical and scheduling guideline used by RCT for 
consult review, triage, documentation and scheduling. It is built collaboratively with specialty 
providers, referral coordination nurses and administrative team and provides a clinical 

algorithm for nurse decision making in determining appropriate care routing modalities. This 
triage tool also includes scheduling guidelines and scripting for administrative staff when 

scheduling appointments. This tool is not part of the EHR; RCT uses this tool for decision 

making and routing of care. 

Reasons to use a triage tool include: 

• Allows nurses to clinically triage consults/referrals based on an approved MD algorithm 

(triage tool). 
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• Allows specialty providers to re-direct their time to things only a provider can do (e.g., 
clinic visits, procedures, and VVC). 

• Provides consistency in the referral and scheduling process — everyone using the same 
document. 

• Provides clear expectation of documentation in the record summarizing referral triage, 

plan and scheduling. 

Creating a triage tool is a collaborative process that includes physicians, nurses and admin 
staff. Details about how to build a triage tool "how to slides" and a "base triage tool" examples 

are linked here and in the Supplemental Materials Section. 

Example triage tools by specialty: 

• Cardiology VA  

• Gastroenterology IRMAC 

• Sleep Medicine VA  

• General Surgery IRMAC 
• Cancer IRMAC  

• Cancer/Oncology VA 

• Hem-Oncology IRMAC  
• Pulmonary IRMAC  

• Dermatology VA  

Contact Veteran 

Once the clinical triage of the consult is completed, Clinical RCT can hand it off to the 
Administrative RCT to call the Veteran and schedule. The conversation with the Veteran to 

discuss VA options for care can happen both with the clinical and Administrative RCT. Each 

facility determines the workflow and who best to have the conversations. Regardless of who 
has the conversation, it must happen; patients must be given an option for internal/direct VA 

care vs. Community Care (when eligible); and staff clearly documents the discussion in the 
EHR. 

Contacting the Veteran and offering internal/direct VA care options is critical. We need to 
ensure that patients have all care options available to them whether internal/directly in VA or 

community care, and ultimately, they have a choice. If they are eligible for community care, we 
cannot assume they will choose that based on distance or wait time measures. They make the 
final choice once all options presented to them. 

If a facility does not offer a specialty, the local RCT needs to discuss internal/direct VA care 

options within the VISN, as the service may be offered via Telehealth or VVC. A Menu of 

Services Example can be found in the Virtual Care Supplemental Materials Section.  

We have provided scripting to help facilities with Veteran conversations to ensure the right 

conversations are happening and documented clearly in the EH R. Please review Scripts for 

Discussing Care Options Section  to guide you through the process. 
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Determining Who Should Contact the Veteran 

If the Clinical RCT contacts the Veteran 

During the clinical triage of the consult/referral, Clinical RCT may need to call patient to gather 
additional clinical information and discuss care options for the high risk and more complex 
specialties. This allows the Clinical RCT to address any clinical questions the patient may have 

7.3.1
as well as thoroughly explain VA resources both locally and across the VISN that would best 
meet the patient's needs. The Clinical RCT will then hand off the scheduling activities to the 
MSA once the patient has decided on VA or community care. Examples of high-risk specialties 
that would likely require a phone call from the Clinical RCT include Oncology, Neurosurgery, 
complex Cardiology, etc. 

If the Administrative RCT Contacts the Veteran 

The Administrative RCT will call patient to offer VA options for care and/or community care 
options when the Clinical RCT determine it is appropriate, based on clinical complexity 
requested. This should be documented by the Clinical RCT on the consult/referral triage 
summary directing the MSA to call patient. This process will decrease the number of phone 
calls the patient receives as they will get one phone call from MSA providing both 
VA/Community Care Options AND the ability to schedule during the same phone call. Example 
of this could be a referral for some of the lower risk specialties such as Podiatry, Optometry, 
Audiology, Physical Therapy, Primary Care. 

Handoffs between Clinical and Administrative RCT 

There are multiple options for handoffs between the clinical and administrative RCT to begin 
the scheduling process. A warm handoff is considered to be an immediate handoff between 
two parties via phone or IM. Warm handoffs are is considered to be ideal, however, depending 
on local processes, smooth and timely handoffs can be accomplished in the following ways: 

• Alert system in the EHR consult/referral system (i.e., via CTB). 
• Transfer call to MSA while patient is on the phone. 
• Enter or forward consult/referral to community care when this option is selected. 
• STAT Referrals (internal/community care) requires a telephone conversation to for 

handoff and disposition. 

Teams/Skype and other messaging systems can be used for informal hand-offs in addition to 
formal hand-offs listed above. 

7.3.2 
During the discussion with the patient, the RCT needs to communicate VA resources that 
patients may need with scheduling their appointments, such as transportation options. See 
below for guidance relative to transportation services. 

Solutions for Transportation 

RCTs identify their local and VISN opportunities for transportation needs of Veterans when 
seeking to keep this care within VA's health care system and mitigate and/or reduce travel 
expenses. 
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RCTs collaborate with their local Beneficiary Travel point of contact(s) to pinpoint what modes 

of transportation are available to your VAMCs. 

Several national programs within the Veterans Transportation Program (VTP) offer 

transportation assistance to Veterans obtaining health care at VAMCs or an outpatient clinic 
across the country. When a Veteran does not have any other means of transportation, they are 
eligible for VTS transportation. 

RCTs should check with their local Beneficiary Travel Office for additional guidance regarding 
Veteran's eligibility requirement (see below) and other travel benefits that may be available 
within their respective VISN and/or Network. 

Administrative Eligibility for Beneficiary Travel 

Description 
Travel for Sc 

Care Only 
Travel for 
Any Care 

   

Veterans rated 30% or more service-connected • 
Veterans rated less than 30% service-connected • 
Veterans who receive a VA pension • 
Veterans whose income does not exceed the maximum annual VA • 
pension rate 

Veterans traveling in relation to a Compensation and Pension (C&P) <C&P Exam 
Examination only> 

Veterans in certain emergency situations • 
Certain non-veterans when related to care of a 30% or more SC 
Veteran (caregivers, attendants, donors, and other claimants • 
subject to current regulatory guidelines) 

Certain non-veterans when related to care of a less than 30% SC 
Veteran 

• 

Figure 10: Administrative Eligibility for Beneficiary Travel 

Veterans Transportation Program 

VA's VTP offers Veterans many travel solutions to and from their VA health care facilities. This 
program offers these services at little or no costs to eligible Veterans through the following 

services: 

Beneficiary Travel (BT) 
Veterans Transportation Service (VTS) 
Highly Rural Transportation Grants (HRTG) 
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7.3.2.1.1 Veterans Transportation Service 

VTS provides safe and reliable transportation to Veterans who require assistance traveling to 
and from VA health care facilities and authorized non-VA health care appointments. VTS also 
partners with service providers in local communities to serve Veterans' transportation needs. 
Partners include: 

Veteran Service Organizations (VS0s) 
Local and national non-profit groups 
Federal, state and local transportation services 

1. Find a VTS location near you. (Find a VTS location near you.) 
2. 
3. 7.3.2.1.2 Beneficiary Travel 

The BT program reimburses eligible Veterans for costs incurred while traveling to and from VA 
health care facilities. The BT program may also provide pre-approved transportation solutions 
and arrange special mode transportation (SMT) at the request of VA. Veterans may be eligible 
for common carrier transportation (such as bus, taxi, airline or train) under certain conditions. 
All BeneTravel eligible veterans must have a referral confirming a Medical need for wheelchair 
or common carrier transports. 

7.3.2.1.3 Highly Rural Transportation Grants 

HRTGs provide grants to VSOs and State Veteran Service Agencies. The grantees provide 
transportation services to Veterans seeking VA and non-VA approved care in highly rural 
areas. These grants are available in counties that have fewer than seven people per square 
mile. HRTGs are specific to VISNs if needed. 

Learn more about the HRTG program and VA's grants program. (Learn more about the HRTG 

7.4 program and VA's grants program.) 

Coordinate/Schedule 

Once internal/direct VA care and Community Care options have been discussed with the 
patient and they have decided, it is time to begin coordination of scheduling. There will be 
documentation on the consult/referral from the Clinical RCT providing direction to the 
lAdministrative RCT regarding scheduling. 

There are basically three options for scheduling: 

Local VA facility 
a. Administrative RCT will review the scheduling instructions documented by the 

Clinical RCT to determine the next steps in scheduling. 
b. Administrative RCT reviews/establishes appointment modality (face to face 

(F2F), VVC, etc.) per triage tool and/or Clinical RCT documentation/direction. 
i. Veterans may indicate a preference for telehealth into the home but may 

lack a device, connectivity or the literacy to use technology. A note 
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requesting assessment through the new Digital Divide referral can be 
sent to their PACT to determine device/connectivity needs. 

c. Administrative RCT reviews/establishes Veteran scheduling preferences for 
internal/direct VA care (provider, date, time, location). 

d. Administrative RCT calls to schedule appointment (refer to contact Veteran and 
scripting sections). 

e. Administrative RCT documents all scheduling activities on the consult/referral 
via CTB. 

Another facility within the VISN. 
a. Clinical RCT forwards the consult to the preferred VA facility/service via the IFC 

process. 
b. Receiving VA facility/service Clinical RCT reviews the consult, annotates 

2. consult priority and applies scheduling process listed in the Local VA facility 
section. 

Community Care — If a patient has opted to use their community care eligibility after 
being presented all options, the RCT must gather and document the following 

3. information during the patient discussion in order to streamline community care 
scheduling. MEMO Community Care Scheduling Enhancements. 

a. RCT must also capture patient preferences using the CTB for community care, 
reference Veteran Community Care Scheduling Preferences  Section  and/or 
(section 2.9-2.12 in the community care field guidebook). 

1. Veterans may indicate a preference for telehealth into the home 
but may lack a device, connectivity or the literacy to use 
technology. A note requesting assessment through the new 
Digital Divide referral can be sent to their PACT to determine 
device/connectivity needs. 

b. RCT members should forward a consult to community care (section 2.18 in the  
community care field guidebook) using CTB. 

7.5 

RCT Promising Practices 

Strong practices have emerged over the past two years for RCT development and 
implementation. We have local and VISN level strong practices that you can refer to as you 

7.6  implement RCT at your facility/VISN. Please refer to Promising Practices Section on the RCI 
SharePoint details. 

