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Preface

Congress enacted and President Obama signed into law the Veterans Access, Choice, and
Accountability Act of 2014 (Public Law 113-146) (“Veterans Choice Act”), as amended by the
Department of Veterans Affairs (VA) Expiring Authorities Act of 2014 (Public Law 113-175), to
improve access to timely, high-quality health care for Veterans. Under “Title Il — Health Care
Administrative Matters,” Section 201 calls for an Independent Assessment of 12 areas of VA’s
health care delivery systems and management processes.

VA engaged the Institute of Medicine of the National Academies to prepare an assessment of
access standards and engaged the Centers for Medicare & Medicaid Services (CMS) Alliance to
Modernize Healthcare (CAMH)! to serve as the program integrator and as primary developer of
the remaining 11 Veterans Choice Act independent assessments. CAMH subcontracted with
Grant Thornton, McKinsey & Company, and the RAND Corporation to conduct 10 independent
assessments as specified in Section 201, with MITRE conducting the 11th assessment. Drawing
on the results of the 12 assessments, CAMH also produced the Integrated Report in this
volume, which contains key findings and recommendations. CAMH is furnishing the complete
set of reports to the Secretary of Veterans Affairs, the Committee on Veterans’ Affairs of the
Senate, the Committee on Veterans’ Affairs of the House of Representatives, and the
Commission on Care.

The research addressed in this report was conducted by the RAND Corporation, under a
subcontract with The MITRE Corporation.

1 The CMS Alliance to Modernize Healthcare (CAMH), sponsored by the Centers for Medicare & Medicaid Services
(CMS), is a federally funded research and development center (FFRDC) operated by The MITRE Corporation, a
not-for-profit company chartered to work in the public interest. For additional information, see the CMS Alliance
to Modernize Healthcare (CAMH) website (http://www.mitre.org/centers/cms-alliances-to-modernize-
healthcare/who-we-are/the-camh-difference).

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.
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Executive Summary

Access to quality health care is a central part of our nation’s commitment to Veterans. In
February 2014, a recently retired Department of Veterans Affairs (VA) physician alleged that at
least 40 Veterans died while waiting for care at the Phoenix VA Health Care System. While the
allegations of deaths were not proven, this raised concerns about how effectively the
commitment to Veterans was being fulfilled (VA, Office of Inspector General, 2014). Following
the Phoenix allegations, the VA Office of Inspector General investigated the timeliness of VA
health care, finding that some VA staff regularly entered false information regarding patients’
preferred dates of care to minimize reported wait times between the preferred date and the
actual date of appointments. The Inspector General also pointed to systemic issues within VA
that may limit Veterans’ access to care, including lack of available appointments within certain
clinical specialties and problems with care transitions for patients discharged from mental
health services.

The accessibility and timeliness of care are longstanding areas of concern within VA. VA has
many ongoing programs and initiatives to increase access to care for Veterans, including, most
recently, the Veterans Choice Act, passed in 2014. The Veterans Choice Program expanded VA
authority to furnish care to Veterans through agreements with non-VA providers as well as
provisions regarding improved access to telemedicine through mobile medical centers; 27 new
major medical facility leases; increased transparency of performance data on VA providers,
including wait times; new residency and other training and education programs; and
recruitment and appointment of personnel in occupations identified by the VA Inspector
General as having the greatest shortages. The law includes appropriations for VA to support
these activities.

Section 201 of the Veterans Choice Act included a requirement for 12 independent assessments
of VA health care. This report addresses Assessment B (identified under Title Il — Health Care
Administrative Matters, Section 201 of the Veterans Choice Act). The assessment responds to
language in the Veterans Choice Act of 2014, Title Il — Health Care Administrative Matters,
Section 201.A.1.b, which mandates an independent assessment of “current and projected
health care capabilities and resources of the Department [VA], including hospital care, medical
services, and other health care furnished by non-Department facilities under contract with the
Department, to provide timely and accessible care to veterans” (Veterans Choice Act, Section
201).

Study Purpose and Approach

Assessment B assesses VA’s current and projected resources and capabilities, the level and
nature of access to VA care, and barriers and facilitators to access. We explore how selected
policies could affect Veterans’ access to high-quality care. Specifically, we address the following
research questions:

1. What are VA’s current resources and capabilities in key domains?

2. What are current levels of access to VA care?

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.
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3. What s the quality of care in VA?

4. What are VA’s projected resources and capabilities to provide timely and accessible
care, and how might different policy options enhance VA’s resources and capabilities for
treating Veterans in the future?

We answered these questions broadly and also identified seven illustrative clinical populations
to provide a more detailed understanding of VA capabilities, resources, and accessibility in
selected subpopulations of Veterans.

The Assessment B team used a multipronged approach to address these research questions.
We examined VA’s resources and capabilities in five domains (fiscal, workforce and human
resources, physical infrastructure, interorganizational relationships, and information technology
[IT]). To understand access, we examined available data on five dimensions of access to VA
health care: geographic, timely, financial, digital, and cultural. We assessed the quality of VA
health care in comparison with non-VA care as measured in previous studies and by analyzing
more recent VA performance data, using the six dimensions of health care quality identified by
the Institute of Medicine: Care should be safe, timely, equitable, effective, efficient, and
patient-centered (Institute of Medicine, 2001).

We also developed a method for projecting future resources, which we compared with
forecasted changes in patient demand for VA health care in order to identify potential gaps. To
support analyses of future options for VA to address identified gaps, we identified and analyzed
a reasonable range of feasible policy options to enhance VA’s ability to provide timely and
accessible care to Veterans. These analyses were informed by data collected through literature
reviews, key informant interviews, a 2015 Survey of VA Resources and Capabilities, and other
VA and non-VA data sources.

Findings

Assessment of VA Resources and Capabilities

VA operates a unique health care system with broad and deep resources and capabilities for
Veterans, including facilities, personnel, and IT infrastructure. However, our assessment
identified a number of barriers to the effective planning for and use of these resources and
capabilities, which can affect their availability to Veterans.

VA faces a number of challenges in planning for and using its fiscal resources effectively. The
total VA budget for fiscal year (FY) 2015 is approximately $60 billion, rising to $63 billion for the
advanced FY 2016 appropriation. We were not able to determine whether VA has adequate
fiscal resources for health care, because there is no valid benchmark against which to compare
VA’s budget and spending. We did find, however, a number of issues related to VA’s budget
process, including concerns about the data used for budget planning, inflexibility in budgeting
stemming from the congressional appropriation processes, and challenges in VA’s allocation
processes. VA develops its health care budget from older data, and there can be problems with
the assumptions used in this process. In addition, congressional priorities can affect VA's
appropriation, and the impact of increases in purchased care from the Veterans Choice Act on

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.
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the budget in future years is currently unknown. In interviews, facility directors described
problems with the allocation system to the Veterans integrated service networks (VISNs),
including the use of past data in calculating the allocation and the fact that some facilities
undertake various activities to ensure that their allocation is as high as possible in subsequent
years. These challenges can leave facilities that are experiencing change over- or underfunded
in the current year, and they create incentives for facilities to see more of certain types of
patients in order to increase funding in future years. There are also continued challenges with
the separate budgets for medical care, capital construction, and IT that do not move in concert
and can limit facilities” ability to improve access.

