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$ U.S. Department
¥ of Veterans Affairs

Department of Veterans Affairs
Office of Congressional and Legislative Affairs
Washington DC 20420

August 12, 2014

This letter is to acknowledge receipt of your Freedom of Information Act (FOIA) request
received by mail to the VA FOIA Office, June 19, 2014. Your request was forwarded to
the Office of Congressional and Legislative Affairs and received June 26, 2014 in which
you asked for documents pursuant to the Freedom of Information Act (FOIA), 5 U.S.C.

§552 et seq.

Specifically you requested:

“Copy of each response to a “Question for the Record (QFR) provided to Congress by
the Department of Veterans or its components. (By responses to QFRs, | mean the
responses to formal questions posed in association with testimony before a
congressional committee.) These records are most likely maintenance in the Office of
Congressional Affairs, Office of Legislative Affairs, Office of Intergovernmental Affairs,
or equivalent, or in the executive secretariat.”

The records you requested are attached to this letter.
Also, once a hearing is completed, a transcript of the hearing (to include Questions for
the Record — QFRs) is available to the public on the U.S. Government Printing Office

Website: You can click on the link below, which will take you directly to the page for
transcripts:

http://www.gpo.gov/congressional/

Please be advised that the Office of Congressional & Legislative Affairs did not refer
your request to any other offices in the Department of Veterans Affairs.

This request was processed by the undersigned. You may appeal the determinations
made in this response to:

Department of Veterans Affairs
General Counsel Office (024)
810 Vermont Avenue, N.W.
Washington, DC 20420



Please refer to FOIA 14-06084-F in your response. Be sure to include a copy of this
letter, your request, and the reason for your appeal. You may also include a daytime
phone in case the General Counsel needs additional information.

Sincerely,
Zﬁeia é Balsley
FOIA Officer

Office of Congressional
and Legislative Affairs

Attachments:

1.

2.

8.

9.

September 9, 2013 — A Matter of Life and Death: Examining Preventable
Deaths...Who Oversaw Them

January 15, 2014 — Vendors in the OR — VA’s Failed Oversight of Surgical
Implants

February 5, 2014 — Beyond Transformation: Reviewing Current Status and
Secondary Effects of VBA Technology

February 26, 2014 — To Receive Testimony on the Relationships-...... Victims of
Sexual Trauma

February 26, 2014 — VA Accountability: Assessing actions Taken in Response to
Subcommittee Oversight

February 26, 2014 — A Review of the Effectiveness of VA’'s Vocational
Rehabilitation and Employment Program

. April 2, 2014 — VA and Human Tissue: Improvements Needed for Veterans

Safety

April 3, 2014 — Trails in Transparency ll: is VA Responding to Congressional
Request in a Timely Manner?

April 9, 2014 — A Continued Assessment of Delays in VA Medical Care and
Preventable Veteran Deaths

10. April 11, 2014 — Post Hearing QFR — HVAC Minority, VA’s FY14 Budget
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Questions for the Record
Committee on Veterans' Affairs
U.S. House of Representatives
Full Committee Hearing
Held on September 9, 2013
At Pittsburgh, PA
“A Matter of Life and Death: Examining Preventable Deaths, Patient-Safety Issues
and Bonuses for VA Execs Who Oversaw Them”

Questions for the Record from the Honorable Jeff Miller, Chairman

1. During the field hearing, VA Under Secretary for Health Robert Petzel testified
that, “l would agree that reviewing performance awards is appropriate” in
response to a question | asked about the need for a “top to bottom” review of
VA's bonus system. When will this “top to bottom” review begin? Who will be in
charge of it? When do you expect the review to be completed? Please provide
the resuits of the review to the Committee upon completion.

VA Response: The Depariment of Veterans Affairs (VA) acknowledges the importance
and significance of a comprehensive review of its performance awards.

In April 2013, VA's Corporafe Senior Executive Management Office (CSEMO)
completed an agency-wide review of VA’s Senior Executive Service (SES) performance
management system as part of VA's request to the Office of Personnel Management
(OPM) for recertification. OPM'’s certification criteria for SES performance management
system includes a review of all aspects of the system, including executive training,
alignment of expectations with the strategic plan, individual and organizational
performance measures, oversight, rating distinctions, award differentiation, and
transparency throughout the process. OPM, with the concurrence of the Office of
Management and Budget (OMB), determined that VA's SES performance management
system warranted full certification, which was granted on May 8, 2013, and continues
through May 6, 2015.

VA is required to report annually to OPM about the application of VA's SES
performance management system. OPM annually reviews VA’s distribution of ratings
and awards in an effort to ensure that VA is making meaningful distinctions in ratings
and providing awards that reflect performance. The attached letter from Ms. Elaine
Kaplan, Acting OPM Director, transmits OPM’s formal certification of VA's SES
performance management system.

VA SES Full Cert
Signed 05-06-2013.p1




UNITED STATES OFFICE OF PERSONNEL MANAGEMENT

Washington, DC 20415

The Directar MAY -6 203

The Honorable W. Scoftt Gould
Deputy Secretary

Department of Veterans Affairs
Washington, DC 20420

Dear Mr. Gould:

This is in response to Mr. John R. Gingrich’s request of January 3, 2013, for full certification of
the U.S. Department of Veterans Affairs (VA) Senior Executive Service (SES) performance
appraisal system - a new system issued on January 4, 2012, by the U.S. Office of Persconnel
Management (OPM) and the U.S. Office of Management and Budget (OMB) and approved by
OPM for implementation. OPM has reviewed your request and determined your system warrants
full certification, and OMB concurs. The certification period begins the date of this letter and
continues for 24 months. Certification authorizes pay above the rate for level III of the Executive
Schedule, up to the rate for level I1 of the Executive Schedule, and use of the higher aggregate
pay limit. :

VA must continue to report annually to OPM the data that result from the application of this
certified system, and VA’s compliance with the established réport submission deadlines may
affect continued certification. OPM will review this data to determine whether VA's awards for
all VA.SES members involve meaningful distinctions based on performance — a prerequisite to
receiving continued certification. VA should also reapply for certification six months prior to
the expiration date in order to continue applying a higher maximum rate of basic pay and the
higher aggregate limitation on pay beyond the expiration date; this request must result in
certification of the appraisal system by OPM and OMB by the end of the two-year certification
period to avoid any gap in authority to apply the higher maximum rate of pay and higher
aggregate limit. When submifting a certification request in 2015, VA should use the revised
certification process créated for agencies using the standard SES appraisal system.

Thank you for your attention to this matter. If you have any questions regarding VA’s
certification status or requirements, please contact Ms. Karen Lebing, Manager for Performance
Marniagement Implementation, Senior Executive Service and Performance Management, by
telephone at (202) 606-1633, or by e-mail at karen.lebing@opm.gov.

Sincerely,

cosl

Elaine Kaplan
Acting Director

...... Lopm.goy Recruit. Retsin and Hunor n World-Cluss Workforce t© Serve the Americun People v vusaiohe.goy




Questions for the Record
Senate Armed Services Committee
Subcommittee on Personnel
Hearing #14-09
“To receive testimony on the relationships between military sexual assault,
posttraumatic stress disorder and suicide, and on Department of Defense and
Department of Veterans Affairs medical treatment and management of
victims of sexual trauma.”

February 26, 2014

Questions for the Record from Senator Kirsten Gillibrand

Military Sexual Trauma

Question 1: Dr. McCutcheon, you stated in your testimony that: (1) recovery is
possible for those who have been diagnosed with Military Sexual Trauma (MST);
(2) MST services are provided free of charge at the Department of Veterans
Affairs (VA); and (3) there are MST coordinators at every VA Medical Center.
Please provide information on the total number of MST coordinators nationwide
and the description of their responsibilities.

VA Response: VHA Directive 2010-033, Military Sexual Trauma (MST) Programming,
provides information about the MST Coordinator role and specifies that every VA health
care system must appoint an MST Coordinator. Some health care systems choose to
split the MST Coordinator duties among multiple appointees. For example, some health
care systems may have one MST Coordinator for the VA Medical Center but another for
the Community-Based Outpatient Clinics (CBOC) associated with the health care
system. In March 2014, there were 163 staff members serving in MST Coordinator
roles across the VA health care system.

MST Coordinators have five primary areas of responsibility:

1. Implementation of national, Veterans Integrated Service Network (VISN), and
local-level screening and treatment policies. MST Coordinators help ensure that
Veterans being seen for care at the facility are screened for experiences of MST,
that Veterans have access to needed MST-related services, and that the care is
provided free of charge. Coordinators monitor local MST-related programming
and make efforts as needed to expand the scope of available services.

2. Implementation of national, VISN, and local-level staff education policies. MST
Coordinators help ensure that local staff members receive mandated MST
education and training and provide training as needed in clinics throughout the
health care system to ensure that staff members have the needed knowledge
and skills to work effectively with MST Survivors.



3. Implementation of national, VISN, and local-level informational outreach policies.
MST Coordinators engage in outreach to Veterans to raise awareness of the
availability of MST-related services and to facilitate engagement in care.

4. Serving as local point person for MST-related issues. MST Coordinators serve
as local points of contact, sources of information, and problem solvers regarding
MST-related issues for both Veterans and VA staff. They engage in consultation
with local offices and services, serve as advocates for Veterans in working with
the system, and address systems issues that may create barriers to care.

5. Communicating with national, VISN, and facility-level leadership. MST
Coordinators stay in regular contact with leadership, stakeholders, their VISN-
level points of contact, and other MST Coordinators in their VISN, in order to stay
apprised of polices and trends related to MST. MST Coordinators also respond
to requests for information about local MST programming from VA Central Office.

Question 2: Dr. McCutcheon, you stated that these MST coordinators are the
single point of contact for every veteran who screens positive for MST. What is
the average workload for each of these coordinators? Please include the number
of veterans seen annually by these coordinators.

VA Response: To clarify, MST Coordinators serve as point people for MST-related
issues within their facility. They serve as sources of information and problem-solvers
both for Veterans and for staff. When needed on a case-by-case basis, MST
Coordinators consult on care-related issues for particular Veterans or serve as
advocates to assist particular Veterans with navigating the system. Although individual
facilities may choose to set up a process wherein the MST Coordinator has personal
contact with every Veteran who screens positive for MST, this is not a model required
by national policy.

With respect to MST Coordinator workload, VHA Directive 2010-033 permits facilities to
designate the MST Coordinator as a collateral position, performed in addition to other
roles. Itis an administrative position in that direct clinical care and case management
responsibilities are not part of the role. However, most staff in the MST Coordinator
position do provide clinical care to MST Survivors as part of other roles. The Directive
requires facility leadership to ensure that MST Coordinators have adequate protected
administrative time to fulfill the responsibilities of the position. Currently, no specific
amount of protected time is required, as facilities vary widely in their size, complexity,
number of Veterans seeking MST-related care, and other factors relevant to the MST
Coordinator role. Facility leadership is encouraged to consider these factors when
determining how much protected time is needed.

VA has recent survey data that provide some information about how much protected
time MST Coordinators are allocated. As part of the Department of Defense (DoD)/VA
Integrated Mental Health Strategy (IMHS) Strategic Action #28, a survey of practice was
disseminated to VA health care facilities. Among other areas, facility leadership were
asked to indicate whether the local MST Coordinator had been given protected time for



the duties of that role. The majority of facilities (82 percent) reported that the MST
Coordinator has protected time to devote to MST-related training and administrative
activities, although there was wide variability in the amount of protected time per week.
Among facilities who provided data, the mean number of hours of protected time per
week was 6.2 hours.

Question 3. Dr. McCutcheon, during your testimony you indicated there is
mandatory training for VA mental health providers and other health care
personnel which includes the MST coordinators. What does that training entail?

VA Response: VHA Directive 2012-004, Mandatory Training of VHA Mental Health
and Primary Care Providers on Provision of Care to Veterans Who Experienced Military
Sexual Trauma (MST), established an MST-mandatory training requirement for all VA
mental health and primary care providers. This one-time training requirement was
established to ensure that all clinicians receive a consistent baseline level of training on
MST. Mental health providers fulfill the requirement by completing a comprehensive
web-based independent study course that focuses on the treatment of mental health
sequelae associated with MST, including an overview of empirically-based treatments
for posttraumatic stress disorder (PTSD), depression, and substance use. Mental
health providers also have the option to “test-out” of the course by passing an MST
knowledge assessment test that demonstrates significant pre-existing expertise in
mental health issues related to MST.

Primary care providers must complete the mandatory training requirement by
completing a web-based training on “MST for Medical Providers.” This training covers
information about health conditions associated with MST; issues related to screening for
MST; how MST can affect a Veteran’s experience of heaith care; how to appropriately
adapt care to address the needs of MST Survivors; and VA documentation
requirements.

Additionally, trainees in health professions which provide clinical services at VA facilities
are required to complete the web-based course Mandatory Training for Trainees in their
first year and a refresher version of the course each year thereafter. VHA's Office of
Academic Affiliations has included information on MST in both the initial and refresher
courses to ensure that all trainees have a baseline level of knowledge about MST. In
addition, regular close supervision that trainees receive from licensed, VA-credentialed
clinicians ensures that all trainees receive training and consultation about MST and
Veterans’ clinical needs on an ongoing basis.

For many years, VHA has also offered a range of voluntary MST-related training
programs for continuing education. These allow both providers and trainees the
opportunity to develop MST-related knowledge and skills above the baseline provided
by the mandatory training described above. Continuing education courses include a
monthly teleconference training series on MST-related topics and an annual training
conference designed primarily for MST Coordinators.



Question 4: Dr. McCutcheon, as we heard from the two survivors at the hearing,
they did not appear to be aware of their mental health options available through
the VA. What information is supposed to be provided to each veteran who
screens positive for MST or who meets with an MST coordinator?

VA Response: VA screens all Veterans seen for health care for experiences of MST
via a clinical reminder in the electronic medical record. The MST Clinical Reminder
alerts providers of the need to screen the Veteran, provides language to use in asking
the Veteran about MST, and documents the Veteran’s response to the screening.
Upcoming revisions to the MST Clinical Reminder will capitalize on screening as an
opportunity to provide all Veterans with information about VHA’s MST-related services,
regardless of whether or not they disclose having experienced MST. This will be
achieved by the addition of an introductory script that notifies all Veterans that VHA
provides free MST-related care. Revisions will also provide additional information to
those who disclose having experienced MST. Providers will be instructed to offer every
Veteran who reports experiencing MST a fact sheet which reviews the definition and
prevalence of MST, the impact of MST, VA’s services for MST, and how to access care.
The revised MST Clinical Reminder will also include a mental health services referral
question, which will streamline access to care for Veterans who express interest in
MST-related treatment. It will also facilitate national monitoring of referrals for this care.
Individual facilities will decide how this referral will operate locally. Some facilities may
decide to route all referrals through the MST Coordinator, but many will route referrals
to their general mental heaith service and consult with the MST Coordinator, as needed.

In addition, MST Coordinators conduct outreach activities year round to help ensure that
information about VA’'s MST services is readily available. For example, MST
Coordinators arrange for outreach posters to be displayed in visible locations and for
outreach brochures to be available in clinic waiting rooms. These materials discuss the
availability of MST-related services and provide contact information for the MST
Coordinator. MST Coordinators also often work with local Veterans Service
Organizations and other community groups to make information available to the
Veterans they serve. MST Coordinators also engage in staff educational activities to
help ensure that providers and frontline staff who work with Veterans are aware of local
MST services, know how to contact the MST Coordinator, and are able to make
appropriate referrals for care when needed. Facilities often capitalize on Sexual Assault
Awareness Month (every April) to host a range of informational and awareness-raising
events. These local efforts complement the national MST Support Team'’s initiatives to
disseminate information about VA's MST-related services, some of which are described
later in this document.

Question 5: Dr. McCutcheon, what mechanisms are in place to ensure MST
coordinators are providing all required information to the veterans they meet
with?

VA Response: MST Coordinators represent one important source of information for
Veterans interested in MST-related services, but VA disseminates information about its
services broadly to ensure that even Veterans who do not come in contact with the MST



Coordinator are aware of available services. For example, as noted in the previous
question, upcoming revisions to the MST Clinical Reminder will standardize the
information provided to all Veterans during the screening process. For Veterans and
family members looking for information on the Internet, VA has a Web site on MST
(http://www.mentalhealth.va.gov/msthome.asp) With basic information about MST,
descriptions of programs and services, and links to other online resources. Also, as
described in question 18 below, VA has disseminated information about MST services
to key DoD staff members who work with sexual assault Survivors, as well as DoD
online resources like the Safe Helpline, in order to provide additional avenues for
Servicemembers to access this information.

Not all Veterans interested in MST-related services will necessarily have contact with
the facility MST Coordinator. However, MST Coordinators are well-prepared to address
the MST-specific needs of Veterans with whom they do meet. VHA Directive 2010-033
requires that the MST Coordinator be a professional who is knowledgeable about
trauma and mental health and who possesses expertise in issues specific to MST. The
MST Coordinator role is almost always fulfilled by a mental health provider who is very
familiar with local services important for MST Survivors and readily able to describe
these services. To facilitate provision of information about VA’s services more broadly,
the national MST Support Team has developed outreach and educational materiais for
MST Coordinators to distribute. In addition to this standardized information, as mental
health providers, MST Coordinators are skilled at assessing difficulties related to MST
and thus readily able to provide information tailored to each Veteran’s specific treatment
needs.

Gender

Question 6: Dr. McCutcheon and Dr. Bell, the VA has sponsored significant
research on the links between sexual assault and harassment, posttraumatic
stress disorder (PTSD), and suicide. Based on your research, what can you tell
me about the differences in male and female survivors in terms of these links?

VA Response: As noted in Dr. Bell's testimony, research has identified a relationship
between sexual trauma and PTSD, between PTSD and suicide, and between sexual
trauma and suicide. Studies have shown that the association between sexual trauma
and suicide holds even after controlling for mental health conditions like depression and
PTSD.

With regard to how gender impacts these relationships, research to date has relatively
and consistently shown that both men and women have an increased risk for suicide
after experiencing sexual trauma. This appears to be true for both civilian and Veteran
samples. Although some studies have identified some potential differences in the
strength or nature of this relationship, it would be premature to make definitive
statements about gender differences in this area. However, this is a very active area of
research and as the field's knowledge continues to grow, more definitive conclusions
about gender differences may be possible in the future.



Question 7: Dr. McCutcheon and Dr. Bell, do female and male survivors of
military sexual assault or harassment present with symptoms differently? If so,
how do treatment protocols accommodate and respond to these differences?

VA Response: lItis crucial for VA and others to continue expanding the research base
on how gender shapes reactions to and recovery from MST. The literature on gender
differences in response to civilian sexual trauma is similarly small but growing.

Generally, studies have shown that men and women experience similar types of mental
health difficulties after experiencing MST, with the most common mental health
conditions for both being PTSD, depression, anxiety disorders, and substance use
disorders. There is also often considerable overlap in the specific difficulties with which
men and women present after experiences of sexual trauma, including struggles with
self-blame, difficulties trusting others, and lack of social support.

Some recent work has suggested, however, that the strength of association between
MST and negative mental heaith outcomes may be larger for men than for women.
Clinically, it is common for men to present with struggles related to gender role
socialization, including questions about their masculinity and/or sexual orientation,
particularly if the perpetrator of the MST was male. Men may also be particularly
reluctant to disclose experiences of MST for fear of encountering negative reactions
from others, given widespread misinformation and stigma related to sexual trauma
among men.

Women may also face unique issues in their recovery, such as the possibility that MST
may intensify pre-existing concerns about safety, given significant rates of violence
against women in United States society more generally. There may be factors related
to their experience as a woman in the military that affect recovery from MST as well.
For example, women are often numerically a minority in their unit, and it is possible that .
stressors associated with minority status may amplify the impact of MST or create
additional challenges for recovery.

Treatment always needs to be tailored to the specific difficulties of each individual
Veteran. Best practices would include discussing with the Veteran how his or her
gender and sense of self might be affected by the experiences of MST. Treatment often
includes providing psychoeducation to counter rape myths, having discussions about
the impact of gender socialization and societal inequalities related to gender, and
addressing any gender-specific issues with which the Veteran might present. Research
examining whether different evidence-based treatment approaches are differentially
effective based on patient characteristics is in the early stages but will provide crucial
information to allow VA and others to be more targeted in treatment planning. Early
data show no substantiai gender differences in the efficacy of some of the most
commonly used evidence-based psychotherapies, but gender is a key variable for
consideration as this literature continues to expand.

Question 8: Dr. McCutcheon and Dr. Bell, do you believe there should be
different treatment programs for male and female survivors?



VA Response: Limited research exists on the relative effectiveness of single-gender
and mixed-gender programming for male and female sexual trauma Survivors. This is
true both for civilian and military/\eteran populations. Both single-gender and mixed-
gender treatment environments have advantages and may be clinically indicated at
different points in a Veteran’s recovery. For example, single-gender environments may
facilitate addressing safety and gender-specific concerns, while mixed-gender
environments may help Veterans challenge assumptions and confront fears about those
of a different gender. Veterans themselves also vary with respect to their preferences
about single-gender versus mixed-gender programming. For example, a man who
experienced MST perpetrated by another man may prefer participation in a mixed-
gender treatment program. Others may feel that a single-gender environment will best
facilitate their recovery. Given these considerations, VHA does not promote one model
as universally appropriate for all Veterans. The needs and preferences of a specific
Veteran dictate which model is clinically most appropriate. As such, VHA makes a
range of treatment options available to enable Veterans to decide, in collaboration with
treatment providers, which option will best address their specific difficulties.

Question 9: Dr. McCutcheon and Dr. Bell, are there differences between findings
in the civilian world and the military?

VA Response: Information about differences in civilian and military/Veteran research
findings related to gender and treatment is integrated into responses to Questions 6, 7,
and 8.

Transition Difficulties

Question 18: Dr. Guice and Dr. McCutcheon, how do DOD and VA currently
transition servicemembers who have been sexually assaulted?

VA Response: VA has an extensive range of initiatives to facilitate all
Servicemembers’ seamless transition from DoD to VA, in general. To ensure the
unique needs of MST Survivors are addressed, MST Coordinators work closely with
their facility Operation Enduring Freedom (OEF)/Operation Iraqi Freedom
(OIF)/Operation New Dawn (OND) Program Manager and Care Management Teams,
the facility-level staff most closely involved with facilitating transitions between DoD and
VA. In addition, MST Coordinators provide assistance and consultation on specific
cases as needed. MST Coordinators are also encouraged to establish working
relationships with DoD Sexual Assault Response Coordinators (SARC) associated with
local military installations, to help facilitate seamless access to VA services.

A number of outreach and training initiatives complement these efforts. For example,
information about VA’s MST-related services is included in the mandatory
outprocessing (i.e., Transition Assistance Program) completed by all Servicemembers.

in addition, VA’s national MST Support Team has an established relationship with
DoD’s overarching Sexual Assault Prevention and Response Office (SAPRO). SAPRO
and the MST Support Team have provided trainings to staff in each Department to



ensure that each are aware of each other’s’ services and are able to pass this
information along to the Servicemembers with whom they work. Information about VA's
MST-related health care services is included in DoD’s SafeHelpline, and VA's MST
outreach brochure is posted on SAPRO’s myduty.mil Web site. SAPRO and the MST
Support Team also communicate as needed to help connect individual Veterans and
Servicemembers to services that match their treatment needs.

The MST Support Team has also engaged in conversations with each Department’s
Sexual Assault Prevention and Response (SAPR) programs about how to ensure that
transitioning Servicemembers and newly-discharged Veterans, specifically, are aware of
VA’s MST-related services. This has resulted in several presentations to SAPR
program staff and other DoD program offices, in order to encourage inclusion of
information about VA services in outreach and training efforts. One particular area of
discussion has been the inclusion of information about VA's MST-related services in
SAPR orientation and other training materials for DoD SARCs. To support this effort,
VA has provided informational materials about VA's MST -related services to SAPRO
and individual SAPR programs for distribution to SARCs, other DoD staff, and
Servicemembers.

Question 19: Dr. Guice and Dr. McCutcheon, are there gaps in the hand-off
between DOD and VA?

VA Response: VHA believes that the comprehensive efforts coordinated by its national
Care Management and Social Work program office and facility OEF/OIF/OND Program
Managers and Care Management Teams provide a solid foundation to ensure seamless
transitions for Veterans who experienced MST. As noted above, the MST Support
Team and the Care Management and Social Work program office have collaborated to
ensure that the MST-specific needs of Veterans are addressed as part of these existing
efforts.

Question 20: Dr. Guice and Dr. McCutcheon, are there gaps in the hand-off
between DOD and VA for those who are diagnosed with personality disorders and
discharged from service?

VA Response: A diagnosis of a personality disorder would not affect a
Servicemember’s transition to VA or eligibility for VA services, provided he or she is
eligible under title 38, United States Code, for VA benefits.

Question 23: Dr. McCutcheon and Dr. Bell, VA granted disability benefit claims
for PTSD related to MST at a significantly lower rate than claims for PTSD
unrelated to MST every year from 2008 to 2012. Because female veterans’ PTSD
claims are more often based on MST-related PTSD than male veterans' PTSD
claims, female veterans overall are disparately impacted by the lower claims rates
for MST-related PTSD. For every year between 2008 and 2011, a gap of nearly 10
percentage points separated the overall claims rate for PTSD claims brought by
women and those brought by men. Among those who file MST-related PTSD
claims, male veterans face particularly low claims rates, when compared to



female veterans who file MST-related PTSD claims. What have you done to
reform VA regulations on disability claims based on PTSD related to in-service
assault?

VA Response: Following the direction of Under Secretary for Benefits Hickey, the
Veterans Benefits Administration began an aggressive program to address the sensitive
issues related to MST and PTSD. This involved a nationwide focus beginning in 2011.
Less than 6 months after an enhanced nationwide training agenda and deployment of
specially trained claims processors and heaith professionals throughout the country, the
percentage of disability claims granted for MST/ PTSD increased from 34 percent to
about 55 percent. At that time, the grant rate for all PTSD claims was approximately 60
percent. Since then, the grant rates for MST/PTSD claims, as well as all PTSD claims,
has fluctuated. For fiscal year (FY) 2013, the average grant rate for MST/PTSD claims
was 49 percent, compared to 55 percent for all PTSD claims. The higher grant rates for
all PTSD claims is likely due to the numerous combat-related claims that are the result
of U.S. military operations in Southwest Asia. Regarding gender variations, the grant
rate for male Veterans claiming MST/PTSD rose to within 7 points of the grant rate for
female Veterans making the same claim. These rising MST/PTSD numbers show the
benefits of the training initiative and special handling.

Additionally, VBA recognized that some Veterans’ MST/PTSD claims were decided prior
to the increased nationwide training and special emphasis on handling these claims. To
provide those Veterans with the same evidentiary considerations as Veterans who file
claims today, VBA notified those Veterans we could identify through our tracking system
of the opportunity to request a review of their previously denied MST/PTSD claims.

VBA efforts have emphasized the liberal evidentiary approach available under current
PTSD regulations, which provides for a VHA mental health examination if any
circumstantial evidence of a behavior change or MST event is found in the record. The
examiner’s opinion regarding the occurrence of the MST stressor can then lead to
PTSD service connection. These efforts, within the scope of current PTSD regulations,
have produced a significant rise in the MST/PTSD grant rate. As a result, VBA does not
see the need to alter current regulations.

Question 24: Dr. McCutcheon and Dr. Bell, treatment of MST-related PTSD claims
varies widely from one VA regional office (VARO) to another. The VAROs that
discriminated most egregiously in 2012 include those in St. Paul, MN; Detroit, Mi;
and St. Louis, MO. What have you done to improve training and oversight of VA
offices with poor records in granting MST claims?

VA Response: VBA's Office of Quality Review, within Compensation Service, has
obtained data regarding the adjudication of MST/PTSD claims from all VA regionai
offices. Variations in grant rates have been noted. In order to promote nationwide
accuracy and consistency in adjudication of MST/PTSD claims, VBA's Quality Review
staff will call in a percentage of cases from each regional office with a low grant rate and
thoroughly review the decisions. If needed, additional training will be provided to these
regional offices. This review is scheduled for April 2014.



Demographics

Question 30: Dr. Bell, during your testimony, you specified that MST can be
affected by demographics. The VA reported some 600,090 veterans are seeking
care for MST. What is the demographic breakdown by era of service, gender, and
age?

VA Response: Below is a demographic breakdown by gender, age, and era of service
for the 93,439 Veterans who received outpatient care from VA for either a mental or
physical health condition related to MST in FY 2013.

Gender: .
Among the 93,439 Veterans who received MST-related care in FY 2013, 58,061 (62.1
percent) were female, and 35,378 (37.9 percent) were male.

Age:

Among the 58,061 female Veterans who received MST-related care in FY 2013, 24,095
(41.5 percent) were between 18 and 44 years, 31,179 (53.7 percent) were between 45
and 64 years, and 2,787 (4.8 percent) were 65 years or older.

Among the 35,378 male Veterans who received MST-related care in FY 2013, 5,837
(16.5 percent) were between18 and 44 years, 20,802 (58.8 percent) were between 45
and 64 years, and 8,738 (24.7 percent) were 65 years or older.

Era of Service

Although VA cannot generally provide MST data aggregated by period of service, data
is available specific to the cohort of Veterans who have been deployed in service of
OEF/OIF/OND.

Among the 58,061 female Veterans who received MST-related care in FY 2013, 10,451
(18 percent) served in OEF/OIF/OND.

Among the 35,378 male Veterans who received MST-related care in FY 2013, 2,830
(8 percent) served in OEF/OIF/OND.
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Veterans Receiving VA Outpatient Care
Related to MST FY 2013

Women Men
(N=58,061) | (N=35,378)

Gender 62.1% 37.9%
Age range

18-44 41.5% 16.5%

45-64 53.7% 58.8%

65 or older 4.8% 24.7%

OEF/OIF/OND 18.0% 8.0%
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Questions for the Record from Senator Tim Kaine

Qvermedication

Question 33: Dr. McCutcheon and Dr. Bell, similar to Active Duty members,
overmedication of veterans has been a recent concern. At a hearing for the
House Committee of Veterans’ Affairs in October 2013, a physician who formerly
worked at the VA hospital in Hampton, Virginia, commented, “There are multiple
instances when | have been coerced or even ordered to write [prescriptions] for
Schedule Il narcotics when it was against my medical judgment.” How is the VA
looking into situations where doctors may feel pressure to prescribe narcotics
against their medical judgment?

VA Response: We cannot comment on individual cases. However, individual care
plans are developed by clinicians. Currently VA medical centers are working to provide
education for providers to help them develop opioid treatment plans and address their
concerns.

Question 34: Dr. McCutcheon and Dr. Bell, what is the VA doing to monitor the
multiple and various prescription drugs that are given to veterans to minimize the
possibility of suicidal behavior?

VA Response: VA’s duty is to minimize the risk of suicidal behavior no matter what
method a patient may be considering. In fact, overdoses represent the most common
method for suicide attempts, but not deaths, among VA patients. VA monitors
prescribed medications in many contexts.

The first opportunity to monitor medication use to minimize the possibility of suicidal
behavior is at the time a VA provider initiates or modifies a patient's medication
regimen. During this encounter, the provider reviews all medication prescribed by VA
providers, medications the patient reports receiving from non-VA providers, and non-
prescription, over-the counter medications the patient reports using. The information on
medications is used in conjunction with other clinical information to maximize the
effectiveness of treatment and to minimize the potential for drug-drug and drug-disease
interactions as well as the risk of suicide.

There are a number of additional safeguards that occur after this step. First, there are
routine reviews of prescriptions by pharmacists during the process of filling and
dispensing a prescription to identify prescribing errors. Second, during care transitions
there are comprehensive reviews of medications, known as medication reconciliation,
where medications prescribed by VA and outside providers are compared with those
actually taken by the patient. Third, providers ask about whether patients have
accumulated stores of medications or other potential means for completing suicide as
part of the safety planning process whenever they identify patients at high risk for
suicide. ,

In recent years, VA identified a number of medications, including anticonvuisants and
antidepressants, which had the potential of contributing to the causes of suicide-related
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behaviors and outcomes. Whenever these effects were observed, VA systematically
sent information to providers notifying them about the findings and provided guidance
about the need for providing increased monitoring, while ensuring patients with
conditions such as seizure disorders and depression received effective treatment.

At present, VA is augmenting these ongoing strategies with two programs. One is the
Opioid Safety Initiative, designed to enhance monitoring for all patients receiving opioids
for pain management. The other is the Psychopharmacology Effectiveness and Safety
initiative, designed to improve the quality of psychopharmacologicai treatment as a key
component of overall mental health treatment. This program has provided feedback to
VISNs and facilities about prescribing patterns and is working to ensure that facilities
have the knowledge and evidence-based, pharmacology tools to support clinical
judgment.

Question 35: Dr. McCutcheon and Dr. Bell, one of my concerns that I’'ve
expressed to the VA Secretary is reducing the wait time for a veteran to schedule
an appointment, particularly those veterans with symptoms of PTSD. For
servicemembers with PTSD, what is the VA doing to reduce wait times between
initial appointments and follow-up at military treatment facilities?

VA Response: The Department is addressing the current and growing demand for
mental health services through a summarized strategy covering four major themes: 1)
Development of policies that explicitly establish access standards and centralized
oversight to track compliance with those standards; 2) Leveraging telehealth and other
technologies that extend the reach of brick and mortar facilities into rural communities
and digital phone technologies that provide “on demand” Veteran access to behavioral
health support; 3) Staffing recruitment; and 4) Leveraging community partnerships.

Policies and Standards

First, VHA has redefined access to mental health as a Veteran’s ability to schedule an
appointment within 14 days of his or her desired date for new or established mental
health appointments. FY 2014 data demonstrate that 95.5 percent of established
patients are seen within that standard.

Telehealth

In order to reach Veterans in rural communities, telemental health efforts have resulted
in telehealth psychotherapy mental health encounters tripling between FY 2011 and
2013. In addition, digital phone applications that support the treatment of PTSD (i.e.,
PTSD Coach) have been developed and downloaded 126,000 times for iPhones and
Android smartphones in 75 countries.

Staffing

To meet this growing demand, VA has hired an additional 1,600 mental heaith clinicians
and expanded its mental heaith workforce to include more than 800 Peer Specialists
who are also Veterans.
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Community partnerships
VA also recognizes that coordinated, collaborative care is effective care, and in

FY 2013, VA hosted local mental heaith summits at each of our medical centers to
broaden the community dialogue. Preliminarily data from these summits suggest that
they fostered an improved understanding and relationship between VA facilities and the
communities in which they are located.
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Question for the Record from Senator Lindsey Graham

Sexual Trauma and PTSD

Question 39: Dr. Bell, what is the prevalence of PTSD in veterans who are victims
of sexual trauma?

VA Response: Among the subset of Veterans who use VHA care and who received
MST-related mental health care in FY 2012, 57 percent of women and 54 percent of
men had a diagnosis of PTSD. It is important to note that these data are for only those
Veterans currently receiving MST-related mental health care and not all Veterans who
have experienced MST. As such, these data likely represent an overestimate of
prevalence of PTSD among all Veterans who experienced MST.

Question 40: Dr. Bell, is history of sexual trauma a major risk factor for PTSD?

VA Response: Research has consistently found that both men and women are at
increased risk for developing PTSD after experiencing sexual trauma, whether in civilian
or military contexts. Sexual trauma is, in fact, more likely to result in symptoms of PTSD
than are most other forms of trauma, including combat. Data suggest this finding holds
for sexual assault in the military context as well, with MST being more strongly
associated with PTSD and other health consequences than most other types of trauma.

Appropriate Therapies for Sexual Assault Victims

Question 43: Dr. Guice and Dr. McCutcheon, are DOD and VA providing the most
appropriate medical and behavioral health therapies for sexual assault victims?
Please explain.

VA Response: MST is associated with a range of mental health conditions and
appropriate treatment will depend on a given Veteran’s specific difficuities. Over the
past decade, VA has made a significant commitment to ensuring that all Veterans have
access to cutting-edge, evidence-based psychotherapies. For exampie, VA national
policy requires every VA health care facility to provide evidence-based psychotherapies.
VA Mental Health Services (MHS) has also conducted national rollouts of evidence-
based psychotherapies such as Cognitive Processing Therapy (CPT), Prolonged
Exposure (PE), Acceptance and Commitment Therapy (ACT), and Cognitive Behavioral
Therapy (CBT) to train VA mental health providers in these evidence-based
approaches. Practice guidelines developed outside VA and DoD, such as the
guidelines issued by the International Society for Traumatic Stress Studies and the
American Psychiatric Association, concur with the VA/DoD guideline in recommending
these treatments and similar cognitive-behavioral approaches for treating sexual assault
Survivors. These rollouts of evidence-based psychotherapies have particular
significance for Veterans who experienced MST, as they target mental health conditions
that are strongly associated with MST. Also, several were originally tested and
developed with sexual trauma Survivors. The rollouts are an important means of
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providing Veterans with access to state-of-the-art treatment to assist them in their
recovery from MST.

Civilian Approaches to PTSD Therapy

Question 44: Dr. Guice and Dr. McCutcheon, DOD and VA both use evidence-
based therapies — like prolonged exposure therapy and cognitive processing
therapy - to treat PTSD. What do civilian experts recommend as the most
effective treatment approaches for PTSD?

VA Response: Treatment approaches always need to be tailored to the specific needs
of individual Veterans and take into account not only comorbid health conditions but
also the Veteran's treatment and broader psychosocial history, his or her current life
context, and his or her individual preferences. Psychoeducation about PTSD and the
impact of sexual assauit can also be an important component of treatment. Regarding
treatment for Veterans with PTSD specifically, a significant research base has
accumulated identifying trauma-focused CBT, such as CPT and PE, as effective
treatments for PTSD. CPT and PE in particular were originally developed to treat
sexual assault Survivors and have a particularly strong evidence base in this area.
Practice guidelines developed outside VA and DoD, such as the guidelines issued by
the International Society for Traumatic Stress Studies and the American Psychiatric
Association, concur with the VA/DoD guideline in recommending these treatments and
similar cognitive-behavioral approaches for treating sexual assault Survivors.

Continuity of Care

Question 45: Dr. Guice and Dr. McCutcheon, how do DOD and VA ensure
continuity of medical care, including mental health care, as victims of military
sexual trauma transition from Active service to veteran status?

VA Response: Please see the response to Question 18.

Polypharmacy and Substance Abuse

Question 47: Dr. Guice and Dr. McCutcheon, as you know, sexual trauma victims
can sometimes experience devastating physical injuries and mental health
disorders. Often, medical providers will prescribe multiple medications,
including drugs with abuse potential. Some servicemembers will also self-
medicate with alcohol or other drugs. What are DOD and VA doing to identify and
implement best practices to prevent substance abuse among sexual assault
victims?

VA Response: Substance use is a key concern in the treatment of Veterans who
experienced MST, as Substance Use Disorders (SUD) are one of the top five conditions
associated with MST among Veterans seen in VA for MST-related mental health care.
Facility MST Coordinators are encouraged to develop collaborative relationships with
other clinical program coordinators, including VA's SUD-PTSD Specialists at each
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facility, to integrate MST-specific materials into their training for staff and outreach to
Veterans. MST Coordinators are also available to provide consultation to staff on cases
involving MST, when needed.

It is VHA policy that Veterans treated in VA receive an annual screening for unheaithy
alcohol use in Primary Care, Mental Health, or other Specialty Care Clinics. Those
Veterans who indicate at-risk alcohol consumption receive brief counseling and either a
recommendation to reduce their consumption to within recommended limits or to
abstain from alcohol, as clinically indicated. Providers of patients with screening results
that show the highest risk for alcohol use disorders are prompted to discuss referral to
specialty addiction treatment providers for comprehensive evaluation or additional
treatment.

VA/DoD Clinical Practice Guidelines for Management of PTSD and Acute Stress
Reaction (published in 2010) and the accompanying Pocket Guide (published in 2013)
specifically recommend against prescribing benzodiazepines for either acute stress
reaction or PTSD, citing evidence of harm from use of benzodiazepines in patients with
PTSD. VHA provides training in evidence-based treatment of acute stress reaction and
PTSD emphasizing psychotherapy and medications without addictive potential.

Since FY 2013, VHA has implemented a national Opioid Safety Initiative that identifies
patients on high doses of opioid medications for pain or patients who are receiving
benzodiazepines and opioids concurrently. Consistent with the VA/DoD Clinical
Practice Guideline on Management of Opioid Therapy for Chronic Pain, mulitiple efforts
are underway to support more effective pain management strategies, including the
availability of alternatives to opioid medications and urine drug testing to monitor those
for whom long-term, opioid therapy is clinically indicated.

Question 48: Dr. Guice and Dr. McCutcheon, as sexual assault victims transition
from DOD to VA health care, how do the two Departments transfer pharmacy data
so healthcare providers have real-time data available to prevent harmful drug
interactions and to avert over-prescribing psychoactive and/or narcotic drugs?

VA Response: Providers and pharmacists can view a patient’s prescription records by
viewing information in a variety of locations, such as Janus Legacy Viewer (JLV),
VistAWeb, and Remote Data View. Each of these simply provides a ‘view only’ option
(allowing users to see information entered at other sites), but they do not provide
medication alerts.

Limited DoD pharmacy data elements are available through the Clinical Data
Repository/Health Data Repository (CHDR) application. CHDR is a combined effort
between DoD and VA. CHDR is used to exchange clinical data between VA's Health
Data Repository (HDR) and DoD's Clinical Data Repository (CDR) for Active Dual
Consumer (ADC) patients.

A Dual Consumer is a patient who is eligible for health care under both DoD and VA
heaith plans or a patient who has been assigned to a joint venture site and meets the
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requirements under a DoD/VA sharing agreement for coverage of specified clinical
services. An ADC patient is a dual consumer who has actually been treated by both
DoD and VA facilities. ADC patients can have their ADC status set to active or inactive.
When an ADC patient's status is set as active, the sharing of DoD and VA records is
initiated. In order to comply with laws and policies that are designed to protect the
privacy of patient medical records, ADC patients have their status set to inactive status
by default.

Detailed prescription data is not transferred to VA via CHDR. Even though detailed
prescription data is not transferred, if a Veteran is marked as an active Dual Consumer,
then HDR will display data showing all of the drugs the Veteran has been prescribed at
DoD facilities. The record will not specify whether the Veteran is still prescribed these
medications, or if the Veteran is still taking these medications.

Medication Order Check Healthcare Application (MOCHA) compares VA prescriptions
against the list of DoD drugs in HDR. With this information, MOCHA provides an alert
for known adverse drug interactions and possible duplicate therapy. This alert prompts
the pharmacist or provider to check the viewable DoD records in JLV, VistAWeb, or
Remote Data View to determine the point in time that the Veteran was prescribed the
medication and at what dosages.

In addition to providing mediation alerts, MOCHA's duplicate therapy order checks
detect over-prescribing by comparing the drug ordered by the provider against a
patient’s current and past prescription profile using DoD data in HDR. Finally, dosing
checks (which are now being deployed as part of MOCHA 2.0) analyze the dosage of
the current order being prescribed in order to ensure that the medication is not being
overprescribed. Dosing order checks only occur at the time a medication is ordered. In
other words, dosing checks do not occur upon transfer of prescription data from DoD to
VA, but rather when a new drug order is made.

At any time, irrespective of whether MOCHA has issued an alert for duplicative therapy
or for questionable dosage, the pharmacist or provider can view DoD prescription data
using JLV, VistAWeb, or Remote Data View. The pharmacist or provider can then use
this information to check for duplicate therapy, drug-drug interactions, or allergy
concerns.

Question 49: Dr. Guice, Dr. McCutcheon, and Dr. Galbreath, how do benefits,
support, and medical care for victims of sexual assault in the military compare to
those offered to civilian victims?

VA Response: |t would be difficuit to provide a concise comparison of VA and civilian
services for sexual assault Survivors, as there is no comparable equivalent to VA's
single-source system of care in the civilian setting; the benefits, support, and medical
care accessible to civilian Survivors depends greatly on their particular circumstances.
VA can, however, summarize aspects of VA health care that are unlikely to be
duplicated, at least to the same degree, in civilian systems.
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First, itis VHA policy that all Veterans seen for health care are screened for MST. This
recognizes, importantly, that many Survivors of sexual trauma do not disclose their
experiences unless asked directly, may not be aware of available MST-related services,
and may also not be aware of the extent to which their health conditions are related to
sexual trauma. VA uses screening as an opportunity to make all patients aware of care
that is available to them and to streamline access for those interested in this care.

Second, individuals who have experienced sexual trauma, both Veterans and civilians,
may have a range of mental and physical health needs and seek treatment from a
variety of clinics and medical settings. As a single umbrella provider, VA is well
positioned to provide coordinated, tailored care that ensures the Veteran’s history of
MST is considered in all treatment provided. VA providers are familiar with internal
resources available to address new or emergent treatment needs and can provide
timely referrals as needed. This includes the ability to refer for non-VA care from a
private provider if necessary. VA has a single system to document all MST -related
care, regardiess of type or setting, in the electronic medical record, which helps ensure
that patients are not billed for the MST-related care they receive.

Third, VA has taken extensive steps to ensure that MST-related treatment is available in
every VA health care facility. Every facility has providers knowledgeable about mental
health treatment of MST, and every facility provides MST-related mental health
outpatient services including formal psychological assessment and evaluation,
psychiatry, and individual and group psychotherapy. Specialty services are also
available to target problems such as PTSD, substance abuse, depression, and
homelessness. Outpatient counseling is also available at community-based Vet
Centers. For Veterans who need more intensive treatment, VA has inpatient programs
available for acute care needs, and many VA facilities have Mental Health Residential
Rehabilitation and Treatment Programs. Some of these programs focus specifically on
MST or have specialized MST tracks. As noted, every VA health care facility has a
designated MST Coordinator who serves as a point of contact on MST-related issues
and can assist Veterans with accessing needed services.

Finally, VA provides all medical, mental health, and pharmaceutical care for
MST-related conditions free of charge. There are no external payers or insurance plan
involvement for this care; no co-pays are required, and there are no time limits on the
extent of this care, nor any exclusions for any health conditions.

Question 50: Dr. Guice and Dr. McCutcheon, we heard testimony about
medication being the initial therapy option while sexual assault victims wait a
long time to see a counselor for treatment. Is it a common practice in both the
civilian and military health systems to offer medications soon after a sexual
trauma event?

VA Response: The VA/DoD Clinical Practice Guideline for PTSD and other mental

health disorders describe evidence-based prescribing of psychotropic medication. The
Guideline may be accessed on the Internet at www.healthquality.va.gov. Good clinical
practice would typically involve consideration of whether medication might be useful in
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the management and treatment of any mental health symptoms resulting from sexual
trauma, either in the immediate aftermath of the experience or in the long term.
Research has shown that the best mental health treatment outcomes often occur when
a combination of psychotherapy and medications are used. Treatment planning in the
case of an individual Veteran is always a Veteran-centric endeavor, with the Veteran
and health care provider collaboratively determining what will be the best approach to
address his or her specific needs. In VA, Survivors of MST typically are not coming for
care soon after the event (because the event occurred in the military, prior to
separation), so VA cannot comment on the use of medications soon after a sexual
trauma event.
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Questions for the Record
House Committee on Veterans’ Affairs
Subcommittee on Oversight and Investigations
Oversight Hearing
“Vendors in the OR - VA’s Failed Oversight of Surgical Implants”

January 15, 2014

Questions for the Record from Subcommittee Chairman Mike Coffman

Question 1. Please provide a detailed statement with citations to all guidance,
including but not limited to directives, handbooks and/or regulations, regarding
VA and/or VHA policies on access by surgical implant vendor representatives to
clinical settings where implantation occurs? Please also describe any changes
that are planned in this regard.

VA Response: VHA Handbook 1004.01, Informed Consent for Clinical Treatment and
Procedures (available at ‘
http://www.ethics.va.gov/ETHICS/docs/policy/VHA _Handbook_1004-
01_Informed_Consent_PoIicy__20090814.Bdf), requires the use of the informed consent
process and the use of the iMedConsent™ software program (or VA Form 10-431a,
Consent for Clinical Treatment or Procedures when iMedConsent™ cannot be used) for
procedures performed in and out of the operating room (OR) by any provider. Notably,
VA'’s informed consent form specifically informs the patient that vendor representatives
may provide technical advice but will not physically participate in the procedures.
However, the informed consent process does not address vendors who are present in
non-procedure areas. National level policy regarding vendors is in development.

VA has issued informal guidance to VA health care facilities in the form of two Privacy
Fact Sheets titled, “Vendor Representatives in Surgical Setting” (dated December 2003)
and “Disclosing the Minimum Amount of Protected Health Information (PHI) to Vendors
Assisting with Implantable Devices or Observing Surgery” (dated September 2007).
Both Fact Sheets address access to PHI by surgical implant vendor representatives in
clinical settings. These Privacy Fact Sheets are meant to provide VA health care facility
Privacy Officers with information on the legal requirements under the Privacy Act and
Health Insurance Portability and Accountability Act (HIPAA) for disclosing or sharing
PHI with surgical implant vendor representatives.

Question 2: Please provide a detailed statement with citations to all guidance,
including but not limited to directives, handbooks, and/or regulations, regarding
VA and/or VHA policies related to credentials and other qualifications necessary
for surgical implant vendor representative participation in implant procedures.
Please also describe any changes that are planned.

VA Response: There are no national level VA or VHA policies related to credentials
and other qualifications necessary for surgical implant vendor representative



participation in implant procedures. Consistent with professional ethics standards and
guidelines promulgated by professional medical societies, the policy currently in
development will clarify that vendor representatives in VA are not allowed to engage in
the practice of surgery or medical decision making or to be involved in direct patient
contact during procedures; and that the role of vendor representatives is only to provide
technical advice and/or to be involved in the remote calibration or adjustment of medical
devices to the surgeons and manufacturers’ specifications. The policy will further clarify
requirements that vendors must meet before they are allowed to be present in clinical
settings.