RCT Operations Supplemental Material 

• Eligibility Factsheet  
• Referral Disposition Instructions  
• Care Assessment Need Information  
• Special Consideration Solutions Table  
• Veterans Transportation Service Information  
• HRTG Program and Grants Information  
• Referral Triage Tools  
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8 SCRIPTS FOR DISCUSSING CARE OPTIONS 
The scripting provided is a reference for RCTs to discuss referral care options with Veterans. 
These scripts will be revised and expanded based on user feedback. The scripts are 
guidelines. Veterans should know their options include appointment slots across the VISN. 
VAMCs/VISNs have authority to standardize messaging based on services available and care 
modalities that meet their Veterans' care needs. 

Referring Provider Scripting 

Veteran Has No Specific Questions 

8.1 The referring provider needs to inform the Veteran on what to expect for referral coordination 

8.1.1 next steps. 

Referring provider script: "Mr./Ms. (Veteran's name), I will place a referral for (specialty) 
service and a member of the Specialty Referral Coordination Team will contact (add facility 
specifics on who/how the Veteran will be reached) you to discuss options available to you in 
the VA and in the community. You can then decide what option is best for you. Your 
appointment (is/is not) urgent and so I recommend when you talk with the Referral 
Coordination Team, you keep that in mind when making your appointment. Can I answer any 
questions for you at this time?" 

8.1.2 Veteran Requests Community Care Referral Based on Eligibility 

Referring provider script: "Mr./Ms. (Veteran's name), you may be eligible for community care. 
Our goal is to inform you of all your health care options. I will place a referral for your specialty 
care and a member of our Referral Coordination Team will contact you to discuss all options 
available to you in the VA and in the community. This allows you to decide what option is best 
for you. In my opinion, your appointment (is/is not) urgent and so I recommend when you talk 

8.1.3
with the Referral Coordination Team, keep that in mind when making your appointment. Can I 
answer any more questions for you at this time?" 

Veteran Requests Community Care Referral Based on Best Medical 
Interest 

Referring provider script: "Best medical interest takes into consideration several eligibility 
criteria that examines medical hardship. This will determine if you are eligible to receive 
community care. Based on these criteria, I see that you (do/do not) meet the best medical 
interest eligibility criteria." (State reason based upon nature or simplicity of service; frequency 
of service; need for an attendant; potential improved continuity of services; or travel difficulty). 

Referring provider script: "Mr./Ms. (Veteran's name), you may be eligible for community care 
based upon best medical interest criteria. I will place a referral for (specialty) service. We have 
a member of the Specialty Referral Coordination Team here at (facility name) who will review 
your referral and determine what testing or level of care you may need. The Referral 
Coordinator {add facility specifics on who/how the Veteran will be reached) will contact you to 
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discuss options available to you in the VA and in the community. Then you can decide what is 
best for you. Your appointment (is/is not) urgent, and so I recommend when you talk with the 
Referral Coordination Team, you keep that in mind when making your appointment. Can I 
answer any questions for you at this time?" 

Referral Coordination Team: Administrative and Clinical 
Scripting Framework 
Greet and deliver individualized script to Veteran. 
Inform Veteran of all options available to the Veteran. 

a. Recommendation(s) from Provider 
i. Clinically appropriate modality 

1. ii. Clinically appropriate timeline 2. 
iii. Recommendation to receive care in VA vs Community 

b. Availability of VA appointments (in local or VISN) 
i. Telehealth at a VA clinic, community telehealth access point or at home, 

IFC, DoD 
ii. Travel: Bene-Travel, VTS, DAV etc. 

c. If Veteran is eligible for Community Care 
i. Expectation of Wait Times 
ii. Possible locations and associated drive times 
iii. Veteran scheduling preferences (location, time, date, provider) including 

if the Veteran chooses to self-schedule 
3. Capture Veteran input of available options. 
4. Veteran and RCT agree upon disposition. 

Referral Coordination Team: Administrative and Clinical 
Scripting 

8.3.1Prior to contacting Veteran, team member runs DST to check eligibilities. 

1. Administrative RCT or Staff with Scheduling Keys — Veteran 
Engagement 

2. "Good Morning/Afternoon, my name is (staff member name) and I am calling from the 
Referral Coordination Team at the (facility name) VA Medical Center. Who am I 
speaking with today?" 
"Your provider recently entered a referral for you to see a (specialty) specialist. We 

3. reviewed the request and want to schedule you for an appointment. We have a variety 
of options for this appointment including (offer modalities identified in the consult), and 
you (are/are not) eligible to be seen in the community. The dates and times we have 

4. available are (dates/times for the modality)." 
If Veteran elects to schedule with VA: "Excellent, I have scheduled your appointment 
for (specialty) with (provider name, date/time, via face-to-face visit/Telehealth). I will 
also send you a reminder of your appointment date and time. I can send a reminder to 
you via letter, email or text. Which reminder is best for you? Thank you for choosing 
VA for your health care provider. Have a great day!" 
Scripts for Community Care Eligibility for Community Care with Veteran 
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a. Veteran is not eligible to be seen in the community: "I am sorry Mr./Mrs. 
(name), but at this time you do not meet the eligibility requirements (state 
requirement) for community care. However, we are happy to schedule an 
appointment for you at the VA and can do this right away. Once the 
appointment is made, I will also send you a reminder of your appointment date 
and time. I can send a reminder to you via letter, email or text. Which reminder 
is best for you? 

b. Veteran is eligible to be seen in the community: "Mr./Ms. (Veteran's name), 
we have a couple options available for you to consider today. We can see you 
at VA as soon as (date). However, you also have the option to receive your 
care in the community based on your (Veteran's specific eligibility) eligibility. I 
want to discuss these options with you so you can make an informed decision 
about the best option to meet your health care needs. As I mentioned, we can 
schedule a (specialty) appointment for you at VA on (date, time). Based on 
what we know currently, we anticipate it will take approximately (community 
care wait time in days or weeks) for your appointment in the community. Your 
provider recommended your appointment be (as soon as possible, at your 
earliest convenience, at the VA, in the community). You should know by 
choosing VA, we can better coordinate your overall care because we have the 
results of any services or tests in your health record. If you choose to go to the 
community, we will need your help to obtain a copy of your records so that your 
doctors have documentation of the care you received outside VA. You are our 
number one priority, and we can assist with either option you choose. How 
would you like to proceed today?" 

i. Veteran elects to schedule VA Face to Face 
appointment: "Excellent, I have scheduled your appointment for 
(specialty) with (provider name) on (date/time). I will also send you a 
reminder of your appointment date and time. Thank you for choosing VA 
for your health care. Have a great day!" 

ii. Veteran elects to schedule VA telehealth appointment: "Mr./Ms. 
(Veteran's name), I will need to assess your technologies to determine if 
a telehealth appointment is possible. Do you have smartphone 
(iPhone/Android/Samsung/Tablet)? If yes, please download VA Video 
Connect App from the App Store. The morning of the appointment, you 
will receive an email with a link that will connect you to the appointment 
with your provider. If no, our provider will contact you via telephone for 
the scheduled appointment time." 

1. Into the home: [Administrative ROT obtains/updates email field] 
"Excellent, I have scheduled your appointment for (specialty) 
with (provider name) on (date/time). I will also send you a 
reminder of your appointment date and time. For your video visit, 
you will choose a private location such as home or work to meet 
over video with your VA Provider using secure, encrypted 
technology on your internet-connected smartphone, tablet or 
computer. A member from the specialty or a telehealth 
coordinator will contact you for a test call before your (specialty) 
appointment." 
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2. Into a community telehealth access point: "Excellent, I have 
scheduled your appointment for (specialty) with (provider name) 
on (date/time). I will also send you a reminder of your 
appointment date and time. At your telehealth visit in the private 
room at (Walmart/VFW/other) an attendant will be on site to 
securely connect you to a virtual provider." 

3. Into the virtual clinic: "Excellent, I have scheduled your 
appointment for (specialty) with (provider name) on (date/time). I 
will also send you a reminder of your appointment date and time. 
At your telehealth visit, a VA technician will use modern 
technology to do an exam or connect you to a virtual provider." 

iii. Veteran elects to schedule Community Care appointment: "I 
understand you are interested in community care, and I am happy to 
assist you with that process. I will need to enter some information into 
your file and will then send your information to the Community Care 
staff. They will contact you to arrange the appointment (gather facility 
specific Veteran Scheduling preferences)." 

Clinical RCT or Administrative RCT Do Not Have Scheduling Keys - 

8.3.2 Veteran Engagement 

"Good Morning/Afternoon, my name is (staff member name), and I am calling from the 
1. Referral Coordination Team at the (facility name) VA Medical Center. Who am I 

speaking with today?" 
2. "Your provider recently entered a referral for you to see a (specialty) specialist. We 

have reviewed the request and want to schedule you for an appointment. We can see 
you at the VA Medical Center as soon as (date, time, via F2F visitffelehealth), and you 

3. (are/are not) eligible to be seen in the community." 
If Veteran opts to schedule with VA: "I am going to connect you with our scheduler 
who will assist you with scheduling your appointment at the (facility name) VA. I am 
going to transfer your call to (Mr./Ms. name of Administrative RCT) who will schedule 
your appointment based upon your preferences. Thank you for choosing VA for your 
health care. Have a great day!" 

a. Veteran is eligible to be seen in the community: "Mr./Ms. (Veteran's name), 
we have a couple options available for you to consider today. We can see you 
at VA as soon as (date) date. However, you also have the option to receive 
your care in the community based on your (Veteran's specific eligibility) 
eligibility. I want to discuss these options with you so you can make an informed 
decision about the best option to meet your health care needs. As I mentioned, 
we can schedule a (specialty) appointment for you at VA on (date, time). Based 
on what we know currently, we anticipate it will take approximately (community 
care wait time in days or weeks) for your appointment in the community. Your 
provider recommended your appointment be (as soon as possible, at your 
earliest convenience, at the VA, in the community). You should know by 
choosing VA, we can better coordinate your overall care because we have the 
results of any services or tests in your health record. If you choose to go to the 
community, we will need your help to obtain a copy of your records so that your 
doctors have documentation of the care you received outside VA. You are our 
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number one priority, and we can assist with either option you choose. How 
would you like to proceed today?" 

i. Veteran elects to schedule VA Face to Face appointment: "I am 
going to connect you with our scheduler who will assist you with 
scheduling your appointment at the (facility name) VA. I am going to 
transfer your call to (Mr./Ms. name of Administrative RC7) who will 
schedule your appointment based upon your preferences. After the 
appointment is made, a letter will be mailed to you as a reminder of your 
appointment date and time. Thank you for choosing VA for your health 
care. ff 

ii. Veteran elects to schedule VA Telehealth appointment: "Mr./Ms. 
(Veteran's name), I will need to assess your technologies to determine if 
a telehealth appointment is possible. Do you have a smartphone 
(iPhone/Android/Samsung/Tablet)? If yes, please download VA Video 
Connect App from the App Store. The morning of the appointment, you 
will receive an email with a link that will connect you to the appointment 
with your provider. If no, our provider will contact you via telephone for 
the scheduled appointment time." 