VA has an extensive health care workforce but faces challenges in workforce planning and
assessment. As one of the largest providers of health services in the world, VA employs
physicians, nurses, other providers, and a range of support staff to provide care directly to
Veterans. VA also contracts with private physicians to deliver some services within VA facilities
(GAOQ, 2013b). In FY 2014, VA employed a total of 31,269 physician employees working either
full-time or part-time, for a total of 19,900 FTEs. On average, these physicians spend close to 80
percent of their FTEs in clinical care, for a total of 15,543 physician clinical FTEs across all
specialties. We identified several challenges associated with VA workforce planning and
assessment processes. These include a lack of guidance about what methods should be used, a
lack of external productivity benchmarks, inaccurate or incomplete data inputs, and the
inability of the data system to adequately account for certain types of providers and patient
visits.

VA workforce capacity may not be sufficient to provide timely care to Veterans across a
number of key specialties as well as primary care. VA faces shortages of physicians in some
geographic areas and of certain physician specialists more generally. These constraints are
influenced by a number of key factors, including relatively low salaries, a slow credentialing
process, and infrastructure constraints. We found significant variation across facilities and
VISNs in terms of productivity. Our estimates must be considered, however, in light of concerns
about coding and data quality. In particular, interviewees reported that variations in coding
practices, inconsistently entered workload data, and incomplete or poorly detailed physician
encounter data make it difficult to consistently measure productivity.

VA operates one of the most extensive systems of health care infrastructure in the country,
but the need for additional physical space is a limiting factor in improving access. Of 955 sites,
871 are medical facilities; the remaining sites, considered nonmedical facilities, generally
provide outpatient services or residential treatment. On average, the VA system has 18.3
hospital beds per 10,000 enrollees and an inpatient daily census of 11 patients per 10,000
enrollees, for an occupancy rate of 60 percent; however, hospital bed supply varies widely
across VISNs. Interviewees in leadership or clinical care positions were generally satisfied with
VA medical equipment and supplies, but they noted that physical space was in short supply and
that even new facilities can quickly grow out of date. The need for more effective use of
existing space was also identified as a key limiting factor in improving access for Veterans.

VA has many outside options for providing care to Veterans, although managing this resource
can be challenging. Care is provided to VA enrollees by non-VA entities through several

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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programs and various types of payment or contractual arrangements, including the “traditional
program,” partnership agreements, the Access Received Closer to Home (ARCH) program, the
Patient Centered Community Care (PC3) program, and the Veterans Choice Program. Spending
for purchased care has grown dramatically—reaching about $7 billion in 2014—and the
Veterans Choice Act provides new funding of $10 billion over three years. However, managing
this complex resource has proven challenging. Contracting with non-VA providers has been
described as a “long and painful” process, and there are well-documented problems with VA’s
claims processing system. As VA was attempting to address some of the administrative
challenges associated with arranging, coordinating, and reimbursing purchased care through
the implementation of the PC3 program, for example, the addition of the Veterans Choice
program further complicated the situation and resulted in confusion among Veterans, VA
employees, and non-VA providers. VA and members of Congress have expressed a desire to
more effectively utilize this important resource as demand increases.

VA has been and continues to be an innovator and leader in developing health IT capabilities,
although there is room for improvement in some areas. VA is on par with or exceeds other
organizations’ capability to use IT in care delivery in many regards, including telehealth and
MyHealtheVet, VA’s online patient portal. However, VA’s role as an innovator and leader has
been challenged by issues related to the management and planning of its IT systems. For every
IT capability we studied, we found clear barriers—including inadequate infrastructure, lack of
facility leadership and provider buy-in, and administrative burden—to allowing Veterans to take
further advantage of what IT can offer.

Our findings also confirm the results of previous studies concerning strengths and weaknesses
in VA’s current electronic health record technologies (VistA, that is, Veterans Health
Information Systems and Technology Architecture, and VA’s Computerized Patient Record
System [CPRS]), which suffer from an aging architecture and 10 years of limited development.
However, interviews across the spectrum of VA personnel—from management and IT thought
leaders to end users—suggest strong support for renewed investment in a modern, home-
grown product rather than transitioning to a commercial off-the-shelf alternative. The
advantages, disadvantages, and tradeoffs between homegrown versus commercial electronic
health record software are discussed in Assessment H.

Taken together, these barriers present a formidable, though not insurmountable, challenge to
ensuring that sufficient VA resources and capabilities are available to all Veterans. Addressing
these barriers will require a mix of short- and long-term initiatives, as we describe later in the
Recommendations section.

Assessment of Access to VA Care

Ensuring Veterans’ access to health care depends not just on the level of resources and
capabilities available, but on how well VA’s health care system addresses Veterans’ needs.
While our assessment did not find evidence of a system-wide crisis in access to VA care, we
found considerable variability across the different dimensions of access (geographic, timely,
financial, digital, and cultural) as well as opportunities to improve access, even at the top-
performing VA facilities.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.
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Veterans’ geographic access to VA care varies according to the access standard used and by
region and type of service. Many Veterans have geographic access to VA care, although it
varies when using different access standards (that is, 40-mile straight-line distance, 40-mile
driving distance, 60-minute driving time in free-flow traffic or rush hour traffic, 60-minute
public transit time) and by region. Enrollees’ average driving time to the nearest VA medical
center (VAMC) or hospital is less, on average, than enrollees’ average reported willingness to
travel for routine medical care or Medicare beneficiaries’ observed average travel times.
Veterans who must rely on public transportation have much less access than other Veterans.
Further, our assessment found that substantially lower proportions of enrollees have
geographic access to advanced and specialized services in VA medical facilities. For example,
only 43 percent of enrollees live within 40 miles of VA interventional cardiology services, and
only 55 percent of enrollees live within 40 miles of VA oncology services.

Veterans who live far from a VA medical facility have good geographic access to non-VA
community hospitals, emergency care, and primary care physicians, but poor access to
hospitals and physicians offering specialized services. Nearly all Veterans (96 percent) who live
far from VA medical facilities can drive to community and emergency care at non-

VA hospitals within 40 miles, but access to more advanced care at academic and teaching
hospitals is much lower: Only 15 percent live within 40 miles of a teaching hospital, and only 3
percent live within 40 miles of an academic hospital. These Veterans are also less likely to have
geographic access to a range of highly specialized care at non-VA hospitals, including many
cardiology, surgery, and oncology services. The same is true for access to non-VA clinicians in
the community. A large share of VA enrollees living far from a VA medical facility are within 40
miles of primary care providers, but far fewer of these enrollees are near providers offering
highly specialized care. This finding suggests that expanding access to non-VA providers in these
regions can help most Veterans seeking routine and emergency care, but will help far fewer
Veterans who need access to advanced and specialized care.