It is anticipated thaf the policy should be completed in early 2015. In the interim, VA’s
iMedConsent™ form states that vendor representatives may provide technical advice,
but they will not physically participate in the procedures.

Question 3: Please describe in detail the oversight and enforcement processes
that are in place or are planned regarding the agreed conditions of informed
consent notices signed by patient/veterans, including those with respect to
vendor presence.

VA Response: VHA Handbook 1004.01 constitutes VHA national policy on informed
consent. It mandates the use of the iMedConsent™ software program or VA Form
10-431a to document the informed consent process. This policy applies to procedures
performed both inside and outside of the OR by a provider. The oversight responsibility
is assigned to the facility.

Question 4: In Mr. Matkovsky’s written testimony, he refers to 38 CFR § 1.220, as
guidance for vendors in clinical settings but on its face, this regulation applies to
pharmaceuticals. Does VA and/or VHA interpret the regulation to include surgical
implants? If so, please explain. If not, then please indicate whether VA and/or
VHA plan to promulgate a similar regulation for surgical implants.

VA Response: 38 Code of Federal Regulations (CFR) § 1.220 provides guidance
regarding pharmaceutical representatives. VA has not interpreted the regulation to
apply to vendor representatives for surgical implants. As for changes that are planned
with regard to policy concerning surgical implant vendor access, please refer to VA’'s
response to question #1 and #2 above.

Question 5: Please describe in detail the steps VA and/or VHA plan to take to
include biological implants on Federal Supply Schedule contracts and/or national
committed use contracts.

VA Response: In the fail of 2012, the Office of Acquisition, Logistics, and
Construction’s National Acquisition Center (NAC) attempted to increase the number of
biologic sources under Federal Supply Schedule (FSS) Group 65 Part Il Section A (FSS
65l1A) Medical Equipment and Supplies. During this process, a review of the FSS
Agency Specific clause AS1904, Regulatory Requirement Provisions (August 2000),



which includes CFR Part 800-1200 revealed that human cells, tissues and cellular, and
tissue-based products (i.e., allografts) which as classified under 21 CFR 1271 were
believed to be a controlled-substance in lieu of a medical device. As such, it was then
determined allografts should be removed from all FSS contracts awarded under 65l1A.
During the week of May 31, 2013, VA Contracting Officers notified all affected FSS
65llA contractors, via a bilaterally-generated modification, that all allograft line items
would be effectively removed from their respective contracts by June 15, 2013. All FSS
contractors were given until June 6, 2013, to sign, date, and return the bilateral
modification. FSS contractors who did not comply by June 6, 2013, received a
unilaterally-executed modification removing allograft products with an effective date of
June 15, 2013.

After additional fact finding and consultation with VHA and the Office of General
Counsel, VA determined that the NAC misinterpreted the language of AS1904 as it
pertained to allografts. As a result, effective June 21, 2013, the Deputy Assistant
Secretary for Acquisition and Logistics directed the NAC to rescind its decision to
remove allografts from VA's FSS and restore all products previously offered by the
schedule holders.

Question 6: Please describe in detail the steps VA and/or VHA plan to take to
include biological implants on Federal Supply Schedule contracts and then did an
immediate about face to put them back on schedule.

VA Response: VHA performed the following steps to include biological implants on
national committed use contracts:

1) Convened a VHA-led panel of experts on February 27, 2014, to support
establishing appropriate national committed use contracts for biological implants
by; and

2) Developed and submitted complete requirements documentation to the VA
Strategic Acquisition Center (SAC) by the end of fiscal year (FY) 2014 to support
their follow through for award of national committed use biological implant
‘contracts.

Question 7: In a memorandum dated May 23, 2012, Mr. Matkovsky indicated that
biological implants should be purchased on the Federal Supply Schedule. Please
indicate whether this directive has been followed and provide the specific number
of purchases.

VA Response: The memorandum communicated requirements to both procurement
and non-procurement staff to adhere to sourcing and waiver processes. The
memorandum was not, however, a directive. Following the release of the
memorandum, VHA undertook the full transition of procurements above the micro-
purchase threshold (of $3,000) as indicated below:

Waivers:



The data below identify the number of waivers from FSS orders processed through local
contracts:

FY 2012: 10 Waivers approved
FY 2013: 21 Waivers approved

Through the first quarter of FY 2014, there are eight waivers approved or under review.
Waiver requests are typically for multiple items on a local contract. VHA is identifying
improvements to further improve the level of adherence to waiver processes. As VHA
has transitioned procurements above the micro-purchase threshold from prosthetics
staff to procurement staff, it will be more feasible to improve adherence with internal VA
policies.

Purchases from FSS Biologics Vendors:
It is difficult to track specific biologics vendors due to limitations in VA FSS tracking
systems. The data below identify general trends for purchases from FSS vendors.

FY 2013: Total: $23.2 Million

Top 5 Federal Supply Schedule

Vendors:

Avkare $14.7 Million
Shire Regenerative $4.5 Million
Academy Medical $2.4 Million
Advanced Biohealing $1.3 Million
Cotton Medical Group $309,000

Transition of Warrants:

Beginning in FY 2012 and concluding at the end of FY 2014, VHA removed
procurement authority above the micro-purchase from over 1,000 for facility prosthetics
staff. These duties were transitioned to approximately 200 warranted Contracting
Officers.

Question 8: The GAO report states that VHA has a number of policy documents
and trainings under development that are designed to improve compliance with
the new purchasing process for surgical implants over $3,000. Please give us an
overview of what these documents and trainings will entail and when you expect
them to be in place. Also, please describe what steps VHA is taking to monitor
the timeliness of orders and to make the process more efficient.

VA Response: The VHA Procurement Policy Office has drafted VHA Directive 1081,
Procurement Process for Individual Prosthetic Appliances, which establishes
procedures for procuring prosthetic appliances and sensory aids including surgical
implants over the $3,000 micro-purchase threshold. This directive is undergoing VA’s
coordination, concurrence, and approval process and has obtained almost all required
concurrences. The directive defines and standardizes the processes and policies that



VHA Acquisition workforce will follow when procuring the specified items. The directive
also defines the circumstances under which Veteran Affairs Acquisition Regulation
(VAAR) and Federal Acquisition Regulation (FAR) may be cited and other than full and
open competition procedures utilized. Once approved and published, the directive will
define the roles and responsibilities of the acquisition team members and streamline the
procurement process to make it more efficient.

1. Issuing Consignment Agreements. A standard operating procedure (SOP) is being
developed that provides guidance to the acquisition workforce for procuring
implantable devices on a consignment basis so that the medical centers will have
instant availability to the different type or model.

2. Monitoring Timeliness of Orders. VHA has developed a dashboard that tracks the
timeliness of prosthetic orders by the Network Contracting Office. The tool tracks
four events in the procurement process so when delays happen, the cause can be
readily identified. These events include the following:

e Consult to electronic Contract Management System (eCMS) Planning Module —
This captures the date of the patient consult and the date a Network Contracting
Office receives a procurement request.

¢ eCMS Planning Module to Graphical User Interface Purchase Order (GUI PO) —
This captures the date of receipt of a procurement request by the Network
Contracting Office and the date funds are committed to support the contract
award.

e GUI PO to eCMS Award — This tracks the date that funds are committed and the
date the purchase order is awarded by the Contracting Officer.

e Consult to eCMS Award — This tracks the overall time frame from the patient
consult to the date the purchase orders are awarded by the Contracting Officer.

The Network Contracting Office dashboard shows the average amount of days for each
of the above events. The dashboard is robust and allows us to drill down by the types
of products purchased to identify what may be causing overall timeframes to be less
than optimal. Network Contracting Offices and Network Prosthetics Departments each
own part of the process, and there are conference calls each week to discuss
performance and timeliness. Good performers will share best practices, and
performance outliers are required to describe the actions they are taking to reduce
timelines. VHA is successfully using this dashboard to not only monitor timeliness but
also work with Network Prosthetics Representatives and Network Contracting Officers
to improve performance.

Question 9: Given that VA and/or VHA is making open market purchases and not
properly documenting them, how does VA ensure that it is not violating the
Competition in Contracting Act? How will VA ensure compliance and hold
employees accountable for adherence to federal acquisition regulations related to
future open market purchases?



VA Response: VA takes several steps to ensure it is not violating the Competition in
Contracting Act. VHA clinicians determine which surgical implants will best meet the
clinical needs of individual patients. This is not a decision made by Contracting
Officers. Many times, the manufacturer and size of a particular implant is not known
until the surgery is being performed, and the surgeon observes the internal physical
characteristics of the patient. 38 United States Code § 8123, Procurement of Prosthetic
Appliances, states, “The Secretary may procure prosthetic appliances and necessary
services required in the fitting, supplying, and training and use of prosthetic appliances
by purchase, manufacture, contract, or in such other manner as the Secretary may
determine to be proper, without regard to any other provision of law.” VHA has provided
justification templates to our acquisition workforce and has an audit program to ensure
contract files have proper documentation. When a specific product is not identified in
the physician’s consult, competition is used by Procurement/Contracting Officers.
Effective October 1, 2013, VHA transitioned purchasing authority for items greater than
$3,000 to Contracting Officers. This threshold is significant because it denotes the
micro-purchase limit. For these transactions, VHA performs quality assurance reviews
to assess compliance of our procurement staff.

Question 10: GAO found that VA and/or VHA have oversight mechanisms in
place regarding procurement of surgical implant purchases but that corrective
action to prevent recurrence of poorly documented open market purchases is not
pursued. What plans do VA and/or VHA have for improvement in this regard?

VA Response: VHA has provided justification and approval templates to our
acquisition workforce and has an audit program to ensure contract files have proper
documentation. The transition of the procurement workload for open-market surgical
implant purchases from VA medical center prosthetics departments to Network
Contracting Offices was completed on October 1, 2013. Although it is still early in the
transition, expectations are the existing guidance and oversight program will produce
improvements in the documentation of open-market surgical implant purchases. The
oversight program includes a corrective action plan/improvement plan requirement.

Question 11: Please describe the status of the Veterans Implant Tracking and
Alert System (VITAS) and VA and/or VHA plans and timetables to implement the
system. Also, please describe how VA and/or VHA expect to overcome the data
reliability problems that in 2012 prevented VITAS from succeeding.

VA Response: VITAS is designed to track implants (e.g., coronary stents, dental,
aortic valves, etc.) to include both non-biologic and biologic implants. Biologics that are
not “implanted” such as wound care products will not be tracked by this software
solution. VITAS, as designed, will draw on a number of registries for source implant
device data including, but not limited to, the VistA Dental Package, Cardiovascular
Assessment, Reporting and Tracking (CART) System, and VistA Surgery Package.
VITAS software, as developed, was undergoing Initial Operating Capability (IOC) testing
when the developer contract conciuded prior to VITAS release and implementation. If



funded for completion, two challenges identified in IOC will require resolution. The first
challenge identifies the National Prosthetics Patient Database (NPPD) as an unreliable
resource for implant tracking purpose. The proposed solution is to replace the NPPD
with the VistA Surgery Package as source data for surgical implants placed in the
operating room. The second challenge relates to locating the patient for notification in
the event of a product recall. VITAS, as designed, queried the VA Primary Care
Management Module (PCMM) to provide a primary care physician as the sole point of
contact for recall notification. This was identified in IOC testing as a potential risk to
timeliness of notification since PCMM is currently not a comprehensive data source for
Veterans receiving care and treatment in VA. The solution is for VITAS to provide
notification to additional providers (e.g., surgeon, cardiologist, and dentist) and VHA
administrators (e.g., facility Chief of Staff) for patient notification in the event of a
product recall consistent with current VHA policy.

Question 12: Please describe the controls that VA and/or VHA have in place or
plan to implement to prevent implantation of expired or contaminated surgical
implants and enable the identification of patients with such implants for recall
purposes.

VA Response: VHA Directive 1039, Ensuring Correct Surgery and Invasive
Procedures, mandates that “time-outs” must be facilitated by a checklist and occur
immediately prior to the start of a procedure including verification that the correct
implant is available, if applicable. An additional step is required immediately prior to
implantation of the medical device. The privileged provider performing the procedure
must confirm the correct implant with a team member, including a “read-back” of the
relevant information. Documentation of the correct medical implant must be placed in
the patient’s electronic health record.

If a potentially contaminated surgical implant is recalled by the manufacturer or the
Food and Drug Administration, VA’s National Center for Patient Safety (NCPS) Product
Recall Office posts a recall notice with a timeline for removal actions to affected VA
facilities through the VHA Alerts and Recalls intranet database.

Facility Recall Coordinator (FRC) in each facility receive the recall notices from the
Product Recall Office and work daily to remove defective medical products and food
through assignments made to the Facility Designated Area Specialists within each
medical center. Through this process, established by VHA Directive 2008.080, Recall
of Defective Medical Devices and Medical Products, Including Food and Food Products,
VA facilities remove potentially harmful products from inventory in a timely and effective
manner.

NCPS’ Product Recall Office receives feedback confirmation from each FRC that the
facility did or did not have the affected product in stock at the time of the recall and
removed any recalled product from inventory. This prevents potentially contaminated
surgical implants from being used. The Product Recall Office monitors compliance to
the recall process for each facility.
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Question 1: Can you please explain, in detail, how station targets for VA
Regional Offices are created? Consistently committee staff has found that
station targets are not being met. Are the station targets unrealistic? If not,
what is being done to hold offices accountable for not reaching their targets?

VA Response: The performance of regional offices (RO) is evaluated against national
and RO-specific targets that are based on the Veterans Benefits Administration’s (VBA)
strategic goals. These targets are established at the beginning of each fiscal year (FY),
across all the business lines and for a variety of measures, including quality, timeliness,
production, and inventory. Challenging performance expectations are established that
build on the previous year's performance, giving consideration to current staffing levels
and anticipating that each RO is working to ensure the most efficient utilization of those
resources. RO directors are held accountable for their performance, which is reflected
in their end-of-year evaluations. As appropriate, performance improvement plans are
put in place for employees and closely monitored by the area director.

Question 2: The most recent performance data available in ASPIRE is more
than two months old. Can VA commit to providing Congress and the public
with timely information regarding the performance of VA Regional Offices?

VA Response: VBA has increasingly been asked for production statistics that reflect
the status of claims actually being worked at each RO, referred as claims at the Station
of current Jurisdiction (SOJ), instead of the production credited to the station where the
claim was originally received, referred to as Station of Origination (SO0). We
acknowledged this requirement in recent changes to the Monday Morning Workload
Report, which now shows production statistics for each RO both before and after any
brokering of claims to or from other ROs. As brokering will continue to increase in FY
2014 and FY 2015, VBA adjusted the data for ASPIRE to reflect SOJ versus SOO in our
monthly statistics towards achieving our FY 2015 goals. We have recalculated the
previous months of ASPIRE data in FY 2014 accordingly and reposted October 2013
through January 2014. These new files were available online on

March 7, 2014. February end-of-month data for Compensation and Pension was
posted to ASPIRE on March 11, and we expect to continue publishing prior-month data
to ASPIRE no later than the 10" business day of the following month. We apologize for
any confusion that may have resulted during this changeover period.

Question 3: How does VBA define an underperforming office?



VA Response: The performance of any one RO can be impacted by a number of
internal and external factors including experience level of the employees and
management team, types and complexity of received claims, fluctuations of incoming
claims volume, and the impact of nationally directed initiatives (such as the brokering
associated with the Oldest Claims Initiative). In general terms, an underperforming RO
would be one consistently not meeting its performance targets, which are established at
the beginning of each fiscal year and intended to build on the previous year's
performance.

Question 4: What are the performance standards for individuals working in the
various segmented lanes? How many claims is a VSR/RVSR expected to
complete if the work in the "express lane”, the "core lane”, the "special
operations lane", and on non-rating work?

VA Response: The performance standards are consistent for ail claim processors,
regardless of the assigned segmented lane. VBA sets the standards for work to be
completed based on the position and experience level of the employee.

a. Do these standards vary by office or are they the same across the country?

VA Response: VBA performance standards are consistent for all claims
processors across the Nation.

b. If the standard is the same but actions are weighted, please provide us an
index explaining how different actions are weighted.

VA Response: Performance standard credit is weighted for both Veterans Service
Representatives (VSR) and Rating Veterans Service Representatives (RVSR).
Performance standard credit for VSRs is weighted based on the complexity of the
action completed. For example, completing an initial letter in response to a
Veteran’s claim for benefit is weighted higher than a contact with a Veteran via
telephone. RVSR'’s credit is weighted based on the complexity of the case and
number of issues rated. For example, an RVSR on the special operations team
that rates a highly complex claim with nine medical contentions will receive a higher
weighted credit than a RVSR that rates a claim with two medical contentions on the
express team. Attached are the current national performance standards that
provide an index of the weighted actions.

VSR Standard RVSR Standard DRO Standard
Final.doc Final.doc Final.doc



Question 5: Can we please receive a briefing and documentation on the NLA
pilot?

VA Response: VBA can provide a briefing at the Committee’s convenience.

The Veterans Benefits Management System (VBMS) notification letter automation
(NLA) automates the award notification letter with very littte manual handling by the end
user. The expectation is that the implementation of this new process will reduce the
time that claims await award generation and authorization. This allows VBA employees
to focus their critical expertise on award processing. The new process will facilitate
standardization of the letters nationwide in a way not previously possible. The new
system supports much more rapid language changes than legacy products, facilitating
timely updates to our standardized system language.

This functionality uses rules-based Iogié to drive generation of notification letters based
on various inputs as part of a rating decision or award action. Perior to this automated
process, users were required to manually select paragraphs to populate the notification
letter.

The Portland RO began the VBMS NLA pilot in August 2013, and it is being used by two
of the RO’s teams (Express and Non-Rating). The Lincoln RO began piloting VBMS
NLA in November 2013.

Program successes include:

o 365 automated lefters were generated as part of the pilot.

s B84percent of automated letters generated after VBMS 6.0 release.

o The VBMS NLA pilot supported and ied to incorporation of NLA functionality in
the VBMS-Awards application.

» Time-study results showed a 40 percent reduction in letter generation time and
resources using the VBMS NLA process, compared to the traditional legacy
system processing.

The Lincoln and Portland ROs are currently piloting VBMS NLA. National deployment
of the VBMS-Awards application with the embedded NLA functionality is currently in the
planning stages.

Question 6: Can VA please provide the formula for determining “claims
produced per Direct FTE" on the executive dashboard as well as the figures
used in that calculation?

VA Response: Claims produced per direct full-time equivalent (FTE) employees
represents total claims completed during a given month divided by the cumulative FTE
employees for that month. Since rating claims are processed by both compensation
and pension employees, cumulative end of month FTEs for both business lines is used.
Direct FTE includes VSRs, RVSRs, Decision Review Officers (DRO), Pension and
Veterans Service Center field employees such as Claims Assistants, Fiduciary



employees, National Call Center employees, Military Service Coordinators, Homeless
Veterans Coordinators, and Women Veterans Coordinators. The end of month
February calculation was based on 14,101 direct FTEs.

Question 7: VARO Directors indicated that they are challenged to provide
incentives to employees. Can you please provide the code/regulation that
governs RO leadership’s abilities to provide such incentives?

VA Response: RO directors are allowed to provide performance incentives under the
following statute, regulations, and publications:

e 5 United States Code, Chapter 45 - Incentive Awards;

e 5 Code of Federal Regulations (CFR), Part 451 — Awards;

e 5CFR, Part 531, Subpart E - Quality Step Increases;

¢ VA Handbook 5017 — Employee Recognition and Awards; and

s Office of Personnel Management publication “Human Resources Flexibilities and

Authorities in the Federal Government.”

VBA utilizes a three-tier incentive program to recognize individuals and ROs for
excellent performance during the fiscal year.

Individual recognition (level one) awards are given to those employees whose
performance significantly exceeds their performance requirements. All performance
requirements for claims processors contain critical elements for both quality and
timeliness/production. At the heart of the performance award program is a foundational
focus on quality. Group awards (level two) are made to offices or elements of offices
that achieve and exceed performance targets, including all claims accuracy goals.
Special contribution awards (level three) are reserved for recognition by the Under
Secretary for Benefits.

Question 8: How many provisional rating decisions have been made since the
inception of tactic?
a. How many of those claims have been appealed?

VA Response: Between April 19, 2013, and November 2013, approximately 14,500
provisional ratings were completed (7,300 for 2-year claims and 7,200 for 1-year
claims). This represents approximately two percent of the rating-related decisions
made under the Oldest Claims Initiative through November 8, 2013.

In April 2013, the Department of Veterans Affairs (VA) implemented a temporary
initiative to expedite compensation claims decisions for Veterans who had waited one
year or longer. Between April 19, 2013, and November 8, 2013, VA claims raters made
provisional decisions on some of the oldest claims in inventory, which allowed Veterans
to begin collecting compensation benefits more quickly, if they were eligible.

Provisional decisions were based on all evidence VA had received to date and during
the time the claim had been pending. Provisional rating notices noted the evidence on



which the decision was based and listed any documentation that had not been provided
or the VA had been unable to obtain. Exams were provided by VHA in an expedited
manner if they were required for a rating. When benefits were awarded in the
provisional decision, the Veteran began receiving compensation immediately.

This initiative provided a one-year safety net for Veterans to submit further evidence
should it become available and protects the Veteran’s right to appeal the decision. Any
awarded benefits will be retroactive to the original date the claim was submitted. If no
additional evidence is obtained, the provisional decision will become final after one year
(or earlier if the Veteran requests), at which time a final decision and appeal rights wil!
go into effect. These Veterans then will have the standard year to appeal the decision,
effectively extending the current appeal window, while also providing them with near-
term decisions and benefits, if eligible, based on the evidence in the claims file.

Because provisional decisions are not final decisions they are not appealable. All

Veterans who received a provisional rating will receive a final decision that wiil include
their standard 1-year appeal rights.

Question 9: How many VA Regional Office Director positions are currently
vacant? How long have they been vacant for?

VA Response: As of March 24, 2014, six RO director positions are vacant.

Position Length Open
Regional Office Director, Los Angeles 9 months
Regional Office Director, San Diego 6 months
Regional Office Director, Montgomery 2 months
Regional Office Director, Denver , 2 months
Regional Office Director, Oakland 2 months
Regional Office Director, Baltimore Less than 1 month

Securing skilled and experienced leaders to fill director vacancies remains a top priority
for VA. Upon notification of an upcoming vacancy, VA initiates immediate action to
recruit the highest qualified candidate. During the search for highly qualified applicants,
experienced management officials are detailed to ensure appropriate leadership of RO
operations is maintained.

National Work Queue

Question 1: One of the concerns raised in the VFW’s testimony is the fact that
service officers are not provided lists informing them of what claims have been
brokered? How does VA currently inform the VSO's of the location of brokered
claims, and how does VA expect this to change moving forward?

VA Response: Veterans Service Organizations (VSO) have full access to claims



information for the Veterans they represent through the Stakeholder Enterprise Portal,
including the location that the claim is being worked. In addition, Veterans can access
real-time claim status updates through eBenefits or by calling the National Call Centers.

VBA does not expect the relationship between the VSOs and the ROs to change
moving forward. VSOs can still ask questions related to specific claims to the Veterans
Service Center leadership at the RO where they are located, regardless of where the
claim is being processed.

Question 2: Why was the national work queue not communicated to Congress
prior to its implementation?

VA Response: The national work queue (NWQ) supported by VBMS has not yet been
implemented. Currently, the framework is being developed and is expected to be
completed in the first quarter of FY 2015. In the current transition phase, while
availability of NWQ functionality in VBMS is pending, VBA is employing the national
workload brokering strategy under its Oldest Claims Initiative.

Question 3: In a National Work Queue, how will poor performing offices and
employees be held accountable?

VA Response: In the initial release of the NWQ, VBA will match its inventory with
claims processing capacity at the RO level, moving claims electronically from a
centralized queue to an office identified as having capacity to complete the work. With
this national workload approach, VA will continue to focus on the improvement of its
traditional performance metrics, with an emphasis on improving quality and consistency
of claims processing nationwide to ensure Veterans and their families receive timely
benefits, regardless of where they reside. Individual RO employees and managers will
continue to be held accountable for both production and quality. Future iterations of the
NWQ will include more robust workload management capabilities to automate portions
of the claims process and metrics in order to direct work based on national priorities.
VA has established a work group that includes VA field and headquarters staff to
develop and refine logic that will drive the electronic routing of work through the NWQ
and establish appropriate metrics.

Question 4: How will the resource allocation model be modified in
consideration of the National Work Queue?

VA Response: The resource allocation model will be modified as more sophisticated
VVBMS workload management capabilities and metrics become available. VBA has also
established a work group that includes VA field and headquarters staff to develop and
refine business rules that will collect data for use in the development of future resource
allocation models.

Question 5: According to the fact sheet provided to the committee on



February 3, 2014, with regards to the National Work Queue, VBA has suggested
that they will support medical-issue and skill-based workload distribution. Can
you please expand upon this; will this be for all medical conditions, what are
VBA's intended goals?

VA Response: In the initial release of the NWQ, inventory routing will be based on
productive capacity at eachRO. Future iterations of the NWQ will include more robust
workload management capabilities to automate portions of the claims process and
metrics in order to direct work based on national priorities. VBA will analyze the
transactional data from VBMS and other corporate systems to assess the complexity of
tasks and decisions made by claims processors to determine future skill-based
functionality for the NWQ.

Question 6: What is the Area Director's role in the new model and who
specifically will manage workload at the National level?

VA Response: The role of an area director remains unchanged. Area directors are
responsible for the effective delivery of all Veterans benefits and programs in the field
organization. They will continue to provide leadership in all operational areas including
performance measurement and improvement, workload management, and resource
management. Under the NWQ, VBA will integrate a team of workload managers and
analysts to identify patterns, analyze impacts, and recommend policy and procedures
for routing claims to ROs.

Question 7: VSOs are concerned about losing the ability to have face-to-face
interaction with the VA employee processing the claim. How is VA going to
ensure VSO service officers can contact the case workers?

VA Response: VSOs have full access to claims information for the Veterans they
represent through the Stakeholder Enterprise Portal. The current relationship between
VSOs and RO leadership will not change as a result of the NWQ. VSOs will continue to
have the ability to bring their questions and concerns on individual cases to the attention
of Veterans Service Center leadership at their local ROs.



Question 8: What is VA doing to ensure the "sense of ownership” is not
undermined as the claims are sent to other regions?

VA Response: In April 2013, VBA launched its Oldest Claims Initiative to expedite
decisions for Veterans who were waiting the longest for a decision on their claims. VBA
managed this initiative from its headquarters and the four area offices, redistributing the
oldest claims across the Nation to utilize the resources of all ROs to better meet the
needs of our Nation’s Veterans. VBA's success with this initiative demonstrated the
potential of a national workload management strategy for improved benefits delivery by
optimizing every member of the VBA workforce through a sense of holistic ownership.

Question 9: Please provide statistics on the quality of brokered and non-
brokered claims.

VA Response: VBA'’s quality assurance program does not currently segregate
brokered claims and non-brokered claims. As of March 2014, the quality of rating
workload (to include brokered work) was 96.3 percent at the issue level and 90 percent
at the claim level.

Question 10: In the future phase of NWQ, how is VA ensuring that the holistic
view of complex claims is retained as the individual issues are sent off to other
regions and employees?

VA Response: Starting in FY 2015, as workload management functionality is deployed
in VBMS, VBA will centrally manage and distribute the claims inventory from the
national level. In this phase, the claims workload will be distributed from VBA Central
Office down to the RO level, taking advantage of RO capacity from a national
perspective and ensuring production consistency. Based on additional VBMS
automation in 2015, claims will be routed nationally down to the individual employee
level, based on the nature of the claim and the skill set of the claims processor.

After the initial release of the NWQ slated for September 2014, VBA will analyze the
transactional data from VBMS and other corporate data to assess the complexity of
tasks and decisions made by claims processors. This data will assist VBA in
determining skill-based, issue-level functionality for the NWQ.

Question 11: How is the VA going to allocate resources (FTE, budget, etc.) to
high and low performing ROs?

VA Response: VBA’s area directors and the Office of Field Operations will continue to
monitor claims inventory levels, distribution of workload, performance, and
accountability and allocate resources accordingly. VBA will also continue to refine its
workload management procedures for application in the NWQ electronic environment
as well as identify the best distribution of FTE, budget, etc. across the ROs.



Question 12: There is concern that previous attempts to centralize claims for_
death pensions and Dependency and Indemnity Claims (DIC) were problematic
with high error rates and delays. Is VA incorporating any lessons learned from

that experience?

VA Response: The initial release of the NWQ will mirror the current claim progessing
strategy; it is not attempting to centralize additional claim types. As future iterations of
NWQ evolve, VBA will explore lessons learned and other takeaways from a holistic
perspective.

eBenefits

Question 1: What percent of claims are being submitted through eBenefits?
What are VA's goals for online claim submission?

VA Response: As of February 2014, 4.3 percent of disability compensation claims
have been submitted through eBenefits in FY 2014. The FY 2014 goal is to receive
12 percent of its disability compensation claims through eBenefits by the end of the
year. That target increases to 20 percent by the end of FY 2015.

Question 2: Can you please provide the findings of the breach core data team's
investigation to the committee?

VA Response: VA’s Data Breach Core Team (DBCT) reviewed the circumstances
regarding the January 15 eBenefits software defect and determined that individuals
should be offered credit monitoring.

The results of VA's investigation of the incident are included below:

On January 15, 2014, VA’s Office of Information and Technology attempted to
update a system that supports the eBenefits portal. During implementation of this
scheduled enhancement, VA discovered that an error had occurred related to the way
the upgrade was deployed, and that error was causing some Veterans and
Servicemembers logged into eBenefits to see other individuals’ personally identifiable
information (PIl). VA quickly validated the concerns and reversed the deployment on
January 16, 2014. VA moved quickly to limit the scope of the issue and prevent any
further exposure and then conducted a top-to-bottom review.

During the 4 hour and 57 minute period of time between system update and
subsequent rollback, 1,362 Veterans and Servicemembers who logged into eBenefits
may have had their information and information about their dependents seen by up to
5,399 of their fellow Veterans and Servicemembers who were also logged into
eBenefits.

VA brought the eBenefits portal back online on Sunday, January 19, 2014, at
10:00 a.m. EST. Before bringing eBenefits back online, the Department ensured that the



soﬂwa_re defect h?‘_j .been resolved, that Veteran information was protected, and that
potential vulnerabilities were addressed. VA waited until Veterans Benefits Administration
call centers were staffed before placing the system back online.

. For the majority of the Veterans, Servicemembers, and dependents whose
information may have been viewed by other users, the following data elements were at
risk for exposure: name, mailing address, partially-concealed financial information,
partially-concealed or fully visible Social Security Number, partially-concealed claim
number, disability rating, benefit payment amount and effective date, and period of
service.

As required by Department policy, VA immediately referred the incident to the
DBCT to review. After adjudicating the facts provided, the DBCT determined that
notification and credit monitoring should be offered to affected individuals.

As provided by the law, the notifications and credit monitoring are based on the
level of risk, impact, and harm to each individual affected. VA completed mailing
notification letters on February 14, 2014. immediately after resolving the issue and
determining eBenefits was functioning correctly, VA conducted a thorough after-action
review of the situation and established key lessons learned that will help prevent similar
incidents from occurring in the future. VA's analysis identified an error exposed by an
upgrade to VA's authentication management system. The error caused eBenefits users
with accounts matching certain conditions to see the cached data of Veterans or
Servicemembers who had logged in just prior to them. VA has now implemented fixes
to the eBenefits software so that if a similar error condition occurs again, the attempted
action will fail rather than sending unintended information.

Additionally, in an effort to maximize accessibility to systems in high demand,
such as eBenefits, VA attempts to perform minor software upgrades and patches
without taking the system offline. In this situation, VA performed the upgrade while
Veterans and Servicemembers continued to use eBenefits. Because VA did not take
dependent systems (such as eBenefits) offline during the upgrade, the return of
incorrect information was initiated with the certificate mismatch. This would not have
occurred had VA disabled eBenefits while the system enhancement was rolled out.
Going forward, VA will not deploy system enhancements while the system is still online.

VA is confident that this incident was not the result of a system security
vulnerability or a violation of VA’s privacy and information security Rules of Behavior.
VA monitors its network for breaches and has studied access to eBenefits during the
time of the incident. VA found no indicators of malicious behaviors or processes, nor
any indications of a breach through any system security vulnerability. Moreover, there
has been no indication that any unauthorized users gained access to other internal
network VA web applications using eBenefits as a proxy. Additionally, none of VA's
external partners who monitor the Department's network boundaries have reported any
unusual activity at the time the software defect was in effect. Finally, when VA rolled
back the system update, the problem ceased to exist.
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In order to identify the number of users who access the eBenefits system, VA
maintains an audit log of who signs in and when. During the period when the defective
update was in production, there were 10,154 users logged into the system. Of those
users, 5,399 were using features of the system that would have potentially allowed them
to see data from other Veterans in addition to their own data, and 1,362 may have had
their data and/or their dependents’ data erroneously exposed to other Veterans and
Servicemembers. The Veterans and Servicemembers who saw information other than
their own had read-only access to that data and could not alter any data other than their
own.

In order to further address the impacts of the eBenefits portal software defect, VA
has consulted and coordinated with appropriate agencies in an effort to ensure this type
of incident does not happen again. VA has worked with the Department of Defense

"Manpower Data Center to uniquely identify all Servicemembers who were impacted.
Additionally, the US-Computer Emergency Readiness Team notified VA’'s National
Security Operations Center of possible misconfiguration of an application.

VA is confident in the security and functionality of the eBenefits portal and
encourages Veterans to use this important tool to manage and track their claims and
other important information. VA immediately responded to maintain Veteran trust in
eBenefits after this incident occurred. VA responded quickly to Congressional and
media inquiries and communicated with VSOs. VA has also posted on its blog a
message to Veterans explaining what happened in this incident and what actions VA
plans to take to directly contact affected Veterans. VA will work to continue and
enhance this important dialog with Veterans.

Since the time of the incident, VA has received no reports of additional
compromise of Pll due to this incident.

The eBenefits tool, which is critical for Veterans, VSOs, and VA to help Veterans
take control of the benefits they have earned, is now fully functional and available for
Veterans and Servicemembers to use.

HAIMS

Question 1: Is the VBMS- HAIMS interface fully operational? How many
service and treatment records has VA retrieved using the HAIMS interface?
The November update to the Transformation Plan indicates DOD committed to
providing 100% complete searchable electronic records, has DOD now met its
commitment and is this capability fully rolled out at all 56 VAROs?

VA Response: The interface between the VBMS and the Healthcare Artifacts and

Image Management Solution (HAIMS) became fully operational on January 1, 2014.
The capability was also fully rolled out to all 56 ROs on January 1, 2014.
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Question 2: Where is HAIMS scanning conducted?

VA Response: When the Servicemember separates/retires from military service, the
paper STR folder is sent to the respective central cell for digitization and certification.
The Army and the Air Force central cells are located in San Antonio, Texas. The Navy
continues to operate at its contingency site iocated at a contract facility in Chantilly,
Virginia.

VBMS
Question 1: What is the total for VA spending on VBMS from inception?

VA Response: VBMS (IT — Non Pay only) — Actual IT obligations/spend from FY’09
(inception) to FY’13 for development/investment is $357.3M and for sustainment is
$121.1M for a total of $478.4M. Planned IT obligations/spend for FY’14 is $83.8M for
development/investment and $100.4M for sustainment for a total of $184.2M.

VBMS (VBA GOE - Non Pay only) — Actual obligations/spend from FY’10 (inception) to
FY’13 is $168.1M (Note: Nothing in FY'09). Planned obligations/spend for FY'14 is
$159.9M which includes $132.4M for the VCIP (Scanning contract).

Work Credit

Question 1: Can VA provide an update on the current work credit system and
any labor agreements and discussions?

VA Response: VBA regularly revisits and revises performance standards in response
to organizational and process changes. Revised standards were most recently
implemented in February 2013, and revisions to the VSR and RVSR production and
quality standards were recently presented to our national labor partners. VBA is
currently working with the American Federation of Government Employees (AFGE) on
the new performance standards set to be implemented in April 2014.

Question 2: Can VA provide the committee with a copy of the AFGE labor
agreement?

VA Response: A copy of the VA/AFGE Master Agreement and Article 67 can be
found below. This agreement was amended on January 9, 2012, to include Article 67
which governs skills certification for VBA employees who process claims for
compensation and pension benefits.

“1 “x

DVA_AFGE_Art_67_ Master_Agreement_
Skills_Certification_Ja between_DVA_and_a

¥
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IDES

Question 1: In the hearing VA suggested that it would eliminate the backlog of
IDES claims by March (Final Rating) and August (Initial Rating). Can VA please
provide additional clarity on its plan to achieve this goal?

VA Response: To achieve the goal, the Seattle Disability Rating Activity Site (DRAS),
has implemented several initiatives and added a new leadership position. In October
2013, the Seattle DRAS began using Disability Benefits Questionnaires (DBQ) for all
Integrated Disability Evaluation System (IDES) cases and assigned a permanent
division chief over the DRAS mission. In January 2014; the DRAS resumed mandatory
overtime. In March 2014, the Seattle DRAS began utilizing the scanning vendor to
enable them to process all final ratings in a paperiess environment.

Additionally, the Army continues to support the DRAS by lending personnel to assist
with making cases ready to rate. As a result of these initiatives, the Seattle DRAS
eliminated excess inventory for final ratings in March 2014 and is on track to eliminate
excess inventory for proposed ratings by the end of August 2014.

Question 2: Can more claims be brokered to the Providence DRAS to reduce
the wait times of Servicemembers waiting on rating decision from the Seattle
DRAS?

VA Response: Providence brokered-in 250 proposed ratings per month from the
Seattle DRAS from August 2013 to December 2013. Providence’s inventory rose
beyond the projected 250 claims per month due to the furlough, loss of mandatory
overtime, increased receipts from the Air Force (approximately 50 percent increase),
and personnel changes. Therefore, brokering was suspended in January 2014 to allow
Providence’s inventory and timeliness to stabilize. .

Question 3: Can more IDES ratings decisions be brokered to additional VA
Regional Offices?

VA Response: IDES ratings generally have more conditions to rate than general
ratings and the conditions tend to be more complex (e.g., traumatic brain injury). In
addition, the IDES rating process is slightly different from the traditional rating process
(e.g., proposed ratings, interacting with the Physical Evaluation Board, etc.). For these
reasons, IDES claims are best processed at DRAS sites.

Question 4: Numerous references have been made to negative experiences
from the SM's in IDES with regards to QTC physicians and facilities. How is VA
checking the quality and consistency of the QTC examinations, facilities, and
personal?

VA Response: A VBA medical officer randomly reviews a total of 148 QTC medical
examinations each quarter to ensure they are sufficient for rating purposes. When VBA
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finds insufficient examinations, it provides feedback to the field, training to the vendor,
and/or contacts the Servicemember or Veteran, as appropriate. QTC is meeting its
contractual target of 92 percent accuracy.

VBA also surveys Servicemembers and Veterans regarding the quality and timeliness
of care they received during their examinations. VBA analyzes the feedback monthly
and uses it to support of the overall examination process. VBA and its vendors
immediately investigate negative comments, communicating directly with the Veteran
or Servicemember when feasible. Below are metrics for the first quarter of FY 2014:

Provider
Appointment concern
Time & and Overall
Vendor | Performance Place Cleanliness | attention | satisfaction
QTC 96% 94% 97% 95% 95%
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Questions for the Record
Committee on Veterans’ Affairs
Subcommittee on Health
U.S. House of Representatives

“VA Accountability: Assessing Actions Taken in Response
to Subcommittee Oversight”

February 26, 2014

Questions for the Record from Chairman Dan Benishek, M.D.

Question 1: During the hearing, you stated that, “...last year, VA removed 3,000
employees-approximately one percent of its workforce.” Please provide the
location, position, salary grade, and reason for dismissal of each of the 3,000
employees that the Department removed last year. Please also provide the
number of employees that were resigned on threat of discipline last year.

VA Response: Due to the large amount of data required to fulffill this request, VA
continues to work to respond to this question and will follow up with the Committee as
soon as possible.

Question 2: During questioning by Representative Wenstrup, you stated that the
Department has conducted “several” studies comparing the cost of providing a
given medical service through VA to the cost of providing the same service
through either Medicare or the private sector. Please provide an electronic copy
of the studies.

VA Response:

Studies:

Nugent, G.N., Hendricks, A., Nugent, L.B., Render, M.L. Value for taxpayers' dollars:
what VA care would cost at Medicare prices. Medical Care Research and Review 2004,
61, 495-508. :

o

Value for taxpayers
dollars. pdf

Winkler, SL., Vogel, B., Hoenig, H., Ripley, DC., Wu, S., Fitzgerald, SG., Mann, WC.,
Reker, DM. Cost, utilization, and policy of provision of assistive technology devices to
veterans poststroke by Medicare and VA. Med Care. 2010 Jun;48(6): 558-62.

Cost Utili;aQt}on and

policy of provisions of




Nugent, G., Hendricks, A. Estimating private sector values for VA health care: an
overview. Medical Care 2003; 41, 112-10.

51

Estimating private
sector values. pdf

Note: some recent studies focusing on specific conditions have found that VA costs are
greater than private sector health care costs while, noting that VA subjects had higher
rates of comorbidities (e.g., 2012 study on End Stage Renal Disease). An abstract is
available at: http://www.ncbi.nim.nih.gov/pubmed/21945972), and attached below.
"X
Ends St;;e_ Renal
Disease. pdf

Question 3: Please provide a copy of the Information Bulletin that was
distributed to Veterans Integrated Service Network (VISN) leadership in
September 2013 regarding Military Sexual Trauma (MST) Coordinators and
describe how the Department intends to measure and track the implementation,
utilization, and effect of the Information Bulietin.

VA Response: A copy of the Information Bulletin is attached. As noted in VA
testimony at the February hearing, the intent of this Bulietin was to remind VISN and
health care facility leadership of the importance of ensuring that all facilities are in
compliance with standing Veterans Health Administration (VHA) policies pertaining to
MST. The Bulletin called attention to six policy-related issues. This response will
describe the mechanisms in place in VHA to monitor these six areas:

1. Sufficient protected time for the MST Coordinator role. The Bulletin reminded
leadership of the importance of ensuring that MST Coordinators are given adequate
unscheduled time to fulfill the responsibilities of that role. Compliance with this
policy will be monitored by periodic site visits to health care facilities conducted by
the VHA Office of Mental Health Operations (OMHO). Site visitors conduct
extensive interviews with key staff in the facility mental health service, including the
MST Coordinator and local mental health leadership, to evaluate the quality of
available services, assess compliance with policy, and make recommendations.
The interview question template used by site visitors has recently been updated to
include a question about whether the MST Coordinator has sufficient protected time.

2. Sufficient capacity to provide care. The Bulletin reiterated the requirement that
health care facilities provide MST-related treatment services adequate to meet the
local demand, and offer options to accommodate Veterans’ treatment needs when
timely care is not available. This is an area of focus during the OMHO site visits
referred to above. Additionally, the MST Support Team in the VHA Mentai Health
Services office completes an annual report to determine the facility staffing capacity



required to meet the mental health needs of Veterans who experienced MST. As
noted in testimony, VA has set a benchmark of 0.2 full time equivalent employees
(FTEE) per 100 Veterans as the minimum staffing level for MST-related mental
health care. In the most recent analysis, 99 percent of VA health care systems were
at or above this benchmark. As follow-up, the MST Support Team, in collaboration
with OMHO, partnered with mental health stakeholders at the local and VISN levels
to develop an action plan to increase the staffing level in the one health care system
that feli under the benchmark. The health care system is demonstrating consistent
progress on all four action items in quarterly progress reports. OMHO and the MST
Support Team currently provide regular support and guidance on an as-needed and
at least quarterly basis.

. Sensitivity to the needs of all Veterans who have experienced MST. The Bulletin
instructed facilities to ensure that appropriate specialized services are available to
meet the treatment needs of both men and women Veterans who experienced MST,
and that these services are organized (administratively and physically) in a way that
is sensitive to gender-specific concerns. To help ensure compliance, questions
specific to this issue have been added to the interview question template used by
OMHO during their site visits. The MST Support Team also continues to consult
with facility MST Coordinators about treatment service organization on an as-needed
basis, which provides a secondary method to ensure MST Coordinators are aware
of the need to address this issue.

. Shared responsibility and coordination of care. The Bulletin emphasized the
importance of coordinating care across the medical and mental health clinics where
MST survivors receive treatment services. Facility MST Coordinators are well-aware
of MST survivors’ unique range of health care needs, and engage in monitoring,
consultation, and staff education as needed to ensure that facility clinics
communicate effectively and are providing coordinated services. This is also an
area assessed by OMHO during site visits.

Training. The Bulletin reminded leadership of the need to ensure that all staff
receives education and training about MST-related issues appropriate to their role
with Veterans. Coordinating local education and training efforts is one of the MST
Coordinators’ primary duties; they help ensure that facility mental heaith and primary
care providers are completing mandatory MST training and that frontline staff have
the knowledge to work sensitively with MST survivors. Additionally, the MST
Support Team completes an annual report submitted to Congress that assesses
compliance rates with MST mandatory training requirements and helps coordinate
follow-up with facilities where compliance falls under the VHA national benchmark of
96 percent. Finally, as noted in testimony, the MST Support Team conducts periodic
test calls (“secret shopper calls”) to facilities as a check on the training received by
frontline staff. Every system is rated based on the ability of frontline staff to connect
callers with the MST Coordinator seamlessly and staff members’ attention to privacy
and sensitivity concerns.



6. Services provided by trainees. The Bulletin reiterated national policies with respect
to health profession trainees who provide treatment services to MST survivors. The
VHA Office of Academic Affiliations (OAA) has program responsibility for national
oversight of health profession trainee programs in VHA heailth care facilities. OAA
ensures that facilities follow best practices and are in compliance with national
policies with respect to the conduct of treatment services provided by trainees.

"%

Information Bulletin
Care & Services for V

Question 4: Please describe how the Department intends to measure and track
the implementation, utilization, and effect of the revised MST clinical reminder
screening process. Is the Department on track to roll out the revised screening
process by the end of fiscal year 20147

VA Response: The revised MST Clinical Reminder is on track to be implemented by
the end of FY 2014. The revised screening language has been finalized and all support
materials are complete. An Information Bulletin detailing facility actions required to
prepare for the revision has been sent to all Veterans Integrated Service Network
(VISN) Directors, and MST Coordinators and VISN Mental Health Leadership have
been briefed on the upcoming revisions.

National release of the revised MST Clinical Reminder will occur after a standard testing
process is completed through Office of Information & Technology (OIT). The revised
MST Clinical Reminder will be rolled out via a national patch in the electronic medical
record system. This is the standard technical process for all updates to the electronic
medical record system and ensures uniform implementation in all facilities.

With regard to utilization and effect of the Clinical Reminder data, since FY 2005, VA
Mental Health Services’ (MHS) national MST Support Team has produced annual
reports on the number and percent of Veterans in VHA care screened for MST and
those who received MST-related treatment, with results aggregated by gender and by
facility. These reports allow for annual monitoring of compliance with national policy
regarding universal screening for MST as well as provide VHA with information about
the number of Veterans who screen positive for MST.

The addition of the referral question to the Clinical Reminder will now additionally allow
VHA to track whether Veterans who request MST-related mental health services are
able to access those services. It will also provide data to inform VHA's efforts to
establish benchmarks for Veterans’ access to MST-related care after screening positive.
Veterans who screen positive for MST will vary in their need and interest in MST-related
treatment through VHA; without some indication of what percent of Veterans are
interested in treatment, it is currently difficult to know the extent to which VA is reaching
the subset of Veterans who actuaily need care.



As such, following implementation of the revised Clinical Reminder, the MST Support
Team’s annual reports will be expanded to include the number of Veterans who are
screened for MST, the number who disclose experiences of MST, and the number who
request and access MST-related mental health care. This information will facilitate both
local and national monitoring of policy compliance, improve VHA's ability to determine
whether expected rates of Veterans are accessing MST-related care, and refine its
evaluation of its capacity to provide MST-related care.

Question 5. Please provide information regarding the number and location of any
and all inpatients facilities or programs that exist specifically for the treatment of
MST and whether such facilities or programs treat male Veterans, female
Veterans, or both.

VA Response: VA offers over 240 Mental Health Residential Rehabilitation and
Treatment Programs (MH RRTP) with more than 8,000 beds that provide 24-hour
supervision, daily professional and peer services, and comprehensive care addressing
medical and mental health concerns and psychosocial needs. These programs provide
specialized treatment for substance use disorders, posttraumatic stress disorder,
serious mental iliness, and other mental health concerns that can be associated with
experiences of MST. It is important to note that no MH RRTPs are officially designated
as MST treatment programs; rather, programs are defined based on the diagnoses and
symptoms for which treatment is provided (for example PTSD Residential Rehabilitation
Treatment Programs) with some programs specifically focusing on provision of care
related to a Veteran having experienced military sexual trauma.

The overall percent of men with a completed episode of mental health residential
treatment in FY 2013 who reported a history of MST is approximately four times higher
than the overall percent of men utilizing outpatient care who reported a history of MST
(5.3 percent of unique men in MH RRTPs versus 1.3 percent of unique outpatient men).
Among women the rate is approximately double (65.5 percent of unique women in MH
RRTPs versus 24.3 percent of unique outpatient women) suggesting that both men and
women who have experienced MST are accessing residential treatment services.
These data along with information from the FY 2013 Annual Review of MH RRTPs
indicate that VA's MH RRTPs provided extensive MST-related services in FY 2013, with
95 percent of programs (228 programs) reporting that they provided MST-related care
to Veterans admitted to their residential program either through staff working directly in
the program or through engagement with outpatient providers during the residential
stay.