1. Veterans may indicate a preference for telehealth into the home 
but may lack a device, connectivity or the literacy to use 
technology. A note requesting assessment through the new 
Digital Divide referral can be sent to their PACT to determine 
device/connectivity needs. 

iii. Veteran elects to schedule Community Care appointment: "I 
understand you are interested in community care, and I am happy to 
assist you with that process. I will need to enter some information into 
your file. I will then send your information to the Community Care staff 
who will contact you to arrange the appointment (gather facility specific 

8.4 Veteran Scheduling preferences)." 

Referring Provider or RCT Team: Veteran Needs Can Be 
Addressed via E-Consult 

Referring Provider/Referral Coordinator Script: "Mr./Ms. (Veteran's name). This is (Provider 
name, or Referral Coordinator calling for Provider name). A referral for (specialty) service was 

8.5  placed and (specialty provider) contacted me. After review of your information, we feel we can 
treat you without you having to visit the specialty clinic. We recommend the following 
(treatment plan)." 

MISSION Act Information 
Current Mission Act Information and Scripting: 

• Mission Act General Information  
• Eligibility FAQs  
• Call Handling and Documentation 
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Veteran Does Not Answer the Phone 

Scripts for answering machine messages will be included in future releases of the guide. 
VAMCs and VISNs will need to identify how Veterans can best reach the RCT. It is 

recommended the Veteran's PACT be the initial point of contact provided if a telephone 

number is needed so as not to add another phone to monitor. 
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Consult Scheduling Timeliness - 
Average days from File Entry Date 
(FED) to first scheduled by first 
scheduled date 

• Aspirational goal of 3 days for both 
Internal/Direct Care and 
Community Care 

Decrease consult 
scheduling time 

Improve Veteran 
satisfaction 

VSignals (Community Care 
survey) 

Increase percentage of respondents with 
"agreement" score 

Percent of Veterans engaging with 
RCT (metric in development) 

• Community Care cost 
• Referral Volumes for 

internal/direct VA vs 
community care 

• Understanding 
population of Veterans 
who Choose VA 
(metric in 
development) 

Ensuring Veterans 
understand their full 
range of care 
options 

Maintain VA's ability 
to fund 
internal/direct VA 
specialty care 
services 

90% of referrals reviewed by RCT 

Intended to be used for VISNNAMC 
leadership to identify possible resources 

Focus Area Measure Goal 
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9 DATA AND MEASURING SUCCESS 

Impact Measures 

Initial anecdotal feedback from RCTs, Patient Advocates and providers should be collected by 
the Executive Sponsors to assess immediate impact. The purpose of the initiative is to improve 
timely access to care, empower Veterans to make more informed care decisions, and ensure 

9.1 only eligible Veterans who want to receive care in the community are referred and scheduled 
into the community. 

To measure success, VHA will be monitoring the following RCI outcome measures: 

Table 4: RCI Key Performance Indicators 

Analyzing Data to Monitor Progress 

Data that can be used to monitor progress includes those listed under How to Get Started and 
Operational Measures. 

How to Get Started: 

• VA and Community Care Referral Trends (see example in next section about how to 
use this data to choose which specialties to start with) 

• Understanding Changes in CC Volume (by Consult title) 
• Understanding Changes in VA Volume (by Stop Code) 

Operational Measures: 

• Community Care Eligibility Distribution 
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• Improving Timeliness: Referral Cycle Time 
• Increasing Care Options: Face-to-face, E-Consults, Virtual, Telephone, Interfacility, etc. 

The RCI Data Portal provides links to reports that support management of RCI access 
principles by providing a consolidated view of internal and Community Care measures in the 
same visuals. The Implementation Team should thoroughly analyze report results to determine 
the effectiveness and efficiency of current operations and reporting reliability. The 
implementation team should also analyze trends to observe reporting result changes over time 
and to determine the root causes behind inadequate performance. 

Supplement detailed reports are currently available for both internal/direct and community care 
referral management individually. This data portal will evolve as new data measures become 
available. RCI Data Supplement is in development to provide data definitions and additional 
training. For guidance on Community Care specific reports, review Chapter 6 of the OCC Field  
Guidebook.  

Each facility should take a multi-disciplinary approach to selecting which specialties to 
incorporate into the RCT first. Considerations include specialties with highest overall volume of 
consults, highest community care demand and longer consult processing times. Additionally, 
facilities can consider specialties that may already be operating with an ACT-like process, 
specialties with a strong clinical champion, or specialties with strong academic affiliations. 

Below is an example of how to look at the data if you would like to focus on specialties that 
have the highest community care demand. 

How to Determine Specialties with the Highest Demand 
4. 

Step 1: Identify yearly referral volume by specialty (Internal & Community Care) 
a. Access the RCI Data Portal  

i. Select Volume by Specialty 
ii. Filter data for latest Fiscal Year and facility 
iii. Sort data largest to smallest 

1. All Internal VA Referral Volume by Service/Stop Code 
2. All Community Care Referrals volume by consult title 

iv. Use the Data to develop Staffing Plans 
1. Prioritize specialty services by Referral Volume (Community 

Care, Internal, or Community + Internal) 
2. Identify Total Referral Volume (Community Care + Internal) and 

5. divide annual volume by 10,000 to identify approximate FTE 
6. required to timely and appropriate address referrals. 

a. Example: 17,000 VA Cardiology Referrals + 3,000 
Community Care Referrals = 20,000 divided by 10,000, 
which shows 2.0 FTE required 

Step 2: Prioritize specialties that have the highest rate of referral to community care 
Step 3: Using audience from How to Get Started Section to identify appropriate staffing 
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Data and Measuring Success Supplemental Material 

• RCI-Power BI-Dashboard  
• RCI Data Portal  
• Data Portal Supplement 

9.3 • OCC Field Guidebook - Chapter 6  
• Recording: VSSC Office Hours 030221 RCI Dashboard Presentation  
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10 APPROPRIATE USE OF DECISION SUPPORT 
TOOL (DST) 

NOTE: Consult Toolbox Version 2.0 combines the Decision Support Tool (DST) and the 
Consult Toolbox (CTB) as one web-based tool integrated within CPRS. The equivalent of the 
DST is built directly into the CTB Version 2.0 and the below still applies using the CC Eligibility 
(DST) tab in the workflows. 

In the new process, the referring provider is not required to use DST but may choose to render 
a Veteran Community Care eligible under MISSION ACT authority of Best Medical Interest 
(BMI) eligibility and document the reason if they feel there is a strong clinical indication. 
Specialty clinics or RCT utilize this tool when determining where the Veteran is eligible to seek 
care. The RCT will take more ownership of making this determination if the DST was not 
previously run by the referring provider. The primary care team must still determine primary 
care community care eligibility before including provider, nurse and scheduler when scheduling 
primary care appointments. 

DST will allow the RCT to view relevant data within the existing CPRS consult order workflow. 
This helps guide the conversation with the Veteran to decide if a consult should be referred to 
the local VA facility, a near-by VA facility via Inter-Facility Consults (IFC), or to a community 
provider by providing information about the following: 

1. Veteran's static community care eligibility (hardship, living in a state without a full-service 
VA or grandfathered into community care from the legacy Choice program) for accessing 

2. care in the community 
3. Drive time standards and drive time eligibility associated with the requested consult service. 

Average wait times for the requested clinical service at VA facilities near the Veteran's 
place of residence and average wait times for community care appointments (note that 4. 
average wait times may not be used to determine wait time eligibility) 
Veteran's stated preference for community care (Opt-in/Out or To Be Determined/Deferred) 

It is important to note, with CTB 2.0 a consult cannot be forwarded to community care without 
10.dommunity care eligibility captured using CTB. 

1. 

DST Checklist for RCT 
2. The RCT must be familiar with E-Consult and Telehealth protocols as well as access to 

the face-to-face clinic grids and Telehealth schedules to determine the appropriate 
options available when having a conversation with the Veteran about his/her care 
choices. 
Community Care Eligibility 

a. If none exists, consider what the best method is to meet the Veteran/referring 
provider's needs including overbooking an appointment based on local 
protocols. 

b. Ensure to review the specific clinic where the patient is to be scheduled using 
VSE or VistA appointment packet in order to determine the next available 
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appointment and to consider community care wait time eligibility. If the Veteran 
is eligible for community care based on wait time, the consult must be 
forwarded to community care using the CTB. 

Best Medical Interest (BMI) 
a. If the referring provider entered a referral and used DST to render the veteran 

community care eligible based on best medical interest, the RCT should still 
review with the veteran ways in which the veterans care needs might be met 
within the VA including an E- consult, telehealth or face-to-face visit. If the 

3. veteran chooses to receive his/her care within VA, the appointment is made 
and #C00 # is placed in the comment section of the appointment. If the 
veteran opts into community care, scheduling preferences are obtained and 
documented using the CTB. Offer the Veteran the opportunity to self-schedule 
and to select a specific provider using the community provider locator (CPL). 
Using the CTB, forward to Community Care using the Best Medical Interest 
forwarding reason. Guidance on how to forward an existing internal consult to 
community care can be found in the Office of Community Care Field  
Guidebook, Chapter 2, subsection 2.18. 

b. If the referring provider entered a referral and placed considerations for BMI in 
the body of the referral but did NOT use the DST to render the Veteran CC 
eligible based on BMI, RCT determines if the care requested can be addressed 
via an E-Consult, Telehealth, or a face to face visit. Supporting documentation 
should be available in the body of the consult to support the need for the 
episodic medical hardship/BMI. 

i. If care can be addressed via E-Consult, send to the Specialty Care 
provider to complete as an E-Consult and inform the Veteran of the 
pending recommendations from the specialist. If care can be addressed 
via Telehealth, discuss with the Veteran and document. If the Veteran's 
care needs can be addressed by a face to face visit within the wait time 
standard, the appointment is made. 

ii. If care cannot be addressed via E-Consult or Telehealth, review the 
referral with the Veteran, discussing the available care options within VA 
as well as care in the community. If the clinician reviewing the consult 
agrees that based on the considerations for BMI noted by the 
referring/ordering provider in the body of the consult and their own 
judgement that it is in the Veteran's best medical interest to seek care in 
the community, the Veteran is given the option for community care. The 
Veteran's decision is captured on the consult along with the Veteran's 
community care scheduling preferences. The Veteran is informed that 

4. these preferences will be used to schedule the community appointment. 
Using the CTB, forward to Community Care using the Best Medical 
Interest forwarding reason. Guidance on how to forward an existing 
internal consult to community care can be found in the Office of 
Community Care Field Guidebook, Chapter 2, subsection 2.18.  