Most VA appointments meet VA timeliness standards; however, there is variation in
timeliness across the VA system, with poor performance for some VA facilities. Most Veterans
complete their appointments within VA timeliness standards of 30 days of the preferred date—
that is, the date recommended by the physician or that the Veteran prefers. However, some
Veterans who do not receive care within 30 days may be at risk of poor health outcomes. The
average number of days that Veterans wait for appointments varies tremendously across VA
facilities, indicating substantial opportunities for improvement in some facilities. At 91 top-
performing VA facilities, over 96 percent of new primary care patients receive appointments
within 30 days of the preferred date. However, 14 VA facilities were far below this benchmark,
with less than 84 percent of patients receiving appointments within 30 days of the preferred
date. At the top-performing VA facilities, more than 60 percent of Veterans report that they
“always got urgent care appointments as soon as needed.” At the worst-performing VA facility,
this rate was closer to 20 percent. Even at the facilities with the shortest wait times, many
Veterans report that they do not always get an appointment as soon as needed, suggesting that
even these top-performing facilities do not meet many Veterans’ expectations for timely
appointments.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.
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Reported wait times for VA care are getting longer. The percentage of appointments
completed within 30 days of the preferred date was lower in the first half of FY 2015 than in the
first half of FY 2014. Reported declines over this period likely reflect both actual lengthening of
wait times—as might be expected, given the increased demand for VA services predicted by
VA’s Enrollee Health Care Projection Model (EHCPM)—and improvements in the accuracy of
the wait-time data.

VA’s timeliness standard is much less demanding than alternative standards that have been
proposed in the private sector. The standard is also sensitive to the definition of the “preferred
date,” which has been subject to gaming. For example, the VA Inspector General found that VA
staff regularly entered false information regarding preferred dates of care. Therefore, many
have questioned whether the VA data and standard provide a valid reference for timeliness of
appointments. While it was outside the scope of this assessment to validate these data, we
examined whether alternative standards for timeliness could be applied. Alternative standards,
such as those that assess the availability rather than completion of appointments, may be less
subject to gaming and more comparable to private-sector standards. It is unclear how many VA
facilities or non-VA providers meet these alternative standards. We found limited data available
to compare VA and non-VA waits for care, but VA wait times do not seem to be substantially
worse than non-VA waits, based on the limited available evidence.

On patient surveys, Veterans are substantially less likely than private-sector patients to
report getting appointments, care, and information as soon as needed. The top-performing
VA facilities scored comparably or worse than average practices in the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) Database, which includes a voluntarily participating
set of private-sector medical practices and likely overrepresents high-performing practices. VA
facilities at the 75th percentile of VA performance scored substantially worse than average
CAHPS Database practices.

VA care is considered to be relatively affordable, and demand for VA care may increase if the
cost of health care increases. VA is often Veterans’ most affordable option for health care
coverage. Veterans typically face lower out-of-pocket costs for care in VA than they would if
they were privately insured. VA health care workers noted that lack of an affordable private
insurance option is a key reason why Veterans enroll in VA. Twenty-eight percent of Veterans
responding to the 2014 Survey of Enrollees indicated that their use of VA care would decrease if
their financial resources improved. This suggests that, for a substantial minority of Veterans,
non-VA care is preferred if available. In interviews, VA administrators and representatives of
Veteran Service Organizations noted that Veterans generally like to get their care from VA, but
that some Veterans with affordable non-VA care options seek care elsewhere rather than
dealing with challenges associated with determining eligibility for services, perceived longer
wait times, inconvenience of scheduling processes, and less than state-of-the-art equipment
and facilities within VA.

Many Veterans, especially older Veterans, lack Internet access, but the acceptability of digital
care is likely to grow as younger Veterans age. Thirty percent of Veterans, especially older
Veterans, do not have access to the Internet and therefore cannot access VA's digital services,
such as the MyHealtheVet patient portal or telehealth (2013 Survey of Enrollees). As younger

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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Veterans age, Internet access and technological skill are likely to grow more common among
Veterans, thereby increasing the acceptability and accessibility of digital health care services.

More could be done to increase VA providers’ awareness of the changing demographics
among Veterans. For example, increased attention to the needs of female Veterans has
enabled broad access to basic reproductive health services; however, access to more advanced
services is variable by location, and VA health care workers noted that additional steps could be
taken by providers to ensure that female Veterans feel respected while receiving care in VA
facilities.

Some variation in performance across regions and VA facilities may be inevitable because of
differences in patient characteristics. In addition, some localized strategies for improvement
may not scale up well because of contextual factors. However, these findings point to
opportunities to improve Veteran access to VA care along several dimensions as well as the
need to consider alternative standards for measuring access to care.

Assessment of Quality of VA Care

Access to care is only beneficial if high-quality care is provided. VA has long played a national
leadership role in the quality measurement arena. The assessment showed that VA health care
quality was good overall on many measures and domains compared with non-VA comparators.
However, as with access to care, quality performance was uneven across VA facilities, with
many opportunities for improvement.

The findings of previous studies of quality of care provided in VA settings compared with non-
VA settings vary by quality domain. Studies of safety and effectiveness indicated mixed
performance, with 22 of 34 studies of safety and 20 of 24 studies of effectiveness showing that
quality of care was the same or better in VA facilities. Only five articles assessed patient-
centeredness, but all demonstrated better or same VA care quality compared with care in non-
VA settings. Four articles assessed equity in VA settings, with one showing better performance,
two showing same performance, and one showing worse performance compared with non-VA
settings. The nine articles evaluating measures of efficiency, such as hospital length of stay,
demonstrated mostly mixed or worse performance in VA facilities compared with non-VA
facilities, although two studies showed better performance. Only one study assessed timeliness
of care in VA facilities, and it showed worse performance than the non-VA facilities.

There is substantial variation in quality measure performance across VA facilities, indicating
that Veterans in some areas are not receiving the same high-quality care that other VA
facilities are able to provide. For example, there was a 21-percentage-point difference in FY
2014 performance between the lowest- and highest-performing VA facilities on the rate of eye
exams in the outpatient setting for patients with diabetes. Although this variation is lower than
that observed in private-sector health plans, a high-priority goal for VA leadership should be
narrowing these gaps to ensure that quality of care is more uniform across VA facilities so that
Veterans can count on high-quality care no matter which facility they access.

VA outpatient care outperformed non-VA outpatient care on almost all quality measures. VA
hospitals performed the same or better than non-VA hospitals on most inpatient quality

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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measures, but worse on others. VA performed significantly better, on average, on almost all 16
outpatient measures when compared with commercial, Medicare, and Medicaid HMOs. On
average, VA hospitals performed the same or significantly better than non-VA hospitals on 12
inpatient effectiveness measures, all six measures of inpatient safety, and three inpatient
mortality measures, but significantly worse than non-VA hospitals on two effectiveness
measures and three readmission measures.