MH RRTP programs vary in how they provide care and some Veterans may prefer to
receive treatment for MST-related concerns directly within the residential program itself,
as opposed to through engagement with outpatient providers during a residential stay.
Over half of VHA’s MH RRTPs (106 programs) are able to meet this need, as they have
staff working in the program that provided treatment for mental health conditions
associated with MST during FY 2013. The majority of these programs provided care to
both men and women. A list of those programs that provided MST-related care by staff












As noted in the response to Question #3, the most recent VHA data show that 99
percent of VA health care systems have adequate capacity to provide MST-related
care. Complementing these existing resources, VHA'’s efforts to expand mental health
services broadly also may benefit male Veterans who experienced MST. To this end,
the VHA Office of Mental Health Operations (OMHO) is developing and implementing a
national strategy to expand mental health services via several means. One, by
redefining access measures for new and established Veterans receiving mental heaith
care, VHA is approaching its goal of ensuring that all Veterans are able to schedule a
mental health visit within 14 days of their desired date. Two, by leveraging telehealth
and other technologies, VHA is extending access into rural communities. Three, by
investing in provider recruitment, VHA is ensuring that mentai health provider staffing
levels have increased in recent years to keep pace with Veterans’ needs. Finally, by
leveraging community partnerships, VHA has successfully initiated a number of pilot
programs with community agencies across the country to provide additional mental
health resources in areas of need.

The response to Question #3 delineated some of VHA's efforts to ensure that treatment
programing and environments are sensitive to the unique needs of male Veterans who
experienced MST. In addition, VHA policy strongly encourages facilities to offer
Veterans being treated for mental health conditions related to MST the option of being
assigned a same-sex mental health provider or an opposite-sex provider if the MST
involved a same-sex perpetrator. Additionally, some female and male Veterans may
benefit from single-gender treatment environments, to foster their sense of safety, ability
to address gender-specific concerns, and strong peer and social support. To
accommodate Veterans who do not feel comfortable in mixed-gender treatment
settings, many facilities throughout VA have separate programs for men and women.
Residential and inpatient programs must have separate sleeping areas for men and
women.

Outreach to Veterans to facilitate engagement with care is another critical element to
expanding access for male Veterans. VHA outreach materials and efforts reference
both men and women and use gender-inclusive language. For example, Internet Web
sites such as About Face (available at: www.ptsd.va.gov/apps/AboutFace) and Make
the Connection (available at: maketheconnection.net) include video galleries of
personal testimonials from male and female Veterans who have experienced MST.
Information about men is consistently included in VHA’s major MST-related educational
offerings, including VHA’s mandatory trainings on MST for mental health and primary
care providers and the national MST Support Team’s monthly training calls.

Question 7: Please provide a copy of the “national educational resources”
referenced in the Department’s written statement that have been “shifted to
clarify the importance of creasing multiple opportunities for disclosure [of MST].”
What impact are these resources expected to have and how will such impact be
tracked and measured?

VA Response: The MST Support Team’s major training resources regarding screening
have traditionally included statements such as: “The MST screen only needs to be
completed once and is often done by primary care or other medical providers.



However, it is good practice to include questions about MST in all mental health intakes
as Veterans may be more open to disclosure when meeting with a mental health
provider.”

The revision of the MST Clinical Reminder has provided opportunities to amplify and
reinforce this message. Three new national education resources specific to the Clinical
Reminder revision {attached) highlight that with the revised Clinical Reminder, Veterans
will be re-assessed for experiences of MST if a Veteran declines the initial screening or
if a Veteran has additional military experience following a prior ‘no’ to the MST Clinical
Reminder. These and other existing resources on screening highlight the importance of
assessing for MST, even after the Clinical Reminder has been completed. For
example, slide 24 of the attached “staff training presentation” reminds providers that:

» Veterans may not feel comfortable disclosing their MST experience during the
initial screening.

¢ Providing additional opportunities for disclosure is important and include:

o Trauma assessment in mental health clinics as part of a clinician’s
standard assessment of social and military history.

o Providers should be knowledgeable about MST and know how to contact
the MST Coordinator.

o Extensive outreach efforts help to ensure Veterans are aware of MST-
related care and ways to access that care.

¢ A provider can alter the reminder response at a later date. For example, the
reminder can be changed to ‘MST Yes’ if a Veteran responds ‘no’ initially then
discloses an MST experience later in treatment.

-
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MsT CRuser  MST CR handout.pdf vt cr staff training
Manual.docx presentation.pptx

These materials are intended for use by MST Coordinators in educating providers about
the upcoming changes to the Clinical Reminder, as well for use in ongoing staff
education, as a complement to existing materials that focus more on the clinical aspects
of screening. To support MST Coordinators’ training efforts, the MST Support Team’s
monthly Teleconference Training Series call in February focused on the revised Clinical
Reminder; on that call, MST Coordinators were introduced to the Clinical Reminder
revision training materials that the MST Support Team would make available and a
demonstration was given of how the “staff training presentation” might be presented.

These resources, in conjunction with materials focusing on the clinical aspects of
screening, are designed to increase provider knowledge, sensitivity, and skill in
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screening for experiences of MST and increase the frequency of additional assessment
of MST experiences. The final impact of these educational resources is expected to be
Veteran disclosure of an MST experience when and with whom they would like to
disclose — either during initial completion of the MST Clinical Reminder, or through
additional assessment at a later time. As noted in the response to Question #4, the
completion of the MST Clinical Reminder and the MST disclosure rate are monitored in
the MST Support Team’s annual reports.

Question 8: Please provide information regarding the pilot program that Mr.
Matkovsky, VA’s Assistant Deputy Under Secretary for Health for Administrative
Operations, stated the Department was undergoing in VISN 15 and VISN 23 to test
an alternate procurement structure for certain high-cost medical equipment.
Please include information regarding how the Department intends to measure the
outcome of the pilot program.

VA Response: VA is transitioning to a new acquisition process for certain medical
imaging modalities. Modalities including Portable X-Ray Units, Portable C-Arms,
Ultrasound Systems, Bone Densitometers, and Computed Radiography equipment will
be procured through a coordinated process that involves both the VHA Service Area
Office (SAQ) and VA National Acquisition Center (NAC) contracting offices. The VA
NAC will delegate authority to VHA SAOQ to process delivery orders against base NAC
contracts.

We are piloting this new process. The first pilot acquisitions were for VISN 15 in
FY2013. Information about these acquisitions is below. This process is being used to
acquire Bone Densitometers for VISN 23 in FY2014. This acquisition is in process, with
contract award projected in July 2014.

Modality: Portable C-Arms
Quantity: 21
National Contract Price: 4,541,482
Awarded Price: $3,518,129
Negotiated value added items (additional warranty, training, trade in allowance)
provided at no charge: $674, 614
Date Acquisition Process Initiated (start market research): June 17, 2013
Date Requirements Package submitted to VHA Contracting Office: July 5, 2013
Date Solicitation Issued: July 22, 2013
Date of Contract Award: September 24, 2013
PALT: 81 days (includes local CRT and legal review)

Modality: Portable X-Ray Units (Digital)
Quantity: 26
National Contract Price: $4,441,364
Awarded Price: $3,125,375
Negotiated value added ltems (additional warranty, training, trade-in allowance)
provided at no charge: $872,875
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Date Acquisition Process Initiated (start market research): June 3, 2013

Date Requirements Package submitted to VHA Contracting Office: July 5, 2013
Date Solicitation Issued: July 23, 2013

Date of Contract Award: September 23, 2013

PALT: 80 days (includes local CRT and legal review)

We monitor these pilots closely to learn from the processes and outcomes.
Considerations that we assess include, but are not limited to: award price versus
standard NAC contract price; procurement cycle time; cycle time from identification of
need to availability of equipment for patient care; feedback from both internal and
external stakeholders.

Question 9: Is the Department still on track to complete the approximately 909
outstanding delivery orders from 2012 by the end of April 2014? If now, why not
and when will the outstanding delivery order be filled?

VA Response: The Department is on track to complete approximately 900 delivery
orders from the September 2012 consolidation by the end of April 2014. Evaluation of
vendor bids has been completed. Contracting Officers are processing delivery orders.

Question 10: Please describe how the Department intends to “...look at the
consolidation process and change that as well.” What changes are planned for
VA'’s current consolidate process and what is the Department’s timeline for full
implementation of the planned changes?

VA Response: The consolidation process that VA has used to acquire high tech
medical imaging equipment is being modified. Some key changes include:
« Utilizing VHA SAO contracting offices to acquire selected (lower cost) imaging
equipment;
e Ultilizing generic specifications that define required characteristics, rather than
using vendor quotes as benchmark requirements;
e Consolidating strategically aligned requirements by VISN, or small groups of
VISNS;
e Enhancing communications by leveraging VISN points of contact and including
executive leadership;
e Enhancing technical evaluation processes by incorporating Biomedical Engineers
and medical staff, and providing them more robust training; and
¢ Initiating requisitions earlier in each fiscal year.

Many of these process changes have been implemented or partially implemented. Our
goal is to continue transition toward these new processes through the balance of FY
2014 and through FY 2015.

Processes are further described below.

Procurement of Lower Cost Imaging Modalities

12



This grouping of equipment includes the following imaging equipment: portable x-ray
machines, mobile C-arms, bone densitometers, Computed Radiography (CR)
equipment, and ultrasound machines. Generally, this equipment costs less than
$250,000 per unit.

If a VISN plans to procure equipment in one of the low cost modality equipment
categories, then the equipment will be purchased by VHA SAO contracting (utilizing the
VA NAC'’s national IDIQ (Indefinite Delivery, Indefinite Quantity) contracts) instead of
the VA NAC contracting staff. This was piloted in FY 2013 by VISN 15 with positive
outcomes, including a much quicker acquisition cycle and comparable pricing. VISNs
that wish to participate in this type of procurement will identify requirements via
specifications that describe salient characteristics, rather than citing a specific vendor
product or equal. VISNs need to commit funding earlier in the fiscal year (typically by
end of March) and the procurement will be completed by the September or the
respective fiscal year.

In the event that needs arise in the later part of the year, requirements will be sent to the
VA NAC for procurement via the traditional consolidation process.

Procurement of High Cost Modalities of Medical Equipment

This grouping of equipment includes (but not limited to) the following imaging
modalities: magnetic resonance imaging (MRI) scanners, computed tomography (CT)
scanners, PET/CT scanners, nuclear medicine cameras, radiography/fluoroscopy (R/F)
rooms, general and digital radiographic equipment, interventional rooms (IR), and
cardiac catheterization labs.

If a VISN requires a sufficiently large quantity of one or more of the high cost modalities,
then the equipment may be procured by the VA NAC as its own consolidated
procurement, separate from the needs of other VISNs/facilities. VISNs that wish to
participate in this type of procurement will identify requirements via specifications that
describe salient characteristics, rather than citing a specific vendor product or equal.
Construction site preparation necessary to accommodate installation of these modalities
will be aligned with equipment acquisition and delivery timelines.

Benefits to utilizing this procurement strategy include a shortened acquisition cycle time,
comparable pricing, streamlined technical evaluation due to aggregating the same
modalities for multiple locations into one procurement, efficiencies of scale, and reduced
total cycle time from identification of the need to availability for patient care.

This process has been conducted for the New Orleans facility and the Denver facility. It
is being conducted in FY 2014 for VISN 22 requirements and VISN 23 requirements.

Enhanced Communications and Process Coordination

Communications regarding medical imaging equipment acquisitions have been
streamlined and enhanced. VHA is funneling most communications through points of
contacts in its VISN Offices, rather than having the VA NAC communicate directly with
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151 individual medical facilities. VHA has more actively engaged Biomedical
Engineering personnel to facilitate technical evaluations of the medical equipment with
medical staff. Instructions and training have been, and will continue to be, enhanced to
help all stakeholders better understand their roles in the acquisition process.
Milestones and due dates are regularly communicated through executive leadership.

Internal processes have been evaluated and automated where feasible. For example,
Non-Disclosure Agreements are now available on line and submitted electronically, thus
expediting the procurement process. We will continue to identify opportunities to
automate and streamline processes.

Question 11: Please describe the actions that have been taken in the last year to
respond to veteran and stakeholder concerns regarding the negative impact of
changes to VA’s prosthetic procurement process.

VA Response: There has not been a negative impact to Veterans receiving prosthetic
appliances and sensory aids, but there have been some delays in vendors receiving
payments. To address this, VHA developed a dashboard that tracks the various phases
of the procurement process. Weekly reviews are held with Prosthetics and Contracting
Offices that have dashboard timelines that are outside the norm. On March 6, 2014, the
VHA met with the Paralyzed Veterans of America to demonstrate the dashboard and
provide assurance that Veterans would continue to receive timely delivery prosthetic
devices. In addition, VHA has issued VHA Directive 1081, Procurement Process For
Individual Prosthetic Appliances And Sensory Aids Devices Above the Micro-Purchase
Threshold. This VHA Directive defines the procedures for procuring prosthetic
appliances and sensory aids and defines the roles and responsibilities of acquisition
team members.

Question 12: Please list the “incentive structures” in the Patient Centered
Community Care (PC3) program that Mr. Matkovsky mentioned in response to
questions regarding PC3 reimbursement rates.

VA Response: The language provided below was extracted from the PC3 contract and
applies to monetary incentives/disincentives for the contracted networks.

Incentive Fee: Upon meeting the minimum performance threshold for all performance
objectives, the contractor shall be eligible to receive a monetary incentive for the
following Quality Assurance Surveillance Plan (QASP) objectives:

e 1a- Time from receipt of authorization to appointment completion — 30 days or
less;

e 2 - Timeliness from completion of the authorized episode of care to return of
clinical documentation;

» 3 - Timeliness of critical and urgent findings reporting; and,

e 4 - Network adequacy to enable access.
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If the contract fails to meet these objectives, a monetary disincentive applies. Please
note no incentive or disincentive will be applicable for the start-up/implementation
period.

The contractors’ administrative fee shall be increased (incentive) or decreased
(disincentive) by a maximum of three percent of Administrative Services Fee based on
the previous 3-month performance and a weighted average of QASP performance
objectives 1a, 2, 3, and 4. The performance objectives shall be weighted as follows:

Performance Objective 1a at 25 percent
Performance Objective 2 at 25 percent
Performance Objective 3 at 35 percent
Performance Objective 4 at 15 percent

Payments or deductions shall apply to the total amount of completed authorizations and
shall be applied according to the methodology below.

QASP Performance Objectives 1a, 2, and 3 for all years and objective 4 beginning in
option year 1:

¢ 3 percent increase for performance greater than or equal to 97.5 percent

e 2 percent increase for performance greater than or equal to 95 percent and less
than 97.5 percent

e 1 percent increase for performance greater than or equal to 92.5 percent and
less than 95 percent

e No incentive or disincentive for performance greater than 87.5 percent and less
than 92.5 percent

¢ 1 percent decrease for performance greater than 85 percent and less than or
equal to 87.5 percent

e 2 percent decrease for performance greater than 82.5 percent and less than or
equal to 85 percent

¢ 3 percent decrease for performance less than or equal to 82.5 percent

QASP Performance Objective 1b (Time from receipt of authorization to appointment
completion — 21 days or less) is an enhanced performance objective to encourage
contractors to exceed the appointment scheduling standard of 30 calendar days for
performance objective 1a (time from receipt of authorization to appointment
completion).

In addition to the structure above, and related to Performance Objective 1a, the
Contractors’ administrative fee shall be increased by one percent (for a maximum
possible incentive of four percent in combination with the incentive above) of
Administrative Services Fee based on the previous three month performance when
meeting the enhanced performance standard for appointment completion as defined.
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Question 13: What impact does the Department estimate full implementation of
PC3 will have on VA’s third-party collections?

VA Response: The full impact of Patient-Centered Community Care (PC3)
implementation on third party collections is yet to be seen as the networks are
becoming fully operational. Realization of revenue opportunities will depend upon the
number of Veterans seeking care for non-service connected conditions who have
billable third party insurance and the treatment is covered under those third party
policies.

Based on the current information available, VA estimates a $14.5 million potential
annual impact to revenue based on the following expected impacts of PC3:

» Increased efficiency of billing timeframes — As the networks bill VA on a more-
timely basis, and the claims are in turn paid more timely, days to bill for Non-VA
Care (NVC) should be reduced. This increase in efficiency should lead to
realizing collections quicker than in the previous model.

» Improved revenue — PC3 is expected to result in increased third party revenue
opportunities due to improvements in the scheduling process and reduction in
denials related to timely filing. Specifically, patients will be scheduled within
5 days of the referral, and appointment information will be provided to VA
medical centers (VAMC) and entered into the scheduling package. This will
facilitate Consolidated Patient Account Center (CPAC) precertification efforts,
documentation and timely claims submission.

o The revenue estimate assumes NVC collections per billing ratio (FYTD14 is
40 percent) to improve and align with VA collections to billing ratio which is
currently 41 percent.

A B C=A"B

Expected Billings ($) FYTD 2014 VA Third Estimated Potential
from Reduced Days to | Party Collection to Billing | Revenue Impact
Bill Ratio

$35,374,005 41 percent $14,503,342

VA continues to monitor the NVC process through the full implementation of PC3 to
ensure all the efficiencies are realized.

Question 14: Please provide an update on the request for information (RFI) that
the Department released to “...identify commercial best practices for automation
of health care billing systems...” What response has the Department received to
the RFI and how and when does the Department intend to incorporate those best
practices into VA's third-party collections processes?
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VA Response: VHA Chief Business Office released a Sources Sought notification
(solicitation number VA118-14-1-0166) to the public on March 11, 2014. The purpose of
the Sources Sought notification was to request information from qualified contractors
regarding the development, configuration and implementation of an Automated Billing
System (ABS). Along with general company information, the contractors were asked to
provide two important pieces of information: 1) a technical capability statement
containing a summarized technical approach for implementing a system within VHA;
and 2) a Rough Order of Magnitude (ROM) estimate regarding expected
implementation costs.

Responses to the Source Sought notification were due on March 27, 2014. VHA
received 11 vendor responses to the solicitation and these responses are still under
review by the VHA’s Chief Business Office. We expect to use information gathered
from the vendor responses for several purposes. First, we will review details of the
technical approaches focusing on innovation and commercial best practices conveyed
in the responses. All relevant and useful information gleaned from this review will be
integrated into CBO’s requirements documentation to ensure our planned procurement
is based on industry best practices and state-of-the-art functionality. Second, we will
analyze the proposed vendor technical approaches in the context of their respective
ROM estimates to improve our understating of the planned work breakdown structure
and to develop a more accurate Independent Government Cost Estimate (IGCE).
Finally, we will work with responding vendors to arrange product demonstrations. This
will allow the CBO technical team to observe the vendor solutions first-hand and will
allow us to further refine the quality and accuracy of our technical requirements for the
planned ABS procurement.

Question 15: Please list and briefly describe each of the “many tools” that Dr.
Agarwal, VA’s Deputy Under Secretary for Health for Policy and Services, testified
had been developed to, “...assist the local facilities in managing specialty [care]
resources appropriately.” Please also describe how the Department intends to
track the implementation and utilization of these tools and measure the impact
they have on veteran access to specialty care services.

VA Response: Policy guidance has been provided by the Deputy Undersecretary for
Operations and Management (DUSHOM) to the VAMC leadership via Memoranda
dated June 26, 2013, and December 16, 2013. These include pathways for review of
labor mapping (physicians and support staff), algorithms for interpreting and acting on
workload and productivity data, and standards to review productivity in individual
specialty group practices with guidelines on acceptable range for productivity by
particular specialty based on facility complexity. The Office of Productivity, Efficiency,
and Staffing (OPES) is the repository of much of the data for facility use, and has
additional guides on analysis. Based on the DUSHOM guidance, those group speciaity
practices that require action plans be generated by the service/facility are then
forwarded to the facility’'s Veterans Integrated Service Network (VISN) for review. The
OPES database allows for longitudinal tracking of the success of services/facility’s
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action plans and this database examines both productivity and access to the group
specialty practices at all facilities.

The following reports/databases serve as the key reports available to facilities to assist
in managing their Specialty Practices:

Physician Productivity Cube:

The Specialty Physician Productivity Cube (database) contains all VA physicians. The
physician workforce accounts for nearly 10 percent of the VHA budget, representing a
significant healthcare resource and resource driver. The Physician Productivity cube
contains coded (Current Procedure Terminology (CPT)) detailed information on the
professional services delivered by our physician workforce to our Veteran patients at all
VA sites. The physician productivity cube assesses the deployment of the physician
staff to the missions of clinical care, research, and education as well as administrative
responsibilities. It provides an assessment of the distribution of the physician workforce
by geography and specialty as well as productivity measurement (Centers for Medicare
and Medicaid Services (CMS) work Relative Value Unit (WRVU)/Direct Clinical Full Time
Equivalent (FTE)).

Specialty Productivity-Access Report and Quadrant tool (SPARQ):

The Specialty Practice Management Quadrant Tool provides an algorithm for the
effective management of VHA’s specialty physician staffing and productivity practices.
The tool is designed to drive performance improvement in Veteran access to specialty
care and effective use of available resources. The SPARQ tool includes measures of:
Specialty Specific Non-VA Care expenditures and VA Reliance, Measures of value that
include compensation per RVU for total physician salary as well as clinical components,
availability of support staff etc. The tool expands into measures of the care team
bringing in Advanced Practice Provider (APP=Nurse Practitioners, Physician Assistants,
Clinical Nurse Specialists) workload (RVUs). The tool has additional views for local
leadership (Chief of Staff, Director, Service Chiefs) included that permit a view of all
specialties so that local managers can effectively manage their specialty practice
resources.

Specialty Physician Productivity Report:

The report provides detailed productivity by specialty and practice setting (facility
complexity level) to be used as benchmarks and may also be used for identification of
best practices. This report trends the changes in productivity levels over the previous 5
years and is updated monthly.

Specialty Workforce Report:

The annual Specialty Workforce Report is available to all VHA that provides key
information on the specialty physician workforce and is analogous to external
benchmarking reports such as Medical Group Management Association (MGMA) and
University Health Consortium (UHC) data. Specialty Physician Workforce Reports
provide: productivity, per population staffing levels, Associate Provider Staffing, and
support staff ratios for sites to effectively manage physician practices.
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Productivity Standards and Outlier Report: This report contains observed Specialty
Practice productivity levels and identifies sites that are outside of productivity
expectations established and communicated to all VHA sites by the DUSHOM. Sites
that have been identified as being out of range are required to implement remediation
plans. ‘

Question 16: Please provide information regarding the “comprehensive
education and communication plan” that is currently underway regarding
specialty physician productivity and staffing standards.

VA Response: As part of the Specialty Physician Productivity and Staffing work VHA
developed and implemented a comprehensive communication plan. VHA’s Office of
Productivity, Efficiency and Staffing maintains a VA Intranet site that serves as the main
portal of communication and reporting of activities related to Physician Productivity and
Staffing. This portal and the reports located at this site are monitored for web hits. For
the time period FY 2013 —~ February 2014 there were 27,268 hits on Physician
Productivity Products and Reports. VHA's Office of Productivity, Efficiency and Staffing
conducts routine training for managers each Thursday afternoon, and all VISNs and
facilities have been provided training on the Physician Productivity Cube.

The DUSHOM has hosted a number of conferences (with VISN Chief Medical Officers
and a number of Quality Manager Officers) to review and educate them on the various
responsibilities of facilities and VISNs. The Office of the Deputy Under Secretary for
Policy and Services held two conferences in August, 2013 which facility Chiefs of Staff
attended and which included education as to the implementation of the DUSHOM
Memorandum. The Office of the Deputy Under Secretary for Policy and Services,
Patient Care Services, has also had a meeting of all Specialty Services National
Program Directors, September 2013, which included education and discussion of
productivity. Patient Care Services has also had telephone meetings with the Chief of
Medicine Field Advisory Committee. The VISN Taskforce which piloted much of this
work on productivity has hosted calls with medical and surgical subspecialty service
leaders throughout VHA on a regular basis, to educate and gain feedback from the field
on the implementation of the DUSHOM Memorandum.

Additionally, the following list provides details of tailored educational sessions that have
been provided to these focused groups:

Session: Target Audience

Friday National Hotline X2 Medical Center Executive Leadership
National Open Forum Calls X5 Medical Center Leadership and Providers
CMO/QMO Calis and F-2-F Meetings | VISN Clinical Leadership
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Nephrology Field Advisory Specialty Leadership
Committee

Gastroenterology Field Advisory Specialty Leadership
Committee

Orthopedics Field Advisory Specialty Leadership
Committee

Ophthalmology Field Advisory Specialty Leadership
Committee

Urology Field Advisory Committee Specialty Leadership

Gynecology Field Advisory Specialty Leadership
Committee
Hospitalists Field Advisory Specialty Leadership
Committee

Laboratory and Pathology Workgroup | Specialty Leadership

Anesthesia Field Advisory Committee | Specialty Leadership

Chiefs of Medicine Field Advisory Specialty Leadership

Committee

VISN 1 Chief of Surgery Group Specialty Leadership

VISN 3 Chief of Surgery Group Specialty Leadership

VISN 7 Chief of Surgery Group Specialty Leadership

Systems Redesign Specialty Care Medical Center Leadership and Providers
Coliaborative

Local Training on Physician Every Thursday by VISN/Medical Center
Productivity Cube & SPARQ Tool Appointment

Optometry Field Advisory Workgroup | Specialty Leadership

Chiropractic Field Advisory Specialty Leadership

Workgroup

Podiatry Field Advisory Workgroup Specialty Leadership

Question 17: VHA Directive 2009-053, which provides pain management policy
and implementation procedures, is scheduled to expire on October 31, 2014.
Please describe the Department's efforts to-date to prepare to update and reissue

this directive and list any and all proposed policy or implementation changes that
have been proposed.

VA Response: The Department intends to update and reissue Directive 2008-053,

Pain Management. The National Director for Pain and the Deputy National Director for
Pain (Specialty Care Services, Patient Care Services), in collaboration with other
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experts and offices, are responsible for updating the directive. Specifically, the updated
directive will address the following:

1) Implementation of the Opioid Safety Initiative including strategies for training and
monitoring of outcomes. (see below)

2) Development of and implementation/dissemination of VHA projects to provide
pain management training to its teams of clinicians so that facilities and VISN
achieve competency in Stepped Pain Care, as outlined in Directive 2009-053,
including all ambulatory settings: in primary care, pain specialty care and pain
rehabilitation, including:

a. The DoD-VA Health Executive Council (HEC) Pain Management Work
Group’s Joint Investment Fund projects:

i. The Joint Pain Education and Training Project (JPEP), a “train the
trainers” project which is developing a standardized curriculum and
training program for pain champions and team who will serve as
JPEP Faculty in their roles as teachers of interdisciplinary students,
residents, and fellows and clinical staff in all VHA facilities.

ii. The Tiered Acupuncture Training Across Clinical Settings (ATACS),
which is presently identifying and training medical acupuncturists
across the VA and DoD who are being trained to teach Battlefield
acupuncture to primary care team members throughout the health
system.

b. VHAs Specialty Care Access Network-Extension for Community
Healthcare Qutcomes (SCAN-ECHO) pain management training program
that provides pain management training of primary care providers in rural
or relatively inaccessible settings through an “Academic Detailing” model
employing a curriculum and longitudinal supervision of clinical cases such
as now occurs in residency training programs.

c. Further development of the Pain Management Mini-Residency program
which has been designed, approved and will provide its first training this
spring. This program provides:

i. A course of on-line pain management instruction in the conceptual
and knowledge foundation of pain management, followed by;

ii. An intensive, clinical skill-building in person instructional experience
that trains physicians to competencies such as regional pain
examinations and office procedures, followed by;

iii. Longitudinal instruction though virtual networks such as SCAN-
ECHO and primary care pain champion conferences.

3) Further clinical studies to establish evidence-based therapies in integrative
Medicine (CAM) and behavioral treatment.

4) Development and testing of an efficient, patient-centered, point-of-care,
interactive pain assessment system, such as the Pain Assessment Screening
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key clinical indicators such as the number of unique pharmacy patients dispensed an
opioid, unique patients on long-term opioids who receive a urine drug screen, the
number of patients receiving an opioid and a benzodiazepine (which puts them ata
higher risk of adverse events) and the average dosage per day of opioids such as
hydromorphone, methadone, morphine, oxycodone, and oxymorphone. Patients at risk
for adverse events from use of opioids are identified through the use of administrative
and clinical databases using pre-determined parameters based on published evidence
and expert opinion. Several aspects to measure the implementation of the Opioid
Safety Initiative upon opioid use were underway at the time of the October 10, 2013,
hearing and suggested positive impacts:

» Despite an increase in the number of Veterans who were dispensed any
medication from a VA pharmacy, (i.e., all pharmacy users) in October 2012
compared to November 2013, 39,088 fewer Veterans received an opioid
prescription from VA during that time period.

e Performing urine drug screens is a useful tool to assist in the clinical
management of patients receiving long-term opioid therapy. As of November
2013, urine drug screens were performed on 80,294 more patients than in
October 2012.

e Whenever clinically feasible, the concomitant use of opioid and benzodiazepine
medications should be avoided. In November 2013, 9,609 fewer patients were
receiving these drugs at the same time than in October 2012.

» Lastly, the average dose of selected opioids has begun to decline slightly in VA,
demonstrating that prescribing and consumption behaviors are changing.

While these changes may appear to be modest given the size of the VA patient
population, they signal an important trend in VA’s use of opioids. VA expects this trend
to continue as it renews its efforts to promote safe and effective pharmacologic and
non-pharmacologic pain management therapies. Very effective programs at several VA
facilities yielding significant results have been identified (e.g., Minneapolis, Tampa, and
Columbus), and are being studied as best practice leaders.

Question 19: Please describe that actions, if any, that the Department has taken
to ensure that pain management points of contact (POCs) within VA medical
facilities regularly communicate with pain management specialists, as
appropriate, about Veteran patients experiencing acute or chronic pain. Please
include any and all guidance that has been sent to the field regarding the referral
process from pain management POCs to pain management specialists.

VA Response: Points of contact for Pain Management have been identified at all VA
Medical Centers to receive information from VACO offices pertinent to pain. The role of
the Pain POCs, at the VISN and at the facility level, is primarily to coordinate efforts in
regard to pain management from an administrative side. The Pain POCs are expected
to work closely with the Pain Specialists at each facility within the facility Pain
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Management Committee. However, Pain POCs are not the point of contact for clinical
issues regarding individual patients. For Veterans, the POC for their individual pain
needs clinically, in regard to evaluation and treatment, is their primary care provider
within the Patient Aligned Care Teams (PACT), as necessary, in collaboration with the
pain medicine specialty team at the facility. Thus the POCs are not expected to
regularly communicate with the clinical providers including pain specialists about
specific Veteran patients experiencing acute or chronic pain, in regard to their clinical
management. They may assist, as appropriate, within their administrative capacities. A
referral process from pain management POCs (administrative function) to Pain
Specialists (clinical function) is not appropriate. A general approach, titled
Implementation of the Opioid Safety Initiative (OSI), was forwarded to all POCs. (See
attachment).

pall
Implementation of
Opiod Safety Initiativ

Question 20: During the Subcommittee's October 10, 2013, oversight hearing
entitled, "Between Peril and Promise: Facing the Dangers of VA's Skyrocketing
Use of Prescription Painkillers to Treat Veterans," a VA witness testified about a
VA-wide best practice in pain management called the "Chronic Pain
Rehabilitation Program.” Please describe what efforts, if any, VA has taken to
implement related or similar programs in other VA medical centers and clinics.

VA Response: The Under Secretary for Health chartered an Interdisciplinary Pain
Management Center Work Group to provide guidance and oversight for VHA'’s efforts to
develop VISN level tertiary care Pain Management Centers. These Centers have the
capacity for providing advanced pain medicine diagnostics, surgical and interventional
procedures, and in addition provide intensive, integrated chronic pain rehabilitation for
Veterans with complex, co-morbid, or treatment refractory conditions.

There are currently ten Commissions for the Accreditation of Healthcare Facilities
(CARF)-accredited pain rehabilitation centers in VHA. This includes one Center at the
James Haley Veterans Hospital in Tampa, Florida, that is one of only two
multidisciplinary pain management centers that has been twice recognized by the
American Pain Society as a Clinical Center of Excellence (the other being a program at
Stanford University). VHA is in process of greatly expanding access to such Chronic
Pain Rehabilitation Centers. Each VISN is expected to have at least one
CARF-accredited tertiary, interdisciplinary pain care program no later than

September 30, 2014. Some VISNs may have two or more such programs. In addition,
there is system-wide education effort ongoing to educate physicians in Primary Care
(PACT) and other providers taking care of Veterans with chronic pain conditions about
Chronic Pain Rehabilitation approaches and to include components of Chronic Pain
Rehabilitation approaches into Primary Care.
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Questions 21: Please describe the six ongoing pilot programs that are in place to
test the Departments initiative regarding state prescription drug monitoring
programs, to include information regarding how VA intends to measure the
outcome of the pilot programs. Please also elaborate on the Information
Technology “limitations” that were referenced in regard to the pilot programs.

VA Response: VA currently has five test sites that send Veterans’ prescription data to
state prescription drug monitoring programs on a daily basis. The test sites are located
at the following VAMCs: Fayetteville, Arkansas; Muskogee and Oklahoma City,
Oklahoma; Durham, North Carolina; Louisville, Kentucky; and Nashville/Murfreesboro,
Tennessee.

VA intends to measure the success of the pilot programs by determining the extent to
which state prescription drug monitoring programs are able to receive Veterans’
prescription drug information. As of March 31, 2014, VA has experienced a successful
prescription transfer rate of 100 percent (i.e., 100 percent of the prescription data that is
being sent from VA is being received by the state drug monitoring programs at the test
sites). If this rate of success continues through the duration of the testing period, VA
could release the software nationwide as early as August 2014.

VA'’s solution is limited to the use of secure FTP (sFTP) and the American Society for
Automation in Pharmacy (ASAP) message structure. This solution is supported by 45
states.

Question 22: Please describe the actions, if any, that have been taken to make
the VA formulary more consistent with the DoD formulary.

VA Response: VA has a long-standing practice of providing active duty service
members access to pharmaceuticals prescribed by their DoD physicians when they
receive care in a VA medical facility. Similarly, when a newly discharged service
member chooses VA to be their health care provider, every effort is made to assure a
smooth transition to VA, including a careful assessment of their existing medication
therapy.

VA does not believe it is in the best interest of its beneficiaries nor the American
taxpayers to make its formulary more consistent with the DoD formulary. However, VA
does believe it has a responsibility to ensure all VA beneficiaries have appropriate
access to medically necessary pharmaceuticals, and we believe we are meeting that
challenge in a clinically and fiscally responsible manner.

VA'’s ability to ensure appropriate access to pharmaceuticals has been validated
repeatedly by various groups including the Government Accountability Office, the
Institute of Medicine, the Office of Inspector General, and has also been substantiated
in countless articles in the peer-reviewed medical literature (see attached examples). In
some cases, VA offers a more generous prescription benefit than DoD by including
drugs on its formulary which DoD does not.
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For example, VA recognizes the health benefits of weight loss and uses medications as
part of a robust weight loss program (MOVE). DoD is prohibited from providing weight
loss drugs (e.g., Qsymia and Belvig). DoD is also prohibited from providing over-the-
counter drugs and must instead use more expensive prescription pharmaceuticals in
their place. Removing drugs like these from VA’s formulary so it is more like DoD’s may
contribute to a decrease in the quality of care for Veterans and unnecessarily increase
drugs costs without a corresponding increase in care.

"X = =3 =3
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VA and DoD treat different populations, so some DoD drugs are not needed in VA. As
a general matter, VA provides direct care to a large proportion of older males, a smaller
proportion of females and no pediatric patients. DoD’s beneficiaries include males of all
ages, a larger proportion of females, and generally no pediatric patients. If VA were to
add medications not needed by its beneficiary population, it would result in an
unnecessary increase in cost, again with no corresponding benefit.

The legislation and regulations which govern the DoD Uniform Formulary require DoD
to add every commercially available drug to its formulary as soon as the drug is
approved by the FDA. VA only adds drugs to its formulary after a careful clinical review
is done to ensure that the drug is proven to be safe and effective and necessary for the
care of VA beneficiaries. It is important to note that some of the drugs DoD was
mandated to add to the Uniform Formulary have been removed from the U.S. market
due to safety problems. This has occurred in VA to a much lesser extent, so making VA
add drugs to its formulary as DoD does would expose Veterans to an increased risk of
adverse drug events. VA cannot emphasize enough the importance of critically
evaluating the safety of newly approved drugs. From 1997 through 2011, 31 drugs have
been withdrawn from the U.S. market and all except 1 of them were withdrawn for
safety reasons. VA only had 2 of the 31 drugs withdrawn from the market on VA
Formulary (see attachment below).

“]

Withdrawal from
Market.xlsx

In summary, VA and DoD have different health care delivery systems. DoD is primarily
a payer of care and uses some of the drugs it is required to have on its formulary, not
because they are clinically needed but because they are what non-DoD physicians
prescribe, and they must be added to the formulary to reduce costs. VA’s formulary is
designed to meet the needs of its beneficiaries by strictly relying on robust medical
evidence and it is likely the highest quality, lowest cost formulary system in the country.
If VA were to expand its formulary to be more like DoD’s, costs would increase, there
would not be a corresponding increase in the quality of care, and VA would expose
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Veterans to unnecessary risks for adverse events by listing drugs on its formulary that
have not demonstrated evidence of safety and efficacy outside of clinical trials.

Questions for the Record from Congressman Keith Rothfus

Question 1: On September 9, 2013, you testified at a field hearing in Pittsburgh
that VA would delay taking any administrative disciplinary action relating to the
systemic failures and mismanagement at the VA Pittsburgh Healthcare System
(VAPHS) that resulted in the deaths of at least six veterans due to an outbreak of
legionella until the U.S. Justice Department concluded its criminal investigation.
Then, on November 21, 2013, the Justice Department announced that it had
concluded that investigation and that no criminal charges would be brought. It
has now been over three months since that announcement, and the VA has yet to
hold anyone at VAPHS accountable. Accordingly, please provide a detailed
explanation of what VA has done internally to investigate those responsible for
these preventable deaths, what VA has left to be done to conclude that
investigation, and a date certain by which the families of the victims and
Members of Congress can expect that the VA will take such administrative
disciplinary action.

VA Response: VHA Labor Relations/Employee Relations (LR/ER) provides advice and
guidance concerning conduct and performance issues that involve VHA senior
managers:

« Senior managers include all VHA Senior Executive Service (SES) appointments,
Title 38 equivalents and all 38 U.S.C. § 7306 appointees, Associate/Assistant
Medical Center Directors, facility Chiefs of Staff and Associate Directors for
Patient Care Services/Nurse Executives.

e The LR/ER group also provides this assistance for any GS-15 position or above,
or Title 38 equivalent in VA Central Office (VACO) or with direct reporting
alignment to VACO.

s VA conducted an organizational assessment of the VA Pittsburgh Healthcare
System (VAPHS). The assessment team was asked to review management and
oversight controls employed by the VAPHS and VISN 4 surrounding Legionella
issues from 2011 to present. The assessment was completed on November 20,
2013.

e Based on the findings of the assessment, administrative disciplinary actions are
being finalized. Government wide regulations and VA policy require that due
process be completed prior to finalizing any disciplinary action.

« Proposed disciplinary actions ranging from reprimands to suspensions have
been issued. Each disciplinary action has appeal rights that may delay the date
of final disciplinary action. Congressman Rothfus’ office will be updated upon
final resolution of these matters.

27



Question 2: On November 26, 2013, following the conclusion of the Justice
Department's investigation into the legionella outbreak at VAPHS, Senator Pat
Toomey and | sent a letter to Secretary Eric Shinseki requesting information
about what administrative disciplinary action the VA planned to take, if any. To
date, though, over three months later, neither Senator Toomey nor | have
received any response. Can you please explain why the Secretary’s office found
it acceptable to not send any response to our inquiry? Is this indicative of how
VA and the Secretary's office views Congressional inquiries and oversight
generally?

VA Response: VA Pittsburgh Healthcare System has extended its condolences to the
families of the Veterans with Legionella who died. VA is dedicated to doing whatever it
takes to minimize the risk of Legionella and create the safest environment possible for
our Nation’s Veterans to heal. With the investigation by the U.S. Attorney and VA Office
of Inspector General completed, the Veterans Health Administration (VHA) has initiated
administrative actions related to the outbreak. As is customary, the administrative
review was initially paused to avoid interfering with the ongoing investigations. VHA
leadership has now initiated actions with careful consideration of the statutory
protections and rights of employees, including due process. While we are focused on
completing this process in a timely manner, VHA's priority is to carry out these actions
objectively and consistent with applicable administrative guidelines. When this process
is fully complete, VA will provide an update to the Committee. Again, VA is committed
to providing the best quality, safe, and effective health care our Veterans have earned
and deserve and extend our condolences to the families of the Veterans with Legionella
who died.

Question 3: During the hearing on February 26, 2014, you stated that only one
death resulted from the legionella outbreak at VAPHS. Yet, the Centers for
Disease Control and Prevention (CDC) found in its investigation that at least 21
veterans were sickened as a result of the outbreak, five of whom died. Moreover,
since the CDC released its report, a sixth veteran death has been connected to
the outbreak as well. Accordingly, please provide a detailed explanation why VA
has concluded, despite the findings of the CDC that only one death resulted from
the outbreak of legionella at VAPHS.

VA Response: | would like to clarify that | made an error when | stated the date of
death of one of the patients occurred on July 12, 2012, at the VA Pittsburgh Healthcare
System. The date of death was July 4, 2012. Further, of the six deaths discussed at
the hearing, VHA is in possession of five death certificates. In the case of the sixth
death, the Veteran passed away at a community hospital, and VHA does not currently
possess the death certificate. As previously reported, one death was attributed to
Legionella pneumonia as the primary cause of death. | based my testimony on the
immediate cause of death. However, there was a second patient who had a
contributing cause of death listed as Legionella pneumonia on the death certificate, but
it was not the primary cause of death. VA extends its condolences to the families of the
Veterans affected by acquiring Legionella in our health care system. We are committed
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to doing whatever it takes to minimize the risk of Legionella and create the safest
environment possible for our Nation’s Veterans to heal.

29



Medical Care Research and Review

http://mcr.sagepub.com/

Value for Taxpayers' Dollars: What VA Care Would Cost at Medicare Prices
Gary N. Nugent, Ann Hendricks, Linda Nugent and Marta L.. Render
Med Care Res Rev 2004 61: 495
DOI: 10.1177/1077558704269795

The online version of this article can be found at:
http://mcr.sagepub.com/content/61/4/495

Published by:
©SAGE

http://www.sagepublications.com

Additional services and information for Medical Care Research and Review can be found at:
Email Alerts: http://mcr.sagepub.com/cgi/alerts
Subscriptions: http://mcr.sagepub.com/subscriptions
Reprints: http://www.sagepub.com/journalsReprints.nav
Permissions: hitp://www.sagepub.com/journalsPermissions.nav

Citations: hitp:/mcr.sagepub.com/content/61/4/495.refs.html

>> Version of Record - Nov 9, 2004
What is This?

Downioaded from mcr.sagepub.com at US DEPT OF VETERAN AFFAIRS on April 17, 2014



Data and Trends

Value for Taxpayers” Dollars:
What VA Care Would Cost
at Medicare Prices

Gary N. Nugent
Gary Nugent and Associates

Ann Hendricks
Edith Nourse Rogers Memorial VA Hospital

Linda Nugent
Health Information Management

Marta L. Render
VAMC-Cincinnati

Critics charge that Veterans Health Administration (VA) medical centers are inefficient
and the cost of veteran health care would be reduced if VA purchased care for its patients
directly from private-sector providers. This analysis compares VA medical care expendi-
tures with estimates of total payments under a hypothetical Medicare fee-for-service pay-
ment system reimbursing providers for the same counts of each service VA medical cen-
ters provided in fiscal 1999. At six study sites, hypothetical payments were more than 20
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percent greater than actual budgets. Nationally, this represented more than $3 billion in
1999 and more than $5 billion in 2003. Data limitations suggest the estimate is conserva-
tive. Less than half of the difference is due to VA's low pharmacy costs. The study demon-
strates the potential savings to patients and taxpayers of the VA health care system.

Keywords: health care; costs; veterans; health policy

The Veterans Health Administration (VA) is the largest public health care
system in the United States. The VA provides health care services to more than
4 million eligible veterans in facilities located in all 50 states. Periodically, crit-
ics suggest VA be eliminated and vouchers or other payment forms be pro-
vided to eligible veterans allowing them to use their benefits in the private
health care sector (Iglehart 1996; Moskowitz 1995; Pittman 1995). Because
government provision of goods and services is generally presumed to be eco-
nomically inefficient (Stiglitz 1986), it has been suggested that this move
would result in reduced national health care expenditures.

Past assessments found VA’s costs to be the same as or lower than private
sector hospital costs, but methodological issues (e.g., not pricing outpatient
services) made these analyses less than definitive (Hendricks, Remler, and
Prashker, 1999). Transformations of the health care industry (e.g., increased
competition, managed care, prospective payment, shift from inpatient to out-
patient care) also affect the validity of past comparisons. A new comparison of
taxpayers’ costs for VA-provided care can help to focus debates concerning
efficient ways to meet the country’slegal and social mandate to provide health
services for veterans. It also has implications for other public sector hospitals
funded directly by governments.

NEW CONTRIBUTION

This analysis updates and expands estimates of payments for VA services
using Medicare rates. It is the first estimate for all services, notjust acute inpa-
tient care analogous to services covered under Medicare’s prospective pay-
ments. Itis also the first study to document and try to quantify billable VA ser-
vices (e.g., physician inpatient visits) that are not usually captured in VA's

Chang, Michael Erdmann, Allan Erickson, Elizabeth Franchi, John Gardner, Gail Graham, Debra
Jones, Theodore Lotchin, Gary Roselle, Amy Rosen, Yujing Shen, Robert White, Shuo Zhang. This
work was supported by the Veterans Health Administration, Health Services Research and Devel-
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standardized databases. The comparisons provide information relevant to
national discussions of Medicare benefits and policy debates about national
health care infrastructure. '

METHODS

This study compares expenditures for all VA health care provided nation-
wide over fiscal year (FY) 1999 (October 1, 1998, through September 30, 1999)
to hypothetical payments under Medicare rates for the same services. Pay-
ment estimates were based on a microstudy of six medium-sized, university-
affiliated, acute VA hospitals, chosen to give a diversity of VA services and
locations (Albuquerque, New Mexico; Birmingham, Alabama; Cincinnati,
Ohio; Kansas City, Missouri; Milwaukee, Wisconsin; and Providence, Rhode
Island). The facilities included nursing homes (two), substance abuse and psy-
chiatric domiciliary care (two) and spinal cord units (iwo), but not long-term
psychiatric care.

A microstudy was necessary because (1) significant amounts of care for
which VA would have to pay separately under fee-for-service (e.g., ambula-
tory surgeries and care that VA purchases under contracts with private sector
providers) are not consistently captured (or easily identified) in its current
computerized workload system and (2) significant amounts of care for which
public and private payers would not pay separately under fee-for-service
(e.g., chaplain visits) could be coded as if they were billable. Special proce-
dures captured the former and identified and excluded as many of the latter as
possible. A comprehensive review of the methodology provides details for
pricing acute and special inpatient care, nursing home stays, outpatient clin-
ics, and professional, pharmacy, and prosthetic care (Nugent and Hendricks
2003).

Study assumptions included sufficient private capacity for VA to buy care
at Medicare reimbursement rates and that the VA benefit package would
remain the same. Medicare payment schedules were used as the standard for
pricing VA services wherever possible because Medicare is a federal medical
insurance program with a uniform benefit package and an existing mecha-
nism for reimbursing health care providers nationally. An agreement with the
Department of Health and Human Services to make VA “in effect, a Medi-
care+Choice option for veterans holding Medicare Part B” coverage supports
the program’s relevance to VA (Freedberg 2003).

The hypothetical payment rates were Medicare’s total allowed amount
including both the patient and Medjicare portion (i.e., including any deduct-
ibles or copayments for which Medicare beneficiaries would be responsible).
Because of the complexity of Medicare reimbursement rules, payment
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strategies, and methods, an oversight committee that included VA and non-
VA experts on health care costs and payment regulations reviewed and
approved study methods.

MICROSTUDY ESTIMATES

The study population was all veterans receiving care at the six study hospi-
tals in FY 1999. Estimated payments for Medicare-covered services were
based on Medicare rates and surrogate prices if Medicare had no rates for the
care (see Table 1). For covered Medicare benefits (acute inpatient services,
nursing home stays, professional and facility fees), the existing Medicare rates
included geographic and other adjustments for each site (Render, Roselle,
et al. 2003; Hendricks, Whitford, and Nugent, “What Would VA Nursing
Home Care,” 2003; Ingenix, Inc. 2000; Roselle et al. 2003). For VA services
restricted under Medicare (e.g., pharmacy), we applied Medicare payment
methodologies without the restrictions. For example, we assumed that
Medicare’s formula for discounting rates for pharmaceuticals applied to all
prescriptions, not just the program’s restricted list (Render, Nowak, et al.
2003). For services not covered by Medicare (e.g., dental), we used rates from
the most representative available providers (Staffs of the Management Deci-
sion and Research Center and the Association for Health Services Research
1996).