Drive Time — Can the care need be addressed via an E-Consult or is Telehealth a 
viable option? 

a. If care can be addressed via E-Consult, send to the Specialty Care provider to 
complete as an E-Consult. Then inform the Veteran of the pending 
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recommendations from the specialist. If care can be addressed via Telehealth, 
discuss with the Veteran and document opt-in/out decision in the Consult 
Toolbox (CTB). If the Veteran opts out, schedule the appointment in the 
appropriate VA clinic and ensure that #C00# is captured in the appointment 
comments. 

i. If care cannot be addressed via E-Consult or Telehealth, discuss 
transportation options to receive internal/direct VA care. 

ii. If none are acceptable, capture the Veteran's scheduling preferences in 
CTB and forward to community care using CTB and choose Drive Time 
as the forwarding reason. 

Wait Time — Is there local guidance for the scheduler to consider an overbook? 
a. If yes, scheduler should book the Veteran in clinic according to the local 

overbook guidance within the wait time standard. If the overbook request is 
5. denied or is for after the wait time standard, the Veteran is still eligible for 

community care. 
Wait Time — Can the Veteran/referring provider's needs be met via an E-Consult or 
Telehealth? 

6. a. If yes, send to the Specialty Care provider to complete as an E-Consult. Then 
inform the Veteran of the pending recommendations from the specialist. For 
telehealth options, discuss with the Veteran and document opt-in/out decision in 
the CTB. Schedule the appointment in the appropriate VA clinic and ensure that 
#C00# is captured in the appointment comments. 

b. If no, capture the Veteran's scheduling preferences in the CTB and forward to 
Community Care using CTB and choose Wait Time as the forwarding reason. 

10.2 Best Medical Interest General Information 

It is important to keep the following information regarding BMI in mind while making the BMI 
determination: 

• BMI is not required and should only be recommended when there is a true medical 
hardship for the requested episode of care rendering the Veteran eligible to receive 
care in the community. 

• BMI is not to be used for Veteran or provider preference or convenience. 
• BMI is a MISSION Act eligibility. 

If a referring provider believes that BMI should be utilized for a true medical hardship and 
documents this in the DST, it does not mean the Veteran must receive their care in the 

1 0 3_ • -community. Once RCT reviews the referral, the Veteran should make an informed choice to 
either remain with VA for his/her care or utilize community care based on his/her BMI eligibility 
las well as other factors such as other modality options or appointment availability. 

Types of BMI 

There are two types of BMI: Episodic Medical Hardship and General Hardship. 

Episodic Medical Hardship (labelled "BMI-Per Episode of Care" in CTB) is only for a 
single, specific episode of care. 
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a. The referring or primary care provider is not required to run DST unless he or 
she has determined BMI is clinically appropriate for a true medical hardship. 
The referral would then be routed to the RCT to review the referral with the 
Veteran including the BMI request. The referring or primary care provider can 
only capture BMI using DST (CC Eligibility (DST) tab in CTB 2.0) at the time of 
entering the referral. DST will not allow end users to capture the BMI eligibility 
on a signed referral. 

b. When the referring or primary care provider recommends BMI be considered 
without running DST, he or she should document this in the body of the referral 
with justification. This is not considered a true BMI eligibility but rather a 
suggestion that the ROT or specialty provider would consider when discussing 
care options with the Veteran. 

General Hardship (labelled "BMI-Hardship" in CTB) can be either for six months or one 
year, depending on the Veteran need, for all care referred to the community. 

a. General Hardship BM I is determined via a Community Care-Hardship 
2. Determination referral placed by VA provider and reviewed by the facility Chief 

of Staff or designee. If hardship determination is approved, community care or 
VA referrals must be placed as appropriate for all subsequent care needs for 
the approved length of time. 

b. Just because a Veteran has an approved hardship eligibility, it does not mean 
the Veteran must have all their care in the community. The Veteran has the 
option to have some (or all) of their care at the VA for each referral placed. If 
the DST has not been run to place BMI or there are no BMI considerations 
within the body of the referral from the referring provider, the Clinical ROT can 
discuss with the Veteran if there is a reason for BMI. The Clinical ROT would 
need to document the justification via added comment on the referral. Once that 
is done, the LIP from the ROT team, if applicable, or VA provider, would need to 
provide their concurrence as an added comment on the referral that BMI is 
appropriate. Once that has occurred, the ROT can forward the referral to 
Community Care, using the appropriate community care eligibility reason using 

10.4 the CTB, at the time of forwarding the consult to community care. 

BMI Definitions 

Within the DST, there is a required free text box under each BMI option for referring provider 
to document the justification for choosing the specific BMI option. This should be documented 
upon the referral entry. 

Please note that BMI eligibility cannot be determined/captured by an administrative staff 
member. With CTB 2.0 only the provider and nurse user role will be able to capture the BMI 
eligibility determination. In CTB 2.0, the end user making the BMI eligibility determination can 
use the pre-populated drop down to capture the specific BMI eligibility reason. 

• Nature or simplicity of service: To be considered if the requested medical services 
can more easily and safely be provided in the community and would be medically 
burdensome for the Veteran to receive the care in the nearest VA. Examples include 
routine optometry exam or hearing evaluation. 
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• Frequency of Service: To be considered if the frequency of the requested care is often 
enough to be a medical or clinical burden to the Veteran to have to travel to the nearest 
VA to receive. Examples include physical therapy, chemotherapy, and radiation 
therapy. 

• Need for an Attendant: To be considered when an attendant is required for a specific 
episode of care. An attendant is any person who provides required aid and/or physical 
assistance to the Veteran, for a Veteran to travel to a VA medical facility for hospital 
care or medical services. The provider must consider the care/procedure being 
requested and/or the Veteran's medical condition when determining the need for an 
attendant. This definition is consistent with the definition of this term in VA's beneficiary 
travel regulation (see 38 CFR 70.2.), but that definition at § 70.2 is dependent on 
separate eligibility under the Beneficiary Travel program. 

• Potential for Improved Continuity of Care: To be considered if the requested service 
were to occur in VA it would disrupt an established treatment plan with a community 
provider who delivers stable, consistent care to the Veteran during a specific episode of 
care. Examples could be: Recent surgery or active chemotherapy. A Veteran who had a 
knee replacement two years ago or who is previously established with a community 
provider and wants follow-up with their community provider would require a new referral 
with a new determination of BMI eligibility for a new episode of care if medically 
indicated. 

• Difficulty in Traveling: To be considered if a Veteran has significant difficulties 
traveling to a VA facility even if the estimated average drive time is less than the drive 
time standard (30 mins for PC and MH and 60 mins for SC) and doing so would result 
in clinical compromise to the Veteran's health. Providers should consider the 
accessibility of the requested service in the community and exhausted VA provided 
transportation options (e.g., Social Work Service (SWS) referral) when making this 

10.5 determination. 

Supplemental Materials 

• Office of Community Care Field Guidebook (FGB)  

• Consult Forwarding Procedures, FGB Chapter 2, subsection 2.18 
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11 COMMUNITY CARE SCHEDULING 
When the RCT determines that the Veteran is eligible for and opts in for community care, the 
RCT must ensure the information listed in this section is documented in the consult before the 
consult is forwarded to community care. For consults/ that are directly ordered to community 
care (for services not offered in the VA facility), the PACT or RCT front-line staff will ensure that 
Veteran preferences identified below are documented at the time the Veteran checks out of the 
internal, VA appointment. Ensuring this information is documented will support expedited 
scheduling of the community appointment for the Veteran and avoid unnecessary Veteran 
contacts. 

Community Care Referral Checklist 

Prior to the consult being forwarded to community care, the RCT will review the consult for 
11.1completeness and document the following information in the consult: 

Capture clear documentation of the community care eligibility either using the DST or using 
CTB and selecting the correct forwarding reason. 

1. Ensure a clinical review was completed and documented by either an MD, NP, PA or DO or 
2. RCT/Specialty Care RN under direction of one of the above. 

Consider a standard episode of care (SEOC) and, if appropriate, select using CTB's 
3. "authorizations tab." The CC Eligibility (DST) tab is used in CTB 2.0. (This step can be 

delegated to the facility community care office.) 
4. Capture clear documentation of the clinical need by the referring provider. 
5. Capture the Veteran's community care appointment scheduling preferences to include 

preferred provider or "no preferred provider", day of the week or "any", and time of day or 
"any" using CTB unless the Veteran decides to self-schedule. If so, only preferred provider 

6. is needed. 
Inform the Veteran that these preferences will be used to schedule his/her community 
appointment. 

11.2 

Veteran Community Care Scheduling Preferences 

Capturing a Veteran's community care scheduling preferences is mandated to expedite 
appointment coordination. Multiple attempts to contact the Veteran delay community care 
scheduling. Capturing preferences prior to check-out or before the consult is forwarded to 
community care minimizes delays and ensures the Veteran receives timely care in the 
community. 

Capturing Veterans preferences for community care scheduling occurs after the Veteran's 
eligibility has been verified and the Veteran has opted-in for community care services. 

Capturing scheduling preferences will be completed for all community care consults regardless 
of who is doing the scheduling (VA or Contractor) or how the Veteran prefers to be scheduled. 
When an eligible Veteran opts into community care, scheduling staff must capture the 
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Veteran's scheduling preferences as shown in CTB. Additional guidance can be found in the 
OCC Field Guidebook, Chapter 2, subsection 2.19. 

Staff members who are responsible for consult management such as the ROT will document 
the Veteran's community care scheduling preferences in the following scenarios: 

• When the Veteran is eligible and opts into community care after discussing the options 
offered internal/directly within VA, the ROT will capture Veteran community care 
scheduling preferences for the following scenarios prior to an internal consult being 
forwarded to community care 

• At the time of check-out for consults ordered directly to community care for services not 
available at the medical center 

When a Veteran is eligible for community care due to wait time and opts in, the VAMC staff 
member who forwards the internal consult to community care should place the date of the next 
available internal VA appointment on the consult/referral prior to forwarding to community care. 