On most measures, Veteran-reported experiences of care in VA hospitals were worse than
patient-reported experiences in non-VA hospitals. Average VA facility-level performance was
significantly worse than non-VA facilities for six of ten patient experience measures, including
communication with nurses and doctors.

VA uses many systems for monitoring quality. VA currently uses multiple quality monitoring
systems—tailored for different care settings and audiences—to collect and report information
about the health of Veterans and the care provided to them. Among these systems is ASPIRE,
which is part of the VA Transparency Program, which offers publicly available information on
the VA Hospital Compare website about how VA is performing relative to other health care
organizations across the country. ASPIRE presents information about all aspects of quality,
including preventive care, care recommended for acute and chronic conditions, complications
and outcomes of care, and patient-reported measures of health care experiences at the
national, regional, and local levels of the VA system. In addition to ASPIRE, VA has more than
500 other quality measures that can be used to monitor quality of care regionally and locally
and to inform quality improvement projects.

There were mixed opinions on the impact of VA’s many quality measures. In interviews, VA
administrators and several health care workers noted that attention to quality measurement
has led to positive changes in care delivery, for example, by using quality data to identify high-
risk patients for more-intensive case management or to initiate patient education in response
to high readmission rates. However, several respondents felt that measuring quality did not
always have a positive effect on how facilities deliver care. Some noted that the current list of
access and quality measures is “just too long” and the measurement process is a burden for VA
providers and other staff members.

This level of variation in performance across VA facilities suggests that significant opportunities
exist to improve access to care in VA through systematic performance improvement. These
findings suggest that a systematic effort is needed to identify and eliminate unwarranted
variation, and to develop and encourage the use of best practices to improve performance
across the VA system.

Improving Access for Veterans

Looking to the future, the size, demographics, and health needs of the Veteran population, as
described by Assessment A, will change. VA will need to adjust its resources and capabilities to
meet the changing demand for services among Veterans. VA combines its resources and
capabilities to generate the supply of health care services available to enrollees. Access to care,
particularly the timeliness of care, is determined in large part by whether the overall level and
geographic distribution of supply is well aligned with Veterans’ needs. To provide insight into
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potential challenges to ensuring timely access, we compared projected supply with projected
demand in FY 2019 under several scenarios, including (1) an increase in the number of VA
providers but no change in productivity; (2) an increase in productivity with no change in the
amount of resources; and (3) changes in both resources and productivity.

VA forecasts an increase in demand for VA care by FY 2019. VA’s EHCPM forecasts a 19-
percent increase in demand for VA health care services nationally from FY 2014 to FY 2019, due
to a projected 5.1-percent increase in enrollment and the aging of enrollees. Although the
forecast assumes that the number of Veterans will decrease, a growing proportion of Veterans
are enrolling in VA health care (Milliman Inc., 2014), and the EHCPM model includes an
assumption that this trend will continue through FY 2019. While the EHCPM is used by VA for
planning purposes, it is possible that its predictions of increased demand for VA health care
services will be inaccurate. Estimates from Assessment A suggest that the number of patients
using VA health care services is expected to increase through 2019, then decrease thereafter.

Assuming that the EHCPM demand forecast is accurate, VA will face challenges in meeting
demand under current provider growth trends. Given the caveats noted above, our projections
under our first supply scenario (increase in the number of providers) indicate that, if the supply
of VA providers continues to increase at historical growth rates, and other resources grow in
proportion so that providers continue to deliver a similar amount of health care (that is, no
increase in productivity), it will be more difficult for VA to meet the demand for services and
provide adequate access to Veterans in FY 2019. These challenges will be more acute in some
regions and at some VA facilities than others, so considerations of distribution will be as
important as consideration of levels.

Substantial increases in the productivity of existing resources will be needed to meet
projected demand. Our second supply projection considers the effect of increasing productivity
of each specialty in each administrative parent to benchmark levels—25th, 50th, or 75th
percentile of the FY 2014 productivity distribution. Our projections indicate that, if productivity
were increased to at least at the 75th percentile for each specialty at each administrative
parent, VA would be able to produce enough health care services to meet projected demand.
However, such a large increase in productivity would likely be very difficult to achieve.

If both the number and productivity of resources are increased, VA can produce enough
supply to meet projected demand. The third supply projection considers the effect of
combining increases in the number of providers and the productivity of resources. We found
that, if historical hiring trends were to continue and productivity were raised to the 25th
percentile of the FY 2014 distribution, the supply produced in FY 2019 would exceed the
projected demand. While the overall level of supply is sufficient to provide timely access to
care, there are some VISNs in which demand is expected to exceed supply. As such, Veterans in
some regions could experience access problems, indicating a need to redistribute supply across
geographic areas to meet all enrollees’ health care needs.

Changes in policy can help ensure Veterans’ continued access to VA care. Comparing options
with a policy objective of increasing Veterans’ access to care within the VA system, we found
that, of the options we considered, the three with the highest estimated impact on access are
formalizing full nursing practice authority, increasing the number of VA physicians, and
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expanding virtual access to care. None of these options are mutually exclusive; they could be
combined in a number of different ways. Each of these options has different potential barriers
that present tradeoffs. The primary barrier to formalizing full nursing practice authority is
political (key stakeholder opposition); the barriers to hiring physicians are related to cost and
administrative challenges associated with the hiring process; and the primary barrier to
expanding virtual access to care is cost.

Options with a policy objective of increasing access outside VA system have considerable
uncertainty related to potential impact on access. Greater collaboration with and reliance on
private-sector health care organizations to enhance VA capacity to provide timely access to care
will be crucial to the success of these options. One option—consolidating existing purchased
care programs—has the most certain impact. The current system of overlapping programs was
widely cited as problematic and does not have any clear benefits. This option is discussed in
greater detail in Assessment C.

The impact and feasibility of increasing non-VA resources available for Veterans’ health care
would be highly dependent on the scope of the change. Shifting certain types of services from
VA to purchased care could potentially improve both access and quality of care, but doing so
could also increase challenges in care coordination. Shifting a greater share of services from VA
to purchased care would require more fundamental changes to VA. The TRICARE program could
serve as a model for an option to restructure VA as a purchaser rather than provider of health
care, and, indeed, its relative success within DoD highlights the potential of such an option.
However, our analyses indicate that many Veterans without access to VA health care also face
significant barriers to accessing purchased care, including distance and cultural barriers. Thus,
the option to transform VA from a provider to a purchaser of health care would not necessarily
have a significant positive impact on access.