CAPTURING SERVICES

We extracted computer utilization records for all care at the study hospitals
in FY 1999 (Department of Veterans Affairs 1998; Ingenix, Inc. 2000). Table 2
summarizes data sources.

Study coding staff coded ambulatory surgeries (diagnoses, procedure
codes) directly from medical records because these services were not routinely
captured in FY 1999. From hospital outpatient administrative files, we
extracted workload for providers entitled to professional fees under Medi-
care. Inpatient administrative files provided estimates of providers’ workload
for inpatient admissions, discharges, and other visits. We estimated surgeons’
fees for ICD-9-CM (International Classification of Diseases, 9th rev., Clinical
Modification)} procedures listed in the VA’s national procedure file but did not
calculate anesthesiology fees because of a lack of detail about the duration and
difficulty of the surgery. We converted prescription and dispensing data in the
Pharmacy Benefits Management System into 30-day equivalent prescriptions.
We counted prescribed prosthetics by Health Care Financing Administration
Common Procedural Code System (HCPCS) from the National Prosthetic
Patient Database.

Downloaded from mcr.sagepub.com at US DEPT OF VETERAN AFFAIRS on April 17, 2014



Jow wo

PHOZ ‘LI Uy LD SHIYATY NYHILIA 30 1d3A §N I8 weo'g)

66%

TABLE1 Sumitary of Payment Rates by Type of Health Care Service

Health Benefit ~ Payment Source Data Payment Element Payment Calculation
Acute 1998 Medicare Provider  Diagnosis Related Group Z (VA Diagnosis Related Group frequency) x
inpatient Analysis and Review (average Diagnosis Related Group payment
by area)
Rehabilitation 1998 Medicare Provider  Per diem, Tax Equity % (Rehabilitation days) x (average rehabilita-
Analysis and Review Financial Reform Act 1975 tion per diem)
Facility fees 1997 Medicare Cost Medicare Fee Schedule and X (Common Procedural Terminology, fourth rev.
Report Ratio of Cost to Charge frequency)(Medicare Fee Schedule) +
{Common Procedural Terminology, fourth rev.
: frequency){Ratio of Cost to Charge)
Pro fees 1999 Relative Medicare Fee Schedule Z (Common Procedural Terminology, fourth rev.
Value Units frequency)(Medicare Fee Schedule)
Nursing Home Historical cost and Resource X (nursing home days) x (average per diem)
Utilization Groups
Domiciliary 1998 Medicare Provider =~ Ambulatory Payment L (days of care) {Ambulatory Payment Category
Analysis and Review Category 0033 rate 0033)
Residential 1998 Medicare Provider =~ Ambulatory Payment I (days of care) (Ambulatory Payment Category
care Analysis and Review Category 0033 rate 0033)
Pharmacy 1999 RedBook Medicaid Maximal Allow- % (National Drug Code frequency) (Medicaid
able Charge and discounted =~ Maximal Allowable Charge) + (National Drug
Average Wholesale Price Code)(Average Wholesale Price - 5%)
Prosthetics 1998 Durable Medical Medicare Fee Schedule L. (Common Procedural Terminology, fourth rev.
Equipment, Prosthetics, frequency)(Medicare Fee Schedule for each
Orthotics and Supplies Common Procedural Terminology, fourth rev.)
Dental 1999 American Dental Discounted fee schedule Z (Common Procedural Terminology, fourth rev.
Association frequency)(American Dental Association fee

schedule at 75th percentile)

Note: Redbook = price list of average wholesale prices by National Drug Code.
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TABLE 2 Source of Data for VA Workload by Type of Health Care Services

Health Care Service

Workload Source

Workload Identifier

Acute inpatient

Rehabilitation

Facility fees

Professional fees

Nursing home

Domiciliary

Residential Care

Pharmacy

Prosthetics

" Dental

National Patient Care Database
(Patient Treatment File)

National Patient Care Database
(Patient Treatment File)

Veterans Integrated Health
Systems Technology Architecture
(Patient Care Encounter)

Veterans Integrated Health
Systems Technology Architecture
(Patient Care Encounter)

National Patient Care Database
(Extended Care File)

National Patient Care Database
{Patient Treatment File)

National Patient Care Database
{Patient Treatment File, Patient
Care Encounter)

Pharmacy Benefits
Management

National Prosthetic Patient
Database

Veterans Integrated Health
Systems Technology Architecture
(Patient Care Encounter)

International Classification
of Diseases, 9th rev.,
Clinical Modification
Internatipnal Classification
of Diseases, 9th rev,,
Clinical Modification

Common Procedural
Terminology, fourth rev.

Common Procedural
Terminology, fourth rev.

International Classification
of Diseases, 9th rev.,
Clinical Modification
International Classification
of Diseases, 9th rev.,
Clinical Modification
International Classification

of Diseases, 9th rev.,
Clinical Modification

National Drug Codes

Health Care Financing
Administration Common
Procedural Code System

Health Care Financing
Administration Common
Procedural Code System

VA prosthetics workload was merged with Medicare payment rates by
HCPCS codes and multiplied by Medicare payment rates (Render, Taylor,
et al. 2003). For non-Medicare-covered items (e.g., hearing aids) we inflated
VA costs by 30 percent (to reflect the lowest ratio of Medicare fee to VA cost).
Pharmacy and prosthetics payment calculations and findings were similar to
those of other VA-Medicare comparisons (Department of Health and Human
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Services, Office of Inspector General 1998; Iha et al. 2001; U.S. General
Accounting Office 2000).

VA COST

VA's Cost Distribution Report (CDR) is abudget allocation system for costs
from accounting and payroll records (Nugent, Grippen, et al. 2003). Each fiscal
year, the CDR is reconciled with accounting records and therefore accurately
represents annual hospital expenditures. We adjusted CDR costs for six study
sites by adding corporate overhead, interest on capital assets (at the Septem-
ber 1999 long-term Treasury rate of 6.05 percent) and malpractice costs from
the Tort Claim Information System. These adjustments accounted for 3.3
percent of VA costs.

NATIONAL ESTIMATES

A major lesson from the microstudy was that VA files undercount health
care services, particularly the use of durable medical equipment and inpatient
care by professional providers who could bill directly for those services under
Medicare. To estimate hypothetical payments for the entire VA, we inflated
some counts of care in the national database, assuming that the validated
microstudy counts were representative of the experience at other VA medical
centers. National costs needed no proportional reallocations of overhead
required by the microstudy (which included only the share of overhead for the
six study sites). National overhead, malpractice, and interest on capital are
included in the national VA costs below.

RESULTS

Estimated payments for VA services at the study sites in FY 1999 plus VA's
research and education budget were $973 million, almost 21 percent greater
than the taxpayer’s actual cost of $806 million (see Table 3). Thus, VA’s medi-
cal budget plus corporate overhead and the opportunity cost to the taxpayer
of VA capital (which was not an actual cash outlay) would have had tobe $167
million more to purchase as much in the private health care sector as the six
sites provided.

We estimate that acute inpatient expenditures at study sites would be 15.6
percent higher at Medicare’s private sector rates. Hypothetical payment for
nursing home care would be 21 percent more at Medicare rates. The greatest
increase in taxpayer costs would be for outpatient pharmaceuticals, rehabili-
tation, and partial hospitalization. For outpatient pharmacy services, the
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TABLE 3 Estimated Hypothetical Payments and VA Costs for Six Study

Sites ,
Hypothetical VA Fiscal
Payment Year 1999
Category of Cost Estimate ($000s) Costs ($000s)
Inpatient facility (VA + purchased acute care) 221,558 191,577
Nursing home (VA + purchased care) 30,451 25,243
Rehabilitation + partial hospitalization 71,670 42,097
Total institutional inpatient 323,679 258,917
Professional fees (including malpractice) 109,543 93,165
Outpatient diagnostic 192,184 174,863
Outpatient care, purchased® 19,855 19,855
Home health care, purchased 5,284 5,284
Total outpatient 326,866 293,167
Prosthetics/durable medical equipment
(durable medical equipment} 49,769 30,600
FPharmacy 200,757 118,811
Dental 12,832 8,299
Miscellaneous benefits 19,795 31,584
Total other patient care 283,153 189,294
Trainee salaries 22,973 22,973
Research support 17,063 17,063
VA overhead 0 24937
Other activities 40,036 64,973
Total, all costs 973,734 806,351

a. Includes professional and facility fees for services currently purchased from private-sector
providers.

budget would need to be 69 percent more if veterans filled their prescriptions
at payment rates set according to Medicare’s existing formula. Similarly, in the
private sector, thebudget would be 70 percent higher to provide rehabilitation
and partial hospitalization services and 55 percent higher for the same dental
care. Only “Miscellaneous Benefits” (including travel payments, readjust-
ment counseling, and other centralized benefits) have VA costs exceeding the
hypothetical estimate. The difference represents costs the study sites assigned
to this account that could not be directly linked with health services that could
be priced in the private sector.
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TABLE 4 National Estimated Hypothetical Payments and VA Costs

Hypothetical VA Fiscal

Payment Year 1999

Category of Cost Estimate ($000s) Costs ($000s)
Institutional inpatient (VA + purchased acute care) 4,752,897 5,278,716
Nursing home (VA + purchased care) ‘ 2,096,365 1,537,171
Rehabilitation + partial hospitalizations® 1,267,812 558,921
Total inpatient 8,117,074 7,374,808
Professional fees (including malpractice) 2,387,245 2,089,313
Outpatient diagnostic 5,666,978 3,988,826
Outpatient care, purchased 387,791 387,791
Home health care, purchased 159,583 159,583
Total outpatient 8,601,597 6,625,513
Prosthetics/durable medical equipment 847,669 449,013
Pharmacy 3,020,589 1,769,707
Dental 234,217 175,062
Miscellaneous benefits 459,548 548,996
Total other patient care 4,562,023 2,942,778
Trainee salaries 372,210 372,210
Research support - 396,165 396,165
VA corporate overhead 405,637
Interest on VA assets 695,022
Other activities 768,375 1,869,034
Total, all costs 22,049,069 18,121,133

a. Includes domiciliary lodging in VA budget.

Nationally, the VA’s medical care costs in FY 1999 were $18.8 billion (see
Table 4). Our estimated hypothetical payments were $22 billion. That is, hypo-
thetical Medicare-based payments were 17 percent higher than the VAbudget,
including overhead, interest on capital, and malpractice. Since interest on cap-
ital represents opportunity cost, aciual cash outlays to purchase the same ser-
vices would increase payments by an additional $695 million. If VA enrollees
were converted to coverage under Medicare payment rules but with the same
budget as VA currently has, services would necessarily be reduced. Areas
where the budget differences might be greatest are for outpatient
pharmaceuticals, prosthetics, rehabilitation, and partial hospitalization.
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Note that the hypothetical payments for national institutional inpatient
care are about $500,000 less than the VA costs for that category. We believe that
this represents costs that VA facilities assigned to this account that could not be
directly linked with health services (e.g., the cost of subacute care imbedded in
acute inpatient hospitalizations) that could be priced in the private sector. In
the microstudy, some services could be identified in additional records or files
that were unavailable at the national level, which relied on the computer files
at VA’s automated data repository in Austin, Texas.

CONFIDENCE IN THE ESTIMATES

POSSIBLE OVERSTATEMENT OF HYPOTHETICAL ESTIMATES

The estimated cost of VA care under a hypothetical VA-Medicare program
using private sector providers may be either overstated or understated, even
given the study’s restrictive assumptions. There are two major reasons for
possible overstatement. First, we used Medicare rather than Medicaid pay-
ment rates for nursing home care. Second, the Medicare reimbursement for
pharmaceuticals (average wholesale price minus 5 percent) was very high
compared to private sector plans.

A sensitivity analysis using a very deep average discount of 40 percent on
pharmaceutical prices would still be 15 percent higher than actual VA expen-
ditures (Render, Nowak, et al. 2003) but would reduce the hypothetical pay-
ments by almost $1 billion. A separate sensitivity analysis using 1999 Medic-
aid Statistical Information System per diems for care provided to VA patients
enrolled in Medicaid programs suggest this VA care might be purchased at 50
percent to 60 percent of our estimates (Hendricks, Whitford, and Nugent,
“What Would VA Nursing Home Care,” 2003). This change would cut the
hypothetical payments by $1 billion. In 1999, only about 5 percent of ail VA
patients were enrolled in Medicaid across the country, but the proportion
among patients using VA nursing homes or other long-term care services was
2 to 3 times greater (Hendricks 2003). It is not reasonable, however, to expect
that all postacute nursing home care would qualify VA patients for Medicaid
or that veterans with service-connected disabilities would give up their
compensation to qualify for Medicaid benefits.

POSSIBLE UNDERSTATEMENT OF
HYPOTHETICAL ESTIMATES

The cost burden to taxpayers resulting from the hypothetical change to the
VA system may be understated here because of (1) more intensive practice
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patterns in the private sector resulting in reimbursements for more proce-
dures or multiple private sector admissions for nonurgent health problems;
(2) the assumption that private-sector rates would be unchanged despite
greater severity of illness for the VA patient population; (3) workload that is
undocumented in the VA system but billed separately under Medicare; (4) the
relaxation of VA’s strict formulary for medications; and (5) increased utiliza-
tion because of expanded access to eligible veterans who are currently not
enrolled in VA. ‘

The assumption that care provided for veterans in a fee-for-service model
would be the same as that provided at VA facilities is problematic because
market forces and medical practice patterns differ. The extrapolation of pay-
ment for VA health care services to private sector providers with different
incentives, different cost structures, and different types of facilities makes it
difficult to predict with certainty VA enrollees’ use of services in the commu-
nity. For example, despite similar rates of mortality, veterans receiving care
paid for under Medicare were more likely to have invasive procedures includ-
ing cardiac catheterization, coronary bypass surgery, and percutaneous
transluminal angioplasty than VA patients (Wolinsky et al. 1985).

Differences in risk pools and utilization of services also have a direct bear-
ing on health-related costs. There are some similarities between how VA
patients and the Medicare population use health care services, but patients
cared for by the VA tend to be at higher risk for greater cost given their lower
educational status, lower socioeconomic bracket, generally poorer health
(self-reported), greater likelihood of being out of the labor force, and reduced
family support (Randall et al. 1987). Each of these characteristics could under-
state the potential cost of these patients because of higher rates of serious ill-
ness, mortality, lengths of stay, and psychiatric hospitalization.

Private sector hospitals have invested in staffing and automated tools to
increase billing effectiveness; conversely, the VA's information system is clini-
cally oriented, patient-centered, and lacks private-sector applications to maxi-
mize billing. Consequently, we could not price many services, especially at the
national level, for which a private sector system would charge (Nugent et al.
2000). For example, the VA’s databases do not capture multiple episodes for
reimbursable procedures such as a radiation therapy, chemotherapy, and
transfusions. This workload was lost for purposes of our estimation, as were
prosthetic limbs manufactured onsite and subacute care provided during
acute admissions. This difference and the previously reported practice of
transferring selected patients from the private sector to the VA (Hurley, Linz,
and Swint 1990) may contribute to an underestimate of the cost liability of
privatizing VA care.
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Some differences between VA costs and the estimated private sector pay-
ments reflect the VA’s unique negotiating positions within local markets or as
a national buyer of hearing aids, other assistive devices, or pharmaceuticals.
For example, each participating hospital had local contracts negotiated below
Medicare payment rates that could disappear (e.g., for nursing home care).
Conversely, VA’s medication costs have risen in the past when Congress tried
to reap the same discounts for the Medicare program (Iglehart 1996; Depart-
ment of Health and Human Services, Office of Inspector General 1998, 2001).
Pharmacy costs would also likely increase without VA’s formulary unless a
privatized veteran benefit incorporated the strict limits it imposes on VA
physicians.

DISCUSSION

Our multisite study to examine the amount of health care VA could buy
in the private sector exirapolated detailed cost data gathered from six
university-affiliated VA medical centers to national costs. If the current VA
structure were replaced by a privatized care system, such as an expanded
Medicare program, we assumed that all veterans currently eligible for care by
the VA would automatically be eligible for coverage by federal funds under
the hypothetical Medicare plus VA program.

The hypothetical payments for VA health care services were at least 17 per-
cent to 20 percent higher than the cost of the VA system itself, 97 percent of
which is borne directly by the taxpayer. There are reasons to think that the
hypothetical payments could be over- or underestimated, but on balance we
believe they underestimate what VA would face under the hypothesized
system.

While the hypothetical payments of virtually all service categories are
higher than VA’s own costs, the greatest differences are in areas such as phar-
macy and dental care, in which enrollees’” options for private coverage are
costly or not readily available. The pharmacy savings are from price reduc-
tions alone, ignoring the potential savings from the VA’s strict formulary
(Huskamp, Epstein, and Blumenthal 2003}. The analysis compared VA's own
payments for each pharmaceutical to published average wholesale prices dis-
counted according to Medicare regulations.

These overall savings demonstrate that the VA is able to provide a richer
benefit package at lower cost than U.5. veterans would be able to obtain
through the private sector under Medicare fee-for-service programs. Expand-
ing access to care through private sector providers would cost taxpayers at
least $3 billion more for current enrollees’ care. Other studies strongly suggest
that these savings from a government hospital system do not come at the
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expense of quality care (Molloy et al. 1999; Petersen et al. 2000; Wright et al.
1997).

Afinalnational implication of privatizing VA health care is the reconfigura-
tion that would be required for medical residencies. VA’s current 8,700 gradu-
ate medical residencies account for almost 9 percent of the medical residency
positions in the country (Brotherton, Simon, and Tomany 2000). If these resi-
dencies are absorbed by private sector hospitals, Medicare payments for non-
VA beneficiaries would likely rise as a result of higher indirect medical educa-
tion payments under current Medicare reimbursement formulas.

REFERENCES

Brotherton, S. E., E A. Simon, and S. C. Tomany. 2000. U.S. graduate medical education,
1999-2000. Journal of the American Medical Association 284:1121-26.

Department of Health and Human Services, Office of Inspector General. 1998. Com-
paring drug reimbursement: Medicare and the Department of Veterans Affairs. Re-
port no. OEI-03-97-00293.

. 2001. Medicare reimbursement of prescription drugs. Report no. OEI-03-00-
00310.

Department of Veterans Affairs. 1998. VistA veterans health information management
and technology architecture. Monograph.

Freedberg, S.T., Jr. 2003. Veterans Affairs suspends enrollment in health program. Con-
gress Daily. January 17. www.govexec.com/dailyfed /0103/ 011703cdam1.htm.

Hendricks, A. 2003. VA extended care: VA's experience under the Millennium Act. Report to
Congress. Bedford, MA: CHQOER.

Hendricks, A. M., D. Remler, and M. Prashker. 1999. More or less? Medical Care 37 (4):
AS54-62.

Hendricks, A., ]. Whitford, and G. Nugent. 2003. What would VA nursing home care
cost? Methods for estimating privatesector payments. Medical Care41 (6): 1152-60.

Hendricks, A., J. Whitford, and L. Nugent. 2003. Estimating private sector payments
for VA specialized inpatient care. Medical Care 41 (6): 1143-51.

Hurley,]., D. Linz, and E. Swint. 1990. Assessing the effects of the Medicare prospective
payment system on the demand for VA inpatient services. HSR 25 (1Pt. 2): 239-55.
Huskamp, H. A., A. M. Epstein, and D. Blumenthal. 2003. The impact of national pre-
scription drug formulary on prices, market share, and spending. Health Affairs 22

(3): 149-58.

Iglehart, J. K. 1996. Reform of the VA health care system. New England Journal of Medi-
cine 335:1407-12.

Tha, A. K., M. G. Shlipak, W. Hosmer, C. D. Frances, and W. S. Browner. 2001. Racial dif-
ferences in mortality among men hospitalized in the Veterans Affairs health care
system. Journal of the American Medical Association 285 (3): 297-303.

Ingenix, Inc. 2000. Evaluating VHA costs for professional services. Salt Lake City, UT:
Author.

Downloaded from mer.sagepub.com at US DEPT OF VETERAN AFFAIRS on April 17, 2014



508 MCRG&R 61:4 (December 2004)

Molloy, M., M. ]. Sorrell, R. H. Bower, P. O. Hasselgren, and B. ]J. Dalton. 1999. Patterns
of morbidity and resource consumption associated with laparoscopic
cholecystectomy in a VA medical center. Journal of Surgical Research 81:15-20.

Moskowitz, D. W. 1995. Future of the Department of Veterans Affairs. Journal of the
American Medical Association 274 (14): 130-31.

Nugent, G., and A. Hendricks. 2003. Estimating private sector values for VA health
care: An overview. Medical Care 41 (6): 112-10.

Nugent, G., E. Franchi, L. Nugent, 5. Schehr, A. Rodriguez, and C. N adeja. 2000. Third
party billing in the VHA: A look at cost and policy. Federal Practitioner 11:31-41.
Nugent, G. N., G. Grippen, Y. C. Parris, and M. Mitchell. 2003. Using the Cost Distribu-
tion Report in estimating private sector payments: What adjustments should re-

searchers make? Medical Care 41 (6): 1180-90.

Petersen, L. A, 5. L. Normand, J. Daley, and B. ]. McNeil. 2000. Outcome of myocardial
infarction in Veterans. Health Administration patients as compared with Medicare
patients. New England Journal of Medicine 343 (26): 1934-35.

Pittman, J. A., Jr. 1995. The future of the VA: Centralization, costs, politics, and
presentism. Journal of the American Medical Association 273 (8): 667-68.

Randall, M., K. E. Kilpatrick, J. F. Pendergast, K. R. Jones, and W. B. Vogel. 1987. Differ-
ences in patient characteristics between Veterans Administration and community
hospitals: Implications for VA planning. Medical Care 25 (11): 1099-104.

Render, M. L., G. Roselle, E. Franchi, and L. B. Nugent. 2003. Methods for estimating
private sector payments for VA acute inpatient stays. Medical Care 41 (6): I11-22.

Render, M. L.,]. Nowak, E. K. Hammond, and G. Roselle. 2003. Methods for estimating
and comparing the VA outpatient drug benefits with the private sector. Medical Care
41 (6): 1161-69.

Render, M. L., P. Taylor, ]. Plunkett, and G. N. Nugent. 2003. Methods to compare VA ex-
penditures for assistive devices to Medicare payments. Medical Care 41 (6): II70-79.

Roselle, G., M. L. Render, L. B. Nugent, and G. N. Nugent. 2003. Estimating private sec-
tor professional fees for VA providers. Medical Care 41 (6): 1123-32.

Staffs of the Management Decision and Research Center and the Association for Health
Services Research. 1996. Resources for research and decision making: An annotated
database inventory. Medical Care 34:M5111-46.

Stiglitz, J. E. 1986. Economics of the public sector. New York: Norton.

U.S. General Accounting Office. 2000. Prescription drugs: Expanding access to federal
prices could cause other price changes. Report no. GAO/HEHS-00-118.

Wolinsky, F. D., R. M. Coe, R. R. Mosley, II, and S. M. Homan. 1985. Veterans” and
nonveterans’ use of health services: A comparative analysis. Medical Care 23 (12):
1358-71.

Wright, 5. M., ]. Daley, E. D. Peterson, and G. E. Thibault. 1997. On terms of acute myo-
cardial infarction in the Department of Veterans Affairs: Does regionalization of
health care work? Medical Care 35 (2): 128-41.

Downioaded from mcr.sagepub.com at US DEPT OF VETERAN AFFAIRS on Aprit 17, 2014



BRIEF REPORT

Cost, Utilization, and Policy of Provision of Assistive
Technology Devices to Veterans Poststroke by Medicare
and VA

Sandra L. Hubbard Winkler, PhD, OTR,*} Bruce Vogel, PhD,*} Helen Hoenig, MD,§Y

Diane C. Cowper Ripley, PhD,*] Samuel Wu, PhD,*} Shirley G. Fitzgerald, PhD,

William C. Mann, PhD,} and Dean M. Reker, PhD, RN**}¥

Background: The increase in provision of assistive technology
devices (ATDs) has spurred controversy over Medicare policy
aimed at reducing cost-policy that forces social isolation and con-
flicts with legislation, facilitating participation for individuals with
disabilities. In contrast, Department of Veterans Affairs (VA) policy
does not limit provision of AT to “in home™ use only but rather,
states “all enrolled and some non-enrolled veterans are eligible for
all needed prosthetics.”

Objectives: Examine ATD provision policy by comparing 2 sys-
tems, Medicare and VA. Empirically analyze differences in ATDs
provided, cost, and duplication in provision.

Research Design: Retrospective study of VA databases, including
VA Medicare data.

Subjects: A population based study of 12,0461 veterans post-stroke.
Measures: Frequency of provision of ATDs by Health Care Com-
mon Procedural Code, purchase price, and capped rental payments.
Results: Of the poststroke veteran cohort, 39% received no AT,
56% received AT from the VA only, 1% received AT from Medi-
care only, and 3% received AT from both the VA and Medicare.
Most ATDs were for activities of daily living, followed by walkers/
canes/crutches. In specific ATD comparisons, VA costs were sub-
stantially lower than Medicare for purchased items and slightly
lower than Medicare for capped rental payments.
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Conclusion: VA provides a broader variety of ATDs at a lesser cost
than Medicare. Analyses of policy differences between VA and
Medicare suggest VA policy is driven by veteran need whereas
Medicare policy is driven at least in part, by containing costs that
have skyrocketed as a result of fraudulent claims.

Key Words: wheelchair, assistive technology, durable medical
equipment, activities of daily living

(Med Care 2010;48: 558-562)

ssistive technology devices (ATDs), also known as dura-

ble medical equipment (DME), allow individuals to avoid
institutionalization, live more independently, and with better
quality of life.! ATDs make care easier” and lessen functional
decline.®* The increase in use of ATDs has sspurred contro-
versy over policy aimed at reducing cost.’>™ While cost
containment is important, so are mobility needs of individuals
with disabilities. We examine ATD provision policy by
comparing 2 systems, Medicare and Department of Veterans
Affairs (VA). In addition, we analyze empirical differences in
ATDs provided, cost, and duplication.

MEDICARE POLICY

Use of ATDs by persons dependent in at least 1 activity
of daily living (ADL) has increased from 76% in 1984 to
more than 90% in 1999.%'%!! The number of Medicare
beneficiaries seeking reimbursement for power wheelchairs
increased 189% over 3 years, from 55,000 in 1999 to almost
159,000 in 2002, while the Medicare population rose only 1%
per year during that same period.!

The cost of providing power wheelchairs increased
450% from 1999 to 2003.!* The Centers for Medicare and
Medicaid (CMS) attributed this growth to technical progress,
payment error, and fraud.® To decrease Medicare’s vulnera-
bility to fraud.'*'* Congress mandated a competitive bidding
program and face-to-face examination of the beneficiary by a
licensed/certified healthcare professional (Medicare Modem-
ization Act, 2003). In response CMS established competitive
bidding and mandatory accreditation of DME vendors (Social
Security Act/Medicare DME Access Act of 2007).'*!% In
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addition, CMS implemented a requirement that the technol-
ogy be used only “in the home”-a requirement that forces
social isolation'®!” and conflicts with legislation facilitating
community participation.'$

Medicare Payment System

Manual wheelchairs are typically leased under a capped
rental arrangement during which beneficiaries are liable for a
20% copayment (Omnibus Budget Reconciliation Act of
1987). After 13 months, beneficiaries own the wheelchair.
Suppliers are responsible for monthly billings to CMS for
each beneficiary-many that can be for less than $20-at
unknown administrative costs.

- Power wheelchairs can either be rented for 13 months
or purchased during the first month. The following illustrates
the complexity of the Medicare policy:

B ... based on 10% of the base year purchase price in-
creased by the covered item update. This is the fee schedule
amount for months 1 through 3. Beginning with the fourth
month, the fee schedule amount is equal to 75% of the fee
schedule amount paid in the first 3 rental months. The
purchase fee schedule amount for power wheelchairs is equal
to the rental fee (for months 1 through 3) multiplied by 10.%%

VA POLICY

VA experienced similar increases: provision of power
wheelchairs increased 103% over 3 years (4664 in fiscal year
[FY]1999-9451 in FY2001)." VA provision of manual
wheelchairs increased only 6% during the same period.!® VA
cost of provision of ATDs increased from $153 million in
2001 to nearly $360 million in 2008 (written communication,
Veterans Affairs, November 11, 2008). VA policy does not
limit provision of ATDs to “in home use”; rather, “all
enrolled and some nonenrolled veterans are eligible for all
needed prosthetics.”2°

Veteran Payment System

All ATDs are purchased via General Services Admin-
istration contract, blanket purchase agreements, issued from
stock, or purchased from local vendors. Whenever possible,
reclaimed wheelchairs are restored and reissued.

METHODS

This project was approved by the Kansas City VAMC, the
VA Pittsburgh, and the University of Florida/North Florida/
South Georgia Veterans Healthcare System Institutional Review
Boards. This retrospective, population-based study used a 2-year
cohort (FY 2001-2002) of 12,046 veterans poststroke identified
using VAs Functional Status and Qutcomes Database and VA
Medical SAS datasets. Veteran demographic data were obtained
from the VA Medical SAS datasets. VA ATD utilization and
cost data were obtained from the VA National Prosthetic Patient
Database. Medicare ATD utilization and cost data were obtained
from the VA Medicare datasets.! All comparative analyses
involving Medicare data were limited to the subset of the study
cohort age 65 or older at the index stroke admission. Descriptive
analyses (frequency, mean, median, percentage) were used to (1)

© 2010 Lippincott Williams & Wilkins

Compare provision of ATDs to veterans poststroke by Medicare
and by VA; (2) Compare costs of ATDs provided by Medicare
and VA by Healthcare Common Procedure Code (HCPCS); and
(3) Investigate duplication in provision of ATDs across payers
(Medicare and VA).

RESULTS
During FY2001 to 2002, 12,046 veterans were treated
for index stroke in a VA inpatient facility. During FY2001 to
2003, 1% of this cohort received ATD(s) from Medicare, 3%
received ATD(s) from Medicare and VA, 56% received
ATD(s) from VA only, and 39% did not receive an ATD.
Refer Table 1 for demographic data.

Provision of ATDs

About half (52%) of the ATDs provided by VA were
ADL devices whereas only 11% of the ATDs provided by
Medicare were ADL devices. Medicare and VA provided
similar percentages of walkers/crutches/canes, 23% to 24%
(152 and 5097 respectively).

Costs, Purchased Devices

Because of the limited number of devices provided by
Medicare and further fractioning of Medicare devices into
purchased or rented, only 6 HCPCS-level comparisons could
be made between the 2 payers. Medicare costs (mean and
median) were higher than VA costs for all items (with the
exception of custom ankle foot orthotics; the VA median cost
was $1 higher, Table 2.

Costs, Medicare Rented Devices

Because VA does not rent devices from vendors, and
not all devices from Medicare were rented for 14 months at
which time they became the property of the beneficiary (eg,
HCPCS E0165 bedside commode, 35 rental lines/8 benefi-
ciaries = mean of 4 rental months per beneficiary), we
compared the average cost per beneficiary (total amount spent
per HCPCS/number of rental lines/beneficiary N = average
cost per beneficiary) with VA purchase cost—which is a
mean cost per veteran. Using the example above, the average
rental cost of a bedside commode per beneficiary was $183
compared with a mean VA cost of $95. Medicare costs were
higher for bedside commodes, some beds and manual wheel-
chairs, but these items also had the lowest number of average
rental months (Table 3). In comparison, the Medicare cost of
$83 for a 2-month rental of the E1031 institutional recliner was
considerably less than the $559 VA cost (list price beginning at
$754). Medicare and VA costs were similar for the K0011
power wheelchair with an average 12-month rental.

Duplication in Provision of ATDs
Less than 1% of devices provided were duplicate or very
similar devices provided to 1 veteran by both Medicare and VA.

DISCUSSION
Little systematic data exists on access to ATDs and
assessment of fair market pricing.***** We compared provi-

sion, cost, and duplication of ATDs provided to veterans by
Medicare and VA.
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TABLE 1. Demographic and Clinical Characteristics According to Device Provided by Medicare, Medicare +VA, or VA.
Column Percentages Relative to the Number of Unique Veterans in Each Cohort Are Presented

Device Provided by

Variable Entire Cohort Medicare Only Medicare and VA VA Only No Device
No. unique veterans 12,046 (100%) 139 (1%) 406 (3%) 6798 (56%) 4703 (39%)
Gender
Male 11,799 (98%) 138 (99%) 396 (98%) 6658 (98%) 4607 (98%)
Feinale 247 2%) 1 (1%) 10 (3%) 140 (2%) 96 (2%)
Missing* 0
Race
Hispanic, white 919 (8%) 18 (13%) 79 (19%) 545 (8%) 277 (6%)
Hispanic, black 77 (1%) 2 (1%) 7 (2%) 42 (1%) 26 (<1%)
American Indian 48 (<1%) 0 3 (1%) 33 (<1%) 12 (<1%)
Black 2602 (22%) 24 (17%) 87 (21%) 1517 (22%) 974 (21%)
Asian 53 (<1%) 0 1(<1%) 35 (<1%) 17 (<1%)
White 8243 (69%) 95 (68%) 229 (56%) 4597 (68%) 3322 (72%)
Missing* 104 (<1%) 0 0 29 (<1%) 75 (1.6%)
Age in yr
Mean (SD) 68 (11) 74 (9) 73(9) 69 (11) 68 (12)
Missing* 0
Service connected
Yes 3328 (28%) 27 (19%) 106 (26%) 2005 (29%) 1191 (25%)
No 8717 (72%) 112 (81%) 300 (74%) 4793 (71%) 3512 (75%)
Missing* ' 0
Married
Yes 5923 (49%) 78 (56%) 242 (60%) 3452 (51%) 2151 (46%)
No 6055 (51%) 60 (43%) 164 (40%) 3308 (49%) 2523 (54%)
Missing* 68 (<1%) 1 0 38 (<1%) 29 (<1%)
*Missing indicates number of (%) veterans missing this data. »
TABLE 2. Comparison of Medicare and VA Purchase Costs Per HCPCS
Medicare Purchase VA Purchase
AT Device HCPCS N Mean Median Fee Schedule* N Mean Median
Walker-folding E0135 25 $116 $67 $73-$86 1,974 $31 $29
Walker-wheeled/folding E0143 68 $107 $95 $104-8123 420 $54 $48
Commode chair E0163 65 $128 $90 $96-$113 313 $44 $33
Wheelchairs-power K0011 79 $4628 $4650 $460-$541 66 $3512 $3421
AFO-std off the shelf L1930 11 $318 $188 $179-$239 i 253 $53 $35
AFO custom 11970 14 $577 $598 $538-8718 76 $528 $599

Because device costs were contaminated with unrealistically low and high cost values, these values were derived from a database that truncated observations to the middle 90th

percentile.

*CMS 2001 DME vendor reimbursement schedule available at: (http://www.cms.hhs.gov/DMEPOSFeeSched/LSDMEPOSFEE/List.asp).

Provision

More than half of the ATDs provided to our veteran
cohort by VA were ADL-related (eg, devices for eating,
dressing, toileting, bathing). Only 11% of the devices pro-
vided to veterans by Medicare were ADL-related. Iwashyna
and Christie?* investigated the provision of mobility and
ADL-related ATDs to all Medicare beneficiaries but reported
results only for mobility-related ATDs. This finding may be
because bathing and toileting equipment are typically denied
by Medicare as “convenience itemn; not primarily medical in
nature” (Medicare National Coverage Determinations Man-

560 | www.lww-medicalcare.com

ual) in spite of evidence supporting the positive relationship
between activity/mobility limitation, incontinence, and pres-
sure ulcers.?® In fact, a patient hygiene program incorporating
comprehensive bathing and incontinence protocols have been
shown to reduce the incidence of new pressure ulcers.?
WOoIff et al®° found 53% of mobility-related ATDs
(ADL devices excluded) provided by Medicare were walkers/
canes/crutches, 39% were manual, and 8% power wheel-
chairs. For comparison, if we analyze only the mobility-
related ATDs Wolff et al included (walker/canes/crutches,
manual and power wheelchair, excluding other ATD catego-
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TABLE 3. Comparison of Medicare Rental and VA Costs Per HCPCS

Medicare Rental

VA Purchase

Rental Fee* Patients  Average Rental Average $ Per
HCPCS Description Lines Mean  Median Schedule N Months Patient Median N Mean  Median
E0165 Commode $32 $11 16-19 8 4 $138 272 $95 $94
chair
E0255 Beds 63 $82 $76 102-120 14 5 $368 13 $690 $770
E0260 563 $143 $137 146-171 150 4 $535 24 $412 $575
E0261 13 $130 $153 119-140 2 7 $843 28 $591 $530
E1031 Institutional $37 $30 44-52 4 2 $83 48 $559 $385
recliner
K0001 W/c manual 392 $55 $40 47-56 102 4 $211 1686 $160 $148
K0002 31 $58 $59 71-84 7 4 $257 17 $439 $422
K0003 61 $68 $59 78-92 13 5 $321 275 $361 $302
K0004 187 $101 $81 116-137 31 6 $607 343 $362 $318
K0006 13 $110 $82 109-128 3 4 $477 . 63 $479 $378
KO0011 W/c power 12 $278 $285 460-541 1 12 $3331 66  $3512 $3421

These values derived from a database that truncated observations to the middle 90th percentile.
*CMS 2001 DME vendor reimbursement schedule available at: (http://www.cms.hhs.gov/DMEPOSFeeSched/LSDMEPOSFEE/List.asp).

ries), 41% of ATDs provided to our cohort by Medicare were
walkers/canes/crutches compared with 68% of ATDs pro-
vided by VA; 39% of ATDs provided to our cohort by
Medicare were manual wheelchairs compared with 30% of
ATDs provided by VA; 20% of ATDs provided to our cohort
by Medicare were power wheelchairs compared with 2% of
ATDs provided by VA. These percentages are similar even
though these are different cohorts: community dwelling
Medicare beneficiaries and veterans poststroke.

Cost

Comparison of Medicare and VA ATD costs is difficult
because of the capped rental program. As a hypothetically
example for the standard manual wheelchair, for the first 3
months Medicare would pay $111.42 (80% X $46.43 =
$37.14 X 3 months) and $278.60 (75% X $37.14 X 10
months) for the remaining 10 months for a total of $390.02.
Vendors must bill Medicare monthly for each beneficiary. In
comparison, VA 2001 contract cost for the standard manual
wheelchair ranged from $126 to $241 fully accessorized.
WOolff et al’reported the 2001 mean cost for manual wheel-
chairs provided to Medicare beneficiaries was $360 (exclud-
ing beneficiary responsibility).

The cost for walkers in our data ranged from $100 to
$122 when provided by Medicare and $31 to $54 when
provided by VA. Wolff et al® reported the 2001 mean cost for
walkers provided to Medicare beneficiaries was $97 (exclud-
ing beneficiary responsibility). Across multiple ATDs, Medi-
care costs were estimated to be 38% to 40% higher than VA
costs. >3

Duplication

Dual use of Medicare and VA services has been the
focus of much research.>”° We found relatively little dupli-
cation (<<1%) in the provision of ATDs across Medicare and
VA payers perhaps because the VA ATD benefits exceed
Medicare ATD benefits.

© 2010 Lippincott Williams & Wilkins

Policy Implications

Advances in mobility device designs have increased
community participation and accessibility for individuals
with disabilities.’® Current Medicare policy, however, pro-
vides coverage for mobility devices (wheelchairs, walkers,
and scooters) for use “in the home” only. In contrast, VA
does not restrict provision of ATDs to “in home use.” The
VA mission is to improve the independence and quality of
veterans at home and in the community. Our results suggest
that VA is providing a larger variety of devices at a lower
cost. VA provides inexpensive devices to support indepen-
dent toileting and bathing under a variety of conditions, for
example, rails that assist with toileting and an extended tub
bench that eliminates the need for the veteran to step over/
into the tub. Medicare only reimburses a multipurpose device
that can be used as a commode or shower chair. A limitation
of one size fits all multipurpose devices is limited adaptability
to various physical environments. For example, the base
dimensions may not fit in a bathtub or the patient may not
have the physical capacity to move the device from the tub to
the toilet.

Disability rates and the Eercent of elderly living in
nursing homes is declining.*3'? Increased use of ATDs has
been cited as one of the reasons for falling disability.> Invest-
ment in the provision of ATDs, especially low cost equipment
such as bathing devices, can mean the difference between living
alone or requiring paid assistance.

Limitations of the Study

In addition to the previously listed limitations, we
acknowledge that ecological bias when using aggregate rather
than individual data. Clinical differences may exist between
Medicare beneficiaries and veterans: the VA population is
older, sicker, and poorer.>* As with any use of administrative
data, validity is a concern. Coding errors were evident in the
Medicare data: devices coded as paid had costs that suggested
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they were actually rented. Due to potential threats to the
validity of ATD cost data, cost comparisons should be con-
sidered preliminary. No coding errors were found in the
NPPD data indicating VA coding errors have been substan-
tially reduced.'®****> Neither Medicare nor VA costs in-
cluded clinician time to evaluate or train the client.

CONCLUSION

Advances in technology have increased participation

and accessibility for individuals with disabilities!®; however,
Medicare policy limits use of mobility devices to “in home”
only. Our policy comparison suggests that VA is providing a
larger variety of devices at a lower cost without limiting use.

15.
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Estimating Private Sector Values for VA Health Care:
An Overview

Gary Nugent, MHCA, FAAMA,* aND ANN HENDRICKS, puDT

OsjecTIVES. To provide an overview of meth-
ods used to establish what taxpayer costs
would be if all Veterans Health Administra-
tion (VA) patient care were paid for by the
federal government but provided in the pri-
vate sector.

MeTHODS. Study assumptions included (1)
that there would be a hypothetical policy
change to pay for VA care through a Medicare-
based fee-for-service program, (2) that the VA
coverage benefit would not change, (3) that
practice styles would remain the same, and (4)
that there would be no impact on market
values. To achieve the objective, project staff
adapted Medicare payment schedules and
guidelines, where available, with oversight of
an advisory committee with VA and non-VA
expertise in costs and data. For six sites, de-
tailed payments were estimated using VA uti-
lization databases and software and Medicare
rate schedules available in the private sector.

Periodically under fire from critics for ineffi-
ciency, low-quality care, or high costs, the Veterans
Health Administration (VA) has undergone a ma-
jor reorganization in recent years to meet better
the needs of eligible veterans who choose to use
its services.l-8 The VA annually pays for health
care services for almost 4 million veterans. It
directly provides most of that care in 173 hospitals
and more than 600 outpatient clinics located in the
community. It also contracts with private sector
providers for some special services and for care for

Overhead, interest on capital, and malpractice
costs were added to VA-reported operating
costs. Patient severity was examined, and
patient-level costs were explored.

FINDINGS. Detailed methods for pricing
seven types of health services are presented.
Three methods articles focus on process issues.

DiscussionN. Because VA care is not directly
comparable with private sector health care as a
result in part of differences in benefits covered
and the scope of services provided, estimating
costs for this care based on a private sector
model requires careful consideration of market
valuation approaches. The articles in this sup-
plement describe the methods used to estimate
market values for VA care so that other re-
searchers can use them in future studies.

Key words: Health care costs; veterans; ben-
efits; health economics. (Med Care 2003;41:
H-2-11-10)

enrolled veterans living far from VA medical facil-
ities. The VA's total operating budget for fiscal year
(FY) 1999 was more than $18 billion, of which
almost $17 billion was for medical care and ap-
proximately $1 billion was for training, research,
and national administrative activities. ‘

The relative cost to the taxpayer of VA-provided
health care services compared with the expendi-
ture for those same services provided in the private
sector is important information for policy makers
interested in obtaining the best value for veterans
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served by the VA. Legislators and managers (both
clinical and administrative) need information on
which to base not only budget decisions but also
organization and performance measures for this,
the nation’s largest federal health care system.
Recent studies have demonstrated the quality of
VA care®10 and its national contribution to educa-
tion and research,1! but the lack of comparative
cost data has made it impossible to counter public
charges that maintaining a separate health care
system for veterans is too expensive.

In 1998, the VA's Health Services Research and
Development Service funded a study that asked,
“If health care services provided by VA during a
fiscal year were purchased in the private sector,
would the cost to the taxpayer be greater than the
cost of providing those services at VA medical
faciliies?” The Bvaluating VA Costs project an-
swered that question, finding taxpayer cost to be
more than 20% greater under a hypothetical fee-
for-service payment system. That conclusion is
based on a comparison of the total cost of all
health care services at six Veterans Affairs Medical
Centers (VAMCs) during FY 1999 (October 1998
through September 1999) with the estimated cost
of purchasing those services in the private sector
using Medicare reimbursement regulations.

This study does not suggest what VA payments
would be if the private sector were used by VA
patients. It estimates only what payments would
be if the private sector supplied the same number
and types of services as those delivered in the VA,
There are several reasons why it is problematic to
predict what payments to private sector providers
would be. First, VA constrains demand for care by
limjting the number of VA providers. If the choice
of providers were not geographically limited, one
would expect more services to be used. Second, VA
outpatient care tends to be hospital-based. In the
private sector, most outpatient services are deliv-
ered in doctors’ offices or other ambulatory cen-
ters, which are paid less than hospital-based sites.
Finally, VA physicians are salaried or on contract,
whereas Medicare providers are paid largely on a
fee-for-service basis whether or not the physicians
are salaried within their group practices.

The taxpayer bears 97% of the VA's current cost,
with veterans or their health insurance paying the
rest.2 Although the hypothetical Medicare pay-
ments for virtually all service categories are higher
than the VA's own budgeted expenditures, the
greatest differences are in areas such as pharmacy
and dental care, in which enrollees” options for
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private coverage are costly or not readily available.
These savings demonstrate that the VA is able to
provide a richer benefit package at a lower cost
than US veterans would be able to obtain through
the private sector. Expanding access to care
through private sector providers would cost tax-
payers at least $3 billion more for current enroll-
ees’ care in FY 1999 when the estimates are
extrapolated to the VA as a whole.

This supplement describes the methods used to
estimate expenditures for VA services if they were
provided in the private sector. These methods are
often as diverse as the types of care they capture.
The overview discusses the reasons for the study
and its assumptions, structure, and policy rele-
vance. It outlines the nature of the articles that
follow. These methods not only are important for
comparisons of VA and non-VA providers but also
can be used to study costs of care within the VA.

Background

Why Estimate the Market Value of Veterans
Health Administration Services?

Most VA cost studies estimate costs of services
for cost effectiveness analyses'®-15 or to inform
make or buy decisions for specific programs.1¢ In
the last 25 years, two studies have compared VA
costs with estimates of what the VA might pay if
all of its inpatients were admitted to the private
sector for care, finding savings of approximately
10% for institutional payments, but not including
the costs of clinitians.'”18 No study has compared
the total market value of the many other services
the VA system provides.

The most important methodologic problems
with these two earlier studies of the market value
of VA care is that estimates are limited to the
inpatient population.*® Historically, the VA has not
created charge data of the type that researchers
use to estimate private sector costs.®® VA cost
accounting systems either make arbitrary assump-
tions about the division of costs (eg, for physician
services) across programs2? or allocate large fixed
costs (including services for which no units of care
are captured in the administrative data) in a
step-down method across all patients.?! These
methodologic approaches do not permit accurate
comparison with patient or service-specific costs
in the private sector.

By comparing the aggregate cost of the VA
system with the sum of estimated payments to
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private sector providers for the VA’s patients, the
Evaluating VA Costs study avoided the pitfalls of
VA cost accounting allocations across services. A
major concern, however, was that VA utilization
databases do not capture all the services provided
by VAMCs.2122 To address this concern, the mi-
crostudy described here included special efforts to
capture service units often missing from VA data
for outpatient procedures, contracts for non-VA
services, and prosthetics. The articles in this sup-
plement describe in greater detail than has been
presented before the methods used to estimate
hypothetical private sector payments for VA care.2?

Study Assumptions

The objective of the Evaluating VA Costs project
was to evaluate the VA’s costs for care provided to
veterans under two scenarios:

(1) At VA facilities
(2) At nonfederal health care facilities paid through a
fee-for-service system

Such an evaluation of the status quo and a
hypothetical system required a number of major
assumptions.

Veterans Health Administration’s Payments
to Non-Veterans Health Administration Pro-
viders Would Be Based on Medicare Rates.
This study used Medicare payments as the stan-
dard of comparison for most health care services,
pricing VA services in compliance with Medicare
payment schedules and guidelines, where possi-
ble, or in accordance with a surrogate protocol
approved by an advisory committee. Medicare
reimbursement is a standard for reasonable mar-
ket fees for two major reasons:

(1) Medicare is the only federal medical insurance
program, and the majority {(53%) of VA pa-
tients are already enrolled in it24,

(2) Medicare rates were based on the cost of
non-VA services and therefore attempt to re-
flect those costs, including relevant adjustment
factors.

Furthermore, using Medicaid or private insur-
ance fee schedules has several limitations. Medic-
aid populations include large proportions of chil-
dren and younger women whose acute care
utilization is very different from that of VA pa-
tients. Elderly Medicaid patients are more likely to

be in nursing homes and, again, are not as similar -
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to VA patients overall. Medicaid and private insur-
ers’ fee rates vary across states, and deriving a
national standard fee rate is impractical. Indemnity
plans are also too dissimilar in benefits, and their
rates are dependent on actuarial history that
would be difficult to apply to VA patients. Finally,
political disincentive stems from the fact that
veterans’ organizations have struggled for years to
ensure that veteran benefits are considered enti-
tlements and not welfare. Any implementation
that used Medicaid rates not only would result in
a lack of bernefit uniformity but also could expect
political opposition.