Types of Preference Information to Capture 

11.2Scheduling staff must capture the following information for Veteran preferences for scheduling 
community care appointments (the minimum information required is bolded unless the Veteran 
chooses to self-schedule in which case only the community provider preference (or "no 
preferred provider") is required): 

1. Community Provider Preference (or "no preferred provider") 
2. Day of the Week (or "any") 3. 
4. Time of Day (or "any") 
5. Scheduling Preference (VA or Veteran self-scheduling) 
6. Communication Preference (text, phone, email, standard mail, MHV Secure Messaging) 

Mileage Veteran is willing to travel 

Each Veteran must be informed that this information will be used to schedule the appointment 
1.2vith the preferences provided this information must be documented and agreed upon by the 

patient to not be considered blind scheduling. 

Accessing the Consult Toolbox to Capture Scheduling Preferences 

Frontline staff and ROT must use the VA Community Provider Locator (CPL) tool must be used 
to identify the preferred provider. 

Facility community care staff must continue to use Provider Profile Management System 
(PPMS). For contingency purposes, staff (not including facility community care staff) may use 
the VA.gov Facility Locator to identify the preferred provider. If the Veteran does not have a 
preferred provider, the staff must select "no preferred provider" using the CTB. 

Staff can capture Veteran community care scheduling preferences using either the Community 
Care Functions or Scheduler Options within the Consult Toolbox (CTB). In CTB V2.0, staff can 
also enter community care scheduling preferences using the available CTB 2.0 process flows. 
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The staff member will need to speak to the Veteran prior to entering the scheduling 

preferences in the CTB. The staff member will need to know the method in which the patient 

will be scheduled to complete the preference. Methods include VA scheduling, or Veteran self-

scheduling (VSS). 

It is important to note that community care scheduling preferences must be captured prior to 
forwarding the consult to community care. The following report can be used to monitor 
compliance of this process: Power BI (powerbigov.us)  

Unsuccessful attempts to schedule Veteran 

0 First Cal to Veteran 

0 Second Cal to Veteran 

0 Third or addbonal cal to Veteran 

0 Unable to Contact Letter sent to Veteran 

0 Letter Sent by Certified Mad 

Additional results frogs attempt 

DAI toted phone members cksconnected or 00000 number 

12 Address bad ix no address on Ho, unabio to contact by latter 

Vetere. Contacted 

0 Veteran informed of ektbaty, referral and approval 

Vetenuds Participation Preference 

0 Opttln for Comnurety Care 000e-Out for Cormmety Care 

0 Malmo Address Confirmed 

0 Verified best Contact Number: 

00K to leave appt. detads on vome mad 

0 OK to leave appt. details with: 

0 Veteran contacted Community Care office 

Contact Notes: 

opt  Provider Preference: 

0 Pre& referral package Method: 

veteran's Preferred Provider Information 

0 Veteran has a Preferred Prowder: 

0 UOdate record with above Mormation 
Veteran OK to se. other than Pref. Provider Dyes 0 No 

Lookup a Provider Facility & Service Locator 

0 Veteran's appt cone preference: 

o veteran's davidat• orottererxe: 

o veteran prefers to set scheckle 

0 brat appt. Notiscabon Method: 

0 ming to travel up to (odes): F - 1 

Opt A faded scheduling effort occurs when cab and letters per VA poky 
have failed to result ri a completed patient appontment or patient has 
exceeded the number of missed appointments slowed, 

neater to rancid reviewer for desposibon after 
unsuccessful scheduling effort 

Opt 

Vim VA Consult Melo Site for additional consult manaoement reactance, 

OK 

Figure 11: Community Care Functions 

Calls and Letters Sched/ReschedulIng Efforts Community Care Eligibility I 

Veteran's Participation Preference 

Opt-IN for Community Care Opt-OUT for Communty Care 

Scheduling to be performed by: 

Veteran's Provider and Appointment Preferences 

Veteran's Preferred Provider Information 

Veteran has a Preferred Provider: Q  Yes (3 No 

   

ri Update record with above information 

Veteran OK to se. other than Prof. Provider yes No 

Lookup a Provider Facility & Service Locator 

    

Veteran's appt time preference: 

1 Veteran's day/date preference: 

1 Vetere n's Communication Preference Method: 

H Willing to travel up to (Mlles): 

 

Cal 

  

Visit VA Consult Help Site for additional consult rranagernent ;u dance. 

 

View Consult History 

 

OK 

    

Figure 12: Scheduler Options 
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Select the "MSA PT Contact" tab and complete the "Veterans Preferred Provider Information" 

section using the drop-down menu. If a Veteran chooses to self-schedule, only the preferred 

provider is required. 

Step 1: Check "Update record with above information" box 
Step 2: Select "OK" at the bottom of the window 

MSA Ehg. Verficationl COVID.I9 Prionty Consult Review I ALdwrizabon I  bob yracKing I  SAR/RFS  I Consuk Completionr 

UnstKoessful attempts to schedule Veteran 

0 First Cal to veteran 

0 Second Cal to Veteran 

0 Third or addmonal call to Veteran 

0 Unable to Contact Letter sent to Veteran 

0 Letter Sent by Certified Mad 

Additional results born attempt 

listed phone numbers cbsconnected or wrong nionber 

0 Address bad or no address on file, unable to contact by letter 

Veteran Contacted 

Li Veteran rnformed of eligibility, referral and approval 

Veteran's Partkipation Preference 

G Opt-In for Cornmumtv Care 0 Opt-Out for Community Care 

0 Mailing Address Confirmed 

0 Vented test Contact Member:  

000 to leave appt. &eta& on veto' mad 

Vise VA Cons., Melo Ste for additional consult manta gudaMe 

OK 

Figure 17: MSA Patient Contact Tab 

(CTB Version 2.0) 

Select the "Patient Preferences tab" tab and complete the Patient Preferences and the 

"Veterans Preferred Provider" section using the available options and the CPL. If a Veteran 

chooses to self-schedule the day/time preferences are not required. 
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Figure 18: Scheduler Options for Patient Preferences Add Comment / Receive Consult Workflows 

Options for Community Care Scheduling 

Veterans will have the two options to determine how their community care appointment will be 

scheduled: VA Scheduling and Veteran Self-Scheduling. Veteran preference for scheduling will 

be documented using the guidance identified in the OCC Field Guidebook, Chapter 2,  

subsection 2.19. 

11.3.1 
VA Scheduling 

VA will schedule the community appointment on behalf of the Veteran using the community 

11.3Care scheduling preferences documented by ROT. 

Veteran Self-Scheduling 

The Veteran may elect to self-schedule his/her own appointment. 

VSS begins once a Veteran indicates he/she would like to schedule their appointment directly 

with the community provider. The Veteran can provide this preference to self-schedule to the 

clinic Medical Support Assistant (MSA), ROT or the facility community care staff. The 

community care VSS process is encouraged, but not mandated. VSS allows Veterans to 

schedule directly with community providers. 

When VSS is selected, staff must capture this scheduling preference the CTB Consult Review 

Tab. 

Additionally, ROT must use the VA Community Provider Locator (CPL) in CPRS to identify 

Veteran's preferred provider and to ensure the preferred provider is in network. 

It is important to note for care that is available within VA, the Veteran's preference to self-

schedule for community care should be captured after an ROT member has discussed all care 
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options with the Veteran (virtual care, face to face, and community care) and the Veteran has 
opted-in for community care. Once it is identified that the Veteran has elected to self-schedule 
his/her community appointment, the Veteran must be informed that he/she will receive a self-
scheduling letter in the mail with the approved community provider information so he/she can 
contact the community provider to schedule the community appointment. If the preferred in-
network provider is known, the Veteran may also elect to wait three days to call the provider to 
schedule prior to receiving the letter in the mail. 

In addition, the front-line staff or ROT must clearly communicate to the Veteran that he/she 
must contact the facility community care office to inform them of the appointment date/time for 
documentation purposes in a timely manner. More information is in the OCC Field Guidebook,  
Chapter 3, subsection 3.16. 

Note that self-scheduling may not be appropriate for some Veterans with active Behavioral 
Patient Disruptive Flag (BPDF), based on the Veteran's individual needs. If the Veteran has an 
active BBDF, elevate the request to the facility community care clinical staff to contact the 
facility's Disruptive Behavior Committee (DBC) chair to learn the safety implications (to other 
patients, to the provider, and/or to the Veteran) of scheduling the Veteran with a community 
provider. DBC Chair contact information can be found at: Workplace Violence Prevention  
Prociram (WVPP) POC Search Page; ensure you reach out to the "DBC Chair" for your facility 
versus other POCs. If there are safety implications, VA staff should schedule the Veteran 
following the process outlined in OCC Field Guidebook, Chapter 3, subsection 3.15. "How to 
Schedule Using CON When VA is Scheduling on Behalf of the Veteran." 

11.4 Community Care Scheduling Supplemental Material 

• The Office of Community Care Field Guidebook (FGB) 
• Policy Appendix  
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12 USE OF ELECTRONIC CONSULTS (E-CONSULTS) 
Recently updated reimbursement rules have expanded payment for non-synchronous care 
such as Electronic Consults (E-Consult). While some Veterans prefer in-person visits and 
some types of services will require in-person visits, the availability of electronic records 
supports wider access to specialists' expertise without the necessity of a face-to-face patient 
visit. Electronic record review and consultation can spare Veterans unnecessary travel and 
provide them convenient access to specialty care. 

The Office of Specialty Care Transformation developed the E-Consult initiative to improve 
access to specialty care for Veterans and their primary care providers. E-Consults allows 
referring providers to request review of the record, obtain interpretation of the information, and 
receive recommendations. They also allow the specialist to receive workload credit for non-
face-to-face visits done by chart review. 

What is an E-Consult? 

12.f-Consults are referrals designed for Veteran/provider questions about advice for diagnostic 
and therapeutic issues. They can also be used to better prepare a Veteran for a face-to-face 
visit by arranging for the completion of necessary tests in advance of the visit with a specialist. 

E-Consults should be completed within three business days (excluding weekends but not 
holidays) of the File Entry Date. Learn more about the process in the E-Consult Guidebook 
Version 3.  

E-Consults are a kind of asynchronous care sometimes referred to as "chart only consult" or 
"virtual consult." Within VA, an E-Consult does not require direct communication (phone or 
written) with the referring provider and can be completed just through a review of the chart and 

12.2a written note. E-Consults are also considered one subset of asynchronous care. 