Conclusions

The assessment highlights many opportunities to improve VA capabilities to provide timely and
accessible care. We identified a large number of barriers to effective use of VA resources. We
also found widespread variation in performance across VA facilities. We did not find evidence of
a system-wide crisis in current access to VA care. However, our projections indicate that,
without changes, it will be increasingly difficult for VA to provide good access to care for our
nation’s Veterans.

This assessment has several important limitations, a number of which stem from the fact that
the assessment was conducted over a very short time frame. The lack of direct input from
Veterans is key. To address this limitation, we conducted analyses of secondary data sources
that included Veterans’ perspectives, as well as interviews with representatives of Veterans
Service Organizations. Another limitation is that the projections of future resources are based
solely on provider and productivity data and do not directly include changes in other key
resources, such as physical space, equipment, and IT. Moreover, our projection analysis does
not account for changes in demand that might occur if supply, and thus access, was increased.
A projection model that included all resources and the interactions between them (for example,
system dynamics) was beyond the scope of this assessment. Differences between VA and other
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health care organizations, in terms of both the organization of the delivery system and the
patient population, limit the value of comparisons between VA and non-VA health care
organizations. Therefore, in most cases, we used qualitative data from interviews and literature
reviews to assess the adequacy of VA’s resources and capabilities.

Recommendations for Consideration

Based on the findings of Assessment B, we make several recommendations to improve access
to care for Veterans.

VA should use a systematic, continuous performance improvement process to improve access
to care. Although many VA facilities achieve very high levels of performance on key access and
quality measures, there is also a great deal of variation across the system. A systematic effort is
needed to identify unwarranted variation, identify and develop best practices to improve
performance, and embed these practices into routine use across the VA system. Some of the
best solutions may be developed locally to reflect local needs and contexts. Solutions should be
designed to be responsive to Veterans’ preferences, needs, and values.

VA should consider alternative standards of timely access to care. Timeliness standards should
be reexamined. VA should examine the utility of existing alternative benchmarks, such as same-
day availability of the third next available appointment. Access standards for other dimensions,
such as cultural access, should also be developed and used in performance monitoring and
improvement. VA should develop methods to routinely compare the timeliness of VA care with
non-VA benchmarks and publish these comparisons for transparency.

VA and Congress should develop and implement more sensitive standards of geographic
access to care. VA should compare the “one-size-fits-all” approach of driving distance to
alternative standards that are more sensitive to differences between Veteran subgroups,
clinical populations, geographic regions, and individual facilities. This assessment highlighted
the importance of time spent driving, mode of transportation, traffic, and availability of needed
services as key considerations in assessing geographic access to care.

VA should focus efforts to increase Veterans Choice Program utilization in areas with the
lowest rates of geographic access to VA facilities. These areas can be identified in geographic
assessments that consider locations of facilities relative to enrollee populations, along with
estimates of access to more complex and specialized service offerings in VA facilities.

VA should continue moving toward using a smaller number of quality metrics in quality
measurement and improvement activities. VA maintains an extensive set of quality measures.
Although use of these measures has led to improvements in care, the proliferation of measures
creates burdens on staff and resources and can lead to emphasis on the measures rather than
improvement in areas of care that are more likely to improve patient outcomes. VA has already
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moved toward reporting systems that rely on a smaller number of measures, such as Strategic
Analytics for Improvement and Learning (SAIL).?

VA should take significant steps to improve access to VA care. Our projections indicate that
increases in both resources and the productivity of resources will be necessary to meet
increases in demand for health care over the next five years. The options we considered that
have the highest estimated potential impact are formalizing full nursing practice authority,
increasing physician hiring, and increasing the use of virtual care. These are commonly
proposed options for increasing access to VA care. In addition, new models of health care
delivery are emerging rapidly in the U.S. health care system that could improve access to care.
VA should seek to be an early adopter of these new models and should build a strategy that
enables and supports such innovation.

VA should establish itself as a leader and innovator in health care redesign. Our assessment
found that VA has historically been on the leading edge in several important areas, such as
development and use of health IT. It is also on the forefront on many other innovative delivery
methods, such as team-based primary care. As a large integrated delivery system, VA is well
placed to innovate in comparison with many other U.S. health care delivery systems. It should
endeavor to maximize this opportunity, given the constraints associated with being a public
entity (for example, hiring processes, salaries, budgeting). VA should also endeavor to learn
from current leaders in areas where its leadership position has eroded, particularly in health IT,
and seek to reestablish its leading position.

VA should streamline its programs for providing access to purchased care and use them
strategically to maximize access. Currently available programs are overlapping and confusing
to Veterans and VA employees as well as non-VA providers. VA should clearly identify the
objectives of purchased care access and streamline programs to meet those objectives.

VA should systematically identify opportunities to improve access to high-quality care
through use of purchased care. Some types of care may be more effectively and efficiently
delivered by non-VA providers. Identification of these types of care and the impact of shifting
care to non-VA providers requires an in-depth systematic analysis that was beyond the scope of
this assessment.

These recommendations would help VA improve Veterans’ access to care across the VA system
and ensure that future demand for VA care can be met. Although this assessment did not find a
system-wide crisis in access to VA care, it did identify a high degree of variability in performance
across VA facilities, a number of barriers to effective use of VA resources and capabilities, and
likely future challenges. These recommendations should be implemented and progress
regularly evaluated to ensure continuous improvement in performance. Such improvement will
be needed to ensure that we meet our nation’s commitment to care for Veterans.

2 Although SAIL uses fewer measures to simplify reporting, they are composite measures which still incorporate
numerous individual performance measures.
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1 Introduction

1.1 Background

Access to quality health care is a central part of our nation’s commitment to Veterans. In
February 2014, a recently retired Department of Veterans Affairs (VA) physician alleged that at
least 40 Veterans died while waiting for care at the Phoenix VA Health Care System. While the
allegations of deaths were not proven, this raised questions about how effectively the
commitment to Veterans was being fulfilled (VA, Office of Inspector General, 2014). Does VA
have the resources and capabilities to ensure that Veterans have access to the health care they
need? What is the best way to ensure that Veterans’ needs are met?

Following the Phoenix allegations, the VA Office of Inspector General investigated the
timeliness of VA health care, finding that wait lists for appointments were being used
inappropriately. Some VA staff regularly entered false information regarding patients’ preferred
dates of care to minimize reported wait times between the preferred date and the actual date
of appointments. They kept paper lists of patients for days or weeks before adding them to the
official electronic wait list. The Inspector General also pointed to systemic issues within VA that
may limit Veterans’ access to care, including lack of available appointments within certain
clinical specialties and problems with care transitions for patients discharged from mental
health services.

The Phoenix allegations focused a strong spotlight on Veterans’ health care. However,
accessibility and timeliness of care are longstanding areas of concern within VA. Just in the past
decade, there were 20 other reports similar to the VA Inspector General’s 2014 report, as well
as a series of U.S. Government Accountability Office (GAO) reports addressing time spent
waiting for health care, physician staffing levels, and other issues related to health care access.
VA has many ongoing programs and initiatives to increase access to care for Veterans, including
programs to give Veterans access to non-VA health care providers.