Veterans Health Administration’s Benefit
Package Would Remain the Same. There are
significant differences between the VA health ben-
efits package and Medicare’s benefits for eligible
beneficiaries. The VA provides a wide range of
health care at no cost to the veteran or for a
usually small copayment (eg, in FY 1999, $2 per
prescription per month). The VA’s benefit package
covers both institutional and noninstitutional (eg,
physician services) aspects of inpatient care {acute
care, rehabilitation, psychiatric programs, domicil-
iary care, residential care, and nursing home care),
outpatient services (ambulatory surgery, emer-
gency care, routine office visits, testing and evalu-
ation, day treatment, day hospitalization, and den-
tal care), pharmacy benefits, and prosthetic care.
Nursing home stays can be limited to 6 months for
veterans without service-connected disabilities,
and dental care has special restricions.

In contrast, Medicare policies cover almost all
the same services, but with more limited duration
and financial protection. For example, Medicare’s
hospital insurance (Part A) covers medically nec-
essary hospital services with a cost (in calendar
year 1999) to the patient of $776 for the first 60
days of a stay.?5 For physician services, there is an
annual $100 deductible, and the patient is liable
for 20% of the Medicare-approved charge. Many
beneficiaries buy supplemental (Medigap) insur-
ance policies to cover these costs.

There are also differences in the populations
using Medicare and the VA—-differences related to
eligibility, benefit limitations, benefits covered, and
services unique to the VA. Public Law 104-262,
October 9, 1996, established eligibility for veterans
based on income and their service-connected sta-
tus (ie, having a disability connected to the period
of their active military service). In contrast, eligi-
bility for Medicare is based on work history, age,
disability, or use of end-stage renal dialysis. The
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investigators recognized that veterans younger
than 65 years and without disability are not in-
cluded in Medicare coverage but, to accomplish
the study objective, assumed eligibility in the
requisite hypothetical Medicare-based system for
all veterans who were VA patients, regardless of
age or disability.

Other Major Assumptions. Other study as-
sumptions included the following:

o The array of health care services to which
veterans are entitled through the VA benefit
package would not change if the system were
changed to fee-for-service insurance. That is,
the practice style would be the same as that
leading to the services captured in VA
databases.

¢ The private sector would have sufficient capac-
ity available for the VA to purchase care at
current Medicare reimbursement rates; there-
fore, no price increases would be prompted by
additional demand.

Assuming changes in either of those cost factors
would have been impractical. Analysts would have
had to model how practice styles would suppos-
edly differ in the private sector and the willingness
of health care providers to accept VA patients
under alternative pricing structures. The assump-
tions required for either of these modeling exer-
cises could have opened the study to possible
charges of bias, no matter what they were.

Summary of Project Organization

The Evaluating VA Costs project was unusual in
its reliance on both operations and research staff.
The project’s central administration at Cincinnati,
Ohio, partnered with economists and health ser-
vices researchers at the Center for Health Quality,
Outcomes and Economic Research, a VA Health
Services Research and Development Center of
Excellence in Bedford, Massachusetts. In addition,
study staff included information experts from the
VA’s headquarters and its Dayton, Ohio, facility.

This core of operations and research experts
worked with additional clinical and operations
specialists at six sites chosen for the microstudy of
VA services. Site staff included coding and com-
puter specialists and managers of each medical
center’s Decision Support System (DSS). Opera-
tions expertise was supplemented, when neces-
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sary, by external contractors and divisions of the
VA with access to data sets or software applica-
tions needed for the estimations.

An advisory committee oversaw the project’s
progress, which fell into three phases. The first phase
focused on data validity and preparation for the
capture of services. Phase two was the capture of
health care services during FY 1995. The third phase
was the estimation of fee-for-service payments un-
der the established methods for that year of services.

Study Setting

The six study sites were moderate-sized hospi-
tals geographically distributed across the United
States (Albuquerque, NM; Birmingham, AL; Cin-
cinnati, OH; Kansas City, MO; Milwaukee, WI;
and Providence, RI). They were selected for their
expertise in health information management, as
evidenced by the presence of credentialed depart-
ment heads, well qualified coding staff with low
turnover, and the ability to hire additional coding
staff locally. They are geographically diverse and
offer a wide range of services. ’

All sites are affiliated with university teaching
services. Two of the sites have an inpatient nursing
home, and two have domiciliaries for homeless or
geriatric veterans. At the time of the study, none of
the sites had a large chronic psychiatric inpatient
population; each site had a limited number of
outpatient facilities based in the community and a
single inpatient facility as opposed to several in-
tegrated medical campuses. During FY 1999, the .
VAMCs collectively admitted 30,205 acute patients
for a total of 229,783 acute inpatient days and an
average length of stay of 7.6 days. Outpatient
utilization exceeded 1.7 million visits.

Validation of Veterans Administration Data

To address concems that coding accuracy might
impact estimated taxpayer cost, an outside firm
conducted multiple audits of coding and program-
matic content for data validation. The three audits
monitored coding at the study’s start (summer
1998), at the midpoint (spring 1999), and near the
end (summer 1999). Auditors demonstrated that
VA coding accuracy and compliance with billing
regulations had no greater estimated financial
impact than the auditor found in the private
sector.26
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Advisory Committee

A steering committee evaluated data quality,
reviewed study progress, and approved the private
sector cost estimation strategies used in the
project. Economists within and outside the VA and
analysts with expertise in Medicare and health
services participated in this committee. Mark C.
Hornbrook, Associate Director, Kaiser Permanente
Center for Health Research, chaired the meetings.
The members were Paul Bamett, Director, VA
Health Economic Resource Center; Denise Hynes,
Director, VA Information Resource Center; Linda
Harpe, VA Decision Support System; Gerald
Kominski, Professor, University of California, Los
Angeles, School of Public Health; and William
Sobaski (deceased), Health Care Financing Ad-
ministration (HCFA) Office of Research and
Development.

The committee met three times face-to-face
and held additional telephone conferences as
needed over the two and a half years of the
project. At each meeting, study staff reviewed
methods of estimating payments and presented
preliminary data pertaining to the various compo-
nents of the study. The committee, in tum, pro-
vided information about Medicare reimbursement
methodology, suggested alternative methods in
cases in which Medicare rules did not apply, and
required specific methodologic refinements.

For example, the final VA cost figure includes
the opportunity cost of the VA's assets, valued as
the interest on undepreciated capital. Although
this amount represents no real expenditure under
the current VA budget, the committee insisted on
its inclusion so that the comparison with other
payment rates (in which interest is a cost compo-
nent) would not appear biased in favor of the VA.
Similarly, they required that payment for room and
board be included in the estimates for partial
hospitalization services because the VA benefit
gives veterans a place to stay while they receive
treatment through a domiciliary program or cer-
tain other programs. The assumption that the VA
benefit would remain the same under a new
organization required that the payment estimate
include all the current services.

Limitations of the Study

The study assumed that care provided for vet-
erans in a fee-for-service model would be the
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same as that provided at VA facilities. This as-
sumption is problematic for at least two related
reasons: (1) private sector market forces and med-
ical practice patterns likely differ from those in the
VA, and (2) analysts are not able to document and
compare absolutely all care delivered by the VA.
With respect to the first limitation, Petersen et al'®
report significant differences in practice pattemns
for acute myocardial infarction in VA compared
with non-VA medical centers. They evaluated care
provided to elderly veterans for acute myocardial
infarction in two settings: community hospitals
{identified through Medicare claims data) and VA
medical centers. Despite the absence of any differ-
ence in mortality, they found that veterans receiv-
ing care paid for under Medicare were more likely
to have invasive procedures including cardiac
catheterization, coronary bypass surgery, and per-
cutaneous transluminal angioplasty than the VA
index patients.

On the other hand, VA physicians may be likely
to provide more services in both inpatient and
outpatient settings in terms of diagnostic tests,
medical (as opposed to surgical) care, more exten-
sive visits, education, and so forth, than their
counterparts in private practice. Without the col-
lection of microlevel data, the exact mix of services
in any setting (VA or non-VA) could not be
ascertained.

The VA has tended to keep inpatients longer
than private sector providers, but lengths of stay
have fallen over time.?” Longer stays may reflect
greater inpatient severity, the financial incentives
for private sector hospitals, or the VA’s lack of
distincHon between acute and nonacute portions
of a hospitalization that includes medical, surgical,
rehabilitation, and extended care without dis-
charge and readmission. The use of diagnosis-
related group (DRG) rates for the VA's acute care
in this study focuses the comparison on the tax-
payers’ cost per discharge, however. Differences in
lengths of stay do not affect these payments.

Reimbursement to nonfederal providers for care
to veterans under a hypothetical VA Medicare-
based reimbursement system may be understated
because of differences in practice patterns. For
example, the practice in the private sector is to
discharge and then later readmit a patient for
surgical procedures identified during a medical
inpatient stay. This practice allows separate reim-
bursement for the medical and surgical problems.
VA facilities currently have no incentive to dis-
charge and readmit, and they may be more likely
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to transfer the patient to surgery for the procedure
identified during a medical stay.?® Undocumented
practice differences may have contributed to pos-
sible overestimates of the private sector payments,
however. For examnple, the project assumed that all
outpatient care would be provided in a hospital
setting, and estimations included facility fees.?
Medicare claims indicate that 80% of outpatient
claims are from doctors” offices. Modeling this
distribution of services would have lowered esti-
mates of facility fees and raised those for profes-
sional fees for a net reduction of an unknown
amount,

Transition and Administration Costs

Developing controls and monitoring systems
necessary to implement a VA fee-for-service
model of health care would be costly, even if VA
benefits were incorporated into the Medicare pro-
gram, The study’s estimates do not include the 3%
of payments that Medicare incurs for administer-
ing benefits. The study also did not address the
costs required for setting up a VA fee-for-service or
voucher model.

Outline of Supplement

The articles that follow describe the strategies
and methods used in the Evaluating VA Costs
project to capture workload and develop payment
estimates for this research effort. All have been
subjected to peer reviews. The articles are arranged
under two general topics: pricing VA products, and
process issues.

All these articles discuss in detail the methods
underlying the study’s primary estimation or other
analyses that have been or will be reported else-
where. Authors have also tried to present support-
ing results that are not available in other project
reports or articles,

Each article is organized not only to help
readers understand the Evaluating Costs project
but also to provide other researchers with meth-
ods they may apply in their own work. To this
end, each describes the methods used and find-
ings. The authors list assumptions and improve-
ments over other approaches and explain why
the method was chosen, describing advantages
and limitations. In addition to interpreting find-
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ings, discussion sections provide the methods’
limitations.

Methods for Pricing Veterans Health
Administration Products

Seven articles summarize the basic pricing meth-
odologies and databases used in the Evaluating VA
Costs project. They tend to have the same general
format: how to obtain or construct the relevant price
estimates and what workload to count. In general,
the lessons for researchers pertain to the complexi-
ties of the Medicare reimbursement regulations.
Medicare regulations are vast and are subject to
annual changes. Further research will need to update
and expand on the information presented here. For
exarnple, the nursing home payment basis is already
Chang'_ng‘BO,Bl

These seven articles cover all major VA health
care services except for dentistry. For these seven
categories of care, Medicare regulations formed
the starting point for the estimates. Render,
Roselle, Franchi, and Nugent?? discuss payments
for acute care under Medicare’s prospective pay-
ment system based on DRGs. These hospital stays
are generally paid under beneficiaries’ Medicare
Part A coverage. The reimbursement amounts are
unique to each private sector hospital because they
include not only the base rates but also payments
for the hospital’s own indirect medical education
costs, capital, and disproportionate share of low-
income patients.?* Our approach used an area-
wide weighted average from a proprietary data-
base to reflect Medicare patients’ actual admission
patterns.

The DRG payment estimates necessarily ex-
clude professional fees paid for services delivered
in hospitals, which are estimated in conjunction
with professional fees for outpatient services as
described by Nugent, Roselle, Franchi and Ren-
der.3¢ The project made a special effort to capture
the ambulatory surgery workload, but the inpa-
tient surgeries were sparsely coded. As few as 1%
of the surgeries had codes for the procedures, and
these did not include surgical assistants. The esti-
mates omitted reimbursement for anesthesia,
which depends on both the difficulty and duration
of the anesthesia, rather than the surgery. Outpa-
tient mental health and substance abuse programs
were included in the estimates described in this
article. These services are important to the VA’s
health care mission but are also covered by Medi-
care, with a 50% coinsurance rate.
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Estimates of outpatient professional fees are
predicated on the delivery of outpatient care in
hospital-based clinics rather than physicians’ of-
fices. The reasons for this assumption and a dis-
cussion of the financial impact are included in
Nugent, Roselle, Nugent, and Render’s?® discus-
sion of facility fees. This assumption leads to
overestimation of hypothetical fee-for-service pay-
ments, but it represents the simplest assumption
that could be made about the provision of care
under the hypothetical system.

The article on payments for VA specialized
inpatient care by Hendricks, Whitford, and Nu-
gent® covers rehabilitation, psychiatric care, and
other care for which Medicare pays institutions
largely exempt from prospective payment system
rules. Medicare payments for these services are
determined under the Tax Equity and Fiscal Re-
sponsibility Act of 1982 and are subject to limits.
VA researchers and managers need to exercise care
in pricing these services because they are often
provided in VA acute care settings and can be
mistakenly counted in acute lengths of stay rather
than tréated as separate inpatient services.

Together, the four articles on DRGs, profes-
sional and facility fees, and special services cover
care that represents roughly 80 to 85% of annual
Medicare expenditures.3¢ In the VA budget for the
six sites, after adjustment for estimated malprac-
tice costs, those same services account for 70% of
medical budgeted expenditures. The reason for
this difference in relative expense is the greater VA
benefit for nursing home care®® and outpatient
pharmacy.3”

Hendricks, Whitford, and Nugent®® found that
the hypothetical cost of VA patients’ nursing home
care would depend on the types of nursing homes
in which the veterans were placed and whether
Medicare or Medicaid rates were used as the basis
for reimbursements. The most costly option
(hospital-based facilities with cost exemptions un-
der Medicare) would cost 3.5 times the least costly.
Only Medicaid-based rates would be less than the
VA’s own budgets.

Render, Nowak, Hammond, and Roselle3” de-
scibe the steps for pricing each study site’s phar-
macy data using National Drug Codes (NDCs)
and Redbook average wholesale prices.

To correct coding problems {(eg, outdated
NDGs, bulk purchases), staff at the Pharmacy
Benefits Management center merged the VA site
database with the VA's prime vendor purchase
database by station number and VA product name.
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Products without NDC numbers were manually
matched to actual NDC numbers by listing in the
Redbook. :

The final discussion by Render, Taylor, Plunkett,
and Nugent3® of pricing methods concerns pros-
thetics, an area of special focus within the VA,
given its concern for veterans disabled while on
military service. This cost category also includes
durable medical equipment and supplies such as
oxygen. A major challenge in this area of costs is
defining the services so that they are comparable
in the VA and Medicare pricing schedules.

Process Issues

Three articles in this issue describe additional
methodologies important to the cost evaluation.
Nugent, Grippen, Pamris, and Mitchell,?® chief ex-
ecutive and financial officers at the study sites,
made suggestions for reconfiguring the VA's cost
distribution report to improve its usefulness to
researchers and managers. These suggestions de-
rive from the steps that were necessary to have
cost categories that were comparable with Medi-
care benefits.

To establish the representativeness of the six
study sites for other VA medical centers, Rosen,
Loveland, and Anderson® used diagnostic cost
groups to classify patients and compare those
treated at the study sites with the VA national
population and with Medicare patients. They
found a range of scores among the study sites that
was similar to the distribution in the VA as a
whole. Score differences (eg, the higher score at
Cincinnati or the greater prevalence of diabetes
and heart disease at Albuquerque) reflect differ-
ences in medical centers’ roles within the VA
(Cincinnati is a referral center for other Ohio VA
hospitals) or population differences (older patients
in Albuquerque).

Shen?® used 3M’s All Patient Refined Diagnosis
Related Groups software (Wallingford, CT) to as-
sess severity for VA inpatients in 1997 and 1998.
This analysis found the study sites similar in
average severity and length of stay to other VA
centers for most of 63 major diagnosis groups. For
mental-related or alcohcl-related All Patient Re-
fined Diagnosis Related Groups, in particular,
study sites had significantly shorter length of stay
and higher severity than other short-term VA
facilities, perhaps reflecting the VA’s referral of
acute inpatients to these sites but provision of
more chronic care at other VA locations.
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Finally, a different perspective on cost compar-
ison issues comes from examining the DSS as the
source of VA costs.*! This analysis revisits issues of
workload comparability and demonstrates the de-
tail necessary to derive encounter-level cost aver-
ages even remotely comparable with estimates of
Medicare reimbursement amounts. DSS is not
designed for make or buy decisions within VA, but
analysts tempted to use it in that way need to
consider a number of issues.

Conclusions

This supplement extends the VA’s understand-
ing of the similarities and differences between its
programs and data sets and those for Medicare
services in the private sector. These descriptions of
methods are useful for other VA researchers inter-
ested in costs and payments for a variety of studies
and for non-VA researchers or policy makers,
especially those interested in the health care of
elderly and disabled populations. To these col-
leagues, we offer the following 11 articles in the
hope that descriptions of our approaches will help
them avoid reinventing the wheel.
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Comparing VA and Private Sector Healthcare Costs
for End-stage Renal Disease
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Background: Healthcare for end-stage renal disease (ESRD) is
intensive, expensive, and provided in both the public and private
sector. Using a societal perspective, we examined healthcare costs
and health outcomes for Department of Veterans Affairs (VA)
ESRD patients comparing those who received hemodialysis care at
VA versus private sector facilities.

Methods: Dialysis patients were recruited from 8 VA medical
centers from 2001 through 2003 and followed for 12 months in a
prospective cohort study. Patient demographics, clinical character-
istics, quality of life, healthcare use, and cost data were collected.
Healthcare data included utilization (VA), claims (Medicare), and
patient self-report. Costs included VA calculated costs, Medicare
dialysis facility reports and reimbursement rates, and patient self-
report. Multivariable regression was used to compare costs between
patients receiving dialysis at VA versus private sector facilities.
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Results: The cohort comprised 334 patients: 170 patients in the VA
dialysis group and 164 patients in the private sector group. The VA
dialysis group had more comorbidities at baseline, outpatient and
emergency visits, prescriptions, and longer hospital stays; they also
had more conservative anemia management and lower baseline urea
reduction ratio (67% vs. 72%; P <0.001), although levels were
consistent with guidelines (K#/V = 1.2). In adjusted analysis, the VA
dialysis group had $36,431 higher costs than those in the private
sector dialysis group (P <0.001).

Conclusions: Continued research addressing costs and effective-
ness of care across public and private sector settings is critical in
informing health policy options for patients with complex chronic
illnesses such as ESRD.

Key Words: costs, outcomes, end-stage renal disease, dialysis,
Veterans, Medicare

(Med Care 2012;50: 161-170)

he Department of Veterans Affairs (VA) operates the

largest public managed care system in the United States
serving more than 6 million Veterans per year.! Patients with
end-stage renal disease (ESRD) is one of the most resource
intensive patient populations the VA treats. ESRD, which
requires transplant or dialysis to replace the lost kidney
function, is associated with substantial morbidity, mortality,
hospitalizations, and healthcare costs.”> On average, ESRD
patients incur 12 days of inpatient care per year and annual
rates of death exceeding 150/1000 patient-years.> Medicare
ESRD costs have increased from $5 billion in 1991 to about
$21.1 billion in 2007.> As most ESRD patients are eligible
for Medicare coverage, regardless of age, VA patients may
have the option of receiving care from VA, from the private
sector, or some combination depending on eligibilil}l and
local VA sharing agreements based on VA resources.

It is unknown whether ESRD patients would be better
served by restructuring VA dialysis care. Although the
majority of VA ESRD patients can qualify for the Medicare
ESRD program regardless of age, following a 3-month
waiting period, about 30% still receive VA dialysis care.’
The remaining ESRD patients receive dialysis care in the
private sector through the VA Fee-Basis program (38%) or
the Medicare program (32%).”> Despite the dialysis venue,
many patients still use some VA services for nondialysis
healthcare.
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Previous research about costs and outcomes of ESRD
patients has focused mainly on for-profit dialysis facilities
and excluded public facilities.*” In this study, we report on a
prospective study to examine the healthcare costs and
outcomes of Veterans with ESRD receiving dialysis at VA
compared with private sector facilities.

METHODS

Setting and Patients

We conducted a prospective observational study of
chronic dialysis patients who were receiving hemodialysis
and had received any care at 1 of 8 VA facilities within the
prior 3 years. Enrollment was from August 2001 through
December 2003. Patients were excluded primarily if they
(1) had a live kidney donor identified; (2) required skilled
nursing facility care; or (3) had a life expectancy less than 1
year as determined by a nephrologist.

Institutional review board approval was obtained from
all 8 sites. Patients were recruited through letter commu-
nication or in-person. For interested patients, site coordina-
tors obtained informed consent.

Conceptual Framework

We used the Andersen-Newman health behavior model,®
economic theory,”!? and earlier research to guide the study.
The Andersen-Newman model provides a framework for
analyzing factors that influence healthcare utilization, includ-
ing predisposing factors (eg, demographics), enabling factors
(eg, family and community resources), need factors (eg, factors
related to measured or perceived level of illness), environmental
factors (eg, availability of providers in the community), and
provider-related factors (eg, physician or facility characteristics).
We focused on the association of dialysis venue (provider
factors) with healthcare utilization, costs, and outcomes. We
also examined predisposing factors (age, sex, race, and
ethnicity), enabling/environmental factors that might impact
availability and access to healthcare (marital status, educational
level, income, insurance coverage, geographic region), and
clinical need factors related to patients’ health status and specific
to ESRD care'"'? (length of time since beginning of dialysis,
quality of well-being, and comorbidities).!'+"

Data Collection and Sources

Site coordinators interviewed patients at baseline and
monthly during their observation period. Self-reported base-
line data included age, sex, race, marital status, income,
insurance coverage, and number of months on dialysis and
quality of life. Monthly self-report data included healthcare
utilization, estimates of time and travel for healthcare, and
caregiver time. Any changes in dialysis care since the last
contact were recorded. We used national VA healthcare
use'*15 and Medicare claims databases'® to identify comor-
bidities based on the International Classification of Disease,
9th revision codes during the 12-month period before enroll-
ment in the study.'”'® .

Clinical Measures
Clinical parameters at baseline and at 6 months related
to dialysis, including urea reduction ratio (URR), serum
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albumin, and hemoglobin, were obtained from VA electronic
health records or were reported by private sector dialysis
facilities. We also examined length of time since beginning
of dialysis, months on dialysis, and mortality.

Quality of Life and Quality of Well-Being

We assessed health-related quality of life using 2
instruments: Kidney Disease Quality of Life and Quality of
Well-Being (QWB). We described their use in our previous
study'®?® and they have been well described by other
studies.?!*? The results of the Kidney Disease Quality of
Life and the QWB were collected at baseline and at 6
months. By carrying the last value forward, the QWB scores
were used to calculate quality-adjusted life years over 12
months.’

Healthcare Utilization and Cost

Utilization of in-center dialysis care, home dialysis care,
nondialysis outpatient care, inpatient care, and pharmacy and
durable medical equipment (DME) was determined. The
direct healthcare cost for each of these sources of care was
estimated separately. Nondirect healthcare costs (time, travel,
and caregiver costs) were also estimated. These nondirect
healthcare costs were combined with total direct healthcare
costs to estimate total costs from a societal perspective. All
costs were adjusted to 2006 dollars using the Consumer Price
Index.

In-Center Outpatient Hemodialysis

The number of outpatient dialysis sessions was deter-
mined from national VA and Medicare databases or self-report
for patients enrolled in a Medicare managed care plan (n=4) or
covered by private health insurance (N=8). To estimate the
costs of in-center outpatient dialysis care, the number of
hemodialysis treatments was multiplied by a cost per treatment.
The cost per hemodialysis session was estimated separately for
VA and private sector facilities.

VA Facilities

Data were collected from fiscal year 2002 through
microcosting assessments of in-center VA dialysis facilities,
including staff salaries, supplies and medications (including
erythropoiesis stimulating agents [ESAs]), laboratory, and
equipment (based on prorated acquisition costs), and overhead
costs (estimated as 51% of direct costs).>* We calculated a
cost per outpatient hemodialysis session for each of our 8
facilities, and multiplied this facility-specific average cost by
the number of outpatient dialysis sessions to estimate
outpatient hemodialysis costs for each patient (see Appendix
for details).

Private Sector Facilities

Cost per hemodialysis session for private sector dialysis
facilities was estimated using the Centers for Medicare and
Medicaid Services Medicare Renal Dialysis Facility Cost
Reports or the Medicare Hospital Cost Reports.”® These
annual Centers for Medicare and Medicaid Services reports
include the facilities costs for dialysis treatment, including
salaries for direct patient care (excluding nephrologists),
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routine supplies, and other separately billable drugs including
ESAs. For private sector facilities with missing facility cost
reports or missing data in their reports (11%), a cost was
estimated based on the average cost from all Medicare Renal
Dialysis Facility Cost Reports in the patient’s state of resi-
dence for the appropriate year.

As the facility cost reports did not contain information
on nephrologist costs, a per treatment nephrologist cost for
each patient was based on the sum of all payments made to
physicians recorded in the Medicare Carrier file or the
physician charges in the VA Fee-Basis file related to dialysis
supervision. For patients in Medicare managed care plans
(N==4) or patients covered by private health insurance
(N=8), we estimated nephrologist cost per treatment based
on the average per treatment from the Carrier claims for
dialysis in our sample.

Each patient’s nephrologist cost and facility-specific
cost per hemodialysis session were used to estimate a total
cost per hemodialysis session for each patient.

Home Hemodialysis and Home Peritoneal
Dialysis

For patients who were transferred from in-center
hemodialysis to either home hemodialysis or peritoneal
dialysis (5% of our study sample), the cost of dialysis was
based on equipment and supply costs from Medicare’s DME
claims files and estimated costs for an assistant (for home
hemodialysis patients only) from a VA home dialysis pro-
gram. When there were no DME claims, costs were imputed
based on Medicare’s maximum billing allowance for 1
month for equipment and supplies: $1,974.45 for peritoneal
dialysis and $1,490.85 for home hemodialysis.?

Nondialysis Outpatient Care, Inpatient Care,
and Pharmacy

Utilization and costs for nondialysis outpatient care and
impatient care at VA facilitics were obtained from the VA
Inpatient and Outpatient Medical SAS files'*™'* and the Health
Economic Resource Center average costs datasets.””™

Utilization of private sector nondialysis outpatient care
and inpatient care covered by Medicare was obtained from
Medicare Part A (MedPAR, inpatient) and Medicare Part B
(outpatient, carder and DME) claims data.!® Costs were
estimated by summing all payments made to healthcare
providers recorded in the Medicare claims. Utilization and
costs of private sector nondialysis outpatient and inpatient
care reimbursed by VA were obtained from the VA Fee-
Basis datasets.?”

For a small percentage of private sector care obtained
outside VA or Medicare fee-for-service auspices (ie, Medicare
HMO, Medicaid, or privately paid care), we estimated the cost
of self-reported outpatient and emergency department visits
(m=20 events, <0.002% of outpatient events) based on
Medicare allowable charges per relative value unit for those
types of care. We estimated the cost of self-reported hospital
admissions or nursing home stays (n=5 events, 0.015% of
events) based on Health Economic Resource Center-provided
VA median costs for inpatient admissions or long-term care
stays,” using the self-reported length of stay.

© 2012 Lippincott Williams & Wilkins

Pharmacy and DME utilization and costs not related to
outpatient dialysis care were obtained from the VA’s
Pharmacy Benefit Management files,>! Medicare’s DME
files,'S and patient self-report. Prescriptions were reported as
30-day equivalent supplies (eg, one 90-day supply of
medication is three 30-day equivalent supplies).

Time, Travel, and Caregiver Costs

We also calculated time, travel, and caregiver costs.
For outpatient dialysis care, costs for time and travel were
based on self-report, used in conjunction with the previously
described determination of number of outpatient dialysis
visits over the 12-month period. For nondialysis care, travel
costs were based on self-reported information. Time costs
were based on an assumption of 1 hour for each outpatient
visit, and for inpatient care, were calculated from VA and
Medicare databases by converting days in the hospital to
hours, based on 16 hours per hospital day.*?

For estimating time costs for travel to and receipt of
health care, average hourly wages for the year were used to
assign a cost to the self-reported time.** Travel costs were
estimated using Internal Revenue Service standard business
reimbursement rates for travel by private automobile® or
site-specific costs for the other modes of transportation (eg,
public transportation, ambulance, Medicare).35~39

Costs of informal caregivers were estimated using
average hourly wages in the United States.* Hourly rates
for private sector agency caregivers were valued at the
average wage for health aides (except nursing) in the United
States.

Statistical Analysis

Bivariate and multivariable analyses were conducted using
SAS version 9.2* and STATA MP 112.* Differences in
predisposing, enabling, and clinical need characteristics were
tested using # tests or y’tests. We used negative binomial or zero-
inflated negative binomial models*® to compare healthcare
utilization (number of hospital admissions, hospital days, dialysis
sessions, nondialysis outpatient, emergency department visits,
and outpatient prescriptions received) between the VA and
private sector dialysis groups, adjusting for factors described
above. To compare healthcare costs between the dialysis care
groups, we used generalized linear models (GLM),™® adjusting
for factors deseribed above and fixed effects to control for
unobserved site-level differences, with distribution functions
based on the modified Park tests and a link function based on the
Box-Cox tests.** In sensitivity analyses, GLM analyses were
performed excluding patients who had switched their venue of
dialysis during the study period and excluding VA fee basis sites
in the private sector group.

RESULTS

Characteristics of Study Patients

Three hundred sixty-four patients consented to parti-
cipate in the study, and 334 were subsequently included in
our analyses: 170 patients in the VA dialysis group and 164

www.lww-medicalcare.com | 163



Hynes et al

Medical Care » Volume 50, Number 2, February 2012

TABLE 1. Predisposing, Enabling/Environmental, and Clinical Need Characteristics of Patients at Baseline by Dialysis Venue Group

N (%)

Dialysis Group

Total Cohort VA Private Sector
Variable (n =334) (n = 170) (n = 164) P
Predisposing, enabling/environmental factors
Age, mean (SD), y 62.22 (11.4) 60.6 (11.8) 63.9 (10.8) 0.009
Male sex 326 (98) 167 (98) 159 (97) 0.44
African American race 166 (50) 97 (57) 69 (42) 0.006
Married 294 (88) 148 (87) 146 (89) 0.58
>High school education 192 (57) 100 (59) 92 (56) 0.61
Distance to nearest VA hospital, mean (SD), miles 14.5 (16.4) 9.5 (7.6) 19.6 (20.9) <0.001
Income
Missing 12 (4) 32 9 (5
$0-10,000 78 (23) 43 (25) 35 21)
$10-20,000 112 (34) 55 (32) 57 (35) 0.40
$20-30,000 67 (20) 35 (21 32 (20)
>$30,000 65 (19) 34 (20) 31 (19)
Insurance groups
VA only 51 (15) 39 (23) 12 (7)
VA plus Medicare Part B only (with or without Part A) 156 (47) 94 (55) 62 (38)
VA plus Medicaid (with or without Medicare Part A and/or Part B) 57 (17) 21 (12) 36 (22) <0.001
VA plus private (with or without Medicare Part An and/or Part B) 70 21) 16 (9) 54 (33)
Clinical need factors
Months on dialysis, mean (SD) 29.3 (33.5) 25.6 31.4) 332 (35.3) 0.04
Incident dialysis patients 84 (25) 62 (36) 22 (13) < 0.001
Comorbidities
Mood Disorder 29 (9) 19 (11) 10 (6) 0.1
Psychotic disorder 36 (11) 21 (12) 15 (9) 0.34
Other psychiatric diagnosis 124 (37) 71 (42) 53 (32) 0.07
COPD 47 (14) 26 (15) 21 (13) 0.51
Diabetes 167 (50) 84 (49) 83 (51) 0.83
Diabetes with complications 131 (39) 69 (41) 62 (38) 0.60
CHF 98 (29) 52 (31 46 (28) 0.61
Cerebrovascular disease 28 (8) 17 (10) 11 (8) 0.28
Acute myocardial infarction 18 (5) 11 (6) 7(4) 0.37
Modified Charlson
0 84 (25) 44 (26) 40 (24)
1 60 (18) 29 (17) 31(19) 0.006
2 78 (23) 28 (16) 50 (30)
>2 112 (34) 69 (41) 43 (26)

CHF indicates congestive heart failure; COPD, chronic obstructive pulmonary disease; VA, Department of Veterans Affairs.

in the private sector dialysis group, and 30 patients were lost
to follow-up or did not meet inclusion criteria. The VA
dialysis group included patients who were transferred from a
VA facility to home dialysis under VA supervision (n=18).
The private sector dialysis group included patients whose
dialysis was paid for through the VA Fee-Basis program
(n=36 for >50% of their care). Patients who switched
from VA to private sector facilities (n=17) and vice versa
(n=3) during the study period were included, for analytic
purposes, in the group where they received >50% of their
dialysis care.

Compared with patients dialyzing at private sector
facilities, the VA group was younger (P = 0.009), more likely
to be African American (P=0.006), and lived closer to a VA
facility (P < 0.001) (Table 1). Compared with the private
sector dialysis group, VA dialysis patients were more likely
to have VA coverage only and less likely to have Medicaid
or private insurance (P < 0.001). At the time of study
enrollment, the patients in the VA dialysis group had been on
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dialysis for a shorter period of time (P=0.04). In addition,
VA dialysis patients were more likely to have a modified
Charlson comorbidity index score of 2 or more (P =0.006).

Healthcare use

VA dialysis patients had more nondialysis outpatient
visits, emergency room visits, and 30-day supplies of
prescriptions (£=0.02, 0.04, and 0.02, respectively) (Table 2).
Even though private sector dialysis patients were receiving
dialysis outside of the VA, they received 61% of their
nondialysis outpatient visits at VA facilities; VA dialysis
patients received 98% of nondialysis outpatient care at VA
facilities (data not shown).

The overall number of inpatient admissions for acute
medical or surgical care was higher for VA than private
sector dialysis patients (2.7 vs. 1.9, respectively; P=0.02),
and VA dialysis patients had more hospital days (25.8 vs.
10.7; P < 0.001). However, nonacute admissions and days of
care were similar between the dialysis groups.
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TABLE 2. Healthcare Utilization and Costs Over 12 Months

Utilization and Costs*

Categories of Healthcare VA Private Sector Difference (95%
Utilization and Cost Dialysis Dialysis Confidence Interval) P
Inpatient utilization
Acute admissions
Admissions, mean 2.7 1.9 0.8 (0.1-1.5) 0.02
Days, mean 25.8 10.7 15.1 (8.4-22.5) <0.001
Nonacute admissions’
Admissions, mean 0.4 0.3 0.1 (—0.1 to 0.3) 0.19
Days, mean 11.5 5.1 6.4 (—0.3 to 13.8) 0.06
Outpatient utilization
Dialysis sessions, mean 1334 138.8 —54(—83to —24) <0.001
Nondialysis clinic visits, mean 314 21.6 9.8 (1.3-18.3) 0.02
Emergency room visits, mean 2.7 1.9 0.8 (0.02-1.5) 0.04
Prescriptions, mean* 113.8 85.3 28.5 (3.5-50.6) 0.02
Travel, time, and caregiver ’
Miles traveled for dialysis care, mean 3562 2307 1256 (208-2360) 0.02
Hours spent for transportation to and receipt 1126 855 271 (23-520) 0.03
of health care, mean
Proportion with caregiver 0.16 - 012 0.04 (—0.02 to 0.09) 0.16
Inpatient costs, $ mean
Acute inpatient costs 35,033 24,833 10,200 (2145-18,728) 0.01
Nonacute inpatient costs’ 6143 2887 3256 (—6884 to 13,533) 0.64
Outpatient cost, $ mean
Dialysis costs 50,522 41,357 9165 (3598-14,732) 0.001
Dialysis 45,281 32,898 12,383 (7789-16,976) <0.001
ESA 5165 8667 —-3502 (—5173 to —1912) <0.001
Nondialysis cost 10,440 10,645 —205 (—2050 to 1640) 0.82
Pharmacy/DME costs 2568 2278 290 (—534t0 1114) 0.52
Total direct healthcare costs, $ mean 106,126 79,922 26,204 (12,939-40,011) <0.001
Nondirect costs, $ mean
Travel® ' 4652 2586 2066 (820-3287) 0.001
Time® 22,151 17,260 4891 (122-9732) 0.04
Caregive1§ 2683 1591 1092 (—3778 to 6102) 0.65
Nondirect costs, $§ mean 30,605 20,410 10,195 (4815-15,775) <0.001
Total costs, $ mean 136,207 99,776 36,431 (19,753-53,769) <0.001

*Utilization values were adjusted for factors included in Table 1 using multivariable negative binomial (number of dialysis sessions and nondialysis clinic visits) zero-infiated
negative binomial count (inpatient utilization, emergency room visits, and prescriptions) models, generalized linear models with a y (miles traveled for dialysis) or Poisson (hours
spent receiving care) distribution, or logistic regression (proportion with caregiver), and cost values were adjusted for factors included in Table 1 using multivariable generalized
linear models with a Poisson distribution (acute inpatient, ESA, and pharmacy/DME, and time costs), a y distribution (nonacute inpatient, total dialysis, dialysis, nondialysis, travel,
caregiver, and total costs), or an inverse Gaussian distribution (total direct and total nondirect) based on modified Park tests. Specific variables included in the adjustment models are

available on request from the authors.

Includes VA rehabilitation, mental health care, and long-term care stays, Medicare long stays and skilled nursing facility (SNF), Medicare hospice, and PS nursing home stays.
Reported as 30-day equivalent supplies (eg, one 90-day supplies is three 30-day equivalent supplies).

SCosts estimated from patient self-reported utilization.

DME indicates durable medical equipment; ESA, erythropoiesis stimulating agents; VA, Department of Veterans Affairs.

Healthcare Costs

Adjusted 12-month total (direct and nondirect) health-
care costs were 37% ($36,431) higher among patients in the
VA dialysis group than among patients in the private sector
dialysis group after adjusting for covariates in GLM analysis
(95% confidence interval: $19,753 to $53,769; P < 0.001)
(Tables 2, 3). This difference was due in part to higher
utilization and costs for inpatient care. Acute inpatient costs
for the VA dialysis group were $10,200 higher than for the
private sector group (P=0.01) (Table 2).

The higher total costs for VA dialysis patients were also
due to the 22% higher average costs for dialysis treatments
(Table 2). Dialysis costs for nonphysician labor and
laboratory services were each higher in VA dialysis facilities
(P < 0.001). Indirect/overhead costs for VA dialysis patients

© 2012 Lippincott Williams & Wilkins

were also 74% higher than for Private Sector dialysis patients.
However, costs were lower for the VA group for physicians’
services and administering ESAs. ESA costs represented 10%
of total dialysis costs for VA dialysis patients, compared with
21% of total outpatient dialysis costs for private sector
dialysis patients (Table 4).

In addition, nondirect costs were nearly 50% higher for
VA dialysis patients due to higher time and travel costs
(Table 2).

Quality of Life, Clinical Outcomes, and Mortality

Quality-of-life measures were similar among the VA
and private sector dialysis groups over time (Table 5).
Mortality at 1 year was not significantly different between
the VA and private sector dialysis groups (15.9% vs. 9.8%;
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TABLE 3. Association of Patient Characteristics With Total Costs from Multivariable GLM Model for N =334

Variable Marginal Effect $* 95% Confidence Interval $ P
VA dialysis group 36,431 19,753 to 53,769 <0.001
Age 3 —581 to 588 0.99
African American race 9246 — 10,488 to 28,980 0.36
Male 29,798 5069 to 54,526 0.02
Married 13,241 —916 to 27,399 0.07
Education (<high school or less as reference)
Greater than high school education —4876 —19,311 to 9559 0.51
Income (<$10,000 as reference)
$10,000-20,000 — 15,877 —24284 to —7470 <0.001
$20,000-30,000 —8281 -30,571 to — 14,008 0.47
>$30,000 —26,601 —41,423t0 —11,778 <0.001
Missing — 14,729 —30,319 to 860 0.06
Insurance groups (VA only as reference)
VA and Medicare Part B insurance 19,581 —1114 to 40,276 0.06
VA and Medicaid (with or without Medicare Part B) 21,433 2130 to 40,736 0.03
VA and private insurance (with or without Medicare Part B) 14,927 —2729 to 32,582 0.10
Months on dialysis 98 —55 to 251 0.21
Comorbities
Mood disorder 11,586 — 12,071 to 35,242 0.34
Psychotic disorder 9263 — 11,593 to 30,120 0.38
Other psychiatric —11,958 —22,862 to —1055 0.03
COPD 14,894 —10,420 to 40,208 0.25
Diabetes —1623 —14,973 to 11,727 0.81
Diabetes with complications 8763 —10,331 to 27,857 0.37
Cerebrovascular disease 12,515 —25,787 to 50,817 0.52
Acute myocardial infarction —1077 —33,574 to 31,419 0.95
CHF 3089 —16,831 to 23,008 0.76
Quality of Well Being at Baseline (0 to <0.25 as reference)
>0.25 to <0.50 —30,131 —71,148 to 10,886 0.15
>0.50 to <0.75 —47,455 —90,885 to —4025 0.03
>0.75t0 <1 — 64,483 — 114,576 to — 14,391 0.1
Follow-up time in months 3452 114-6790 0.04

*For dichotomous or categorical variables this is the difference in costs (in dollars) associated with the presence of the characteristic, and for continuous variables this is the

difference in costs (in dollars) associated with a unit increase in the variable.

CHF indicates congestive heart failure; COPD, chronic obstructive pulmonary disease; VA, Department of Veterans Affairs.

P=0.10). Moreover, quality-adjusted life years at 1 year
were similar between dialysis groups.

Although the number of patients for whom laboratory
values were available decreased at 6 months, hemoglobin,
Kt/V, URR and serum albumin remained significantly lower
among the VA dialysis group.

Sensitivity Analyses

Total costs remained higher for VA dialysis patients
when the 41 patients who switched venues of dialysis were
removed from the GLM analyses ($142,509 vs. $99,255;
P < 0.001). Moreover, total costs remained higher for VA
dialysis patients when the 36 patients who received >50%

TABLE 4. Dialysis Component Costs, Mean $ (SD)

Dialysis Group

Total Cohort VA Private Sector Difference (95% Confidence
Variable (N =3349) (N =170) (N = 164) Interval) P
Pharmacy and supplies (without 46.42 (13.93) 46.44 (13.86) 46.40 (14.04) 0.04 (—2.96 to 3.04) 0.99
ESAs)

ESA per treatment 50.38 (17.35) 44.95 (15.75) 56.02 (17.17) —11.07 (—14.61 to —7.52) <0.001
Labs 3.65 (2.90) 5.89 (2.18) 1.32 (1.24) 4.58 (4.20 to 4.96) <0.001
Nonphysician labor 109.40 (35.48) 136.61 (21.82) 81.19 (22.48) 55.42 (50.65 to 60.19) <0.001
Physicians 52.41 (71.44) 40.16 (16.28) 65.11 (99.16) —24.96 (—40.44 to —9.48) 0.002
Equipment 13.01 (8.90) 12.33 (2.48) 13.72 (12.43) —1.38 (—3.33t0 0.57) 0.16
Indirect/overhead 97.03 (34.81) 122.73 (17.84) 70.39 (27.25) 52.34 (47.36 to 57.32) <0.001
Total cost per treatment 372.30 (95.78) 409.11 (58.70) 334.14 (110.87) 74.97 (55.75 to 94.19) <0.001

ESA indicates erythropoiesis stimulating agents.
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TABLE 5. Quality of Life, Clinical Outcomes, and Mortality

At Baseline At 6mo
Variable VA Private Sector P VA Private Sector P
QWB, mean 0.50 0.17 0.52 0.50 0.45
N=166 N=164 N=146 N=145
SF-36, mean
Physical 34.08 32.87 0.21 34.08 33.40 0.59
N=162 N=163 N=142 N=133
Mental 50.82 52.51 0.17 51.57 53.67 0.09
N=162 N=163 N=142 N=133
Kidney disease component score, mean 65.62 65.25 0.79 66.75 65.87 0.57
N=162 N=163 N=142 N=133
Hemoglobin, mean 11.49 12.04 0.002 11.63 11.89 0.16
N=169 N=148 N=150 N=124
Kt/V, mean 1.44 0.10 141 1.58 0.01
N=77 N=109 N=88 N=86
URR, mean 67.33 71.55 <0.001 68.76 71.95 0.01
N=154 N=140 N=140 N=116
Albumin, mean 3.50 <0.001 3.54 3.84 <0.001
N=169 N=147 N=150 N=124
Atly
Died, N (%) 27 (15.88%) 16 (9.76%) 0.10
Quality adjusted life years, mean 0.48 0.37
N=166 N=166

K1/V indicates dialyzer clearance (K) during time (f) per volume of water a patient’s body contains (¥); QWB, Quality of Well Being; SF-36, Short Form 36 itern health-related

quality-of-life instrument; URR, urea reduction ratio.

dialysis care through the Fee-Basis program were removed
from the GLM analyses ($132,100 vs. $106,260; P=0.001).

DISCUSSION

We found the cost of care for patients with ESRD to be
higher for Veterans receiving dialysis care at VA facilities
compared with Veterans receiving private sector dialysis
care ($136,207 vs. $99,776 in 2006 dollars). Controlling for
other factors, VA dialysis patients had healthcare total costs
that were 37% higher than costs for those receiving private
sector dialysis. With an estimated 6,000 dialysis patients at
VA dialysis centers per year,” this difference translates into
an estimated $219 million per year in additional costs. These
differences in costs were due in large part to higher costs for
dialysis care, greater acute inpatient care use and costs, and
greater time and travel costs by the VA group.

The largest component of dialysis costs were for
nonphysician labor and indirect costs, and these components
were where the greatest differences occurred. The higher
cost of nonphysician labor may be related to VA dialysis
units being hospital-based as opposed to the typical free-
standing private sector dialysis units.” Although our micro-
costing approach separated chronic outpatient dialysis from
the inpatient dialysis treatments, costs for VA chronic
outpatient dialysis were still higher than costs for private
sector. Staffing ratios in the VA may be higher to support
these other types of dialysis. Whether efficiencies could be
gained, such as through more flexible staffing, would require
further examination of labor and capital inputs across the
spectrum of dialysis care.*

© 2012 Lippincott Williams & Wilkins

The indirect costs were higher because of the hospital
basis of the VA dialysis units, where indirect costs are
derived from costs for the entire hospital not just the dialysis
unit, and these results are consistent with earlier research.’
By ecliminating VA outpatient dialysis care and shifting
patients to Fee-Basis dialysis or restructuring VA Fee-Basis
care reimbursement, some of these indirect costs might be
reduced.*® Nonetheless it is uncertain how such reimburse-
ment restructuring might affect referral patterns or overall
care costs for VA dialysis patients. Moreover, the overall
impact on indirect costs is uncertain unless provision of
inpatient dialysis care is also addressed.

Inpatient costs were greater for the VA dialysis group
patients due to longer hospital stays per hospital admission at
both VA and private sector facilities. This longer length of
stay for VA dialysis patients may reflect an intrinsically
worse health status for these Veterans and it could be argued
that hospital-based dialysis care (ie, VA dialysis) may be
appropriate for these patients. VA dialysis patients experi-
enced greater comorbidity, more psychiatric diagnoses,
and lower albumin levels at baseline. Alternatively, this
greater length of stay may reflect differences in the quality of
dialysis care between these 2 groups. The URR was also
significantly lower for VA dialysis patients at baseline
compared with their private sector counterparts (67% vs.
71%; P < 0.001). However, translating a URR of 67% into a
Kt/V meets the Kidney Disease Outcomes Quality Initiative
standard for dialysis adequacy (K#/¥ > 1.2), consistent with
good quality care.*’

Anemia management among the VA dialysis patients
indicated maintenance of lower hemoglobin levels and less
use of and lower costs for ESAs compared with private
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sector dialysis patients. These findings are consistent with
our earlier analysis*® describing specifically lower use of
intravenous administration and lower doses and costs of
ESAs in the VA group. Moreover, in light of recent concerns
regarding frequency of adverse outcomes if higher hemo-
globin levels are targeted, this conservative use of ESAs may
be advantageous from a health outcomes perspective.**=!

As an observational study, our study has limitations
including unobserved factors that may contribute to total costs;
incomplete cost valuation due to use of secondary data for cost
attribution and patient self-report. However, data validation of
patient self-report was performed and sensitivity analyses
were conducted to examine whether results would have been
different if potentially influential cases were excluded (ie, VA
Fee-Basis program dialysis patients, and those who switched
dialysis venues) and results were comparable.

Although our study describes care provided from 2001
through 2004, the cost disparities we observed are central to
current approaches under consideration*® or already in early
implementation focused on changing the payment structure
for dialysis care in an attempt to decrease costs in the VA
and in Medicare.’? The new Medicare bundled prospective
payment system for ESRD (ESRD PPS) implemented in 2011
bundles costs for a dialysis session, replacing the previous
composite system and the reimbursement of separately bill-
able items and services. The ESRD PPS provides a single
payment to ESRD facilities that covers all the resources used
in providing an outpatient dialysis treatment.>* Although the
ESRD PPS does not directly affect the VA dialysis centers,
there may be impacts on care coordination for VA patients
who use private sector dialysis. For example, the private
sector dialysis facilities may bundle costs for the ESRD PPS
patients but narrow the services delivered, such as by
restricting services to only dialysis and referring patients back
to the VA for laboratory work or medications, therefore
potentially shifting healthcare costs to the VA and patients for
the additional visits, time, and travel costs. Although impacts
of new VA and Medicare reimbursement strategies on overall
ESRD costs and quality of care remain uncertain, our study
provides a basis for comparison of such changes on the care of
Veterans with ESRD.