All Sites Should Promote E-Consults as an Avenue of Care 

To optimize Veteran choice and improve access to care, all specialties should provide E-
Consults. This requires the local site to develop a referral process in CPRS with note titles and 
encounter locations that include "E-Consult" to be tracked appropriately. Veterans are not billed 
for copay. Workload is tracked as described below. We strongly encourage specialty care 
services to consider active consult management, identifying face-to-face requests that can be 
completed as an E-Consult and vice versa. 

All services within the medical center should receive communication about any new E-Consult 
opportunity. Staff should promote E-Consults as a rapid, efficient way to obtain documented 
diagnostic or management recommendations without a face-to-face visit. Examples of good 
outcomes should be marketed to all services to promote use of E consults. Staff should 
promote E-Consults in Care Coordination agreements between Primary and Specialty Care 
Services. 
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Advantages of E-Consults 

A consultant's review of the records can take place without structured scheduling, allowing the 
consultant flexibility to complete tasks at a convenient time. Because the Veteran does not 
need to travel, the inconvenience and costs of scheduling and arranging transportation are 
eliminated. While support staff may, at times, expedite requests from the referring provider or 

12 3 specialist, when compared to a traditional consultation, the burden on support staff is 
generally reduced. Consults can be completed without the delay of scheduling and the 
response time to the consultation can be much less than in a traditional 
consultation. Consultants whose expertise is highly specialized may be accessible from long 
distances for those Veterans who cannot travel to/from medical centers. 

E-Consults Take Time to Perform 

Providers who perform E consults should have time to perform referrals using the most efficient 
12.4-upproach that limits impact on face-to-face clinic time. Section Chiefs and Service Chiefs are 

responsible for assessing productivity and assigning the appropriate amount of allocated time 
for all asynchronous care, including E-Consults. Data on individual productivity will continue to 
guide those individuals in accomplishing their goals. Section productivity can be assessed 
based on total clinical workload: clinic, ward or inpatient referral coverage, procedures, test 
interpretation (electrocardiograms (EKGs), pulmonary function tests (PFTs), telephone or tele-
video visits and E-Consults. Clinical care in any form should be used to maximize access 
based upon the need of the Veteran. Clinicians should be reassured that productivity for 
completing E-Consults is comparable to performing face-to-face visits and is based on the time 
spent completing the consultation as opposed to care complexity with office-based Evaluation 
and Management (E&M) codes. Please refer to the Electronic Consult Implementation Guide 
for additional information and implementation guidance. 

12.5 

Use of E-Consult Supplemental Materials 

• E-Consult Guidebook Version 3  
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13 TELEHEATH / VIRTUAL CARE 

MISSION Act and Telehealth 

The MISSION Act established "Anywhere to Anywhere" telehealth across state lines and from 
off-site locations to a Veteran's home or community. Through Telehealth, VA has an 
unprecedented opportunity to grow and to meet Veterans where they are with continuity, 

13.1convenience, and excellence. Providers should invite Veterans to consider care by Telehealth 
for several reasons, including its ability to provide overall continuity of care, a Veteran-centric 
option within VA, and a more convenient option for care, often with reduced travel 
requirements. 

Per the MISSION Act, the below verbiage from the preamble applies when determining 
community care eligibility when the appointment being offered is considered Telehealth. "The 
proposed rule stated that if the VA is able to furnish a covered veteran with care or services 
through telehealth, and the veteran accepts the use of this modality for care, VA would 
determine that is was able to furnish such care or services in a manner that complies with 
designated access standards. We received one comment that urged VA to ensure that the 
option for the Veteran to have face-to-face care would be maintained if the Veteran did not 
choose the telehealth modality. We do not make changes based on this comment. As stated in 
the preamble of the proposed rule, VA will not require a veteran to accept the use of telehealth 
for the purpose of meeting VA's designated access standards." Review specific guidance from  
the law. Select the Final Rule document and search the word telehealth. Review the Office of 
Community Care Field Guidebook for additional guidance about eligibility requirements for 
unique scenarios such as a Veteran who choosing telehealth and then requires an in-person 
visit. 

13.2 

What Kinds of Telehealth Appointments Exist at VA? 

Synchronous (Clinical Video Telehealth or VA Video Connect into the home/non-VA site), 
Asynchronous (Store and Forward Telehealth) and Remote Patient Monitoring (Home 
Telehealth) are telehealth services offered at VA. 

VA leads the Nation in telehealth, with options in more than 50 specialties. Service lines 
consider what care is appropriately delivered by Telehealth by clinical judgement and via 
guidance from Specialty Telehealth Operational Manuals. Specialty expert consultation by 
telehealth for select conditions is available through a network of National and VISN based 
Telehealth Hubs. Inpatient telehealth services include tele-hospitalist, tele-ICU, tele-stroke, and 
other programs. 

Telehealth clinics must be set up in VistA to correctly capture workload. At this time, telehealth 
services into the home are not associated with a patient co-pay. 

Increasingly, VA providers will have the skills to offer Veterans clinical care by telehealth. Video 
telehealth expansion into the home and non-VA sites of care began in 2018 for Primary Care 
and Mental Health and expanded to Specialty Care in 2019. All VHA ambulatory healthcare 

92 



1591 of 1607 

professionals are expected to have completed at least one video visit into the home or non-VA 
site, by end of FY2021. Expansion of asynchronous care in eye care, dermatology and sleep is 
underway. VISN Clinical Resource Hubs offer services in Primary Care, Mental Health and 
increasingly Specialty Care. 

Advantages of Telehealth 

Telehealth, and virtual care in general (mobile applications, secure messaging, remote patient 
monitoring) should be promoted as an option for Veterans to choose VA, decrease travel time 

AO r travel cost, and increase convenience and comfort (for Veterans not wishing to receive care 13.1
n a medical facility). There is high Veteran satisfaction with Telehealth Services at VA on par 
with in-person care. To date, the literature on Telehealth suggests equivalence in clinical 
outcomes, experiences and improved continuity of care. 

In the management of rare/specialized clinical conditions, telehealth may be the best option for 
Veterans who have few (or no) options for care in the community. During disasters or 
emergencies when facilities experience closures and appointment cancellations resulting in a 
potential surge of increased eligibility for community care, prioritizing appointment rescheduling 
to include virtual care supported by facility based, VISN based or national providers can 
mitigate access challenges during the period of the disaster/emergency. 

Since the location of the remote provider is flexible, VA can optimize capacity by recruiting 
providers in areas where it is relatively easy to do so and match this available capacity to 
demand elsewhere in the VISN. Clinical capacity for Telehealth may be available through 
Telehealth providers located in front-line clinics within the healthcare system, or within the 
VISN Clinical Resource Hub. Facility leadership is encouraged to identify underutilized FTEE 
for telehealth (Productivity and Staffing Guidance for Specialty Provider Group Practice VHA 
1065(1) linked here) Services from providers outside the VISN may be arranged by an MOU 

13.4and/or cost-transfer. 

Applicable National Data Sources 
• VSSC Connected Care Reports  
• Appointment Data Cube now includes wait time and encounters for telehealth appointments 

in addition to in-person appointments. VSSC Appointment Cube 
• CVT SFT Data cubes for information on Telehealth Data or historical usage, who/what 

CBOCs currently use. VSSC CVT SFT Cube  
• Provider productivity cubes for evaluation of who may have capacity at your site to start or 

expand provider side offering of telehealth in your specialty VSSC Provider Productivity  
Cube 

• Community Care data to review what services are being provided in the community. VSSC  
Community Care Cube  

• Virtual Care Scorecards 
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How to Increase Awareness with Veterans and Staff 

A key to increasing use of virtual care throughout the health care system is to make both 
Veterans and staff aware of how it works, when it is appropriate to use and that the Veteran will 
still be receiving the top quality of care that they receive throughout other modalities. Using 
tools such as VEText, Secure Messaging, and social media for outreach efforts are 

1 'recommended. 

Promising practices and data to support their process. A summary of these practice may be 
viewed on the Connected Care Messaging Biog.  

Scheduling with Virtual Care 

In VA, there are multiple options for scheduling telehealth. The Telehealth Scheduling Tool  
13 patrix outlines all scheduling platforms and when they are appropriate to use for scheduling. 

The Office of Connected Care is continuing to work on making the scheduling process 
streamlined with in person visits. Currently the main platform for scheduling VVC is Virtual Care 
Manager. Review additional information about Virtual Care Manager and scheduling specific 
information on VA Video Connect for Schedulers.  

Scheduling Training Requirements 
13.61 

All schedulers need to follow OVAC Scheduler Requirements as laid out in VHA Directive 1230 
including virtual care scheduling requirements. A Specialty Care Department of Veterans 
Affairs Video Connect Expansion Memo (VIEWS# 03400841) from August 25, 2020 was sent 
to the field requiring schedulers mastering the most recent VVC Scheduler training and 
schedulers are required to have scheduled VVC appointment. The trainings and can be found 

13.6.2TMS, 
training module #41309. 

Understanding Where Virtual Care Is Available in VA Network 

To optimally inform the Veteran, the RCT needs to know where virtual care is available across 
the network. Currently the VHA is in progress of creating an efficient national database 
however there are ways to gather the applicable information. Below are examples of how sites 
are sharing this information across their healthcare systems in the interim. Consider using the 
following practices to understand where virtual care is available across their VISN. 

• Create a VISN SharePoint were all information is been posted and shared 
• Grant Access to local SharePoint for staff and leadership 

• Hold Telehealth Leadership weekly meetings 
• Hold a VISN while Telehealth Strategic Planning call 
• Hold weekly meetings with Leadership including front office and ACOS 
• Connect with the SAIL workgroup, NDPP, Nursing Executive council and Medical 

Executive Council 
• Participate in PACT Huddles and departmental staff meetings 

• Distribute local flyer across the facility with all the Telehealth modalities and services 
offered. 
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• Work in collaboration with patient advocate team, patient centered care team and 
Wholehealth team to share Telehealth information across the facility 

• Create a spreadsheet by site to show who is offering what about Telehealth at each 
facility. 

Specialty Specific Guidance on How to Start and Expand 

Through virtual care Telehealth is well suited to provide care for the majority of outpatient clinic 
visits through Synchronous Telehealth/Clinical Video telehealth (CVT), CVT to home (VVC), 

-and other Virtual Care options including Asynchronous Store and Forward Telehealth (SFT) or 
E- Referrals. Expansion of Virtual Care offerings is the appropriate step for many services and 
for patients to bring the right care to the right place at the right time. This following seven 
specialty sprint focus areas gives recommendations on evaluation and expansion of Virtual 
Care offerings to be implemented in conjunction with the Referral Coordination Teams (RCT). 
Each specialty focus area includes the following sections specific to that specialty 

• Services to consider for E-Consults 

• Services to consider for telehealth 
• What the Veteran & Provider can expect when using telehealth 
• Recommended care pathways 

• Staffing recommendations for telehealth 
• FY2020 Usage facts 
• Current promising practices 

• Resources & innovative approaches needed to continue to expand virtual care 

In the Field Guides, you will also find a Telehealth Supplement if one exists. The supplement 
includes use cases and set up for telehealth. Select and view guidance specific to your 
specialty on the Telehealth website. 
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; 11, I NO (b)(6) IC! 