The Veterans Choice Act was passed to address these issues and to provide other short-term
improvements in Veterans’ access to care. The Veterans Choice Program expanded VA
authority to furnish care to Veterans through agreements with non-VA providers. Veterans are
eligible for the Veterans Choice Program if they are unable to schedule an appointment within
30 days of their preferred date or live more than 40 miles from a VA medical facility. The
Veterans Choice Act includes a number of other provisions designed to increase access to VA
and non-VA providers, including improved access to telemedicine through mobile medical
centers; 27 new major medical facility leases; increased transparency of performance data on
VA providers, including wait times; new residency and other training and education programs;
and recruitment and appointment of personnel in occupations identified by the VA Inspector
General as having the greatest shortages. The law includes appropriations for VA to support
these activities.

Section 201 of the Veterans Choice Act includes a requirement for an independent assessment
of VA health care addressing 12 specific questions (denoted A through L, based on the
legislative language). This report addresses Assessment B, which the Veterans Choice Act
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describes as “an independent assessment of the current and projected health care capabilities
and resources of VA, including hospital care, medical services, and other health care furnished
by non-VA facilities under contract with VA, to provide timely and accessible care to Veterans”
(Veterans Choice Act, Section 201).

1.2 Objectives

The objectives of this report are to assess VA’s current and projected resources and capabilities,
the level and nature of access to VA care, and barriers and facilitators to access. Against this
background, we then explore how selected policies could affect Veterans’ access to high-quality
care. Specifically, we address the following research questions:

e What are VA’s current resources and capabilities in key domains?
e What are current levels of access to VA care?
e What is the quality of care in VA?

e What are VA’s projected resources and capabilities to provide timely and accessible care,
and how might different policy options enhance VA’s resources and capabilities for
treating Veterans in the future?

1.3 Scope

We defined key types of health care resources and capabilities, as described in Subsection 1.4.
Some types of health care resources are examined in greater detail by other Section 201
assessments. In areas of overlap, we coordinated with the other assessments, providing an
overview in this report with reference to more detailed discussions in the other assessment
reports.

The following bullets summarize the other assessments conducted as part of this project:

e Assessment A: Current and projected demographics and unique health care needs. We
used VA’s projections of Veteran demand for health care services to analyze how VA
resources and capabilities to provide access to care would change under different policy
scenarios. Assessment A discussed VA’s demand projections, arrived at an independent
projection of how the Veteran population and its unique health care needs will change in
the future, and examined how future demand for VA health care could change under
different policy scenarios.

e Assessment C: Authorities and mechanisms for care at non-Department facilities. We
discussed current VA resources and capabilities to provide access to care under contract
and purchased from non-VA entities, and discussed policy options to improve access
through greater use of purchased care. Assessment C described the authorities and
mechanisms to provide purchased care in detail. While Assessments B and C used similar
data to describe purchased care use, Assessment C described policy options to change VA
authorities and mechanisms to purchase care in greater detail.

e Assessment D: System-wide access standard. In our assessment of access to VA care, we
used access standards in use by VA and compared these with available private-sector
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standards. Assessment D performed a more systematic review of standards for access,
scheduling, and wait times. (The results of this review were not available while we were
conducting our analysis).

e Assessment E: Workflow process for scheduling. We included scheduling as one type of
capability studied. Assessment E assessed VA scheduling processes in greater detail.

e Assessment F: Organization, workflow processes, and tools to support inpatient care.
Clinical workflow is one type of barrier to access considered in our analyses. Assessment F
assessed VA systems and processes that support care delivery within the hospital setting
in greater detail.

e Assessment G: Staffing levels at medical facilities: Both Assessments B and G used VA data
to estimate provider counts and productivity for physicians and associate providers in the
VA system. Assessment G processed and made these data available to Assessment B.
Assessment B included estimates of provider counts and productivity for therapists (for
example, physical therapists and occupational therapists), which Assessment G did not.
Assessment B combined these data with wait-time and interview data to estimate the
specialties with capacity constraints and to identify factors affecting capacity. Assessment
B also estimated VA enrollees’ geographic access to non-VA physicians and estimated
potential capacity constraints of those physicians.

e Assessment H: Information technology strategies. We studied VA IT resources and
capabilities that directly impact Veteran access to care. Assessment H focused on VA IT in
greater detail from the strategy and management perspectives.

e Assessment |: Business processes of the Veterans Health Administration (VHA):
Assessments B and | analyzed some common data on purchased care spending.
Assessment | assessed processes related to purchased care, such as the accuracy and
timeliness of VA payments to vendors and providers, as well as revenue collection for VA
provided care.

e Assessment J: Purchasing, distribution, and use of pharmaceuticals, supplies, and devices:
We included medical technology and supplies as one type of resource used by VA, while
Assessment J focused in more detail on purchasing, distribution, standardization, and use
of pharmaceuticals, supplies, and devices.

e Assessment K: Construction and maintenance projects at medical facilities. We included
physical infrastructure as one type of VA resource and analyzed geographic access to VA
facilities. Assessment K evaluated VA processes to deliver medical facilities, including
capital management, construction, leasing, and maintenance.

e Assessment L: Competency of leadership. We did not directly study leadership, but we
recognize that it affects the resources and capabilities we studied. Assessment L directly
assessed VHA leadership.

1.4 Definitions of Key Concepts

Access to care has been defined in conceptual models that are widely used in research and
other assessments of access. Similarly, definitions and frameworks of health care quality and
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organizational capacity, resources, and capabilities have been developed. We drew on these
frameworks to define the key concepts that are the foundation of Assessment B.

1.4.1 VA Resources and Capabilities

The VA system includes a wide range of health care capabilities that draw on resources owned
or leased by VA, as well as resources under contract and purchased from non-VA entities.

Resources are assets that VA can use to provide access to care for Veterans. Important
resources include the financial means to support health care for Veterans, human resources,
facilities, relationships with other organizations to provide care, and IT (Table 1-1).

Capabilities are the ability of VA to use its resources in coordinated tasks to provide access to
care for Veterans (Helfat & Peteraf, 2003). The fact that VA has a resource does not necessarily
mean that the resource is used effectively to enable a capability to provide access to care. For
example, VA may have a certain number of facilities staffed by cardiologists, but only some of
those facilities may have the capability to provide some specialized cardiology services.

Table 1-1. Types of VA Health Care Resources

Types of Resources Definition

Fiscal Funding sources and allocations, as well as alternative
sources of finance, operating budget, and capital (for
example, VA budget allocations).

Workforce and human resources | The employees who support and provide health care for
Veterans (for example, physicians, nurses, clinical support
staff).

Physical infrastructure The physical structure needed to support provision of care
(for example, medical centers, outpatient clinics, medical
equipment).