CONCLUSIONS

ESRD patients are complex and require extensive
inpatient care. Efforts to control hospital-based dialysis care
costs and inpatient costs while maintaining quality may offer
the best approach to reduce overall costs for ESRD patient
care. Future research should also consider the increasingly
diverse and complex financing of dialysis care that may
affect real costs to patients and society.

APPENDIX

Microcosting Methods

We obtained cost estimates for providing outpatient
dialysis care at VA dialysis facilities using a microcosting
approach. We conducted site visits to each of the 8 VA
medical centers whose dialysis units were sites participating
in this study. We collected information on workload at each
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dialysis facility and costs of providing dialysis care at those
facilities during fiscal year 2002 (October 1, 2001 to
September 30, 2002). During the site visits information
was obtained about (1) staffing, including dialysis super-
vision by a nephrologist; (2) supplies and pharmacy,
including ESAs, used; (3) routine labs performed; and
(4) equipment used. Information about the costs associated
with these components of dialysis care was collected at the
sites or from VA mational fiscal data.

Workload

Each of the dialysis unit nurse managers provided
information from their dialysis unit records on the number of
dialysis treatments provided at that dialysis facility during
fiscal year 2002. As VA dialysis facilities provide dialysis
services for outpatients who come to the dialysis unit from
outside of the facility, for inpatients who come to the dialysis
unit from within the hospital facility, and for inpatients who
remain in the intensive care unit, we obtained information
about the number of dialysis treatments provided for each of
these types of care. We also gathered information about the
facility’s home dialysis program and Fee-Basis program.

Staffing

Staffing information was provided by the nurse
manager of the dialysis unit. The nurse manager reported
the number of dialysis unit staff (eg, nurses and other direct
care providers, dietitians, pharmacists) and their percentage
of effort dedicated to the dialysis unit. Costs of the staff for
providing VA outpatient dialysis (taking into account the
different staffing ratio for outpatient care) was estimated
based on salaries available in the VA’s Fiscal Management
Service records for the particular VA site for fiscal year 2002
and the number of outpatient dialysis treatments that was
reported.

Supplies and Pharmacy

The costs of supplies for the dialysis unit at each
facility were obtained from the accounting department of
each VA medical center during the site visit. Pharmacy costs
for the dialysis unit were obtained from either the VA
medical centers’ accounting departments or the pharmacist
involved with the dialysis unit. Cost and use of ESAs were
itemized separately.

Labs

Lists of routine labs were collected from the dialysis
unit nurse managers. We obtained costs for labs from the lab
administrator at Hines VA Hospital and used these figures to
estimate costs at all 8 of our VA sites.

Equipment

Information was obtained during the site visits about
the year of purchase and cost of all the unit’s dialysis
machines, as well as other major equipment. Annual costs of
the equipment were then estimated by prorating the purchase
price over the useful life of the equipment. In addition, we
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obtained information about the costs of maintenance for all
equipment during the year.

After obtaining annual costs for staffing, supplies and

pharmacy, labs, and equipment, we divided the costs by the
number of dialysis treatments during fiscal year 2002
(adjusting for different staffing ratios) and then obtained a
direct cost per outpatient dialysis treatment at each VA
dialysis facility. To this amount we added overhead costs,
which were estimated to be 51% of direct costs.*
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Information Bulletin: Care and Services for Veterans Who Experienced Military Sexual
Trauma

Network Directors (10N1-23)

On July 19, 2013, the Congressional House Veterans’ Affairs Committee held a hearing
on the Veterans Health Administration’s (VHA) services for Veterans who experienced
sexual assault or sexual harassment during their military service (also known as
“military sexual trauma” or “MST”). This hearing provides an opportune time to remind
Network and Facility Directors of the importance of ensuring that all VHA facilities are in
compliance with policies related to MST, as delineated in VHA Handbook 1160.01 and
VHA Directives 2010-033 and 2012-004.

Specific attention should be paid to the following issues, in order to ensure that all
Veterans who experienced MST receive sensitive, compassionate care targeted to their
needs.

1. Sufficient protected time for the MST Coordinator role. VHA Directive 2010-033
requires all VHA facilities to have a designated MST Coordinator to assist with
implementation of MST-related policies and to serve as a point person and problem-
solver for MST-related issues at the facility. To fulfill the responsibilities of this
important role, MST Coordinators must be given adequate unscheduled clinical time
that is independent of any time the MST Coordinator spends providing clinical care to
MST survivors as part of duties associated with other roles. The amount of protected
time required will vary across facilities, based on factors such as facility size and
complexity, number of associated CBOCs, the size of the facility’s catchment area, and
the size of the local MST population. Network and Facility leadership must ensure
MST Coordinators have this time available and should encourage MST Coordinators’
direct supervisors to solicit feedback regularly from Coordinators about the adequacy of
the time provided to allow them to meet their designated responsibilities.

2. Sufficient capacity to provide care. Facilities must ensure they have adequate
MST-related treatment services to meet the demand for care. Care must be provided in
a timely fashion, by staff with appropriate training. Non-VA fee basis MST-related care
can, and should, be provided when there will be a delay in the facility’s ability to meet a
Veteran’s treatment needs, or if it is otherwise clinically indicated for the MST-related
care to be delivered outside of the VA facility. Other options that may be appropriate
include care via clinical video teleconferencing (telemental health) or a referral to a
nearby Vet Center.



Page 2.

[nformation Bulletin: Care and Services for Veterans Who Experienced Military Sexual
Trauma

3. Sensitivity to the needs of all Veterans who have experienced MST. In FY2012,
43% of the Veterans seen in VHA who had experienced MST were men. lt is thus
crucial that facilities ensure they have appropriate specialized services available to meet
the treatment needs of both men and women Veterans who experienced MST. To do
so, MST-related mental health care must always be defined administratively as a
service that is gender neutral (i.e., is not administratively under the umbrella of women’s
mental health or women’s health) and treatment environments should be sensitive to
gender-specific concerns (e.g., men should not need to meet with providers in a
“‘women’s clinic”). There are potential clinical benefits to both single-gender and mixed-
gender treatment services. Facilities should examine their current programming to
ensure both types of services are available as appropriate.

4. Shared responsibility and coordination of care. MST is not an issue just for
mental health providers. Veterans may have both mental and physical health conditions
related to their experiences of MST and, as such, may be seen in a range of medical
and mental health clinics. Effective care requires a concerted effort to coordinate care
across the different services a Veteran is receiving, to ensure that all providers involved
in his/her care attend to the ways in which his/her history of MST may impact treatment.
This includes adapting care as needed to avoid situations that might be
retraumatizating. Veterans’ perceptions of VHA'’s sensitivity to MST-related issues are
often impacted by their experiences with frontline staff, such as telephone operators and
clerks. All staff must understand their responsibility to provide appropriate, sensitive
assistance to all Veterans, but they must be particularly aware of the impact their
interactions can have on Veterans’ recovery from experiences such as MST.

5. Training. VHA staff must receive education and training about MST-related issues
appropriate to their role with Veterans. All primary care and mental health providers
must complete the one-time mandatory training on MST specified in VHA Directive
2012-004. At a minimum, clerks and other frontline staff must be familiar with the terms
“military sexual trauma” and “MST”, readily able to identify and direct Veterans to the
MST Coordinator, and attentive to privacy concerns and the need for sensitivity when
assisting Veterans. Depending on their role (e.g., assisting Veterans with eligibility
issues), other nonclinical staff may need also to be aware of national, VISN-level, and
facility policies specific to MST.

6. Services provided by trainees. Given that interpersonal betrayal is often a
component of MST, establishing trusting relationships with others may. be difficult for
some Veterans who experienced MST. Frequent or abrupt changes in health care
providers may be particularly disruptive to their recovery. Facilities must take these
issues into consideration when involving residents, interns, or other trainees in MST-
related care, ensuring that transitions between trainees or other providers is seamless,
compassionate, and promotes continuity in care. Also, trainees are required to alert
Veterans to their unlicensed status and provide the name and contact information for
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the licensed professional who is the attending and/or supervising practitioner. Trainees
must obtain a Veteran’s verbal consent regarding their willingness to engage in
treatment with the trainee, and this consent must be documented in the Veteran’s
medical record. Licensed attending and/or supervising practitioners are responsible for
ensuring the treatment provided by trainees is compliant with these and other VHA
policies.

Every VISN has a VISN-level Point of Contact (POC) for MST. Network Directors may
wish to consult with their VISN-level MST POC about the extent to which the above
issues have been adequately addressed within the VISN. In general, POCs should be
regularly included in Network-level discussions about MST-related issues.

Additional information and resources related to MST are available on the VA intranet’s
MST Resource Homepage at http://vaww.mst.va.gov. The current directives on MST
Programming (VHA 2010-033) and on Mandatory Training (Directive 2012-004) are
attached for your convenience.

The national point of contact for MST-related issues is Susan McCutcheon, R.N., Ed.D.,
National Director of Family Services, Women’s Mental Health, and MST for Office of
Patient Care Services, Mental Health Services (10P4M) at 202-340-4192 and
susan.mccutcheon@va.gov.

Attachments
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DEPARTMENT OF VETERANS AFFAIRS

The Military Sexual Trauma (MST) Clinical Reminder:
The User Guide

National MST Support Team
March 2014

This guide provides a compendium of resources on the MST Clinical Reminder.
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Section 1: The importance of the MST Clinical Reminder

Hello! The MST Clinical Reminder is the main mechanism to document a Veteran’s eligibility for
free MST-related care.

The MST Clinical Reminder can also be:
o The first conversation a Veteran has about military sexual trauma
e An opportunity for an empathic, supportive response that makes a powerful positive
impact
e A chance to educate the Veteran on MST and how to access free MST-related care
e A warm hand off between primary care and mental health services

The MST Clinical Reminder aims to:
(a) standardize the MST screening and referral process nationwide
(b) facilitate Veterans’ comfort with the screening process and disclosure

(c) provide an opportunity for both Veterans and providers to learn about MST and
the availability of free MST-related care

(d) provide national data to assist VA in monitoring access to MST-related services

(e) rescreen Veterans who previously answered ‘no’ to the MST Clinical Reminder, if
they have served additional time in the military
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Section 3: Additional resources on the MST Clinical Reminder

1. The following PowerPoint presentations focus on the MST Clinical Reminder
and other common MST documentation issues. Each brief presentation can be
reviewed in ten to thirty minutes and can be found in the ‘Monitoring’ section of
the MST Resource Homepage.

a.

The MST Clinical Reminder revisions: An introduction to the revised MST
Clinical Reminder. This also includes information on the principles of
sensitive MST screening.

Changing MST status in CPRS: This presentation provides instructions for
changing the MST Clinical Reminder response after the MST Clinical
Reminder is initially completed. It is critical to change the MST Clinical
Reminder response within the electronic medical record if the Veteran
subsequently discloses MST, to ensure that he/she has access to free MST-
related care.

Documenting MST-related care: This presentation reviews existing Revenue
Utilization Review policy regarding appropriate clinical documentation of
MST-related care.

2. The following one page handouts can be used when screening a Veteran for
experiences of MST using the MST Clinical Reminder.

a.

For providers: This handout shows the screening script in an easy to read
format. This handout can be found in the ‘Monitoring’ section of the MST
Resource Homepage and is in the Appendix of this document. This handout
can be used by providers who want to avoid reading the MST Clinical
Reminder directly from the computer screen.

For Veterans: This printable MST Factsheet reviews the definition of MST,
how MST can affect Veterans, and how Veterans can get help. This handout
is available at VA's MST Internet website and within the MST Clinical
Reminder.

Thank you for all the work you do to serve Veterans who have experienced MST. Please

contact your local MST Coordinator as questions arise.
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Section 4: The FY 2014 revision to the MST Clinical Reminder

Original MST Clinical Reminder (prior to FY14)

1. When you were in the military, did you ever receive uninvited or unwanted sexual
attention (i.e., touching, cornering, pressure for sexual favors, or inappropriate verbal
remarks, etc...)?

2. When you were in the military, did anyone ever use force or the threat of force to
have sex against your will?

Please check off the appropriate box below based on the patient’s responses to the
above questions:

» NO - denies prior MST
= (answered ‘NO’ to both questions)

e YES - reports military sexual trauma (MST) in the past
= (answered 'YES’ to one or both questjons)

o Patient declined to answer question regarding MST.

[IF YES] Language auto-populated in note:
‘MST Screening:

Patient reports experiencing military sexual trauma (MST) in the past.

Description of the FY 2014 changes to the MST Clinical Reminder

1. Introduction

e An explicit option to “decline” was added, to allow Veterans to choose
when and with whom they would prefer to discuss this topic. Veterans
who “decline” are automatically re-screened again in a year.

¢ Although the intent of these changes is to facilitate disclosure, the revised
Reminder language also capitalizes on screening as an opportunity to
provide all Veterans with information about VHA’s specialized MST
services, regardless of whether or not they disclose having experienced
MST.

2. Revised MST screening questions

o Examples of coercion or inability to consent were added, as these are
types of military sexual trauma that are relatively common.

3. IF YES: Addition of a mental health care referral question

4. IF YES: Addition of a link to a printable MST Factsheet for Veterans

o The printable MST Factsheet addresses the definition of MST, how MST
can affect Veterans, and how Veterans can get help. This allows
providers to give Veterans information on MST at the time of screening.
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5. Textin progress note:

e Auto-populated progress note text provides a more detailed definition of
MST. The text also notes that all health care services (inpatient,
outpatient, and pharmaceutical care) for physical and mental health
conditions related to MST are provided free of charge.

6. Revision of the reminder definition

e Veterans who are re-deployed or otherwise returned to military service are again
at risk for MST experiences.

e The MST Clinical Reminder definition has been revised to ensure Veterans who
do not already have a positive MST screen are rescreened if their most recent
separation from service date is after the date of their completed MST screening.

s Because the MST Clinical Reminder functions mainly to document eligibility for
free MST-related care, Veterans who have disclosed an experience of MST will
not be rescreened with additional military service.

Tools for learning more about the MST Clinical Reminder revision

If you're interested in even more information about MST Clinical Reminder revision, you
can access a number of presentations that were given during the initial roll out. The

following presentations provided information about the MST Clinical Reminder revision
to a variety of audiences.

Two presentations were given to MST Coordinators:

i) A brief overview of the major changes to the MST Clinical Reminder was first
discussed at the Annual MST Training Conference on 10/16/13. The archived
slides can be found in the ‘Training Opportunities’ section of the MST
Resource Homepage.

i) Next, the MST Clinical Reminder revision was reviewed in more detail in a
MST Teleconference Training Series call on 2/6/14. This presentation
discussed the MST Clinical Reminder revision in depth with a special
emphasis on Coordinators’ role in implementation and training for providers.
The archived slides can be found in the ‘Monitoring’ section of the MST
Resource Homepage.

Presentations discussing the MST Clinical Reminder revision are also archived on the
PACT Communities of Practice SharePoint and the National Clinical Reminders
SharePoint.























































MST Clinical Reminder response: NO

* Many Veterans have not experienced MST.

* |f a Veteran discloses an MST experience after the MST Clinical Reminder
is completed, a provider may update the MST Clinical Reminder response
at a later date.

VETERANS HEALTH ADMINISTRATION



MST Clinical Reminder response: DECLINE

 The ‘decline’ option allows Veterans to chose when and with whom they
would prefer to disclose their experience.

* Some may not feel comfortable disclosing their MST experience during the
initial screening for a variety of reasons, such as:
* Shame or self-blame
* Fear of becoming emotionally overwhelmed
* Societal stigma associated with sexual trauma, especially for men
* Unsupportive and/or blaming responses to previous disclosures
* Veterans who decline to answer will be screened again in one year.
* Leave the door open for future disclosure. Based on your clinical
judgment, you may want to:
* Inform the Veteran that they can answer the questions at a later date

* Provide education on MST-related services if needed in the future “As |
- mentioned, VA offers free care for physical and mental health conditions

VETERAI\;‘%/HF@H% Mgﬁ’I:NISTRATION















EXAMPLE SLIDE

« MST Coordinators, you may want to insert information here about the
referral process at your facility.

*  Who or what clinic will receive the referral for MST-related mental health
services?

 How will the referral be processed (for example, via a consult)?

* When a Veteran screens positive for MST and requests a referral for mental health
services in primary care, primary care team members are encouraged to provide a
warm hand-off to a mental health provider.

* If a mental health provider is not available for a warm hand-off, the PACT team
member who completed the MST Clinical Reminder should follow the procedure
supported in the referral question.

VETERANS HEALTH ADMINISTRATION


















Implementation of the Opioid Safety Initiative (OS1)

Veterans Integrated Service Network (VISN) Director Responsibilities

VVHA Pain Management Directive 2009-053

Date
Completed

0 Implementation of the VHA Pain Management Strategy at the VISN
and facility level is evaluated according to performance measures
established by the National Pain Management Program Office

1 Stepped Care Pain Management Model
» Step One, Primary Care

» Primary care workforce (including behavioral
health)

e Ultilize interdisciplinary teams, supported by
primary care Pain Champions, to manage
common pain conditions. Relies on system
supports, family and patient education programs,
collaboration with integrative mental health-
primary care teams, and post-deployment
programs

= Step Two, Secondary Consultation (timely access,
defined by urgency of clinical need)

¢ Pain medicine teams

Physical medicine and rehabilitation

Polytrauma programs and teams

Pain psychology

Inpatient pain medicine

¢ Collaboration of pain and palliative care

= Step Three, Tertiary, interdisciplinary Care

e Access to VISN and/or facility:

o Advanced pain medicine diagnostics and
interventions

o Commission on Accreditation of
Rehabilitation Facilities (CARF) pain
rehabilitation programs

O Integrated Care/CAM is available or considered as an alternative to
chronic opioid monotherapy for routine pain management such as, but
not limited to, acupuncture

VISN OSI Points of Contact (POC)

0 Appoint the VISN Chief Medical Officer or designee
NOTE: The OSI POC may or may not be the VISN Pain POC as
identified in VHA Directive 2009-053

0 Appoint at least one licensed prescribing physician from each facility in




the VISN

Establish a process at the VISN to ensure all POCs have submitted
the required data access request forms to gain access to the OSI
dashboard

Establish a process at the VISN to review and communicate changes
in the POCs to the “VHAPBH PBM Bl Question” e-mail group on a
quarterly basis.

Develop a plan to transfer the responsibilities of the OSI POC to the
VISN Pain POC when the OSl is successfully deployed throughout the
VISN.

VISN and Facility POCs have been provided and encouraged to
access the link below for Opioid Safety Initiative educational/training
materials.
https://vaww.cmopnational.va.gov/cmop/PBM/Opioid %20Safety %20Ini
tiative/Forms/Allltems.aspx

VISN OSI| Committees/Reports

Establish a VISN committee that consists of, but is not limited fo, the
following individuals: VISN OSI POC, Facility POCs, QMO and a Pain
Subject Matter Expert.
NOTE: Once the OSl is successfully deployed throughout the VISN,
the VISN Pain POC shall chair the OSI committee
Frequency of meetings: At least quarterly
Develop an OSI| implementation plan to include measureable goals
that focus on:
0O The OSI dashboard reports

e Average dose/day for select opioids

e Opioid Utilization over Time

e Concomitant use of opioids and benzodiazepines

e Patients on Long-Term Opioids who have completed

Urine Drug Screens
e Education on pain management

Quarterly trend reports from the OSI dashboard will be incorporated
into the Network Directors performance evaluation with the DUSHOM
This OSI trend report shall be incorporated into the annual VISN
Director’s report to DUSHOM on the implementation of the VHA Pain
Management Strategy

Facility Director's Responsibilities

VHA Pain Management Directive 2009-053

Date
Completed

O

Implementation of the VHA Pain Management Strategy at the facility
level is evaluated according to performance measures established by
the National Pain Management Program Office

0 Stepped Care Pain Management Model




= Step One, Primary Care

e Primary care workforce (including behavioral
health)

s Utilize interdisciplinary teams to manage common
pain conditions and relies on system supports,
family and patient education programs,
collaboration with integrative mental health-
primary care teams, and post-deployment
programs

=  Step Two, Secondary Consultation (timely access,
defined by urgency of clinical need)

e Pain medicine teams

Physical medicine and rehabilitation
Polytrauma programs and teams
Pain psychology
Inpatient pain medicine
e Collaboration of pain and palliative care
= Step Three, Tertiary, Interdisciplinary Care
e Advanced pain medicine diagnostics and
interventions—referral or treatment, depending on
facility
Integrated Care/CAM is available or considered to chronic opioid
monotherapy for routine pain management, such as, but not limited to,
acupuncture

Facility OSI Points of Contact

Recommend at least one licensed prescribing physician

Ensure all POCs have submitted the required data access request
forms to gain access to the OSI dashboard

Establish a process at the facility to review and communicate changes
in the POCs to the VISN POC

VISN and Facility POCs have been provided and encouraged to
access the link below for Opioid Safety Initiative educational/training
materials.
https://vaww.cmopnational.va.gov/cmop/PBM/Opioid %20S afety%201ni
tiative/Forms/Allltems.aspx

Facility OSI Committees/Reports

Establish a facility committee that consists of, but is not limited to the
following individuals: Facility POCs, Pain Subject matter Experts,
Primary Care, Mental Health, Pharmacy, Nursing, Patient Advocate.
Frequency of meetings: At least monthly
Develop an OS| implementation plan to include measureable goals
that focus on:

0 The OSi dashboard reports

e Average dose/day for select opioids




e Opioid Utilization over Time
¢ Concomitant use of opioids and benzodiazepines
o Patients on Long-Term Opioids who have completed
Urine Drug Screens
e Education on pain management
0. The committee shall provide quarterly trend reports to the facility Chief
of Staff on the OSI dashboard report parameters described above
[0 This OSI trend report shall be included into the annual Facility
Director’s report to the VISN on the implementation of the VHA Pain
Management Strategy
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Background: The Veterans Health Administration, the nation’s
largest integrated delivery system, launched an organizational trans-
formation in the mid 1990s to improve the quality of its care.
Purpose: To synthesize the evidence comparing the quality of
medical and other nonsurgical care in Veterans Affairs (VA) and
non-VA settings.

Data Sources: MEDLINE database and bibliographies of retrieved
studies.

Study Selection: Studies comparing the technical quality of non-
surgical care in VA and US non-VA settings published between
1990 and August 2009.

Data Extraction: Two physicians independently reviewed 175
unique studies identified using the search strategy and abstracted
data related to 6 domains of study quality.

Data Synthesis: Thirty-six studies met the inclusion criteria. All 9
general comparative studies showed greater adherence to accepted
processes of care or better health outcomes in the VA compared with
care delivered outside the VA. Five studies of mortality following an
acute coronary event found no clear survival differences between VA
and non-VA settings. Three studies of care processes after an acute
myocardial infarction found greater rates of evidence-based drug ther-
apy in VA, and 1 found lower use of clinically-appropriate angiography
in the VA. Three studies of diabetes care processes demonstrated a
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performance advantage for the VA. Studies of hospital mortality found
similar risk-adjusted mortality rates in VA and non-VA hospitals.
Limitations: Most studies used decade-old data, assessed self-
reported service use, or included only a few VA or non-VA sites.
Conclusions: Studies that assessed recommended processes of care
almost always demonstrated that the VA performed better than non-VA
comparison groups. Studies that assessed risk-adjusted mortality gen-
erally found similar rates for patients in VA and non-VA settings.

Key Words: veterans; quality of health care; hospitals, veterans;
outcomes and process assessment (health care)

(Med Care 2011,49: 76-88)

e Veterans Affairs health care system (VA), the nation’s
largest health care system, provides comprehensive health
care services to veterans of US military service. Many vet-
erans receive priority to enroll in the VA by having a
disability arising during military service or a low income.
The VA receives funding from a congressional appro-
priation of general tax revenues and predominantly delivers
care in government-operated facilities by salaried federal
employees. This degree of government involvement in the
delivery of health care is uncommon in the United States, as
most Americans enroll in private health insurance plans or
receive care in privately-owned hospitals and clinics.!
In response to concems by some stakeholders that the
VA provides care of inferior quality, the VA launched an
organizational transformation in the mid 1990s to improve
clinical performance.’ Since this transformation, there have
been both favorable and unfavorable reports of the quality of
VA care published in the peer-reviewed literature*> and lay
media.®” To better understand the totality of the evidence, we
undertook a systematic review of studies that compared
quality in VA and non-VA settings in the United States.

METHODS

Data Sources/Study Selection

We searched the MEDLINE database for published stud-
ies between January of 1990 and August of 2009, using the
following Medical Subject Headings (MeSH): hospitals, veter-
ans, and United States Department of Veterans Affairs. For each
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of these MeSH, we also included the following descriptor terms:
standards, statistical and numerical data, and utilization.

These articles were then screened by 2 physicians
trained in the critical analysis of literature. The initial screen-
ing form collected the following information about the VA
and non-VA samples: years of data collection, sources of
data, geographical areas, clinical conditions, measures of
quality (structure, process and outcome), and comparability
of quality indicators in the VA and non-VA samples
(Appendix 1, Supplementary Digital Content, available at:
http://links.lww.com/MLR/A125).

We restricted the review to articles that presented a
comparison of quality of care for medical or nonsurgical
conditions in VA and non-VA settings in the United States,
using data from after January 1990. We focused on the
technical quality of care using the classic Donabedian triad of
structure, process, and outcome, and excluded studies that
exclusively focused on patient satisfaction.® All articles were
reviewed by 2 physicians (A.T. and S.M.). When the 2
reviewers disagreed about inclusion of an article, the articles
were discussed with all other members of the study team
(S8.A,, P.G., and P.S.) to reach consensus. Among studies that
met the inclusion criteria, we reviewed the bibliographies to
identify additional articles for screening. )

All articles that met the inclusion criteria received a
secondary screening. The following data were abstracted
in the secondary screening: sample size for both VA
and non-VA sources, years of data collection covered for
both VA and non-VA sources; control variables; primary
outcomes; and secondary or associated findings. (Appen-
dix 2, Supplementary Digital Content, available at:
http://links.lww.com/MLR/A125).

Quality Assessment

Because we were unable to identify prior frameworks
for assessing evidence comparing the quality of care across
health systems, we developed a conceptual framework for
grading studies comparing quality in VA and non-VA set-
tings. Through an iterative process, we identified 6 elements
of a high-quality comparison study: (1) evaluation of similar
performance measures with comparable assessment methods
in the VA and non-VA samples; (2) contemporaneous time
frames; (3) representative or national stady populations; (4)
assessments of well-established clinical outcomes or pro-
cesses that are strongly associated with better clinical out-
comes; (5) inclusion of a broad number of indicators with
high clinical or public health significance; (6) sufficient
sample size and appropriate statistical methods to confirm or
refute study hypotheses.

We graded each article on the basis of the 6 elements
described in the conceptual framework above. Each of
these elements was assigned a grade (A, B, or C) based on
the data abstraction grading guidelines we developed.
(Appendix 3, Supplementary Digital Content, available at:
http://links Iww.com/MLR/A125). We assigned an overall
grade based on a global assessment of the article, considering
(but not averaging) the individual components. Thus .an
article that had a critical flaw in methodology would be rated
a “C,” even if other issues were satisfactory. Disagreements

® 2010 Lippincott Williams & Wilkins

about grading of the articles were resolved in discussions
with the research team to reach consensus.

Data Synthesis

We grouped articles according to clinical content area
(eg, preventive care, cardiovascular care) or the Donabedian
categories of process and outcomes (no studies that exclu-
sively focused on structure were identified).Within these
categories, study outcomes and non-VA comparison groups
were heterogeneous which precluded pooled meta-analysis.
Consequently, our synthesis is narrative. For further descrip-
tion of our rationale to not pursue pooled meta-analyses,
(Appendix 4, Supplementary Digital Content, available at:
http://links.lww.com/MLR/A125).

RESULTS

Our search identified 222 articles (Fig. 1). After reviewing
titles, 47 duplicates were eliminated. Of the remaining 175
studies, articles were rejected for the following reasons: no
comparison of quality in VA and non-VA settings in the United
States (98); collection of study data before the cutoff date of
1990 (4); exclusive focus on patient satisfaction (2) or surgical
care (16); and receipt of an overall grade of C (19). Of the
articles that received a grade of C, 4 were excluded because they
presented a comparison of health outcomes without adjustment
for severity of illness, 4 examined differences in utilization
without assessing clinical appropriateness, 4 had an inadequate
sample size, 3 did not present quantitative results, 2 presented
data from other carlier studies, and 2 compared measures of
health status rather than explicit measures of quality. Therefore,
36 studies formed the basis of our analysis (Table 1),

Of these, 9 studies (classified into a “general” category)
assessed care processes for multiple medical conditions, primary
preventive services, or health outcomes (including risk-adjusted
mortality)*®~'6; 8 studies assessed cardiovascular condi-

I 222 Articles identified

¥
175 Articles after
duplicates removed

A 4
175 Full-text articles
assessed for eligibility

138 Full-text articles exciuded
98- No comparison of quality in
VA and US non-VA settings
19- Graded as *C”
16- Evaluated surgical
conditions
4- Data collected prior to 1950
2- Assessed patient
satisfaction

36 Articles included in
synthesis

FIGURE 1, Search Flow for Published Evidence Comparing
Quality of Medical Care in VA and Non-VA Settings.
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TABLE 1. Evidence Table of Included Studies

. VA Data Non-VA Data
Years Data ) Years Final
Author Conditions Quality Measure(s) Collected  Level Sample Size Collected Data Level Sample Size Principal Findings Grade
General studics, '
multiple
conditions
Asch et al* Mutiple Adherence to 348 process 1997-1999 Multiple 596 1996~2000 National 992 The VA scored better on adjusted A
of care indicators VISNs overall quality (67% vs. 51%);
targeting 26 conditions chronic disease care (72% vs.
59%]) and prevcntive care (64%
vs. 44%), but not acute care.
Tha et al'’ Muitiple Adherence to 3 1994-2000 National  48,505-84,503 per year 1997-2001 National Difficult to ascertain The VA outperformed the medicare A
preventive, 3 diabetes, fee-for-service program on all 11
5 MI, and 2 CHF sitnilar indicators from 1997 to
process of care 1999 and of 12 of [3 indicators in
measures 2000,
Ross ct alt? DM, IHD, HTIN, Use of 17 recommended  2000-2004 National 10,007 2000-2004 National 393,873 VA care was associated with greater B
Preventive care  health care services use of 6 of 17 recommended
including cancer services in 2000 and 12 of 17
preventicn, recommended services in 2004.
cardiovascular risk
reduction, diabetes
management and
infection prevention
General studies, ‘
prevention
Chi et al® Preventive care Influenza and 2003 National 3265 2003 National 10,677 veteran non-VA Among veterans, mfluenza and A
preumococcal ugers, 40,331 non- vaccination rates were higher for
vaccination velerans VA userg compared to non-uscrs.
For veterans, VA care was
independently associaled with
influenza vaccination (adjusted OR,
1.8; [95% CI1, 1.5-2.2] and
pneumococcal vaccination (adjusted
OR, 2.4 [95% CI, 2.0-2.9]).
Tha et al'! Preventive care  Influenza and 1995-2003 National ~ 33,504-74,250 per yr  1995-2003 National Not reported Rates of influenza and pneumococcal A
paeutnococcal vaccination in the VA were lower
vaceination than ratcs reported in a national

sample of community dwellers,

From 1999 to 2003, VA enroilees

were more likely to have been

vaceinated for influenza and

preumococcus than werc

community dwellers outside VA,
(Continued)
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TABLE 1. (Continued)

VA Data Non-VA Data
Years Final
Author Conditions Quality Measure(s) Sample Size Collected Data Levcl Sample Size Principal Findings Grade
Keyhani et al’>  Preventive care Influenza and 2000-2003 National 171 sole VA uscrs, 20002003 National 3552 Medicare fee- Vetcrans receiving care through VA B

General studies,
mortality and
health status
Selim et aj* Multiple

Selim et aj'* None

Selim et al'® Multiple

pneumococcal
vaccination; scrum
cholesterol screening

Mortality

2 yr mortality, change in

physical and mental
health status

3 yr mortality rate

19992004 National

1998-2000 National

1999-2000 National

1009 dual users of
VA and Medicarc
fee-for-service, 145
dual users of VA
and Medicare HMOs

420,514 1998-2004 National
12177 1998-2000 National
2361 19992000 National

for-service enrollees,
576 Medicare HMO
enrollees

584,294

26,225

1912

reported 10% greater use of
influenza vaccination (P < 0.05),
14% greater use of pneumococcal
vaccination (P < 0.01), and a
nonsignificant 6% greater use of
serum cholesterol screening (P =
0.1), than did veterans receiving
care through Medicare HMOs.
Vetcrans receiving care through
Medicare FFS reported less use of
all 4 preventive measures (P <
0.01) than did veterans receiving
care through Medicare HMOs.

After adjusting for case-nix, the HR. B
for mortality for enrollees in
Mcdicare Advantage plans was
significantly higher than that for
cnrollees in the VA (HR, 1.40
[95% CI, 1.38-1.43)).

There was a lower risk-adjusted 2 yr B
mortality rate in the VA (7.6%)
compared to Medicare Advantage
(9.2%). There were no significant
differences in the probability of
being alive with the same or
better physical health except for
the South (VA 65.8% vs.

Medicare Advantage 62.5%, P =
0.001).VA patients had a slightly
higher probability than Medicare
Advantage patients of being alive
with the samc or better mental
health (71.8% vs. 70.1%, P =
0.002).

The adjusted HR of mortality among B
MA dual enrollees was
significantly higher than among
VHA dual enrollees (HR, 1.26
[95% CI, 1.04-1.52]).

(Continued)
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TABLE 1. (Continued)

VA Data Non-VA Data
Years Data Years Final
Author Conditions Quality Measure(s) Collected  Level Sample Size Collected Data Level Sample Size Principal Findings Grade
Cardiovascular
studies
Bansal et al!? Ischemic heart Use of aspirin, beta- 2002 Single 92 2002 National Not described Use of all agents was higher in the B
disease blockers, ace- center Little Rock VA compared to the
inhibitors, heparin, rest of Arkansas and the entire
gp2a3b inhibitors Us.
among pts with M1
Landrum et a'®* THD 30 d and 1 yr mortality 1996-1999 National 13,129 1996-1999 National 384,470 VA points had significantly higher 1 B
yr mortality rates across all years
studied; 30 d mortality rates were
higher in VA in 1997 however
30 d mortality rates decreased
overtime and were comparable
between the 2 sites by 1999.
Petersen et al'®  THD 30d and 1 yr mortality 1994-1995 National 2486 1994-1995 National 29,249 Adjusted rates of mortality at 30 d A
and 1 yr were not significantly
different among VA and Medicare
patients after AMI (OR, 0.94
[95% CI, 0.82~1.07] and OR, 0.94
[95% CI, 0.84-1.05] respectively).
Petersen et al*'  THD Use of thrombolytics, 1994-1995 National 2486 1994-1995 National 29,249 Ideal VA candidates were more A
beta-blockers, ACE likely to undcrgo thrombolytic
inhibitors, or aspirin therapy at arrival (OR, [VA
among ideal candidates relative to Medicare] 1.40 [95%
following an AMI CI, 1.05, 1.74]) or to receive ACE
inhibitors (OR, 1.67 [95% CI,
1.12, 2.45]) or aspirin (OR, 2.32
[95% C1, 1.81, 3.01]) at discharge
and equally likely to receive beta-
: blockers (OR, 1.09 [95% CI, 1.03,
1.40]) at discharge.
Petersen et al®  THD Mortality and use of 1994-1995 National 1665 1994-1995 National 19,305 After accounting for patient A

clinically-appropriate
angiography following
an AMI

characteristics and need for
angiography, VA pts were
significantly less likely to receive
angiography (43.9 vs. 51%, OR,
0.75 [95% Cl, 0.57-0.96]). After
accounting for hospital and
capability of cardiac interventions,
underuse of angiography and
mortality did not differ
significantly between patient
groups.

(Continued)
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TABLE 1. (Continued)

VA Data

Non-VA Data

Years Data

Author Conditions Quality Measure(s) Collected  Level Sample Size

Years Final

Collected Data Level Sample Size Principal Findings Grade

Rehman et al*®  HTN Control of blood pressure  2001-2003 | VISN 12,366

below 140/90

Ritchie et 21?2 IHD 10 and 30 d mortality, 10 1993-1994 I VISN 8326
and 30 d use of

cardiac bypass surgery

Wright et al**  IHD 30 d and 1 yr mortality

rates

1992-1995 National 14,853

" Diabetes studies

Kerr ct al?* Diabetes 7 diabetes care processes 20002001 Multipie 1285
and 3 diabetes VISNs

intermediate outcomes

Nelson et al?* DM Use of 5 diabetcs self- 2000
management practiccs

and preventive services

VA care, 281

National 254 with usc of some

reporting all VA care

2001-2003 Large geographic 7734 Blood pressure control to below 140/ A

region 90 mm Hg was comparable
among white hypertensive men at
VA (55.6%) and non-VA (54.2%)
settings (P = 0.12). Blood
pressure control was higher
among African American
hypertensive men at VA (49.4%)
compared with non-VA (44.0%)
settings (P < 0.01). This result
persisted after controlling for age,
co-morbid conditions, and rural-
urban location.

1993-1994 Large geographic 6666 Overall mortality and same- B

area admission bypass surgery rates
werc sunilar for patients
undergoing PTCA in the VA and
Washington State hospitals.

The odds of 30-d mortality were not B
significantly different between
patients admitted to VA basic
service hospitals (reference) and
patients admitted to any other
type of hospital within either
systcm of care. The odds of 1-yr
mortality were slightly lower in
paticuts admitted to Medicare
cardiac surgery hospitals (OR,
0.88 [95% CI, 0.79-0.98])
compared to patients admitted to
VA basic service hospitals.

1992-1995 National L 32745

After adjustment, the VA significantly A
outperforined commercial managed
care plans on all process of care
measures. Intermediate outcome of
blood pressure control was
comparable between the VA and
commercial managed care plans,
however the VA cohort had
significantly greater percentage of
patients with tight HgbA1C and
LDL control.

Pcrsons who received care through B
the VA were more likely to report
taking a diabetes education class
and receiving HbA Ic testing than
those covered by private
insurance.

2001-2002 Multiple centers 6616

2000 National 10,632

(Continued)
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TABLE 1. (Continued)

VA Data Non-VA Data

Years Data Years
Author Conditions Quality Measure(s) Collected  Level Sample Size Collected Data Level Sample Size

Principal Findings

Final
Grade

Reiber ct al*® DM, preventive  Use of 7 preventive 2000 National 535 2000 National 1848 veterans not using Veterans who use VA have higher

care services among VA care, 9055 non-~
patients with diabetes veterans

Hospital and
nursing
home care
studies
Berlowitz Multiple Risk-adjusted rates of 1997-1999 1 VISN 3802 19971999 Large geographic 961
et al®3 pressure ulcer area
development,
functional decline,
behavioral decline, and
mortality

Gordon et al®>  Multiple Risk-adjusted mortality 1993 Single 5016 1991 National 850,000
center

Kaboli et al®>  Multiple Risk-adjusted mortality 1994-1995 Single 1142 1994-1995 Multiple centers 51,249
center

Krein et al*’ Patient safety Regular use of specific 2005 National 95 hospitals 2005 National 421 hospitals
safety practices to
reduce the risk of
central venous
catheter-related
bloodstream infections

rates of foot exams, diabetes
education, and sigmoidoscopy and
a lower rate of alc testing
compared to veterans who did not
use the VA. There were non-
significant differences in the use
of eye exams, blood pressure
measurements, cholesterol testing
and fecal occult blood testing.

Veterans in VA nursing homes were

less likely to develop a pressure
ulcer (OR, 0.62 [95% CI, 0.47—
0.83]) but more likely to
experience functional decline (OR,
1.6 [95% CI, 1.2-2.1]) compared
to veterans in community nursing
homes. Rigk-adjustcd mortality
and rates of behavioral decline
were not different for veterans in
VA and community nursing
homes.

Adjusted death rates were similar in

the VA and a private sector
sample.

Using logistic regression to adjust

for severity, the odds of death was
similar in VA patients, relative to
private sector patients (OR, 1.16
[95% CI, 0.93-1.44)). Using
proportional hazards regression
and censoring patients at hospital
discharge, the risk for death was
lower in VA patients (HR, 0.70
[95% CI, 0.59-0.82}).

Adjusted findings revealed that VA

hospitals were significantly more
likely to report use of
chlorhexadinc gluconate on the
insertion site (OR, 4.8 [95% CI,
1.6-15.0]) and/or use a composite
approach (OR, 2.1, [95% CI, 1.0~
4.2]) as compared with non-VA
hospitals.

(Continued)
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TABLE 1. (Continued)

VA Data Non-VA Data
Years Data Years Final
Author Conditions Quality Measure(s) Collected  Level Sample Size Collected Data Level Sample Size Principal Findings Grade
Polsky et al?® CHF, THD, 30 d mortality for white ~ 1995-2001 National 369,155 1995-2001 Large geographic 1,509,891 Racial differences in 30 d mortality B
Pulmonary and black males after region rates after admission for 6 medical
Discasc, TIA/ hospital admission for conditions were similar among VA
Stroke any of 6 medical and non-VA care settings.
conditions
Rosenthal Multiple Mortality 1994-1995 Single 1960 1994-1995 Multiplc centers 157,147 Risk adjusted in-hospital mortality B
et al* ctr was similar for VA and private
sector patients (OR, 1.07 [95%
CL, 0.74-1.54]).
Weeks ct al?®*  None Readmission within 30 d ~ 1998-2000 1 VISN 105,026 19982000 Large geographic 163,853 VA care was not a significant B
region predictor of 30 d readmission for
veterans <65-yr-old. However, for
veterans =65 yr of age initial VA
hospitalizations was associated
with a significantly higher odds of
readmission within 30 d than non-
VA hospital admissions (OR, 2.79
[95% CI, 1.4-5.6)).
Weeks et al®®  Patient safety Rates of non-obstetric 1998-2000 1 VISN 50,429 1998-2000 Large geographic 74,017 Rates of patient safety indicators B
indicators patient safety region were similar in VA and non-VA
indicators hospitals for 9 of 15 indicators.
Rates of decubitus ulcer, sepsis,
iatrogenic infection, postoperative,
respiratory failure, and
postoperative metabolic
derangement were lower in the
VA. Mortality rates for low-risk
diagnoses were higher in the VA.
Mental heaith carc
studies
Busch ct al** Depression Receipt of 84, 140, and 2000-2001 National 27,713 2000-2001 National 4852 The VA slightly outperformed the A
181 d of antidepressant private sector in the prescription
therapy among paticnts of antideprcssants during the first
following initial 84 d (85% vs. 81%) and during
diagnosis of depression the first 181 d (54% vs. 51%).
The findings persisted after
adjustment for age and sex but
lost significance after adjustment
for co-morbid conditions.
Leslie and Depression, Readmission rates and 1993-1997 National 181,132 1993-1995 National 12,163 Private-sector mental health inpatients B
Rosenheck3® psychosis, outpatient follow-up had lower readmission rates within
schizo-phrenia, care following 14, 30, or 180 d of discharge and
other mental hospitalization for a higher rates of outpaticnt visits
health psychiatric or following discharge compared with
conditions substance abuse VA mental health inpatients. VA
disorder patients had higher continuity-of-
care Scores.
_ (Continued)
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TABLE 1. (Continued)
VA Data Non-YA Data
Years Data ) Years Final
Author Conditions Quality Measure(s) Colleeted  Level Sample Size Collected Data Level Sample Size Principal Findiugs Grade
Leslie and Psychosis, schizo- Adherence to treatment 2000 National 2636 2000 National 1318 Patients in the VA and private sector B
Rosepheck?’ phrenia puidelines for were equally Jikely to receive an
antipsychotic antipsychotic regiinen that
prescribing complied with PORT guidelines.
Rosenhcck Psychosis, schizo- Adherence to 1994-1996 Multiple 192 VA inpatients and ~ 1994-1996 Multiple centers 96 non-VA inpatients  On 5 of 26 schizophrenic patient B
ct al*® phrenia schizophrenia patient centers 274 VA outpatients and 184 non-VA outcomes research team treatment
outcomes research outpatients reconumendations, a smaller
tean treatment proportion of VA than non-VA
reemnmendations patients adhered to standards.
Four of these reflected reduced
access among VA patienis to
psychosocial services such as
work therapy, job training, or case
manapgement services.
Other studies
Bamett et al*®  Patient safety Use of potentially 2002-2003 National 123,633 20002001 Nationaf 157,517 Compared with private sector B
inappropriate paticnts, VA patients were less
medications among the likely to receive any inappropriate
elderly medication (21% vs. 29%, P <
0.001), and medications in each of
the following classifications:
always avoid (2% vs. 5%, P <
0.001), rarely appropriate (8% vs.
13%, P < 0.001), and some
indications (15% vs. 17%, P <
0.001).
'Cm-npling Cancer Survival following 1995-1999 1 VISN 862 1995-1999 Large geographic 27,936 The median survival was 6.3 mo for B
et al!! diagnosis of lung region VA patients compared with 7.9
cancer mo for patients in the rest of the
state, and the 5-yr overall survival
rate was 12% for VA patients
compared with 15% for patients
in the test of the state. The Cox
model showed a hazard ratio for
VA patients compared with non-
VA paticnts of 1.22 (£ < 0.001)
after adjusting for age, disease
stage, and race.
Stineman et al*?  TIA/stroke Functional outcomes 1994-1995 National 3056 1995 National 52,382 Stroke patients receiving B

rehabilitation in the VA setting
were discharged with slightly
better functional ontcomes.

VA indicates veterans affairs; VISN, Veterans Integrated Service Networks; AMI, acute myocardial infarction; OR, odds ratio; Cl, confidence interval; PTCA, percutaneous transluminal coronary angioplasty; IHD, ischemic
health disease; ACE, angiotensin-converting enzyme; CHF, congestive heart failure; TIA, transient ischemic attack; PORT, patient outcomes research team.
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Comparison of the Quality of Medical Care

tions>!72?; 3 studies assessed diabetes®*2%; 9 studies assessed
hospital and nursing home care?’>?; 4 studies assessed mental

health care®®=%; and 3 studies assessed other conditions.**~*?

General

Care Processes for Multiple Medical Conditions
and Preventive Care

Six studies compared quality of preventive care or care
for multiple acute and chronic medical conditions in VA and
non-VA settings.**~'3

Jha et al compared quality of care in the VA and Medicare
fee-for-service beneficiaries using 13 equivalent process of care
measures.'® The VA had statistically significant greater perfor-
mance rates than the Medicare fee-for-service program on all 11
similar indicators from 1997 to 1999 and on 12 of 13 indicators
in 2000. In 2000, the absolute performance advantage for the
VA in 2000 ranged from 7 percentage points for influenza
vaccination to 34 percentage points for smoking cessation
counseling for patients with an acute myocardial infarction
(AMI). The VA reported lower rates of annual eye exam-
inations for patients with diabetes (67% vs. 74% in Medi-
care; P < 0.01). In 2000, the VA equaled or exceeded 90%
on 8 of 13 indicators whereas Medicare’s highest perfor-
mance on any indicator was 84%.

Ross et al compared self-reported use of 17 preventive
services for cancer prevention, cardiovascular risk reduction,
diabetes mellitus management, and infectious disease prevention
among insured adults receiving and not receiving care in the
VA."* The study found that in 2004 (the most recent year of
data), persons receiving VAMC care reported significantly
greater use of 12 of the 17 services. Among these 12 services,
absolute differences between the VA and the non-VA compar-
ison group ranged from 9 percentage points for cervical cancer
screening to 24 percentage points for pneumococcal vaccination
for patients with diabetes. There were no services for which rates
of use were significantly greater for insured populations outside
the VA than for patients using the VA.

Asch et al assessed clinical performance on over 300
process of care indicators in a sample of 596 VA patients in 2
Veterans Integrated Service Networks (VISN) and a random
sample of 992 adults from 12 communities that were selected to
be representative of nonrural communities in the United States.*
Overall, VA patients were more likely than patients in the
national sample to receive the care specified by the indicators
{67% vs. 51%; difference, 16 percentage points [95% CI, 1418
percentage points]).

Three studies found higher rates of influenza and pneu-
mococcal vaccination for the elderly in the VA compared
with samples drawn from outside the VA.%!!-12

Outcomes of Care

Selim et al assessed changes in risk-adjusted mortality
and health status for elderly VA patients compared with
elderly patients enrolled in Medicare Advantage (MA)
plans.'* In adjusted analyses, MA enrollees had a greater risk
of 2-year mortality compared with VA patients (9.2% vs.
7.5% HR, 1.36 [95% CI, 1.28-1.46]). The adjusted proba-
bility of being alive with the same or better physical and

© 2010 Lippincott Williams & Wilkins

mental health after 2 years was similar in both systems. Two
other studies by these authors extended the analysis to an
approximately 5-year time frame and to VA and MA enroll-
ees eligible for Medicaid, with similar results.'>'¢

Cardiovascular Conditions

Care Processes

Of the 4 studies that assessed use of processes of care
following an AMI, all 3 found greater rates of evidence-based
drug therapy in VA,!7'%2! and 1 study found lower use of
clinically-appropriate angiography in the VA.®

Studies by Petersen et al were rated highly based on the
large and randomly selected samples, clinically-abstracted data,
national scope, and rigorous risk-adjustment.®'*?! These studies
assessed mortality rates, use of clinically-appropriate coronary
angiography, and receipt of effective cardiovascular medications
following an AMI among male enrollees in the Medicare fee-
for-service program compared with elderly male veterans treated
in VA facilities during 1994 and 1995. Patients in the VA were
less likely to receive angiography when clinically needed
(43.9% vs. 51.0%; odds ratio [OR], 0.75 [95% CI, 0.57-0.96]).
After controlling for the availability of on-site cardiac proce-
dures, there was no difference in the rate of angiography.®

More VA patients than Medicare patients received beta-
blockers (49.7% vs. 41.6%, P < 0.001), angiotensin-converting-
enzyme inhibitors (44.6% vs. 32.5%, P < 0.001), or aspirin
(77.2% vs. 68.6%, P < 0.001) at discharge. Among a subset of
patients deemed to be ideal recipients of these medications, VA
patients were more likely than Medicare patients to undergo
thrombolytic therapy at arrival (OR, 1.40 [1.05-1.74]) or to
receive ACE inhibitors (OR, 1.67 [1.12-2.45]) or aspirin (OR,
2.32 [1.81-3.01]) at discharge and equally likely to receive
beta-blockers (OR, 1.09 [1.03-1.40)) at discharge.”