TELEHEALTH ROLE PROGRAMS TECHAOLOGY SPECIALTY QUALITY RESOURCES ABOUT US 

CIIMCAL SFEPALT1 CLINICAL OMR CLINICAL SHOAL TY THERE HAMITATIO4 

TelcAnethes. C.:1 TeleMOVEI TcicRegnot Imaging TelcRchobrirtation 

TeleCordiology TeleMentol Heath Telenheurnatology PotyTrouma Network 

TeleChoplon TeleNephrolooy TeleSpaornetry TeleAmputohon 

TeleDentistry TeleNeurology TeleSleep Te4eAudiology 

TeleCrermotology TeleNudition TeIeStroke Blond TeleRehab 

TeleEye Core VIrtuol PACT TeleSurgery TeleKmesrology 

TeleGI Hepatclogy TelcPothology TeleTronsplont TeleOccupationol Therapy 

Televenornics TelePhormocy TeleSCVD 

 

TeleHernatology TelePodtotry TeleWholehleatth 

 

TeleICU Telernmory Core TeleWound Core 

 

Telehlectiods Disease TeiePulmonology Woolens Health 

 

Figure 19: Telehealth Specialty Menu 

13.7.1 Steps to Start Expansion 

1. Review telehealth utilization, wait time and Community Care data to determine best 
specialty in which to expand. 
Contact your Facility Telehealth Coordinator (FTC) and RCT review telehealth data 
and community care cost data, see where telehealth is offered at CBOCs see where 
you can expand, consider VISN CRH level approach. 
See what the highest community care utilization is for your service(s) and plan how to 
include virtual health offering, prioritize where to start and with what service based on 
data. 
Include RCI team at local facilities to make aware of current telehealth options for 
service(s) and expansion of service(s)/offering let it be known which CBOCs offer 
Telehealth currently. 
Discuss pathway with RCI team for offering patients telehealth, (e.g., what does that 
look), use of telehealth admin scheduling referrals, how does RCT involve telehealth 
option up front and aware to offer this first to patients. 

a. Examples: 
i. Identify CBOCs in your VISN that do not offer TeleDermatology or face 

to face Dermatology care. 
ii. Evaluate the staffing at the CBOCs and if there is a TCT trained in 

TeleDermatology, if not have the FTC take steps to have the TCT at the 
CBOC trained in TeleDermatology. 

iii. Assess that the CBOC has the equipment for TeleDermatology, a hand-
held point and shoot camera with dermascopy attachment is 
recommended, cost is around $2000.00 per unit. 
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iv. Follow telehealth specialty supplement for referral and clinic set up for 
go live of new TeleDermatology service offering. 

Market to patients and providers. 

Virtual Care Supplemental Materials 

• Telehealth Website  

6. • Telehealth Expansion - VHA Telehealth Services Intranet (va.gov) 
• Specialty VA Video Connect Expansion VSSC Report  

13.8 • Inclusion for Specialty Care Service Lines  
9 Facility Executive Leadership VA Video Connect Checklist  
• Example of VISN Menu of Services  
• Example of VISN Telehealth Service Agreement  
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14 CHANGE MANAGEMENT 
This section of the guidebook will reference Prosci® tools and techniques to support RCI. 
Prosci® Change Management focuses on managing the people side of change with research-
based processes, tools and techniques to achieve the required business results. Every 
organizational change ultimately has individual impacts—the tens, hundreds or thousands of 
employees who have to do their jobs differently when they adopt the solution. This is the role of 
change management. 

On October 22nd, 2019, VHA approved an Executive Decision Memo that recognized Prosci® 
as VHA's current methodology for Change Management. Organizations that integrate Change 
Management into their project management delivery are six times more likely to successfully 
reach their program/project objectives. Change management is the use of an organized 
framework that helps to guide individuals through the change process. According to Prosci 
research, "the results and outcomes of changes are tied to individual employees doing their 
jobs differently. A perfectly designed process cannot improve performance until employees 
follow it. A perfectly designed technology adds no value to the organization until employees 
use it. Perfectly defined job roles won't deliver results until employees fulfill them. Employee 
adoption and usage are the bridge between a great solution and ultimate results" (Top 
Contributors to Change Management Success, Prosci®, 2016). 

14.1 Three States of Change 

Change is about moving to a future state while change management is about supporting 
individual employees impacted by the change during their transitions—from their current state 
to their future state. 

There are three states of change: current state, transition state, and future state. The current 
state is how things are done today. The transition state is how to move from current to future. 

14.11he future state is how things will be done tomorrow. 

Why is Change Management Important? 

It is important to understand VHA's future state is actually the collection of many individual 
future states. 
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Change management increases organizational outcomes to achieve desired results by driving 
individual adoption and usage. In order to drive individual adoption and usage, facilities must 
enable success by supporting each individual through his/her personal change journey. With 
excellent change management, employees: 

• Adopt changes faster, more completely and more proficiently 
• Stay engaged in the organization during disruptive change. 
• Understand why the change is happening. 
• Have the time and tools to get on board and feel heard and supported. 

Change Management Framework 

ADKAR is a change management framework for understanding change at an individual level 
(Hiatt, Jeffrey. ADKAR. A Model for Change in Business, Government and our Community, 
2006). Every change that occurs in a system is dependent on individuals making individual 
changes. Applying ADKAR framework can assist organizations in successful change by 
understanding the elements necessary for change results to be recognized. ADKAR presents 
in five stages that individuals go through when making a change. 

• A in ADKAR stands for Awareness. For change to occur, the individual needs to have 
awareness of the need for change and the nature of the change. 

• D stands for Desire. The individual must have the desire to support the change, 
participate, and engage in the change. 

• K stands for Knowledge. The individual should have knowledge on how to change and 
on how to implement the new skills and behaviors. 

• A stands for Ability. The individual should have the ability to implement the change and 
demonstrate performance. 

99 



1598 of 1607 

• R stands for Reinforcement. The individual needs reinforcement to sustain the change 
and build a culture and competence around change. 

For sustainable change to occur in a system or organization, individuals must reach the level of 
Ability. The elements of ADKAR are sequential, requiring individuals to move through each 
stage successfully. 

SmartChange Toolkit 

VHA's National Center for Organizational Development SmartChange Toolkit provides simple, 
powerful tools to make change easier at all levels of the organization. This toolkit consists of 6 

14.teps to help organizations think through and support the 'people side' of change. You can 
access the SmartChange Toolkit to gain a better understanding and best practices for each 
step. This guidebook provides a summary of all six steps with an intended focus on Step 1. 

Step 1 —  Define Success 

14.3!p any change scenario, organizations should be able to answer the basics — starting with 
what's changing, why a change is needed, and what happens if we don't change. When you 
start with the Six Essential Questions, you'll get clear on what's changing, why, and what 
success looks like. The process of answering the Six Essential Questions gets people on the 
same page. Once the answers are in place, you have the cornerstone for key change 
messages. 

Beyond informing communications, Six Essential Questions can: 

• Help a leader decide if it is the right change to implement. 
• Help a leader understand the change more fully so they can better lead others. 
• Help a leadership coalition or project group come to consensus on the key reasons for 

the change and facilitate buy-in. 
• Identify when you need to seek out more information to better understand the change. 

14.3.2 • Initiate discussions with key leaders to discuss alternatives to the change and/or fully 
understand implementation options. 

Step 2 —  Strengthen Your Foundation 

Once the reasons for change and expected benefits are clear, it's time to examine and 

14.3.3 
strengthen your foundation. Change success depends on a balance of technical decisions and 
actions that help people adopt and use the solution as intended. By measuring the 
Foundations for Change, you'll get a snapshot of your project's health, and a good sense of 
which elements need the most attention. 

Step 3 —  Prepare Sponsors 

Benchmarking studies repeatedly show the number one predictor of change success is active 
and visible sponsorship. Using the Preparing Sponsors tool, you'll identify the coalition needed 
to support your change, and discover how best to facilitate their success in these critical roles. 
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Step 4 — Understand Individual Change 

When you understand individual change, you can decode the mystery (and relieve the 
frustration) of organizational change. By applying Prosci's ADKAR® model, you can easily see 
where to focus your efforts, avoiding the common change management error of scheduling the 
"right" tactic at the wrong time. 

14.3.4 

Step 5 — Engage Impacted Groups 

You know how change happens at an individual level (that's ADKAR!) — now it's time to shift 
your focus to engage groups affected by change. Resistance to change is normal and should 

14.3e expected. Managing that resistance, however, depends on knowing several things: how the 
change impacts different groups, their readiness for change and their context for change. By 
using the Engaging Groups tool, you'll gain insight into what support is needed by whom and 
when. 

Step 6 — Pull it Together: Your Change Strategy 

14.3Xou've assessed your change from several key perspectives, and now it's time to put it all 
together to make sense of the bigger picture. Whether you are a team of one leading a 
change in your workgroup, or responsible for a much larger change in your organization, this 
SmartChange Snapshot is a great way to capture the next actions to best drive the people side 
of change for the results you want and need. 