Interorganizational relationships | Relationships with other organizations that VA can use to
improve Veterans’ access to care (for example, the
Veterans Choice Program).

IT Information and information technology (IT) resources such
as computing and IT equipment, IT support, and databases
(for example, patient portals, electronic health records,
telemedicine).

Source: Adapted from Meyer et al., 2012.

1.4.2 Access, Timeliness, and Quality

A broad definition of access is “the fit between the individual and the health care system”
(Fortney et al., 2011; Penchansky & Thomas, 1981). Put another way, Veterans’ access to health
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care depends on how well the health care system addresses patient needs. Both the
characteristics of the health care system and the characteristics of the individual are important
in determining this match. For example, can a Veteran with diabetes see a podiatrist before
poor foot care leads to infection and possible limb amputation? Can a Veteran with
endometriosis and symptomatic anemia have access to a gynecologist for surgery? Does a
Veteran with posttraumatic stress disorder (PTSD) have access to psychotherapy with a
provider trained in evidence-based treatment for PTSD?

Access to health care services does not automatically translate into actual service use. Veterans
may have excellent access to care that, in theory, fits their needs, but they may or may not take
advantage of available care to use health care services. Access to care is a prerequisite for use,
however, and therefore a key factor affecting Veterans’ health and experiences of care.

Access is a general concept that subsumes more specific aspects of the fit between individuals
and the health care system (Penchansky & Thomas, 1981). Timeliness is a dimension of access
focused on how promptly needed care is available (Fortney et al., 2011). The allegations at the
Phoenix VA Health Care System focused on time spent waiting for health care appointments,
one aspect of timeliness. Our assessment team defined untimely care as delays in care that put
Veterans at risk of poor health outcomes, either because symptoms are not resolved in a time
frame compliant with VA guidelines or because delays cause patients not to follow up with
treatment. Delays in care that could put Veterans at risk of death or other poor health
outcomes are clearly harmful in a clinical sense. However, even if delays do not directly change
patient outcomes, they may be important from the Veteran’s perspective. For example, time
spent in a waiting room could lead to missed time at work or with family, and long waits for
appointments could cause anxiety.

Timeliness of care means different things for Veterans with different health care needs. For
example, consider three scenarios:

e A Veteran seeks to enroll in VA health care and establish a relationship with a primary
care physician. How long does it take for the Veteran to enroll? How much time elapses
between enrollment and the first visit to the primary care physician?

¢ Following the first visit, the Veteran is referred to a cardiologist and a dermatologist for
consultation on two specific health problems. How long is it before the Veteran sees these
specialists?

e As a result of these visits, the Veteran requires ongoing care that must be closely
coordinated between the primary care provider and the specialist physicians. When the
Veteran arrives at the next primary care appointment, will the relevant information from
the specialist visits be available to the primary care physician?

In this report, we examine available data on the timeliness of VA health care. Other dimensions
of access are listed in Table 1-2. These dimensions—including geographic access to health care
providers, financial considerations, digital connectivity, and the cultural acceptability of health
care—are vital in ensuring that health care is accessible to Veterans. We did not assess VA’s
current eligibility structure because our assessment scope was resources and capabilities to
provide care, not eligibility for benefits.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.

5



Assessment B (Health Care Capabilities)

Table 1-2. Dimensions of Access to Health Care

Dimensions

of Access Definition

Geographic | The ease of traveling to health care providers. For example, how far does a
Veteran live from needed health care services? How long does it take to travel
to appointments? Is it possible to take public transportation, and if so, how long
is spent in transit?

Timely The ability to obtain care and get it promptly. For example, when are Veterans
able to schedule appointments for needed care? How long do they wait during
health care visits?

Financial Eligibility for VA services and the cost of VA services. For example, how much do
Veterans pay out-of-pocket for VA health care services?

Digital Connectivity enabling digital communications with providers, caregivers, peers,
and computerized health applications. For example, do Veterans own or have
the right to use digital channels of communication?

Cultural The acceptability of health services to the patient. For example, can Veterans

receive services in a language in which they are comfortable communicating?
For a Veteran with a stigmatizing iliness, are services offered by providers
whose behavior does not cause the Veteran to feel discriminated against?

Source: Derived from Fortney et al., 2011.

The quality of health care services is critical to understanding access to care, since access is
beneficial only if adequate quality care is provided. The Institute of Medicine has defined six
dimensions of health care quality (Table 1-3): Care should be safe, timely, equitable, effective,
efficient, and patient-centered (Institute of Medicine, 2001). In this report, we examine the
quality of VA health care in comparison with non-VA care as measured in previous studies and
by analyzing more recent VA performance data.

Table 1-3. Dimensions of Health Care Quality

Dimension of

Quality Definition

Safe Avoiding injury to patients from the care intended to help them. For
example, do hospitalized patients develop avoidable infections?

Timely Reducing wait times for both providers and patients. For example, are
stroke patients treated quickly?

Equitable Providing care that does not vary in quality because of personal

characteristics such as gender, race/ethnicity, and socioeconomic status.
For example, is a heart attack diagnosis more likely to be missed in women
than men?

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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Dimension of
Quality Definition

Effective Providing evidence-based services to those who could benefit, and not
giving services to those unlikely to benefit. For example, do patients with
diabetes receive recommended screening?

Efficient Avoiding waste, including waste of equipment, supplies, ideas, and energy.
For example, are duplicate unnecessary medical tests provided to the
same patient?

Patient-centered | Providing care that is responsive to individual patient preferences, needs,
and values. For example, how well do health care providers communicate
with patients?

Source: Institute of Medicine, 2001.

1.5 Improving Access for Veterans

The Veterans Choice Act aims to improve access to VA care in the short term. However, longer-
term solutions are also needed to ensure that VA is positioned to meet Veterans’ needs in the
future. Over time, the size, demographics, and health needs of the Veteran population will
change. VA will need to adjust its resources and capabilities to meet the changing demand for
services and to select appropriate policies to meet demand. VA has a number of options. For
example, some policy options for ensuring access to health care focus on increasing the number
and type of resources that VA owns or that it purchases from the private sector. Other policy
options for ensuring access to health care seek to improve the productivity of VA’s existing
capabilities to provide care (for example, by formalizing task assignments in outpatient clinics
to improve clinic workflow). These are selected examples among many proposed options for
improving the nation’s ability to fulfill its commitment to Veterans. We assess a number of
policy options designed to improve access, providing information on the expected impact on
access, fiscal considerations, operational feasibility, stakeholder acceptability, and the tradeoffs
among them.

1.6 Organization of Report

The remainder of this report consists of six sections:
e Section 2 provides an overview of the methods used in the assessment.
e Section 3 provides an assessment of five types of resources and capabilities: fiscal,

workforce and human resources, physical infrastructure, interorganizational relationships,
and IT.

e Section 4 provides an assessment of access to VA care along five dimensions: geographic,
timely, financial, digital, and cultural.

e Section 5 provides an assessment of the quality of VA care, using the six domains outlined
by the Institute of Medicine: safety, timeliness, equity, effectiveness, efficiency, and
patient-centeredness.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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e Section 6 discusses approaches VA could use to adjust resources and capabilities to
improve access for Veterans.

e Section 7 describes our conclusions and recommendations.