Outcomes of Care

Five studies of mortality following an AMI or percu-
taneous coronary transluminal angioplasty found no clear
survival differences between VA and non-VA set-
tings.®'%192223 Eor example, in analyses adjusting for de-
mographic and clinical characteristics, Petersen et al found no
difference in mortality for Medicare patients compared with
the VA at 30 days (OR, 0.94 [95% CI, 0.82—1.07]) and at 1
year (OR, 0.94 [95% CI, 0.84—1.05]).1°

Rehman et al studied rates of blood pressure control in
VA compared with non-VA setting using data from the
National Health and Nutrition Examination Survey
(NHANES) from 1999 to 2000.?° The authors found that
although blood pressure control to below 140/90 mm Hg was
comparable among white hypertensive men at VA (55.6%)
and non-VA (54.2%) settings (P = 0.12), blood pressure
control was higher among African American hypertensive
men at VA (49.4%) compared with non-VA (44.0%) settings
(P < 0.01), even after controlling for age, numerous comor-
bid conditions, and rural-urban classification.

Diabetes

Three studies of the quality of diabetes care demon-
strate a performance advantage on some measures for the VA

www.lww-medicalcare.com | 85
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compared with commercial managed care and other non-VA
populations.2#™2%

Care Processes

A study by Kerr using chart-abstracted clinical data®*
compared the quality of diabetes care in 5 VA medical centers
and in 8 commercial managed care organizations in matched
geographic regions. The VA outperformed commercial man-
aged care plans on all 7 measures of care processes (glycosy-
lated hemoglobin, lipid, and proteinuria testing, eye and foot
examinations, aspirin use counseling, and influenza vaccina-
tion). Absolute differences in performance rates between the VA
and commercial managed care organizations ranged from 10
percentage points for hemoglobin Alc testing to 37 percentage
points for foot examinations.

Two studies analyzed data from the Behavioral Risk
Factor Surveillance System to assess self-reported use of pre-
ventive services among veterans with self-reported diabetes in
the VA compared with diabetic veterans and nonveterans re-
ceiving care outside the VA. One study found that veterans who
used the VA had higher rates of foot exams, diabetes education,
and sigmoidoscopy and a lower rate of Alc testing compared
with veterans who did not use the VA. There were nonsignifi-
cant differences between these 2 groups in the receipt of eye
exams, blood pressure measurements cholesterol testing, and
fecal occult blood testing.>® Another study found that persons
who received care through the VA were more likely to report
taking a diabetes education class and receiving hemoglobin alc
testing than those covered by private insurance.”

Intermediate Outcomes

Kerr et al found that rates of blood pressure control were
comparable for enrollees in the VA and enrollees in commercial
health plans. However, the VA cohort had a significantly greater
percentage of patients with controlled blood sugar and choles-
terol.>* In the VA, 92% of participants had a glycosylated
hemoglobin below 9.5% and 86% had a low-density lipoprotein
below 130 mg/dL. In the commercial managed care sample, the
corresponding rates were 80% and 72% (P < 0.01 for both
comparisons).

Hospital and Nursing Home Care

Care Processes

Krein et al assessed the use of central venous catheter
bloodstream infection prevention practices in VA and
non-VA hospitals, using data from survey of a random
sample of infection control coordinators in 516 hospitals.*’
Compared with non-VA hospitals, VA hospitals reported
greater use of maximal sterile barrier precautions, chlorhexi-
dine gluconate for insertion site antisepsis, and a composite
approach using multiple safety practices.

Outcomes of Care

Three similar studies compared hospital mortality rates in a
single VA medical center with mortality rates in different samples
of private sector hospitals. 32.3435 Bach found no significant differ-
ence in adjusted mortality rates for the VA medical center compared
with mortality rates in the non-VA hospital samples.

86 | www.lww-medicalcare.com

Weeks et al compared readmission rates and indicators of
patient safety for hospitalized VA enrollees who received care in
a VA hospital compared with rates for VA enrollees who were
hospitalized in non-VA hospitals.?**%3! Among persons less
than age 65, there were no significant differences in 30 day
readmission rates.>' However, for veterans 65 and older, enroll-
ees initially admitted to a VA hospital had significantly higher
0dds of readmission within 30 days compared with VA enrollees
initially admitted to private-sector hospitals (OR, 2.79 [95% CI,
1.4-5.6]). For 9 of the 15 patient safety indicators, there were no
significant differences in rates between VA and non-VA hospi-
tals. The study found lower risk-adjusted rates of decubitus

" ulcer, postoperative sepsis, nosocomial infection, postoperative

respiratory failure, and postoperative metabolic derangement in
VA hospitals. The VA performed worse on 1 (Patient safety
indicator: mortality rates for low-risk diagnoses.?

Polsky et al examined racial differences in 30-day mor-
tality for patients in VA and non-VA hospitals who were
hospitalized for 1 of 6 conditions (pneumonia, congestive heart
failure, gastrointestinal bleeding, hip fracture, stroke, or AMI).*®
The study found that racial mortality differences for these
conditions were similar in VA and non-VA settings.

In a national study of nursing home outcomes, veterans in
VA nursing homes were less likely to develop a pressure ulcer
(OR, 0.62 [95% CI, 0.47—0.83]) but more likely to experience
functional decline (OR, 1.6 [95% CI, 1.2-2.1]) compared with
veterans in community nursing homes.** Risk-adjusted mortal-
ity and rates of behavioral decline were not different for veterans
in VA and community nursing homes.

Mental Health

Four studies of mental health care focused on comparing
processes of care in VA and non-VA samples. A study by Busch
et al demonstrated that the quality of antidepressant prescribing
was slightly better in VA compared with private sector set-
tings.>® One study of national data found VA patients with
schizophrenia were more likely to receive an antipsychotic
medication in the outpatient setting, but a study of data from 2
states found VA outpatients were less likely to receive an
antipsychotic medication and psychosocial services.*’ Among
patients discharged after a hospitalization for schizophrenia,
readmission, and outpatient visit follow-up rates were worse in
the VA, but continuity of care was better compared with the
private sector.*®

Other Studies

Three additional studies were grouped into an “other”
category.*0~*? Elderly VA patients were less likely to be
prescrlbed potentially inappropriate medlcatlons than elderly
patients in Medicare managed care plans A study of sur-
vival following a diagnosis of lung carcinoma in Pennsylva-
nia found worse survival for VA patlents in that state.*
Stroke patients receiving rehabilitation in VA settings were
discharged with better functional outcomes.*>

Study Characteristics

Of the 14 studies that assessed processes of care for
medical conditions, 13 studies demonstrated a performance
advantage on more measures for the VA compared with the

© 2010 Lippincott Williams & Wilkins
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non-VA sample. Four studies of the process of care for mental
health conditions found mixed results. Only 2 studies assessed
intermediate outcomes, making it difficult to draw broad con-
clusions about performance in this domain of quality. Of the 12
studies that assessed risk-adjusted mortality, 3 demonstrated
beiter outcomes for VA patients, 2 demonstrated better out-
comes for the non-VA sample, and 7 reported no statistically
significant differences between the VA and non-VA groups.

Twelve of the 36 studies analyzed data after 2000,
Aside from 1 survey of infection control practices, no study
included data from after 2004.

DISCUSSION

In this systematic review, we identified 36 studies that
compared the quality of medical and nonsurgical care in the VA
with care quality in a diverse set of non-VA comparison groups,
including persons in non-Federal acute care hospitals, commer-
cial health plans, the Medicare fee-for-service program, and in
community-based samples. These studies assessed different do-
mains of quality, including evidence-based processes of care,
intermediate outcomes (such as control of blood pressure and
cholesterol), and mortality. Despite this heterogeneity of de-
signs, outcomes, and sample populations, 2 dominant findings
emerged from our evidence synthesis. First, studies that assessed
accepted processes of care for medical conditions almost always
demonstrated that the VA performed better than non-VA com-
parison groups. Second, studies that assessed risk-adjusted mor-
tality generally found statistically similar rates for patients in VA
and non-V A settings,

The potential disconnect between the VA’s better adher-
ence to process measures and equivalent mortality rates may
have several explanations. First, as compared with mortality,
care processes may be more proximally related to specific
quality improvement initiatives and directly controllable by
health care providers and systems.®** In contrast, mortality is
influenced by many factors outside the realm of medical care. As
compared with processes of care, mortality rates may be an
insensitive tool to detect provider differences in the quality of
care.** Therefore, outcomes other than mortality are particularly
relevant in comparing the quality of care in VA and non-VA
settings, but such nonmmortality outcomes were not cominonly
assessed in the studies we reviewed,

We noted several recurring limitations among the in-
cluded articles. Studies assessed either a small number of quality
measures in a national sample, or a large number of indicators in
a sample restricted to a few VA medical centers or non-V A sites.
The former may lack comprehensiveness in assessing quality
{particularly unreported measures of quality), and the latter may
lack external validity. The VA operates in all fifty states, but no
study evaluated geographic and interfacility variations in quality.
Conclusions about the VA’s performance relative to non-VA
settings may differ according to the region of the country
assessed. Many studies used self reports, rather than clinical and
administrative records, to determine exclusive use of the VA and
use of recommended preventive services. Self-reports may yield
inaccurate assessments of performance as compared with mea-
surements obtained directly from clinical records.*>* Most
studies of mortality did not use detailed clinical or physiologic

© 2010 Lippincott Williams & Wilkins

data to adjust for differences in health status between VA and
non-VA patients. A robust body of literature has established that
VA patients have worse health status than the general popula-
tions.*” ! Risk-adjustment methods using administrative
records alone may be insufficient to account for greater severity
of illness among VA enrollees. Finally, we found relatively few
studies using recent data. Because many private-sector organi-
zations have engaged in efforts to improve the quality of care,
more recent comparisons of VA and non-VA care are needed.

Our search strategy may have failed to identify impor-
tant studies that compared VA and non-VA care. Most
studies were funded by the VA raising the possibility of
publication bias favoring the VA. However, we cannot ex-
plain why such a bias would exist for studies of processes and
intermediate outcomes but not for analyses of mortality.

Although the totality of evidence suggests that the VA
had superior performance on process measures compared
with performance in broad non-VA samples, future studies
should benchmark the VA to specific high-performing private
managed care settings or integrated delivery systems. Future
studies should also determine what factors may account for
the VA’s performance advantage on processes of care and
intermediate outcomes measures. Others have suggested that
the VA’s integration of health care settings, use of perfor-
mance measures and accountability framework, disease-man-
agement practices or electronic medical record and health
information technology may explain its performance advan-
tage relative to other settings, but these h;rpoth'esized medi-
ators have not been tested empirically.®*?

We conclude that the VA, a govemment-operated inte-
grated delivery system serving poor and disabled veterans of
military service, outperforms non-VA settings on quality mea-
sures assessing adherence to recommended processes of care.
However, most studies have found nonsignificant differences in
mortality rates between the VA and non-VA care. Given the
urgent need to improve the quality of care in the United States,
these results should prompt future studies to understand why the
VA has been able to produce superior care processes, determine
if this performance gap has increased or attenuated over time,
and compare outcomes of VA and non-VA care using a broader
set of measures, national samples, recent data, and more robust
risk-adjustment methods.
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EDITORIAL

Annals of Internal Medicine

Reconsidering the Veterans Health Administration: A Model and a
Moment for Publicly Funded Health Care Delivery

Since the Veterans Health Administration (VHA) was
systemically (and systematically) “reengineered” to fol-
low a more decentralized, managed care template more
than 15 years ago (1-3), it has demonstrated accumulating
achievements in health and health care delivery, over time
outshining not only its own performance but that of others
(4~6). In chronic disease management and preventive
care, the VHA has surpassed Medicare (7), commercial
managed care (8), and various community health systems
in adherence to broadly accepted process measures (9).

Furthermore, beneficiaries of the VHA seem to have
health outcomes—including mortality—that are the same
as or better than those of Medicare (10—12) and private-
sector patients (13). These findings are noteworthy given
the population served by the VHA, which is recognized to
be highly and relatively burdened by socioeconomic disad-
vantage, comorbid illness, and poor self-reported health
(1). It is remarkable that the VHA has been able to attain
this superior-quality care at a lower cost than that pur-
chased through Medicare, with expenditures that have in-
creased at a much slower rate (adjusted annual per capita
growth rate, 0.3% vs. 4.4%) (14, 15).

In this issue, Keating and colleagues (16) offer the
latest report on VHA performance and extend to cancer
care what has already been shown for care provided for
various other medical conditions. By using process mea-
sures that reflect receipt of high-quality care based on na-
tional guidelines, this study compares treatment of older
male veterans in the VHA system with that of fee-for-
service Medicare patients with a diagnosis of colorectal,
lung, prostate, or hematologic cancer. Keating and col-
leagues found that patients treated in the VHA system
received care that was equal to or better than that among
patients with Medicare coverage treated in the community.
Patients in the VHA system had higher rates of curative
resection for colon cancer, recommended chemotherapeu-
tic regimens for hematologic neoplasms, and bisphospho-
nate use for multiple myeloma.

When comparing care delivered in different settings, a
major concern is that observed differences may actually
reflect differences in patient populations. The authors use
state-of-the-art statistical methods to address this issue. By
using an analysis weighted by the propensity for each pa-
tient to be treated in the VHA, they adjusted for charac-
teristics, such as age, race, and region, that could have a
confounding effect if, in addition to being associated
with the likelihood of being treated in one setting or the
other, they also influence the appropriareness of treat-
ment or whether patients follow through on treatment
recommendations.

772{© 2011 American College of Physicians

The propensity score method deals with the selection
bias introduced by significant group differences by giving
additional weight to Medicare patients who most closely
match VHA patients in these characteristics. This weight-
ing balances the distribution of such characteristics and
levels the ground for comparisons and estimates on quality
of care between the 2 groups. The propensity score ap-
proach cannot address bias introduced by variables that are
not included in the analysis and may actually increase the
confounding effect associated with these factors.

Because the data that the authors examined is admin-
istrative in nature, such unmeasured factors are a key lim-
itation. However, the authors attempted to account for this
unobserved variable bias by using sensitivity analyses to
estimate the potential effect on their results of differences
in the prevalence of poor performance status or severe co-
morbid illness. On the basis of these analyses, the authors
conclude that their study may have actually underesti-
mated the quality of care provided in VHA settings com-
pared with non-VHA settngs.

The only process measure for which VHA patients had
lower scores than Medicare patients was the use of
3-dimensional conformal radiation therapy (3DCRT) ver-
sus intensity-modulated external-beam radiation therapy
for prostate cancer (61.6% vs. 86.0%; P < 0.001). This
substantial divergence may reflect varying adoption rates of
new technology by 2 distinct health care financing
schemes, highlighting the difference between the market-
driven practices of the fee-for-service sector and the careful
consideration to large capital investments required of sys-
tems that must adhere to an annual budget.

The evidence on the benefit of 3DCRT versus con-
ventional radiation therapy before 2001 was limited to data
suggesting that it was associated with lower rates of acute
toxicity (17, 18). The pivotal study demonstrating im-
proved progression-free survival with higher doses of radi-
ation, which is only feasible with 3DCRT, was published
in 2005 and thus was not available when the patients in
Keating and colleagues’ study were undergoing treatment
(19). As such, the observed rates of 3DCRT use in the
VHA and Medicare cohorts may reveal overzealous appli-
cation of new treatment modalities before clear value was
proved. If we ever hope to control health care costs as
providers and as a nation, policies to encourage high-
quality evidence of benefit before rapid dissemination of
novel technologies, especially expensive ones, are needed
both in the VHA and Medicare settings.

In the wake of legislation to comprehensively reform
health care in the United States while preserving its under-
lying multiple-payer structure, one might be tempted to
wistfulness when considering the quality of care in the



VHA. Despite the clamor of special interests, corporate
lobbying, and the particular American distaste for
government-run institutions, the public option may yet
find its voice in the latest round of accomplishments dem-
onstrated by the VHA. “Thanks” to proposals to repeal of
the historic Patient Protection and Affordable Care Act,
it is ironic that the moment for reconsideration has
returned—and with it, the opportunity to celebrate more
vociferously the triumphs of the country’s largest inte-
grated and publicly funded health care network.

Of course, given the pressing and very real need of
uninsured and underinsured persons, the obvious hope is
that the proposed repeal remains a symbolic gesture, and a
symbolic gesture only. Still, the results of Keating and col-
leagues’ analysis provide a poignant reminder that a vision
for a national, integrated, government-run health care sys-
tem not only exists but is, in fact, successful.

Joan J. Ryoo, MD, MSHS
UCLA Jonsson Comprehensive Cancer Center
Los Angeles, CA 90095-6900

Jennifer L. Malin, MD, PhD
Veterans Affairs Greater Los Angeles Healthcare System
Los Angeles, CA 90073

Potential Conflicts of interest: Disclosures can be viewed ar www.acponline
.org/authors/icmje/ ConflicOfl nrerestForms.do?msNum =M11-0383,

Requests for Single Reprints: Jennifer L. Malin, MD, PhD, Division of
Hematology Oncology, Department of Internal Medicine, Vererans Af-
fairs Greater Los Angeles Healthcare System, West Los Angeles Medical
Center, 11301 Wilshire Boulevard, Fourth Floor, Los Angeles, CA
90073; e-mail, jennifer.malin@va.gov.

Current author addresses are available ar www.annals.org.

Ann Intern Med. 2011;154:772-773.

References

1. Kizer KW, Demakis JG, Feussner JR. Reinventng VA health care: system-
atizing quality improvement and quality innovarion. Med Care. 2000;38:17-16.
[PMID: 10843266]

2. Greenfield S, Kaplan SH. Creating a culture of quality: the remarkable trans-
formation of the department of Veterans Affairs Health Care System [Editorial].
Ann Intem Med. 2004;141:316-8. [PMID: 15313749]

3. Oliver A. The Veterans Health Administration: an American success story?
Milbank Q. 2007;85:5-35. [PMID: 17319805]

www.annals.org

Reconsidering the Veterans Health Administration EpiToriaL

4. Ashton CM, Souchek J, Petersen NJ, Menke TJ, Collins TC, Kizer KW,
et al. Hospital use and survival among Veterans Affairs beneficiaries. N Engl J
Med. 2003;349:1637-46. [PMID: 14573736)

5. Neugaard B, Priest JL, Burch SP, Cantrell CR, Foulis PR. Quality of care
for veterans with chronic diseases: performance on quality indicators, medication
use and adherence, and health care utilization. Popul Health Manag. 2011;14:
99-106. {PMID: 21091367]

6. Evans DC, Nichol WP, Petlin JB. Effect of the implcrhentation of an
enterprise-wide Electronic Health Record on productivity in the Veterans Health
Administration. Health Econ Policy Law. 2006;1:163-9. [PMID: 18634688]

7. Jha AK, Pedin JB, Kizer KW, Dudley RA. Effect of the transformaton of the
Veterans Affairs Health Care System on the quality of care. N Engl J Med.
2003;348:2218-27. [PMID: 12773650]

8. Kerr EA, Gerzoff RB, Krein SL, Selby JV, Piette JD, Curb JD, et al. Diabetes
care quality in the Veterans Affairs Health Care System and commercial managed
care: the TRIAD study. Ann Intern Med. 2004;141:272-81. {PMID: 15313743]
9. Asch SM, McGlynn EA, Hogan MM, Hayward RA, Shekelle P, Rubenstein
L, et al. Comparison of quality of care for padents in the Veterans Health Ad-
ministradon and patients in a national sample. Ann Intern Med. 2004;141:938-
45, [PMID: 15611491]

10. Selim AJ, Berlowitz D, Kazis LE, Rogers W, Wright SM, Qian SX, et al.
Comparison of health outcomes for male seniors in the Veterans Health Admin-
istraton and Medicare Advantage plans. Health Serv Res. 2010;45:376-96.
[PMID: 20050934]

11. Petersen LA, Normand SL, Daley J, McNeil BJ. Outcome of myocardial
infarction in Veterans Health Administration patients as compared with medicare
patients. N Engl J Med. 2000;343:193441. [PMID: 11136265]

12. Fibn SD, Vaughan-Sarrazin M, Lowy E, Popescu I, Maynard C, Rosenthal
GE, et al. Dedlining morlity following acure myocardial infarction in the De-
partment of Veterans Affairs Health Care System. BMC Cardiovasc Disord.
2009;9:44. [PMID: 19719849]

13. Rosenthal GE, Sarrazin MV, Harper DL, Fuehrer SM. Mortzlity and length
of stay in a veterans affairs hospitzl and private sector hospitals serving a common
market. J Gen Intern Med. 2003;18:601-8. [PMID: 12911641]

14, Nugent GN, Hendricks A, Nugent L, Render ML. Value for taxpayers’
dollars: what VA care would cost at medicare prices. Med Care Res Rev. 2004;
61:495-508. [PMID: 15536211]

15. Congressional Budget Office. The Health Care System for Veterans: An
Interim Report. December 2007. Washington, DC: Congressional Budget Of-
fice; 2007. Accessed at www.cbo.gov/doc.cfm?index=88928zzz=36275 on 11
February 2011.

16. Keating NL, Landrum MB, Lamont EB, Bozeman SR, Krasnow SH, Shul-
man IN, et al. Quality of care for older patdents with cancer in the Veterans
Health Administration versus the private sector. A cohort study. Ann Intern Med.
2011;154:727-36.

17. Koper PC, Stroom JC, van Putten WL, Korevaar GA, Heijmen BJ, Wijn-
maalen A, et al. Acute morbidity reduction using 3DCRT for prostate carci-
noma: a randomized study. Int J Radiat Oncol Biol Phys. 1999;43:727-34.
[PMID: 10098427]

18. Dearnaley DP, Khoo VS, Norman AR, Meyer L, Nahum A, Tait D, et al.
Comparison of radiation side-effects of conformal and conventional radiotherapy
in prostate cancer: a randomised tial. Lancet. 1999;353:267-72. [PMID:
9929018]

19. Zietman AL, DeSilvioc ML, Slater JD, Rossi CJ Jr, Miller DW, Adams JA,
et al. Comparison of conventional-dose vs high-dose conformal radiation therapy
in clinically localized adenocarcinoma of the prostate: a randomized controlled
trial. JAMA. 2005;294:1233-9. [PMID: 16160131]

7 June 2011 | Annals of Internal Medicine | Volume 154 « Number 11|773



Annals of Internal Medicine

Current Author Addresses: Dr. Ryco: UCLA Jonsson Comprehensive
Cancer Center, 650 Charles E. Young Drive South, Room A2-125 CHS,
Box 956900, Los Angeles, CA 90095-6900.

Dr. Malin: Division of Hematology Oncelogy, Department of Internal
Medicine, Vererans Affairs Greater Los Angeles Healthcare System, West
Los Angeles Medical Center, 11301 Wilshire Boulevard, Fourth Floor,
Los Angeles, CA 90073.

W-28817 June 2011 ]Annals of Internal Medicine| Volume 154 » Number 11 www.annals.org
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Tahle 1. Patient Demographics and Clinical Characteristics by Cohort

Non-Hodgkin’s

Colon Cancer Rectal Cancer NSCLC Small-Celi Lung Cancer Lymphoma Muitiple Myeloma
Demographic or Clinical SEER- SEER- SEER- SEER- SEER- SEER-
Characteristic VHA Medicare VHA Medicare VHA Medicare VHA Medicare VHA Medicare VHA Medicare
N 7.003 20,734 1,757 4,562 13,434 31,868 FARR 4,669 613 3,192 900 3,170
Age, %
66-69 years 17.8 15.0 18.1 17.8 219 183 244 21.2 16.0 14.4 186 16.9
70-74 years 28.0 233 30.4 256 305 273 32.6 28.7 246 226 . 250 248
7579 years 285 252 281 253 29.2 26.9 27.6 28.0 292 259 284 255
80-84 years 19.2 209 18.5 185 15.0 18.0 124 16.1 23.0 227 23.1 19.6
= B5 years 6.5 18.7 5.0 12.8 3.4 9.6 3.0 7.1 7.2 14.4 4.9 13.2
Race, % .
White 783 90.3 80.8 92.0 80.7 B9.4 B5.1 91.7 BB.8 94.4 64.7 82.9
African American 16.3 B 13.7 6.0 17.2 9.1 12.6 6.9 6.2 33 27.8 14.6
Hispanic 54 15 5.5 2.0 22 1.5 23 1.4 5.0 23 6.5 24
Missing 2.1 49 23 5.6 1.5 4.7 1.5 4.0 2.4 5.0 2.1 32
Marital status, %
Single 44.0 294 448 29.4 47.7 31.9 46.9 30.8 43.4 249 39.0 26.5
Married 56.0 706 55.2 70.6 52.3 68.1 53.1 69.3 56.6 75.2 61.0 735
Missing 26 3.1 25 3.4 23 26 1.8 23 1.1 3.1 1.9 49
Census region, %
Northeast 17.1 251 15.9 246 146 221 13.8 205 135 235 14.6 226
Midwest 20.0 15.8 211 15.4 213 15.8 248 17.3 21.5 15.7 218 176
South 46.2 19.2 45.7 18.8 46.9 235 439 25.7 426 16.5 437 19.2
West 16.7 399 17.3 41.3 17.2 38.6 175 36.5 224 44.2 20.0 40.7
Socioeconomic variables®
With college degree in zip code of ,
residence, % 256 31.7 24.6 308 246 297 246 288 276 34.2 26.8 324
Professionals in zip code of
residence, % 295 343 28.8 336 28.9 32.9 28.8 321 31.0 36.1 304 349
Median househoid income in zip
code of residence, $ 44,800 56,500 44,400 55,500 44,500 54,000 45,200 63,000 47,300 59,600 45,300 57,300
Age = 65 years with income <
poverty level in 2ip code of
residence, % 125 9.2 123 9.2 12.2 9.7 11.5 9.8 11.2 B.4 13.0 9.4
Hispanic in zip code of residence, % 12.2 1.7 129 125 103 11.6 10.0 11.5 1.7 11.5 13.0 1.7
African American in zip code of
residence, % 16.1 10.1 14.0 8.1 16.8 10.7 14.0 9.8 10.6 7.3 20.2 123
Missing census data, % 5.7 29 47 29 46 29 47 26 46 27 67 28
Charlson comorbidity score, % .
0 444 43.0 51.0 57.1 54.1 56.8 53.0 55.2 413 50.0 40.1 475
1 308 26.6 29.7 250 258 244 253 249 315 258 254 232
2 14.1 13.4 11.0 10.0 12.2 10.8 12.4 108 14.7 13.0 17.2 14.2
=3 107 11.0 B3 8.0 79 B.O 9.3 9.1 126 1.2 17.2 16.1
COPD, % 45.0 1.8 445 42.9
Prior cancer, % 16.7 235 16.1 233 213 259 19.2 21.7 19.3 2589 200 243
Tumor grade, %
Well differentiated 1.9 10.4 10.4 93 6.6 6.7
Moderately differentiated 72.9 70.5 75.5 737 334 30.4
Undifferentiated 163 19.2 141 171 60.1 63.0
Tumor grade missing, % 139 10.1 18.2 133 50.8 48.7
Stage at diagnosis, %
| 31.7 264 38.3 39.7 28.0 234 23.88 33.1§
I 28.1 31.2 26.9 233 71 5.6 39.71 37.71 12.28 17.7%
1] 227 247 19.9 22.1 26.5 295 2328 15.98
\% 17.5 17.6 14.9 14.9 384 1.6 60.3% 62.3¢ 40.9% 33.38
Stage missing, % 7.7 5.0 11.6 9.4 5.2 9:0 46 6.8 9.95% B.5S8
Tumor size, %9
T 223 17.6 248 238 25.1 218
T2 20 17.2 23.7 253 38.4 35.4
T3 51.2 54.7 45.7 455 121 92
T4 6.5 10.5 5.8 53 245 337
Tumor size missing, %9 1.2 1.9 24 55 123 10.1

Abbreviations: COPD, chronic obstructive pulmonary disease; NSCLC, non-small-cell lung cancer; SEER, Surveillance, Epidemiology, and End Results; VHA,
Veterans Health Administration.

*Obtained from 2000 Census by linking to the zip code of the residence of the patient.

tLimited stage.

1Extensive stage.

§Stage collected in 2004 only.

flAamong stage I/li/ill cancers.
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Fig 2 Adjusted hazard ratios {95% Cis) of death in Veterans Health Adminis-
tration {VHA} versus fee-for-service {FFS)-Medicare patients with cancer with
and without adjustrnent for the stage at diagnosis. Values were adjusted by using
a Cox proportionat hazard model with standardized martality ratio {SMR) propen-
sity weights. SMR-weighted effects estimated the survival rate that a typical VHA
patient would have experienced in FFS Medicare. Blue diamonds depict hazard
ratias that were adjusted only for sociodemographic characteristics and comor-
bidity. Gold squares depict hazard ratios when the stage and turnor size were also
included in the propensity score model. NSCLC, non-small-cell lung cancer.

(HR, 0.99; 95% CI, 0.93 to 1.05), diffuse Jarge B-cell lymphoma (HR,
1.02; 95% CI, 0.89 to 1.18), and multiple myeloma (HR, 0.92;95% CI,
0.83 to 1.03).

VHA patients with colon and NSCLC were diagnosed at earlier
stages and with smaller tumors than FFS-Medicare patients (Table 1).
An earlier stage at diagnosis explained almost all of the survival advan-
tage in NSCLC patients (Fig 2). Among patients diagnosed at equiva-
lent stages and with similar tumor sizes, the hazard of death was 2%
lower (adjusted HR, 0.98; 95% CI, 0.94 to 1.01) in VHA versus FFS-
Medicare patients versus 9% lower (adjusted HR, 0.91; 95% CI, 0.88 to
0.94) in cohorts with similar sociodemographic characteristics but
without adjustment for stage and tumor size. Accounting for an
earlier stage of diagnosis also decreased the survival differences
among patients with colon cancer, but even among patients with a
similar stage and tumor size, VHA patients had significantly better
all-cause (adjusted HR, 0.90; 55% CI, 0.85 to 0.97) and cancer-
specific survival rates. Differences in the stage at diagnosis and
tumor size shifted the estimated HR among patients with rectal
cancer, but larger Cls associated with the smaller number of pa-
tients with rectal cancer resulted in a substantial overlap in esti-
mates with and without adjustment for stage. In addition, although
in 2004 (the only year in which stage data were available), patients
with diffuse large B-cell lymphoma in the VHA were diagnosed at

www.jeo.org
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Fig 3. Adjusted hazard ratios (35% Cis} of death in Veterans Health Adminis-
tration {YHA) versus fee-for-service {FFSH-Medicare patients with cancer with
and without adjustrment for receipt of guideline-recommended therapy. Valugs
were adjusted by using a Cox proportional hazard model with standardized
maortafity ratio {SMR) propensity weights. SMR-weighted effects estimated the
survival rate that a typical VHA patient would have experienced in FFS Medicare.
Blue diamonds depict hazard ratios that were adjusted for sociodemographic
characteristics, comorbidity, tumaor size, and stage at diagnosis. Goid squares
depict hazard ratios when receipt of therapy was aisa included in the propensity
score madel. CHOP, cyclophosphemide, doxorubicin, vincristing, and predni
sone; NSCLC, non-smali-cell lung cancer.

later stages than Medicare FFS, small sample sizes precluded our
ability to understand whether such differences affected survival
rates in the two settings.

We observed few differences in survival rates between VHA and
FFS-Medicare patients among stage-specific cohorts eligible for re-
ceipt of specific therapies, with the exception of stages I to III rectal
cancer, in which we observed worse survival rates in VHA relative to
FFS-Medicare patients (Fig 3). We previously observed similar rates of
guideline-recommended therapies in VHA patients compared with
sirnilar FFS-Medicare patients for most treatments and higher rates
for some treatments.* When differences in the use of effective thera-
pies between VHA and FFS-Medicare patients were controlled for,
there were small impacts on survival differences (Fig 3).

In sensitivity analyses to evaluate whether unmeasured variables
might confound survival differences between VHA and FFS-Medicare
patients, we found that adjustment for performance status and severe
camorbidity could alter conclusions about survival differences in the
two systems (Table 2). For example, when observed characteristics
were controlled for, we estimated that patients with small-cell lung
cancer in the VHA had similar survival rates compared with FFS-
Medicare patients. If we could have also controlled for the severity of
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Table 2. Hazard Ratios After Propensity Score Adjustment and Additionat Adjustment for Potential Unobserved Variables
ECOG Performance
Status = 2 Severe Comorbidity” College Education Current Smoker
Prevalence of unobserved 1732 45 for lung and 30 for 1738 1998
confounder in VHA, % hematology and
colorectalt
Prevalence of unobserved g32 28 for lung and 18 for 23°%5 163%
confounder in FFS hematology and
Medicare, % colorectal®334
Effect on survival, hazard
ratio 2.0%8.32 2.5%° 0.75%° 1.25%1
Death in FFS Medicare
Relative to VHA With Accounting for Accounting for Accounting for
Adjustment for Observed Differences in Differences in Severe Accounting for Differences in Smoking
Covariates Performance Status Comorbidity Differences in Education Status
Adjusted Adjusted Adjusted Adjusted Adjusted
Hazard Ratio 95% C! Hazard Ratio 95% Cl Hazard Ratio 95% Cl Hazard Ratio 95% Cl Hazard Ratio 95% CI
Colon cancer 0.87 0.82 to 0.93 0.82 0.77 t0 0.88 0.77 0.72 to 0.82 0.86 0.81 to 0.92 0.87 0.81to 0.93
Rectal cancer 1.05 0.951t0 1.16 0.98 0.89101.08 0.92 0.83 10 1.01 1.03 0941t01.14 1.04 0.94101.15
NSCLC 0.91 0.88 to 0.95 0.86 0.83 to 0.89 0.77 0.75 to 0.80 0.90 0.87 to 0.93 0.91 0.87 to 0.94
Smali-cell lung cancer 0.99 0.93t0 1.05 0.92 0.87 to 0.98 0.84 0.79 to 0.89 0.97 0.91101.03 0.98 0.92101.04
Diffuse large B-cell
lymphoma 1.02 0.891t01.18 0.96 0.84101.10 0.90 0.7810 1.03 1.01 0.88101.16 1.02 0.88101.17
Multiple myeloma 0.92 0.83101.03 0.87 0.78 to 0.97 0.81 0.73 t0 0.90 0.91 0.82101.02 0.92 0.82101.02
NOTE. Values < 1 reflect better survival in VHA. Values > 1 reflect better survival in FFS Medicare. Bold values were statistically significant at P < .05.
Abbreviations: ECOG, Eastern Cooperative Oncology Group; FFS, fee-for-service; NSCLC, non-smat-cell lung cancer; VHA, Veterans Health Administration.
*Measured on the basis of the Adult Comorbidity Evaluation-27 from medical record abstraction or presence of severe chronic obstructive pulmonary
disease {forced expiratory volume < 0.75} for patients with lung cancer.
1+0On the basis of medical record abstraction for a subset of VHA patients with colorectal cancer or NSCLC.

comorbidity, we estimated that we would have observed a 16% lower
hazard of death among VHA patients. Adjustment for differences in
college education and smoking status had smaller effects.

In this large study of survival rates in veterans diagnosed with or
treated for cancer in the VHA versus FFS-Medicare patients, we found
similar or better survival rates in all six cohorts studied. Diagnosis at
earlier stages explained much of the survival advantage in patients with
colon cancer and NSCLC.

Although there is growing evidence that the VHA provides excel-
lent preventive and chronic care, few studies have demonstrated im-
proved patient outcomes associated with such care. Our finding of
improved colon cancer outcomes in the VHA suggest that the success
of the VHA with cancer screening” and an earlier stage at diagnosis* is
associated with improved colon cancer outcomes. Although we ex-
pected similar benefits from cancer screening in rectal cancer, we did
not observe improved cancer outcomes in patients with rectal cancer.
With smaller cohorts and lower survival rates for rectal versus colon
cancer, we may have had a low statistical power to detect benefits
associated with earlier detection. However, we also observed worse
survival rates in patients with early-stage rectal cancer in the VHA
versus FFS Medicare. Treatment for rectal cancer is more complex
than for colon cancer and requires more careful integration of radia-
tion, surgery, and chemotherapy, and the volume-outcome relation- -
ship is stronger for the more technically demanding rectal versus colon
surgery.> With the more complex treatment, there may be more

6 © 2012 by American Society of Clinical Oncology

opportunity for a delay and interruption of treatment in VHA patients
with other comorbidity than there is in colon cancer.

We also observed better survival rates after diagnosis with
NSCLC in VHA compared with FFS-Medicare patients that was
largely explained by the earlier stage at diagnosis. Better follow-up and
coordination of care for patients with lung disease in the VHA may
have led to an increased detection of early-stage lung cancer. However,
although recent evidence on screening with computed tomography is
promising,”” no screening modality has previously been shown to
reduce lung cancer mortality. The survival advantage we observed
among patients diagnosed with lung cancer in our study may have
resulted from an overdiagnosis bias associated with an incidental
detection of indolent disease or a lead time bias from an earlier detec-
tion of cancers that would have eventually been diagnosed clinically.
Our sensitivity analyses shed light on why previous work has not
consistently demonstrated a link between an improved quality of care
and better patient outcomes in the VHA. VHA patients are econom-
ically disadvantaged and have high levels of comorbidity.***® Differ-
ences between VHA and non-VHA patients are difficult to adjust for
in observational studies because information is typically lacking in
available databases. Our sensitivity analyses suggested that these fac-
tors can have substantial effects on outcome differences.

We found that differential rates of guideline-recommended ther-
apies had little impact on survival differences. We previously observed
higher rates of cyclophosphamide, doxorubicin, vincristine, and pred-
nisone chemotherapy in patients with diffuse large-B-cell lymphoma*
that would be expected to led to improved survival rates.”® However,
patients with diffuse large-B-cell lymphoma were diagnosed at later
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stages in the VHA. We were not able to adjust for these differences
because stage data were only collected in the final year of our study.

The strengths of our study includedlarge samples of patients with
six cancers and the use of statistical analyses to identify FFS-Medicare
patients most similar to VHA patients. However, our study had some
limitations. First, FFS-Medicare patients are typically cared for in
heterogeneous settings rather than in an integrated delivery system
like the VHA. Quality and outcomes may be better in Medicare Ad-
vantage patients or in other more integrated systems with quality
monitoring. Second, we could not control for many potential con-
founders, although we performed extensive sensitivity analyses to
address this limitation. Third, we matched patients on the basis of
characteristics observed at the time of diagnosis, including comorbid-
ity. If care before cancer diagnosis in the VHA system led to better (or
worse) noncancer health, this analysis may have understated (or over-
stated) the impact of VHA care on survival rates after a cancer diag-
nosis. Fourth, our analyses that tested the sensitivity of our findings to
unobserved confounders were based on data from other populations
and should be considered exploratory. Fifth, we estimated the impact
of the receipt VHA care in a population of typical VHA patients. Other
weighting schemes that estimate the impact of VHA treatment on the
general population could lead to other condclusions, particularly if
VHA treatment is tailored to the VHA population. However, the
ability of the VHA to tailor to this unique population has important
policy relevance. Finally, with 1 to 5 years of follow-up, we were
Hmited in our ability to assess long-term outcomes. Nevertheless,
mortality rates were high for most of the diseases studied.

In conclusion, we found that survival rates for VHA patients with
cancer are equivalent to or better than the survival rates of similar
patients treated under FFS Medicare. Importantly, improved survival
rates in colon cancer appeared to be mediated by earlier stages at
cancer diagnosis, which is a finding that was likely related to improved
preventive care in the VHA compared with FES Medicare. Because
these findings may reflect the positive effects of an integrated, coordi-

nated system of care on outcomes for a complex patient population,
the VHA systemn might serve as a model for care delivery as health care
reform is implemented.*' OQur sensitivity analyses highlight the im-
portance of factors that are not typically available in administrative
data. Future studies that compared outcomes between VHA and non-
VHA patients should collect data on disease severity, performance
status, health behaviors, and socioeconomic status.
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Americans owe their freedom and prosperity to the millions of
men and women who have served in our armed forces. We show our
commitment and support for veterans in part by providing lifetime
medical care. The system to provide this care, the Veterans Health
Administration (VHA), is the largest integrated care delivery system
in the United States. However, there has historically been concern that
the system did not adequately address the needs of veterans and that
the quality of care provided was compromised, leaving those who
deserve the best with lower quality care than those they served.

Recognizing this concern, the VHA embarked on a transforma-
tion during the last 25 years from a hospital-based care system to a
comprehensive integrated care delivery system committed to qual-
ity."? As early as the 1980s, the VHA developed a program to reduce
surgical complications—the National Surgical Quality Improvement
Program—that has now been adopted in the private sector with the
potential for saving tens of thousands of lives each year.? These efforts
evolved in 1998 into an ambitious program termed the Quality En-
hancement Research Initiative (QUERI). QUERI combines quality
research and active quality improvement with the aim to build con-
tinuous performance measurement and quality improvement into the
VHA’s management and care systems.* An increasing body of litera-
ture demonstrates improvement in care in the VHA.? Indeed, the
VHA may now be ahead of the private sector in quality improvement.°

Although colorectal cancer has been one of the target conditions
in QUER], the program’s primary focus has been on chronic condi-
tions. Specifically, system improvements have led to higher rates of use
of preventive and screening services that may be expected to impact
downstream outcome. Identifying appropriate outcome measures is
difficult and quality measurement in the VA and other systems has
largely focused on concordance of care with key process measures.® In
general, and specifically in cancer care, demonstration that quality
leads to improvement in the primary outcome of survival has been an
elusive target.

In the article that accompanies this editorial, Landrum et al’
present an elegant study that demonstrates that survival from cancer
for those treated in the VHA is the same or better than that for persons
treated in the private sector. They conclude that this may be a conse-
quence of quality improvement in the VHA. Landrum et al evaluated
the survival of older patients with cancer treated in the VHA systern.
The study examined all-cause and cancer-specific survival for colorec-
tal and lung cancer, lymphoma, and myeloma in men older than age
65 years treated in VHA hospitals from 2001 to 2004. This was com-

Journal of Clinical Oncology, Vol 30, 2012

pared with older men treated in fee-for-service Medicare by using the
linked SEER-Medicare claims file. Overall, at a median follow-up of 3
years, the observed all-cause survival and cancer-specific survival for
VHA patients was better for colon cancer and non—small-cell cancer
(NSCLC), although not for rectal cancer, small-cell lung cancer, B-cell
lymphoma, or myeloma. Those treated in the VHA presented with
cancer at what was an earlier stage on average than those in the
fee-for-service Medicare system. Adjustment for stage accounted for
the survival advantage for NSCLC but not fully for colon cancer. A
more significant effect on survival was seen when rates of survival were
adjusted for estimated rates of unobserved variables. Most notable
were projected higher rates of poor performance status and severe
comorbidity in the VHA patients. With these adjustments, the results
predict that survival would be better with odds ratios ranging as low as
0.76 for colon cancer with significant improvements with adjustment
for at least one factor in colon cancer, rectal cancer, NSCLC, small-cell
cancer, and myeloma.

The authors” conclude that the observed survivals may result
from attention to the processes of care in the VHA related to cancer
screening and prevention. They cite data that these efforts have led to
higher screening rates than observed in many parts of the private
sector. Unfortunately, despite the importance of their findings, the
cause and effect they seek cannot be defined by these data. In addition,
they examined the concordance of care with standard guidelines as
defined by receipt of stage-appropriate treatment. Such assessment is
currently the focus of process measures used for quality evaluation by
using measures approved by the National Quality Forum.® Interest-
ingly, there was essentially no relationship between survival and re-
ceipt of stage-appropriate therapy, further calling into question the use
of these data in identifying the causal relationship between concor-
dance with accepted processes of care and outcome.

Beyond the findings related to the high-quality outcomes for
men treated in the VHA, this study highlights the difficulty and com-
plexity of such comparative outcomes evaluation and provides key
lessons to those of us looking to understand causal effects of cancer
treatment in the field of outcomes and comparative effectiveness re-
search. In this example, simply reporting raw survival data or stage-
specific survival data, although attractive and potentially intuitive to
the public, would have led to erroneous conclusions.® Other factors,
most notably differences in the general health of the cohorts, may have
profound effects on survival. In this case, the investigators faced the
specific challenge of accounting for differences in the study
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population—those who receive care at the VHA tend to be socioeco-
nomically disadvantaged and in worse general health compared with
the general population——in a setting in which they did not have a
standardized data collection system to provide equivalent data on the
VHA and SEER cohorts. Landrum et al” used a rigorous statistical
methodology to adjust for these differences and to account for con-
foundersthat are not available on either cohort. The methodology is of
sufficient complexity that I was convinced upon first reading that this
study was another example of what my father said, “You can prove
anything with statistics.” However, the complexity of the questions
required complex solutions, and on careful review, the methods are
elegant and revealing. Briefly, the frequency and degree of confound-
ers were estimated from unrelated published studies. For example, the
frequency of severe comorbidity was estimated from chart abstraction
for VHA patients and from published data from the Cancer Care
Outcomes Research and Surveillance Consortium (CanCORS) study
for Medicare patients. The reader is urged 1o examine these methods
closely for themselves in assessing the significance of these findings.

The desire to speed advances in cancer and other health care, the
relatively long time to identify and answer questions in clinical trials,
and the concern that persons treated on clinical trials may not be
representative, hasled to a call to use real-world data to evaluate health
care and outcomes. Such studies face many pitfalls in addressing
differences between study populations, or between those who receive
one treatment compared with another. The group led by Landrum’
certainly fully understands these issues. The group is a top-notch
multidisciplinary academic team that stived mightily to overcome
these bartiers. Yet, they still cannot fully answer the deceptively simple
question of whether improved concordance with key processes of care
leads to improved survival for those treated in the VHA compared
with those in private sector Medicare. That such a group, using the
rigorous data sets and methods available, still has such problems
highlights the challenges that face those conducting and interpreting
comparative effectiveness research.

Finally, despite these concerns, this study’ documents the real
progress made by the VHA in improving the care and outcomes for
American veterans. The VHA has exhibited the key commitments
needed to achieve these goals. The transformation has leadership and

vision from the top of the organization. They have instilled this vision
in collaboration with all those who work in the VHA. They have
engaged leading health services, management, and behavioral re-
searchers to identify and act on opportunities for improvernent. They
are in this for the long-term. Indeed, their example of quality improve-
ment has provided key programs that have translated into successful
programs in the private sector. Certainly there have been and, with the
current budgetary situation, will continue to be bumps in the road.
Patriotism is best measured by unbending service to our nation. Given
the noble mission of serving our nation’s finest, my hat is off to those
true patriots throughout the VHA for their dedicated and now docu-
mented successful service to our veterans with cancer.
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Questions for the Record
House Committee on Veterans’ Affairs
Subcommittee on Oversight and Investigations
Oversight Hearing
“VA and Human Tissue: Improvements Needed for Veterans Safety”

April 2, 2014

Questions for the Record from Subcommittee Chairman Mike Coffman

Question 1: According to GAO, VA plans to fund further development of the
Veterans Implant Tracking and Alert System (VITAS) in FY2014. Why then did VA
not specifically ask for funding in its budget for FY 2014, FY 2015, or its advanced
appropriations from FY 20167

VA Response: VA determines which information technology (IT) projects will receive
funding using a process where administrations and staff offices prioritize IT needs.
During this prioritization process for Fiscal Year (FY) 2014 and FY 2015, the Veterans
Implant Tracking and Alert System (VITAS) was prioritized below other funding
requests, which prevented it from receiving funding through the initial budget process.
However, VA allocates funding to unfunded projects as funds become available
throughout the fiscal year.

Because the effort to build VITAS is an IT development project, it would be funded out
of the Office of Information and Technology account, and it would not have been part of
VA’'s FY 2016 advanced appropriations for the medical care account.

Question 2: What further development does VA have planned to utilize VITAS,
and what funding will be requested to implement it, aside from the initial $750,000
requested in the 2013 budget?

VA Response: Should additional enhancements be required, VA will again consider
VITAS funding with other competing priorities.

Question 3: According to GAO’s testimony, VAMCs rely on product vendors to
provide information on what facilities have received recalled biologics. Why does
VHA not make an independent assessment?

VA Response: In nearly all cases of a recalled biologic product, the vendor for the
product initiates the recall as a voluntary action with the knowledge of the Food and
Drug Administration (FDA). When a vendor initiates a voluntary recall, they are required
to complete a recall form and report to FDA if the product was sold to a Government
agency, including VA. Therefore, the vendor of a biologic is the primary and early
source for data linking a recall to a VA facility that potentially purchased a specific
recalled product.