14.4 Change Management Resources 

There are many VHA change management resources available to assist with change success. 
We encourage all levels of the organization to become familiar with the following resources: 

• VHA NCOD SmartChange Toolkit 
• Best Practice Tip Sheet for Communications  
• Best Practice Tip Sheet for Engaging Managers  
• Sponsorship Roles  
• Actions that drive ADKAR — Senior Leaders, Mid Managers/Supervisors. Individual level 
• Plan for Sustainment: 3 Key Sustainment Elements 
• Prosci Portal — VHA employees can create a Prosci account by using their VA email to 

register. 
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15 ACRONYMS AND GLOSSARY 
Table 5: Acronym List 

Abbreviations Meaning 

ADPCS Associate Director for Patient Care Services 

AMSA Advanced Medical Support Assistant 

APRN Advanced Practice Registered Nurse 

BDOC Bed Days of Care 

BIM Business Implementation Manager 

BMI Best Medical Interest 

BPDF Behavioral Patient Disruptive Flag 

BT Beneficiary Travel 

CAC Clinical Applications Coordinator 

CC Community Care 

CITC Care in the Community 

CMO Chief Medical Officer 

COO Community Opt-Out 

COR Contracting Officer's Representative 

COS Chief of Staff 

CPL Community Provider Locator 

CPM Clinic Practice Management 

CPRS Computerized Patient Record System 

CRH Clinical Resource Hub 

CTB Consult Toolbox 

CTM Consult Tracking Manager 

CVT Clinical VA Telehealth 

DAV Disabled American Veterans 

DBC Disruptive Behavior Committee 

DO Doctor of Osteopathy 

DoD Department of Defense 

DSS Decision Support System 

DST Decision Support Tool 

E-Consult E-Consult Electronic Consultation 

ECHO Echocardiogram 

EHR Electronic Health Record 

EKG Electrocardiogram 

ELT Executive Leadership Team 

FBG Field Guidebook 

FTC Facility Telehealth Coordinator 

FTE Full Time Equivalent Employee 
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F2F Face to face 

GEC Geriatrics and Extended Care 

GI Gastroenterology 

GPM Group Practice Manager 

HAS Health Administrative Services 

HCS Health Care System 

HOC Health care Operations Center 

HRTG Highly Rural Transportation Grants 

HT Health care Technicians 

ICC Integrated Clinical Community 

IFC Inter-Facility Consult 

IRMAC Integrated Referral Management and Appointing Center 

JOC Joint Operations Center 

JLV Joint Longitudinal Viewer 

LIP Licensed Independent Practitioner 

LOS Length of Stay 

LPN Licensed Practicing Nurses 

MD Doctor of Medicine 

MISSION Maintaining Internal Systems and Strengthening Integrated 
Outside Networks 

MSA Medical Support Assistant 

NP Nurse Practitioner 

OCC Office of Community Care 

OCC Office of Connected Care 

OVAC Office of Veterans Access to Care 

PA Physician Assistant 

PACT Patient Aligned Care Team 

PAO Public Affairs Officer 

PFTs Pulmonary Function Tests 

PPMS Provider Profile Management System 

PSDS Patient Self-Referral Direct Scheduling 

RCI Referral Coordination Initiative 

RCT Referral Coordination Team 

RN Registered Nurse 

SET Asynchronous Store and Forward Telehealth 

SMT Special Mode Transportation 

SME Subject Matter Expert 

SOP Standard Operating Procedure 

SW Social Worker 

SWS Social Work Service 
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TH Telehealth 

TPA Third Party Administrator 

VA Department of Veterans Affairs 

VAMC Veteran Affairs Medical Center 

VCCPE Veterans Community Care Program Eligibility 

VHA Veterans Health Administration 

VISN Veteran Integrated Service Network 

VEO Veteran Experience Office 

VSO Veteran Service Organization 

VSS Veteran Self-Scheduling 11P 

VSSC Veterans Health Administration Support Service Center 

VTP Veterans Transportation Program 

VTS Veterans Transportation Service 

VVC VA Video Connect 

WT Wait time 

WVPP Workplace Violence Prevention Program 
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16 DOCUMENT HISTORY LOG 
The Referral Coordination Initiative (RCI) Guidebook is a living document that will be updated 
to reflect new solutions and strategies. Below is the Document History Log of changes. 

Document Type Document Effective Description 
(Baseline/Revision) Revision Date 

Baseline V3.0 03/10/2021 Version 3 release of the Referral Coordination 

  

Initiative Guidebook. 

Revision V3.1 7/23/2021 Revision including addition of Consult Toolbox 

   

(CTB) 2.0 guidance. 

   

4.7 — update to existing content 

   

7.2 - update to existing content 

   

10 - update to existing content 

   

10.1- update to existing content 

   

10.3 - update to existing content 

   

10.4 - update to existing content 

   

11.1 - update to existing content 

   

11.2 - update to existing content 

Revision V3.2 9/21/2021 Revision including addition of Clinical Pharmacy 

   

Role on ROT, Menu of Services, and MSA 

   

Guidance 

   

3.5.3 —update to existing content 

   

3.5.4 — new content 

   

3.6 — update to existing content 

   

6.11 — new content 

   

6.12 — update to existing content I 
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17 APPENDIX A - RCT SIX ESSENTIAL QUESTIONS 

What is changing? 

The Veterans Health Administration (VHA) is changing its existing referral process by 
implementing the Referral Coordination Initiative (RCI). RCI shifts the referral responsibility 
from providers to Referral Coordination Teams (RCTs) that include dedicated clinical and 

-administrative staff. 

Why is it changing? 

VA is streamlining the referral experience to improve timely access to care, empower Veterans 
9 make informed care decisions, and ensure only eligible Veterans who want to receive care in 
the  community are being referred and scheduled into the community. 

Why is it changing now? 

17 Assessment of MISSION Act implementation and the ongoing COVID-19 pandemic response 
to health care delivery resulted in more Veterans being referred to the community than 
expected. Veteran feedback suggests many Veterans prefer to receive internal/direct VA care. 

What is not changing? 

VA will continue providing an exceptional Veteran experience and delivering the highest quality 
care and services aligned to each Veteran's needs and life goals — whether that is in-house VA 
care or care in the community. Eligibility standards for community care are not changing. 

What are the benefits of this change? 

RCTs align with VHA's modernization efforts to enhance referral timeliness and consistency, 
empower Veterans to make more informed choices about their care, and maintain high levels 

C3of Veteran satisfaction. 

What are the risks of not changing? 

Without a streamlined and consistent referral process, the scheduling of referrals will be longer 
than necessary; Veterans will have an inconsistent experience and lower satisfaction; Veterans 
may not receive all the information needed to make decisions about their health care needs; 
and Veterans who prefer to receive in-house VA care may instead be referred to care in the 
community. 
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18 APPENDIX B - COMMUNICATION MATERIALS 
Table 6: Communication Materials 

Communication SharePoint Link 
Material 

Veteran Fact 
Sheet 

https://dvagov.sharepoint.com/sites/ReferralCoordi natio n I nit/Shared°/020Docu me 
nts/RCW020Externar/020Communications°/020Documents/Externar/020Veteran°/0 
20Fact°/020Sheet%20FinaleY020022321.pdf 

Internal Staff Fact https://dvadov.sharepoint.com/sites/ReferralCoordinationlnit/Shared°/020Docume  
Sheet nts/RCP/020Internar/020Communications°/020Documents/RCI%20Internar/020Fac 

r/020Sheer/020Final.pdf  
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19 APPENDIX C - POLICY MATERIALS 
Table 7: Policy Materials 

Policy Material Link Issue Date End Date 

Community Care Scheduling 
Enhancements Memo 

https://dvagov.sharepoint.com/:b:/r/sites/v 10/28/2020 10/31/2022 
acovha/DUSHCC/DC/DO/Cl/C1 Artifacts/ 
Cl 10W/020Memo/Community°/020Care/S 
cheduling/Community°/020Care/020Sched 
uling°/020Enhancemente/020VIEWS°/020 
%2303771730.pdf?csf=1&web=1&e=tcW 
dTA 

National Deployment of 
Consult Toolbox 1.9.0063 
and 1.9.0065 — COVID-19 
Upgrades Memo 

https://dvapov.sharepoint.com/:b:/r/sites/v 05/18/2020 
acovha/DUSHCC/DC/DO/C I/C I Artifacts/ 
Cl 10W/020Memo/Announcements/Natio 
nar/020Deploymenr/020oP/020Consult%2 
0Toolboe/0201.9.0063°/020and°/0201.9.00 
65`)/0E2`)/080°/093°/02000VI D-

 

19`)/020Upgradee/020(VIEWS°/023°/020027 
48457)°/020signed.pdf?csf=1&web=1&e= 
MF6'cA 

Changes to Consult/Referral 
Management during COVID-
19 Memo 

https://dvagov.sharepoint.com/:b:/r/sites/v 09/13/2020 
acovha/DUSHCC/DC/DO/C I/C I Artifacts/ 
Cl 10N%20Memo/Conditions°/020-

 

°/020F10/020°/020etc/COVID19/Changes% 
20t0%20Consu IV/020 Ref erral%20Manag e 
ment°/020during°/02000VID-

 

19`)/020.pdf?csf=l&web=1&e=PNHS3P 

RCI Memo: Veterans 
Integrated Service Network 
(VISN) Referral Coordination 
Initiative (RCI) Standards and 
Expectations for Fiscal Year 
(FY) 21 

https://dvagov.sharepoint.com/:b:/r/sites/R 

  

eferralCoordination I n it/RCI%20 Resource 
%20Documents/03122021%20--

 

%204723515°/020°/020S°/026D°/020Memo 
%20%20031221%20--

 

°/020Veterane/020Integratedp°/020Service 
°/020Network°/020(VISN)/020Referrar/020 
Coordination°/0201nitiative%20(RCI)/020St 
andards°/020and°/020Expectations°/020f0r 
%20Fiscar/020Year%20(FY)/02021 .pdf? 
csf=1&web=1&e=7KHoE2 

Prioritization for Consultations 
Procedures and 
Appointments 

https://dvapov.sharepoint.com/sitesNAC N/A N/A 
OVHADUSHOM/10NA/ACAO/ConsultMa 
napement/SitePapes/Consulr/020Toolbox 
.aspx 

 

Consult Processes and 
Procedures Directive 1232 (2) 

https://www.va.pov/vhapublications/ViewP 06/28/2019 N/A 

N/A 

ublication.asp?pub ID=3230 

CPRS Technical Guide https://dvagov.sharepoint.com/sites/Refer N/A 
ralCoordination I nit/Shared°/020Documents 
/Guidebooe/020Supporting°/020Document 
s/RCW020Technical°/020Guide/0202°/0202 
%202021%20RW<Y020`)/0202`)/0205`)/020202 
1°/020cp°/020v1.pdf 
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1607 of 1607 

N/A https://dvagov.sharepoint.com/:b:/r/sites/v N/A 
haovac/cpm/Shared%2000cu ments/Gu id  
ebooks/E-
Consulr/020Guide/020Book°/020V%203.0.  
pdf?csf=1&web=1&e=WbAagT  

E-Consult Guidebook Version 
3 

Office of Community Care 
Field Guidebook (FGB) 

https://dvapov.sharepoint.com/sites/VHA N/A 
OCC/CNM/Cl/OCCFGB/SitePapes/FGB.a 
spx  

N/A 

Service Agreement SOP Coming Soon N/A N/A 

Unable to Schedule SOP Coming Soon N/A N/A 

Coming Soon N/A N/A Minimal Scheduling Effort 
SOP 
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