The vendor initiates a voluntary recall action by directing a letter to their affected
customers, including affected VA facilities, to notify them of a recall. The vendor
provides instructions on how to remove the product from use, issues a refund or
replacement of the product, and requests acknowledgement of removal from inventory
stock by the facility.

The Veterans Health Administration centralized the management of the recall process
for all VA facilities in 2008 through the creation of the Product Recall Office (PRO),
located within the VA National Center for Patient Safety (NCPS). The PRO posts recall
notices with follow-up actions required by VA facilities for products known or likely to be
available throughout VA’s 150 medical centers and affiliates to remove the product from
use. The PRO requires acknowledgement of actions taken and monitors compliance
and completion of all follow-up actions related to the recall.

The PRO also independently assesses all recalls that potentially affect VA facilities.
This is done through direct contact with the vendor and review of early notification of the
recall provided by the Defense Logistics Agency or FDA. The PRO also reviews any
information available about a recall from the FDA, vendor, or the facility. This
independent review is completed by the PRO for VHA to determine if VA facilities are
affected by a recall, and if so, how many and which ones require follow-up action.

If the PRO is able to determine which VA facilities are potentially affected, a recall
notice is posted to target these facilities for required actions. If the PRO is unable to
adequately determine impact and scope to VA, the PRO posts a recall to all VA facilities
for required actions. If the impact of a recall requires clinical review, the PRO triages
this for clinical investigation by subject matter experts. There are also instances in
which the PRO assesses the recall and takes actions beyond those recommended by
the manufacturer or FDA.

Question 4: According to GAO, VA does not conduct any oversight of whether
VAMCs are checking for implanted tissue that has been recalled. How does VA
plan to address this problem?

VA Response: VA is developing a national implant registry to provide a searchable
database that links acquisition item details for a biologic to the patient’s clinical record,
ensuring traceability to the source of the biologic or biologic implant. The national
implant registry will provide VHA with a standardized process to effectively track and
manage recalled biologic implants across all VA facilities.

While the registry will standardize and potentially expedite the process of identifying
patients, the process used to determine what clinical actions are needed will remain
similar to the current process. Subject matter experts will be engaged to determine
what clinical care is required for potentially-affected patients with an implant. If needed,
a patient safety alert or advisory will be issued, and all alerts and advisories will be
-tracked according to the current process to ensure the facility closes out the required
actions.



Question 5: If a biological implant, such as a skin graft, is recalled how does VA
know that VAMCs have checked if this product has been used either in the
surgery or outpatient setting?

VA Response: The data to track a recalled biologic implant to a patient currently exist
and are available to VA facilities today, although not in an easily accessible format. The
national implant registry will contain historical records, as well as new records to ensure
VA facilities have a standardized method to check if a recalled product has been used in
the care of a patient at VA.

Question 6: What is the time frame VA has established to address the concerns
regarding the accurate accounting for and identification of all biologics in VAMC
inventories to ensure no contaminated, expired, or recalled items remain? Also,
please explain what steps will be taken at each point throughout that time.

VA Response: Patient safety recalls are all acted upon promptly when a patient safety
alert is triggered. Each VA medical center is required to review its inventory to
determine if any of the recalled items are stocked, and, if so, those items are
subsequently pulled from inventory. Timelines for facility actions and reporting
milestones are set for the specific recall action. VA has identified 13 product recalls in
biologics and human tissue and 3 of these items were identified in VA inventories.

The attached table provides details.

£

Copy of Final
Biologics Spreadsheet

Question 7: When does VA plan to have the results of its workgroup examining
the feasibility of using scanning and tracking technology to automatically upload
tissue product information into electronic medical records? Also, when the
results are compiled, please provide a digital copy to the Subcommittee.

VA Response: VHA plans to have the results of its wdrkgroup to review in the third
quarter of FY 2014. Once resuits are reviewed and finalized, VA will share them with
the Subcommittee.

Question 8: In his testimony, Mr. Matkovsky stated that twenty-two waivers were
issued to purchase biologics on the open market in 2013. Please provide the
Subcommittee with a digital copy of each of those waivers.

VA Response: Examples of Federal Supply Schedule (FSS) waiver documents are
attached. These are images of manual copies. Also, a table listing tracked waivers
from FY 2012 and



FY 2013 is attached, which identifies more than 21 waivers that include other product
categories.

-

FSS_EndéZZSpic_Sco FSS V'Vaiver Copy of Approved
pes_2014.pdf  V2-528-14-001 Saline FSS Waiver.xlsx

Question 9: In his testimony, Mr. Matkovsky stated that a waiver is not obtained
every time an implant is purchased on the open market. However, according to
his May 23, 2012, memorandum, “an Open Market Waiver Request must be
submitted through the Chief of Procurement and Logistics Officer to the National
Acquisition Center for approval.” This memorandum makes submitting a request
for a waiver a requirement, so why is a waiver not submitted for every such
purchase?

VA Response: VA requires waivers be submitted for purchases that do not utilize
national or FSS contracts. Prior to September 30, 2013, these purchases were made
by staff members who were not warranted contracting officers. The process for
identifying FSS schedule holders is not a simple, straightforward task and involves
frontline staff to navigate a complex Web site to perform individual, manual product
searches across multiple sets of files. As the purchase authority for items above $3,000
has now transitioned to procurement, quality and consistency reviews will focus on VA’s
compliance with waiver processes.

Question 10: In his testimony, Mr. Matkovsky stated that a simple verification of
whether biological implant vendors were registered with the FDA was important
for patient safety. Why then does VA not conduct this simple verification?

VA Response: VA established an Integrated Product Team to develop requirements
for a national contract for biological implants and tissue products. VA agrees FDA
registration should be part of procurement activities. Please note that regional and/or
local contracts are typically either entered into with firms that are certified by the
American Association of Tissue Banks (AATB) and/or in possession of an FSS or other
Governmentwide contract vehicle. There are certain challenges to using prosthetics
purchasing data, which is a reporting database, to draw definitive conclusions about
sourcing practices because reporting databases do not always accurately reflect
information as to which firms are in possession of a Governmentwide contract vehicle.

For example, the attached table provides a comparison of the top 10 overall biologics
firms VHA purchased biological implants from in FY 2012 and FY 2013. In FY 2013,
there are data anomalies, but these anomalies point out some of the challenges relative
to the conclusions regarding sourcing practices when using only the prosthetics
database. The prosthetics database is not a procurement system. Therefore, data
entry for a VA contract number is not a mandatory field and is not reliably provided even
when the item acquired is on a VA contract. In FY 2013, the following firms and overall



purchase amounts showed up-on the top 10 list of firms VA purchased biologics
through a Federal contract, although the table does not reflect that these firms have
FSS contracts:

796560394 - AVKARE INC $7,184,067.00
006261481 - MEDTRONIC INC $1,184,996.00
782796705 - ADVANCED BIOHEALING INC/SHIRE $1,140,092.00

Taken together, these firms account for over $9.5 million of biological implant purchases
that were classified as “open market” - that is, a firm that does not have a Federal
contract - however, each of these firms does in fact have an FSS contract. VA provides
this example to demonstrate that National Prosthetics Patient Database data are not a
reliable source by which to determine findings in connection with a procurement
spending audit..

The Committee previously expressed concern regarding the 8 percent of firms that did
not have AATB certification (Note: AATB stated that it certifies roughly 92 percent of
the market). The concern stated by the Committee is related to whether or not VA
increased the likelihood of purchasing biologics from firms that were not AATB certified
when it did not purchase off FSS contracts. In reviewing contract histories, VA has
identified that open market orders that were not committed to FSS contracts were
committed to AATB-certified vendors. It should be noted that firms with FSS contracts
are not necessarily AATB-certified vendors. This pattern underscores the need to
implement a national contract that contains quality, clinical requirements.

=
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Please provide data on esch of thase posts, including haw VA learned of the recall, impetus for the recalls, date of the recall, recail class, the tasua product type, number of products affected within VA, number of VA medical
facllities affected, and corfirmations received {e.g., X [tems remoyed from imrentory).
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Attachment A Data search conducted from 7-1-10 through 8-30-13 using the search parameter of Biologic implant.
Reeall Type/Clase Number of Quantity of Produst Included [n the Source D
SourcacfRecell | attimeof | Mig. Recali | facllties with Facility Reparted Product tmplant b Pasting was {FDA and/ar Company Letter)
Product Reason for Recalt notifiation Letter Date | stock removed | Firm/Manufacturer Inventory Removal
Puras Cancalious Particles and Puros The plastic tray containing the screw-capped Manufacturer | Voluntary recail 7f21/2010 6 RTi Biologics N/A NCPS Recall Database Company Letter Dated July 21, 2010 states: Al
Cortical Particies vial of bone particles may not be adequately sizes” with na specific quantity of product.
sealed to ensure steriity through the
product’s shelt lifa,
XenMatrix Surglcal Graft Rectangular Testing cannot assure that all the units vf the DUA & ECRI Yoluntary recall 1/14/2011 2 Davol, Inc./C.R. Bard, N/A NCPS Recall Database Company Letter Dated January 6, 2011 states:
XenMatrix Surgical Graft are within FDA Inc. “Lots beginning with the follow 4 letters: HUFT, HUT!,
Jdelines for i i HUTI, HUTK, HUTL, HUUA, HUUB, HUUG, HUUD,
HUUE, HUUF, HUUG, HUUH, HUUI, and HUUL"
There is no specific quantity of product provided in the
notice.
Strattice Reconstructive Tissus Matrix for | The use of Strattice for stoma reinforcement | Manufacturer | Voluntary recall Ff12f2011 0 LifeCalt, a KCt Company |None. NCPS Recall Database Company Letter Dated July 12, 2011 states specific
Stoma Reinforcement 66, 8x8, and 6x10 |at the time of stoma creation is not within the: distribution dates and specific expiration dates for
product's cleared indication for use in the US wach of the product affectad by the recall. There Is na
market, specific quantity of product provided in the natice.
Human Cornea recalf inttiated In 2007 was { Human Corneas, recovered from a donor with FDA FDA Class It 2/22{2012 0 Donor Network of None. NCPS Recall Database FDA Enforcement Report Dated February 22, 2012
just announced as complete by the FDA onrizk factor for relevant communlicable disease Arizona states:
2/22/2012. The Donor Network of agents and disesses, were distributed. “Units: 0701470D, 07014705; 2 Cotneas.”
Arfrona states that the implanting “Units; 0700950D, 07009505; 2 Carneas.”
surgeons were contacted, however, they
will npither confirm or deny if any
Department of Veterans Affairs facility or
patient received this tissue, {Two Batches}
Medtronic Grafton DBM Putty, Grafton  {There is a possibility that steriiity of the outer | Manufacturer | Voluntary recall 4/20/2012 7 Medtronic/Medtranic  |N/A NCPS Recall Database Company Letter Dated April 20, 2012 states;
DBM Gel, Graftan DBEM Flex, Grafton DBM |surface of the inner pouch may become Sofamor Danek "..we are recalling multipla lots..."
A FiexTM, Graftan DBM Crunch, Grafae  jcomprised. There is no specific quantlty of product provided in the
DBM Matrix PLF, Graftan DBM Matrix notice,
Strips, Grafton DBM Orthoblend, Grafion
Plus DBM Paste, Xpanse R, Expanse 5
Coifa Guide Collagen Membrane, 15mm X {Due to concerns regarding the sterility of the DlA Volurtary recali 5/16/2012 D Kensey Nash None. NCPS Recall Database ELA Natice Dated May 16, 2012 states:

"6387 yults distributed from 10/01/2009 ta
01/31/2012."
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‘Please provide data on each of these posts, Including how VA learned of the recail, impetus for the recalls, date of the recall, recall class, the tissue product type, number of products affected within VA, number of VA medical
facilitles affected, and confirmations received (e.g., X items removed from inventory).

A Data search from 7-1-10 through 9-30-13 using the search parameter of Biologic Implant.
Recall Type/Class Number of Quantity of Product Inciuded in the Source Document
Source ofRecall | sttimeof | Mfg.Recall | facilities with Facility Reported Product Implant Database Posting was Managed {FDA and/or Company Lettar)
Product Reason for Recall Letter Date | stock Firm/Manufacturer Y |
Fascia Lata (Med) Tissue Initiated based on information that we Manufacturer | Voluntary recall 8/1/2012 4] LifeNet Health None. NCPS Recall Database Company Letter Dated August 1, 2012 states:
dlscovered about the tissue donor while "... notifying you of a tissue recall.”
performing an additional review of the There is no specific quantity of product provided in the
donot's records. We discovered that the notice. N
donor lived in Europe for a cumulative total
of 12 years from 1981 through 1998, which
exceeds the allowable time frame (5 years)
for tissue donors as defined in FDA's Eligibility
Determination for Donors of HCT/Ps. This
exclusion criterion is intended to reduce the
potential risk of exposure to Bovine
(BSE}, and
development of Creutzfeldt-Jakob Disease
(CID). Up to the time of death, the donor
exhibited no signs or symptoms of CID, and
the extended time spent in Europe Is the only
known risk factor that the donor had.
Bacterin International Inc. Blologics Human allografts, recovered from a donor FDA FDA Class Il 8/8/2012 1] Bacterin international |None. NCPS Recall Database FDA Notice Dated August 9, 2012 states:
Division, Tendon Products, Bone Products [whose donor eligibility was initially determine Inc. Biologics Division "Tendon {product codes)... 100 units."
and Fascia Product: For a detailed listing |with inaccurate and/or incomplete donor "Bone {product codes)... 2063 units."
of Graft ID Numbers please review listing |records, were distributed. “Fascla B10124252... 1 unit."
on the attachment. Recall Letters for each
affected stations have been attached
University of Miami Tissue Bank, Through an internal review, it has been Manufacturer | Voluntary recall 3/15/2013 1 University of Miami Milwaukee, Wl reports: NCPS Recall Database Company Letter Dated March 7th, 2013 states:
RegenerOss® Allograft: View individual  |determined that he assays used to test some Tissue Bank 1 box of 0085490136-1 "The attached matrix includes donors / grafts
attachments for appropriate list of UMBT tissue donors for Hepatitis B Surface 1 box of 0085490138-11 distributed to your organization form the University of
affected products. Antigen and Hepatitis C Antibody were not Miami Tissue Bank that were identifled in our review.”
FDA licensed for donor screening purposes. The company would then be responsible to provide
letters specific to each affected site with the specific
product Information.
DuraGen Dural Graft Matrix, DuraGen Plus | The company has identified through internal | Manufacturer | Voluntary recali 4/9/2013 8 Integra Pittsburgh, PA reports: 1|NCP5 Recall Database Company Letter Dated April 9, 2013 states:
Dural Regeneration Matrix, DuraGen XS | QA review of processes that they may have box Duragen 1130417 “... specific lots of product.”
Dural Regeneration Matrix, and DuraGen |deviated from a production process during Baltimore, MD reports: 1 There s no specific quantity of product provided in the
Dural Regeneration Matrix. the manufacture of specific lots of product. package 1111277 hotice.
sheville, NC reports; 7
assembly 1104879

Hines, IL reports:
1 box DP-1045 lot 1130421

Oklahorma City, OK reports: 1
box DuraGen Plus 4x5in-lot
1125677

Salt Lake City, UT reports: 1
box ID-3305 / 1112109 San
Diego, CA reports: 1

boxes DP-1022 lot# 1125526
Minneapolis, MN reports; . 1
box 1125517
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Please provide data on each of these posts, including how VA learned of the recall, impetus for the recalls, date of the recall, recail class, the tissue product type, number of products affected within VA, number of VA medical
facilities affected, and confirmations received (e.g., X items removed from inventory}.

A Data search conducted from 7-1-10 through 9-30-13 using the search parameter of Biologlc Implant.
Recall Type/Class Number of Quantity of Product Included in the Source D
Source of Recall | et time of Mfg. Recall | facllities with Facllity Reported Product implant Database Posting was Managed (FDA and/or Company Letter)
Product Reason for Recall Information notification Letter Date | stock removed | Flrm/Manufacturer Inventory Removal
Helitene Absorbable Collagen Hemostatic |The company may have deviated from a Manufacturer | Voluntary recall 4/9/2013 [ Integra None. NCPS Recall Database Company Letter Dated April 9, 2013 states: "
Sponge production process during the manufacture specific lots of product.”
of specific lots of product. There Is no specific quantity of product provided in the

notice.

Helitape and HeliPlug Collagen Wound The company may have deviated from a Manufacturer | Voluntary recall 4/15/2013 0 Integra None. NCPS Recall Database Distributor Letter Dated April 15, 2013 states:

Dressing 10/BX production process. “"The manufacturer of the above listed items (953-
2720, 953-2723) has voluntarlly issued this Medical
Device Recall for the specified lot numbers mentioned
above (1110250, 1110251, 1110252, 1111365,
1111878, 1104622, 1104962, 1110241, 1110242,
1110264, 1110786)...." There is
no specific quantity of product provided in the notice.

Medtronic, Inc., Absorbable Collagen Through internal Quality Assurance review of | Manufacturer | Voluntary recall 5/29/2013 3 Medtronic, Inc./Integra |Syracuse, NY reports: |NCPS Recall Database Company Letter Dated Mary 29, 2013 states:

Sponge (ACS) which is a component of the | processes that we may have deviated from a LifeSciences Corp. 1 box M111052AAS "...we are recalling those specific lots...."

{NFUSE® Bone Graft Kit.: production process during the manufacture Baltimore, M orts: 1 There is no specific quantity of product provided in the

MEDTRONIC on behalf of Integra of specific lots of product, box M111064AAT 1 notice.

LifeSciences Corporation box M111064AAX

Minneapolis, MN reports: . 1
package M111059AAB
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Cont'd from block b3

The device functiohs by focusling a spray of saline in conjuhction with Radio Frequency energy to provide
hemostatle sealing energy at a taducsd and controtled temperatura of approximetely 100 degreas
Calsius, The use of this technology effectively eliminates tlssue charting causad by high temperatura
coagulation, This tachnology has been used at the VAWNY for over 8 yasrs, -

Cont'd from block 6Cx

at a much higher temperature rangs than the device belhg requested (~200 tearees Celsius higher).
This lsads to a charring effect on tlssues being operated on. Also, Argon Enhanced Electrosurgleal Units
tannot be used with saline solution to cool strrounding fissues, Thus, charting ts Inavitabie with this
technology. Dua to the natura of tha proceduras befg performed, charting Is unaceaptabla and cannat
oceur on the tlssie belng operated oh, Thus, the Argon Enhancad Elsctrosurgles! Unlt does not meat
the ciinlcat needs of this fadlity for thase procedures,

Cont’d from block 6D1

on and may bs usod for cartaln procedures whera ci;arrlng would hava a hegatlve affect oh the patlent,
The device alse controls intra-operativa blood loss and detreasas blood Inss per teve! of tissue fused
during a procadure. All of the reasons menticned provide clinleal benafits to the patisnt and Improve
the quatity of care offered to our vatatans,

Cont'd from block 904

local hospltals. This can cause a dalay in care as thase patients may have to walt sema tima before they
can be seen inthe community, As seme of these patlents are axtremely sidly, a delay In caya could be
dattimental to their hesith, Thus, It s imperative the Aquamantys unft can be procured in order to
snsura care can be dellvared In e 4imaly fashion to our vaterans: This would alee be tha most cost
effective method for the VHAWNY.
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Contracting Agency

Vetera fTair.

Department Of

Veterans Affairs,
Department Of

Veterans Affairs

Department Of

Veterans Affairs,
Department Of

Veterans Affairs
Department Of

Veterans Affairs

Department Of

Yeternns Affairs

Veterans Affairg

Department

Veterans Affairs

Department Of

Contract Name

Medical And Surgical Instruments, Equipment. And
ie 6 07,

Medical And Surgical Instruments, Equipiment, And
Supplies 13p1245

edical And Surgi nts, Equipment, An
Supplies (VA26113P1115)

Medical And Surpical Tnstruments, Equipment, And
upplie 4613P1675]

Medical And Surgical Instruments, Equipment, And

' Supplies (VA256 2

Medical And Surgical Instruments, Equipment, And
Supplies (VA26113P1336)

Medical And Surgical Instruments, Equipment. And

" Supplies (VA23613P0903)

edical And Surgical 1 ments, Equipment, An

© Supplies (VA24313P1034)

Drugs And Biologicals {VA25913P1528)

Medical And Surgical Instruments, Fquiproent, And
ies (VA25613P0716

Total Obligated

Amount

511,928

$8,520

86,814

$5,112

$5,112

85,112

$5,112

$3.408

$3,408

$3.408

. Number of
Signed Date
: Offers
! 031013
1 © 03052013
i 02/15/2013
1 - owlanon
1 03/2812013
1 03/15/2013
t 04/0572013
1 0321013
1 03/28/2013
i 03/08/2013

' Completion
- Date

05/30/2013

04/30/2013

04/306/2013

04/14/2013

04/28/2013

03/3012013

05/06/2013

03/22/2013

04/25/20%3

04/08/2013

Number of

Contractors

. Number of
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Questions for the Record
House Veterans Affairs Committee
U.S. House of Representative

“Trails in Trénsparency lI: Is VA Responding to Congressional Request in a
Timely Manner?”

April 3, 2014

Representative Kirkpatrick

1. Unlike most federal agencies, the Department of Veterans Affairs touches
each congressional district in a unique way- we all represent veteran
communities. This means that VA garners a lot attention from not only this
committee, but the entire Congress. Outside of the requests for information
from this committee, how many other requests does VA receive and respond
to from the entire congress?

The level of care and services VA provides to Veterans every day has an impact on
every Member of Congress because every Member represents Veterans in their
district. Most Members of Congress also represent districts that have VA facilities
that provide and maintain health care, benefits, and cemeteries. For that reason, VA
receives a large number of requests from Congress.

In the first six months of this fiscal year (FY) 2014, VA has testified at 32 hearings,
delivered 213 briefings, responded to 1,346 requests for information, responded to
213 pieces of executive correspondence, completed 143 requests for technical
assistance on legislation, answered 723 questions for the record and responded to
9,748 constituent casework inquiries from the Central office level, additional primary
POC on casework and notification at local VA offices.

2. How does VA prioritize requests for information from Congress? Does the
committee need to do a better job of prioritizing our request?

We take all requests from Congress seriously and try to follow-up with answers in a
timely and expeditious manner. We prioritize requests from Chairmen and Ranking
Members of committees of jurisdiction, Congressional leadership, followed by any
other request in the order that they are received. VA endeavors to work with the
committee in a positive and constructive manner, and we would welcome any
additional guidance the Committee may have on how we can best prioritize the
requests.

3. Mr. Gibson, as a new addition to VA, what are you your impressions of the
department? What do you think VA does well and here do you believe there is
room for improvement?



My most prominent and important first impression is of the people who work at VA. |
see men and women, many Veterans themselves, that care deeply about VA's
mission, that want to do the right thing, and work incredibly hard to get it done. |
believe this is the motivating force that drives the people | have met at the VA.

| believe the single most important opportunity for improvement is the need to do a
better job conveying to Veterans, to the American people, and to their elected
representatives the vast body of great work that is done for Veterans day in and day
out. While there are opportunities for us to improve—as there always are in any
large organization—the fact is that VA delivers on its promise to hundreds of
thousands of Veterans every single day. This simple fact must be the foundation of
the trust vital to our relationship with those we serve and those who provide the
resources essential to our mission.

Representative G.K. Butterfield

1. When Department of Veterans Affairs is hosting an event in a state and
participation from Members of Congress is desired, what procedures do VA
regional personnel take to invite the proper elected officials to events?

The Department’s protocol suggests inviting both U.S. Senators and the U.S.
Representative of the facility’s congressional district to speak while inviting other
Members of Congress and state officials to attend.

2. Who ultimately has oversight of VA’s regional personnel in their dealing with
Members of Congress? Is the VA Office of Legislative Affairs the best office
within the Department to have ultimate oversight over VA’s regional offices in
their interactions with Members of Congress?

The local VA staffs are responsible to their individual offices in the Veterans Health
Administration (VHA), Veterans Benefits Administration (VBA) or National Cemetery
Administration (NCA). Given the volume and complexity involved in the
management of the day-to-day local VA/congressional interactions, it is beneficial to
utilize all available resources to include regional and local VA staff. The Office of
Congressional and Legislative Affairs (OCLA) serves as the Department’s primary
point of contact for Members of Congress and their staffs on matters regarding
policy, oversight, and Members’ requests. The office maintains relationships and
encourages the flow of information between VA and Members of Congress and
congressional staff. OCLA should be the focal point for Department management
and coordination of ail matters involving Congress.

3. How are invitations disseminated to Members of Congress and their offices?
What are the procedures for following-up on these invitations?



4,

The Department’s protocol includes recommendations on the development and
distribution of invitations for special events. Local facilities are responsible for
ensuring this guidance is incorporated into their local standard operating procedures.

The Department’s protocol includes recommendations on the development and
distribution of invitations for special events, including following-up on

invitations. Local facilities are responsible for ensuring this guidance is incorporated
into their local standard operating procedures.

After initial invite, how do VA regional office personnel communicate with
Members of Congress and their staff?

The Department’s protocol includes recommendations for following-up on invitations,
including requesting RSVPs. Local facilities are responsible for ensuring this
guidance is incorporated into their local standard operating procedures.

In dealing with Members of Congress, how do the regional VA offices
communicate with your office in Washington, D.C. to update you on their
interactions with Members and their staff? Who reports to whom and who is
ultimately responsible for proper communication with Members and their
offices?

Regional and local offices communicate with VA central office through their
respective chains of command in each administration and program office.
Constituent issues are generally handled at the local level and national policy issues
are handled by OCLA. OCLA works with the administrations and staff offices to
advance responsive and effective congressional communications.

OCLA is the focal point for Department management and coordination of all matters
involving the Congress. OCLA serves as the Department’s primary point of contact
for Members of Congress and their staffs on matters regarding policy, oversight, and
Members’ requests. The office maintains relationships and encourages the flow of
information between VA and Members of Congress and congressional staff.






Questions for the Record
Committee on Veterans'
Affairs
U.S. House of Representatives

"A Continued Assessment of Delays in VA Medical Care
and Preventable Veteran Deaths"
April 9, 2014
Questions for the Record from the Honorable Jeff Miller, Chairman

1. Please list and describe the efforts made by local Department of
Veterans Affairs (VA) medical facility or Veterans Integrated Service
Network (VISN) leaders in the areas where consult backlogs resulted in
preventable veteran deaths and/or institutional disclosures, to utilize
existing authorities- including but not limited to fee basis care,
beneficiary travel benefits, and the Veterans Transportation Service -to
ensure that veterans received needed care in a timely manner.

On Wednesday, May 21, former Secretary Shinseki directed the Veterans Health
Administration (VHA) leadership to personally review their appointment scheduling
processes to ensure the Department of Veterans Affairs (VA) is doing everything
possible to schedule Veterans for their appointments.

VA has redoubled its efforts to provide quality care to Veterans and has taken
steps at national and local levels to ensure timely access to care. VHA has
developed the Accelerating Care Initiative, a coordinated, system-wide initiative
to accelerate care to Veterans, and promptly communicated this to leadership in
the field on May 22, and launched implementation the morning of May 23.

The purpose of the initiative is to strengthen access to care in the VA system, while
also ensuring flexibility to use private sector care when needed in accordance with VA
guidelines. Where VA cannot increase its own capacity, VA is increasing the use of
care in the community through non-VA care. Each of VA’s facilities is reaching out to
Veterans to coordinate the acceleration of their care.

Non-VA Medical Care: VA may authorize the use of Non-VA Medical Care for eligible
Veterans when care is not readily available through VA or the VA facility is
geographically remote from the Veteran’s home, as well as in emergency situations.

Beneficiary Travel (BT): BT promotes Veterans’ access to care, but by law (38
U.S.C. §111 and 38 C.F.R. Part 70) is provided only to certain Veterans who have a
VA-adjudicated service connected disability and/or low income. VA pays for special
mode transportation for Veterans who are eligible for BT when they need to be
transported in a vehicle specific to their limitations, if a VA clinician determines the



transportation is medically required, and if VA approves the transportation in advance
except in emergencies. BT is available to eligible veterans for travel to VA facilities -
and VA authorized facilities.

Title 38 United States Code (U.S.C.) § 111, “Payments or allowances for beneficiary
travel” as implemented in 38 Code of Federal Regulations CFR) §§ 70.1 -~ 70.50
authorizes mileage reimbursement (currently $0.415), special mode (ambulance,
wheelchair van etc.) transport, and common carrier (plane, bus etc.) transport to
certain eligible Veterans and other beneficiaries. VA may also provide or reimburse
for the actual cost of bridge tolls, road and tunnel tolls, parking, and authorized
luggage fees when supported by a receipt. The actual cost for meals, lodging, or both,
not to exceed 50 percent of the local government employee rate, may also be
provided in limited circumstances. The Beneficiary Travel Program (BT) is
discretionary in nature with funding coming from the yearly VA health care Medical
Services appropriation.

Veterans Transportation Service (VTS): Title 38 U.S.C., § 111A(a), “Transportation
of individuals to and from Department facilities” authorizes VA to transport any person
to or from a VA facility or other place for the purpose of examination, treatment, or
care. The Veterans Transportation Service (VTS) provides Veterans with
transportation regardless of BT eligibility, and can be used to assist Veterans when
they lack the ability to get to their health care appointments. The program is intended
to improve access to care by removing, where possible, travel as a barrier to care.
VTS provides transport to VA care using VA vehicles and drivers through a
combination of direct patient transport from residence, “bus route” pick-up and return,
and transport between VA facilities (shuttles). VTS FY 13 expenditures were $19.25
million.

BT vs. VTS: BT authorizes VA to pay or reimburse for transportation provided to
eligible beneficiaries while VTS allows VA to provide transportation to eligible
beneficiaries, using VA vehicle and staff resources, regardless of their BT eligibility.

Volunteer Transportation Network: Additionally, under 38 U.S.C. § 111A(b), the
Volunteer Transportation Network (VTN) provides needed transportation for Veterans
seeking services from a VA facility or an authorized facility. VTN guidelines permit
volunteer participation in providing transportation to Veterans using a volunteer's
privately-owned conveyance or a government-owned vehicle, including donated
vehicles, county vehicles, and DAV Department (State) or Chapter (local) vehicles.

. Please describe the anticipated effects of the National Consult Delay
Review on the way consults are monitored locally, regionally, and
nationally throughout the VA health care system.

The National Consult Delay Review, which is scheduled to be complete mid-



summer, 2014, will do two things: 1) review and address open consults and 2)
implement standard business rules. This will allow VHA’s new consult oversight
information system (called the consult switchboard) to separate clinical consulits
from other uses of the electronic consult package (for example, some facilities
use the consult package to order tests such as an EKG). VHA officials will be
able to use this system to see all VHA consults individually, which enables
monitoring of the data locally, regionally and nationally. This system will allow
VHA officials to monitor the number of open consults and consult timeliness.

. Please list the VA official(s) who will be responsible for monitoring and
acting on information provided via the new consult "switchboard" at the
local, regional, and national level.

VHA created the new consulit “switchboard” to assist VA facilities in day-to-day
management of the consult process. Veterans Integrated Service Network (VISN)
Directors are responsible for monitoring this information for their regions. Several
national program offices, e.g., the Mental Health Operations program office, will be
reviewing and monitoring the information at the national level. Each program office
aggregates the data and uses it for a specific purpose (e.g., Mental Health Operations
will monitor the mental health access information). In October 2013, VHA assigned
responsibility for the overall aggregation and trending of this information into the
Access and Clinic Administration Program (ACAP) organized within VHA operations.

. When will the Consult Management Committees be in place in all VA medical
facilities? What will the composition of these Committees be and what
authority will they have to take needed actions to address consult delays?
How will the effectiveness of these Committees be measured?

In an Under Secretary for Health memorandum dated May 23, 2013, regarding
Consult Business Rule Implementation, it was recommended, but not required, that
facilities either stand up a committee or assign an existing committee the task of
overseeing and managing the business rules and outcomes. The memorandum
did not specify a target date or certification requirement regarding such a
committee. Training calls managed by VHA’s Office of Access and Clinic
Administration included discussion on the functions and benefits of having a
committee and the need for facility oversight, group decision making, and review of
the impiementation process, and consult performance.

The Medical Center Director oversees the consult processes locally. The consult
committees are a mechanism the director uses to assist in monitoring open
consults, improving consult processes, and assisting in creating care coordination
agreements. These agreements aim to improve the patient care related
communication between Primary Care and Specialists. It is anticipated that the
effectiveness of local consult management processes will be measured by consult



timeliness, the number of open consults over 90 days, and the number of consults
that are written but subsequently sent back to the sender.

. According to information the Department provided, VA has issued 76
institutional disclosures to-date as a result of consult delays. Of those, 23
veteran patients are now deceased. Moving forward, how will VA monitor
the health of the 53 surviving patients who received institutional
disclosures? Please list what, if any, additional health benefits these
veterans will be eligible to receive should they require care in connection
with conditions they may have developed while waiting for VA care?

Patients for whom institutional disclosures are completed continue to be followed by
their providers, who coordinate appropriate treatment and follow-up.

Any Veteran enrolled in VA health care is eligible for care provided under the
medical benefits package based on clinical need. VA providers are actively
working with those Veterans who received institutional disclosures to ensure

that they receive any needed services.

How is the implementation of the Patient Centered Community Care
Program (PC3) expected to impact the timely delivery of consults
through the VA health care system?

Patient-Centered Community Care (PC3) is expected to improve the timely
delivery of health care through the VA health care system and improve the
patient experience when receiving care in the community. VA currently
monitors and tracks expenditures through the PC3 contracts, in order to
compare the use of PC3 to other non-VA care contract vehicles.

Local VA facilities create authorizations (orders) for non-VA medical care
when the required medical services are not readily available through VA or
the VA facility is geographically remote from the Veteran’s home.
Authorizations for PC3 follow the Non-VVA Care Coordination (NVCC)
process which is a system of business processes that standardize and
streamline front-end processes, and improve patient care coordination.
included in the NVCC process is the creation, routing, and issuance of
authorizations, which are used for all non-VA medical care, including PC3.

PC3 will help the patient-care coordination process through contractually-
mandated timeliness requirements which cover the following areas:



Requirement
Description

Standard

Time from receipt
of authorization to
appointment
completion

30 days or less

Timeliness from
completion of the
authorized episode
of care to the
return of clinical
documentation

Medical documentation authorized outpatient care
submitted within 14 calendar days after completion
of initial appointment

Medical documentation for authorized episode of
inpatient care submitted within 30 business days

Timeliness of
critical and urgent
findings reporting

Urgent oral report transmitted to VA within 48 hours
of finding

Documentation return critical findings on outpatient
imaging or lab testing transmitted to VA by phone
within 24 hours of completion of
test/evaluation/treatment

Urgent written report transmitted to VA within 48
hours of finding

New diagnosis of cancer reported to VA within 48
hours

Notification within 24 hours if Veteran requires
urgent follow-up or additional care during authorized
episode of care

Network adequacy
to enable access

Regular care:

o Urban within 60 minutes of commute time

o Rural within 120 minutes of commute time

o Highly rural within 240 minutes commute time
When a higher level of care is needed, which is
specialized consultative health care, usually for
inpatients and in a facility that has personnel and
facilities for advanced medical investigation and
treatment, such as tertiary referral hospital, e.g.,
cancer management, neurosurgery, cardiac
surgery, plastic surgery, treatment for serve burns,
advanced neonatology services, palliative, and
other complex medical and surgical interventions:
o Urban within 120 minutes of commute time

o Rural within 240 minutes of commute time

o Highly rural within community standard commute
time
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7. Please list and describe the oversight mechanisms the Department has
in place to monitor compliance with VA directives and policies at the
local, regional, and national level.

VA has a robust set of oversight mechanisms in place to monitor compliance
with VA and VHA directives, handbooks, memorandums, and other policy
documents. In light of recent events, we are aware of the need to do more, and
so we are developing processes and tools to enhance oversight.

Responsibility for ensuring compliance with policy falls to every staff member in
the Department, while oversight falls to the managers and leadership teams at
each level of the organization. VA nurtures an environment that encourages
staff to speak up when they believe there is a potential issue or violation of
policy occurring. Staff are routinely trained on the ways in which they can
speak up about issues that may be occurring at their facility. National Program
Offices also provide program specific oversight across all ViSNs and

Facilities. Some specific mechanisms include, but are not limited to:

One oversight mechanism utilized by the Department includes the
analysis and reporting of data, as well as associated site visits. As one
example, VHA Occupational Health monitors drug testing lab error
reports, workers compensation claims and cost data, sexual assauit
training completion and facility violence risk assessment data as well as
employee health clinic quality metrics. Occupational Health uses
laboratory-generated error reports and random site visits to monitor
compliance with VA policies and mandatory Department of Health and
Human Services (HHS) guidelines on the Drug Free Workplace program.
Results of site visits are used to improve performance via feedback to
facility and VISN executives, and VHA leadership.

As a second example of an oversight mechanism, VHA Central Office
program offices also collect and utilize data from the field to monitor
compliance. VHA Mental Health Services, in coordination with VHA
Mental Health Operations, surveys the field quarterly to ascertain
compliance with the Uniform Mental Health Services Handbook. This
survey evaluates programs at the local, regional and national

level. Additionally, Mental Health Services supports Mental Health
Operations in conducting site visits which thoroughly evaluate all mental
health programs at a local level.

A third mechanism is the use of metrics to assess performance. The VHA
Health Information Management (HIM) office co-produces and publishes



metrics related to facility compliance with clinical coding requirements. In
addition, HIM collaborates with the VHA Chief Business Office on coding and
billing audits and shares its findings with facility and VISN leadership. When
negative trends are discovered, HIM prepares training for HIM professionals
nationwide to ensure improved clinical coding practices. HIM also shares best
practices that individual facilities have employed to improve their success in
these areas. In a similar fashion, VHA Rehabilitation and Prosthetic Services
utilizes dashboards for certain performance measures, with regular reporting to
VHA Policy and Services and the Office of the Assistant Deputy Under
Secretary for Health for Clinical Operations to enforce compliance. The
program office uses the Procurement Acquisition Lead Time tool to monitor
provision of prosthetic items to Veterans (and any delays). It also monitors
corporate data (from the Decision Support Systems, and the VHA Support
Service Center and Office of Productivity) and distributes analyses to the field
to provide feedback, education and support.

e A fourth mechanism for oversight is ongoing communication and coordination
with the field to monitor compliance. Data on Patient Aligned Care Teams
(PACT) implementation including access, continuity, and care coordination are
available online in the PACT Compass. This data is available at the provider,
facility, VISN and national level, and is extracted in a PACT Dashboard that
indicates each facility’s level of achievement. The VHA Office of Primary Care
Operations leads twice monthly calls with Primary Care VISN Leads, where
primary care leaders representing each VISN are provided the opportunity to
discuss issues and problems they are having implementing PACT functions
and processes at the regional level, and Compass and Dashboard data are
routinely reviewed. On a quarterly basis, these calls include facility leads as
well.

8. When a patient safety incident and/or preventable veteran death is identified
does VA automatically review the incident to assess whether administrative
action is warranted against the employees involved? Please explain.

Any adverse event for a Veteran within our care is one too many. When an incident
occurs in our system we aggressively identify, correct and work to prevent additional
risks. We conduct a thorough review to understand what happened, prevent similar
incidents in the future, and share lessons learned across the system.

VHA along with many other healthcare organizations pursues a “just culture”, in
which accountability principles are clearly stated but people are not punished for
making inadvertent medical errors. Professor Lucian Leape of the Harvard School of
Public Health has testified before Congress that the single greatest impediment to
error prevention in the medical industry is that we punish people for making



mistakes.' Calling for punishment and termination of employees is not supported by
the research describing Just Culture as a model for management of mistakes and
errors. Ignoring what the science of safety tells us about the causes of human error
encourages staff to cover up or not report such errors. Adverse events and close
calis are a function of system level vuinerabilities rather than intentionally unsafe acts
requiring administrative review or disciplinary action. Event reporting and speaking
up by employees is openly encouraged by VHA leadership. The National Center for
Patient Safety (NCPS) coliects and analyzes adverse events and close call reports in
order to share remedies and lessons learned. Reports and analyses collected by
NCPS are not used for administrative or disciplinary action.

When a patient safety incident or preventable death occurs and it reasonably appears
to be the result of, among other issues, an intentional or negligent unsafe act on the
part of a provider, the case is given a preliminary review by clinical ieadership at the
facility. If facility leadership has concerns related to the adverse event, it may
convene an administrative investigation.

In the case of adverse events in which clinical decision-making associated with care
delivery is of concern, a peer review of the case can be initiated. A Peer Review
program is in place in every VA facility to assist with this process and to improve the
quality of care provided to Veterans. Peer review for quality management is an
evaluation of the care provided by an individual provider to evaluate the performance
of a peer professionai. If a clinical event falls into one of the categories listed in the
VHA policy on peer review for quality management, e.g., death appears to be related
to a hospital-incurred incident or a complication of treatment, the case will be
referred for peer review pursuant to policy. Any resulting recommended actions to
improve performance are communicated back to the provider who was the subject of
the peer review. However, if willful misconduct or gross negligence is identified
during the initial case review or conduct of a peer review for quality management, the
peer review will not be initiated, or will be discontinued. The case will then be
referred back to facility leadership to determine the appropriate administrative
course, e.g., an Administrative Investigation Board.

9. The Department's written statement alleges that the root cause analysis
(RCA) is used to, "...determine basic and contributing system causes of
errors.” Yet, the VA Inspector General (IG) found that implementation of the
RCA action plans at the Memphis VA Medical Center were delayed,
incomplete, and contained errors in fact. The IG also found that, "when
issues were identified through the RCA process, actions to prevent a
recurrence were not taken seriously.” Please respond to the I1G's findings. In
addition, please provide the number of RCAs that were conducted at VA

' Testimony, United States Congress, House Committee on Veterans’ Affairs, Dr. Lucian L.
Leape, MD, October 12, 1957.



medical facilities last year. Of those, how many concerned delays in care
and treatment?

The October 23, 2013, OIG Report documents that the Memphis VA Medical Center
completed actions related to the OIG recommendation that the facility director ensure
root cause analysis action plans are documented, monitored, and completed promptly.
The facility established a tracking tool for RCA actions in June 2013.

The National Center for Patient Safety (NCPS) SPOT (electronic Root Cause Analysis
database), reflects 1,597 RCAs for the period from Jan 1, 2013 to Dec 31, 2013. Of
those, 195 were related to delay in diagnosis, treatment, or combined category.

10. During the hearing, the American Legion referenced waiting approximately
five months for the Department to respond to a request for a report
regarding the Jackson VA Medical Center. When will the Department
provide that report to the American Legion?

The report referenced is in final review at the Department. It will be provided to the
Committee when review is complete.
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Ranking Member Michaud

4. Continued investment in technology is a big component of VA’s strategy to expand
access to benefits and services, eliminate the claims backlog, and end veteran
homelessness, the top three priorities of the VA. You have requested nearly an 11
percent increase.

a. Can you point to specific programs and initiatives that support your top three
priorities that you will be able to undertake with this increase?

VA Response: VA's information technology (IT) development budget includes
significant investments in meeting the agency’s priority goals of expanding access to
benefits and services, eliminating the claims backlog, and ending Veteran
homelessness, including:
o $150 million to support elimination of the backlog (Veterans Benefits Management.
System, Veterans Relationship Management, legacy systems)
e $250 million to support integrated Electronic Health Record development.
o Expanded healthcare, benefits and services for our Nation’s Veterans.
o New Models of Care and Healthcare Access = $36.2 million.
o Veterans Relationship Management = $120.1 million.
o Virtual Lifetime Electronic Record = $11.3 million.
o Affordable Care Act = $3.4 million.
¢ Continued work on Virtual Lifetime Electronic Record.
¢ Finishing our work on the other Transformational Initiatives such as Gl Bill
automation enhancements.
¢ Improving efficiency and effectiveness of operations and maintenance of existing
systems and infrastructure.
o International Statistical Classification of Diseases and Related Health Problems,
revision 10 (ICD-10).

The increase in VA’'s IT budget also supports sustainment of ongoing efforts to meet its

priority goals. Some of these IT sustainment costs include:

e Providing the IT equipment and solutions needed for new users given the full time
equivalent (FTE) growth throughout the Department;

e As new applications supporting agency goals are added to the infrastructure, they
must be supported and maintained,;

o New facilities have been activated; once activated, those facilities require continued
IT dollars to sustain the equipment suite;

e Telecom cost increases driven by telework, telehealth, telemedicine applications;
and -

o Increases in telecom use generally by the VA user community.

b. Please provide the Committee with any strategic plan that is in place that directly
correlates your IT systems and software with your three stated priorities,
including proposed lifespan of these systems and software and identified
necessary investments in the next five fiscal years.
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VA Response: As part of VA strategic planning process, VA is working on a revised
strategic plan, which includes IT. VA will provide the completed plan to the committee
upon publication.

5. Alarge component of your IT budget, $2.2 billion, is for “sustainment.” This includes
spending on legacy systems.

a. Do you have a long-term strategy to reduce your expenditures on legacy
systems? What are the short and medium term steps in this plan?

VA Response: VA is committed to ensuring that it gets the best possible return on its
IT investment for Veterans and taxpayers. VA has aggressively addressed rising
sustainment costs in order to ensure every IT dollar at VA is well spent.

VA has been working to develop and pursue approaches to reducing spending on IT
systems, services, and processes that may be inefficient, redundant, or overpriced,
specifically through its Ruthless Reduction Task Force. These efforts are focused on
both new and legacy systems. VA s continuously soliciting ideas and
recommendations, following up with research and analysis, and initiating reduction
projects as warranted. Each approved project will be assigned a budget, a project
manager or managers, target dates, and cost avoidance targets.

VA has identified many areas where potential savings may exist, including data
consolidation (with no impact to patient care) and data reuse, retiring expensive legacy
systems, and reducing duplicative system processes. Not only will these efforts allow
VA to better spend critical IT dollars, they should introduce better business value by
increasing system response times. Other sustainment divestment plans include
consolidating data warehouses, controlling the number of mobile devices assigned,
moving to multifunction printing devices instead of desktop printers, and eliminating
dedicated fax lines.

b. Is VA’s spending on legacy systems in line with other Federal agencies and the
private sector?

VA Response: The private sector and public sector are very different in terms of
financial management, budgeting, and financial tracking. While the private sector is
concerned with revenue and expenditures, public sector leaders focus on appropriations
and obligations, making it difficult to match performance to expenditure. The lack of
information technology cost data makes it difficult to compare legacy IT costs to the
private sector.

However, this is why VA instituted the Project Management Accountability System
(PMAS). PMAS allows VA to focus its resources in a way that can be accurately and
objectively measured (time and functionality) versus those that cannot (cost and
progress). Today, VA has 256 active development projects, tracked in real-time through
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a dashboard. PMAS principles enforce fiscal discipline by limiting software deliveries to
six months or less, detecting and stopping wasteful programs early in their lifecycle.
Since PMAS was required for all IT projects in 2010, VA has delivered 83 percent of
projects on time, and a total of 98 percent of all IT projects ultimately deliver on their
requirements, compared to the industry rate of approximately 42 percent.

6. Your information technology budget for FY 2014 projects $252 million, or 51 percent
of the development budget request of $495 million, to fund the Interagency Program
Office (IPO), which will manage the integrated Electronic Health Record (iEHR) and
the Virtual Lifetime Electronic Record (VLER). Given the problems with the
management of the IPO that were examined in a recent hearing, what substantive
changes have been made to the structure of the IPO that will improve its
performance and what are the measurable outcomes you expect to achieve with this
$252 miilion dollar expenditure?

VA Response: VA's $252 million request is for IEHR. VA is working with DoD and the
IPO to implement the spending and project management approaches at the IPO that we
have at the VA. This includes managing iEHR deliverables under the VA’s Project
Management Accountability System (PMAS), including the key PMAS principles of
incremental delivery and “3 strikes” for projects. By using an incremental focus, VA
delivers software and feature enhancements with direct value to the customer every six
months or less. The 3 strikes rule mandates that any project missing three delivery
dates will be stopped for review, after which the project will either be refactored with a
new project team or canceled. Moreover, many projects are reviewed and restructured
or canceled before reaching a third strike. At VA, these changes have allowed us to
meet an on-time delivery rate of over 83 percent, and all projects ultimately meet their
delivery requirements 98 percent of the time. We are working with the IPO to require
incremental delivery for iEHR projects. VA hopes that instituting these changes at IPO
will help better position |PO to meet its critical iIEHR delivery dates.

Rep. Corrine Brown

1. In FY13, there was a line item for 508 compliance of $9.43 million. However, there
is no line item in the FY14 budget for 508 compliance, specifically 508 compliance to
IT systems. What staffing resources and line item funding will be available for
FY147 Please explain.

VA Response: Previously, VA's Section 508 IT compliance efforts were divided
between the “Section 508 Program Office” within the Office of Information and
Technology (OIT), and the “Health 508 Office” in the Veterans Health Administration
(VHA). In FY 2014, all 508 efforts will be centralized within OIT.

In FY 2014, the combined government IT staff for both offices will be 11 FTE. The FY

2014 President’s Budget has $37.265 million identified for “Product Development Tools
Management Competency.” This line item includes funding for Product Development
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IT’s “Product Assessment Competency Division” of which $11,871,309 is for VA’s 508

program.”

Funding will cover:

¢ Contracted resources to support the development and execution of Section 508-
related training for developers, testers and non-technical staff.

e Testing support services to: (1) bring new software into compliance with Section 508
requirements, and (2) audit existing Section 508-compliant software to ensure that it
remains compliant.

» Maintenance of hardware and software that is used to test IT systems for Section
508 compliance.

¢ Development of an enterprise-wide approach to bring all VA SharePoint repositories
into compliance with Section 508 requirements.
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