The report also includes nine appendices, five of which are included in a separate document:

e Appendix A: Methods

e Appendix B: Survey

e Appendix C: References

e Appendix D: Acronyms

e Appendix E: Summary of Qualitative Interviews
e Appendix F: Supplementary Access Materials

e Appendix G: Supplementary Quality Materials
e Appendix H: Projections

e Appendix I: Survey Data Tables.
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2 Overview of Methods

2.1 Introduction

In this section, we provide an overview of the mixed-methods approach we used to assess VA’'s
current resources and capabilities, the level and nature of access to VA care, barriers to and
facilitators of access, the quality of care, and policy options for enhancing VA resources and
capabilities. We collected data through literature reviews, key informant interviews, a survey of
VA administrative parent organizations, and from VA and non-VA data sources.® We conducted
analyses of the data and other secondary sources, including VA and other data sources, to
inform the assessment.

In addition, we selected seven “illustrative clinical populations” to provide a more detailed
understanding of VA capabilities, resources, and accessibility in selected subpopulations of
Veterans. We analyzed these to supplement analyses of VA as a whole in areas where overall
analyses are too broad to provide a sufficient understanding of relevant issues.

We also developed a method for projecting future resources to compare with forecasted
changes in patient demand for VHA treatment to identify potential gaps. To support analyses of
future options for VA to address identified gaps, we used a multipronged approach to identify
and analyze a reasonable range of feasible policy options to enhance VA’s ability to provide
timely and accessible care to Veterans.

This section provides a high-level discussion of the specific methods used in Assessment B, as
follows:
e Subsection 2.2: lllustrative Clinical Populations
e Subsection 2.3: Literature Reviews
e Subsection 2.4: Interviews
e Subsection 2.5: 2015 Survey of VA Resources and Capabilities
e Subsection 2.6: Data Sources and Measures
e Subsection 2.7: Data Analyses
o Resources and Capabilities (Subsection 2.7.1)
o Access to Care (Subsection 2.7.2)
o Quality of Care (Subsection 2.7.3)
e Subsection 2.8: Assessing Options for Enhancing VA Resources and Capabilities

o Future Policy Options (Subsection 2.8.1)

3 According to the VHA Handbook (VA, 2013b) an administrative parent is defined as a collection of all the points of
service that a leadership group (Medical Facility Director, Deputy Medical Facility Director, Chief of Staff,
Associate or Assistant Director, and Nurse Executive) manages. The points of service can include any institution
where health care is delivered. All the data originating from these points of service roll up to a single station
number representing the administrative parent for management and programmatic activities.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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o Projecting Needed Resources in the Future (Subsection 2.8.2).

Additional information about methodology can be found in Appendix A.

2.2 lllustrative Clinical Populations

To provide a more detailed understanding of VA capabilities, resources, and accessibility in
selected subpopulations of Veterans, we selected seven “illustrative clinical populations.” We
conducted analyses focused on these clinical populations to supplement analyses of VA as a
whole in areas where overall analyses are too broad to provide a sufficient understanding of
relevant issues. In the analyses of the illustrative clinical populations, we identified the
resources needed to treat these populations (for example, types of providers, infrastructure,
equipment) and conducted analyses assessing the level of those resources. We measured
geographic access to specific services needed by these populations. In addition, the 2015
Survey of VA Resources and Capabilities was designed to provide information specifically about
these populations and to identify points in the care process where they may face delays.

We selected the seven illustrative clinical populations to ensure that the portfolio of
populations considered in these analyses reflects populations of particular interest to VA (for
example, high prevalence, congressional focus, service connection) and is diverse on important
characteristics. We defined a clinical population as a group of individuals with a need for
specific health care resources. Therefore, a clinical population could include individuals with
certain clinical conditions (for example, type Il diabetes mellitus, PTSD) or individuals who have
received a certain type of medical treatment (for example, who are in need of gynecological
surgery). The seven populations selected are Veterans with acute coronary syndromes, colon
cancer, PTSD, substance use disorder (SUD), traumatic brain injury (TBI), type Il diabetes
mellitus, and women’s diagnoses requiring gynecological surgical intervention.

We selected clinical populations by applying screening criteria to each candidate population
and applying breadth criteria to a subset of populations that met the screening criteria. We
defined the screening criteria as follows:

1. Importance: Selected clinical populations should be “important,” defined as being of
particular interest to those seeking to understand VA resources and capabilities,
including populations that are either unique to or disproportionately prevalent in the
Veteran population. The importance may be due to high prevalence, high costs, or high
visibility (that is, listed as VA priorities or which have received specific public,
congressional, or legislative attention).

2. Measurability: Selected clinical populations should be feasibly identified in the VA
population using International Classification of Diseases-9 codes in a reliable and valid
manner (subject to limitations of administrative data due to variation in coding
practices). This allows for analyses of encounter data to illustrate access-related issues
in the selected populations.

We defined the breadth criteria to ensure diversity along the following dimensions:

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.

10



Assessment B (Health Care Capabilities)

1. Type of care: Medical and behavioral health care services should be represented, as
should health care services required to treat service-connected disabilities.

2. Acuity: The care required by the selected populations should vary in the level of
urgency, covering the range of preventive care, routine chronic illness care, and urgent
acute care.

3. Care setting: The services typically used by the selected populations should be provided
in a variety of health care settings (for example, acute care hospitals, emergency
departments, outpatient primary care clinics, outpatient specialty care clinics).

4. Workforce: A variety of types of providers who typically treat the selected clinical
populations should be represented, including specialists and generalists; medical,
surgical, and behavioral health care providers; ancillary staff; and providers who work in
teams.

5. Population diversity: The conditions should reflect population diversity (sex, age).

We applied the screening criteria using a two-step process. First, to identify important and
measurable clinical populations, we selected the 37 conditions identified by the VA-
Department of Defense (DoD) Reporting & Analysis Datamart Technical Advisory Group as high-
interest groups. We used prevalence data provided by the VA Healthcare Analysis and
Information Group to select the 10 most prevalent medical high-interest groups, the five most
prevalent behavioral health high-interest groups, and all conditions that were primarily
attributable to military service. The result was the 20 populations listed in Appendix A, Table A-
1. We made some adjustments to the initial list of 20 populations before applying the breadth
criteria to eliminate some populations that were too broad and to meet the population
diversity criterion (which required the addition of a population composed mainly of women).
Based on input from VA experts in women’s health, we included the category of conditions that
require gynecologic surgery. We then used the breadth criteria to select six additional clinical
populations from the set of 20 to provide the desired diversity of characteristics. In Table 2-1,
we list the seven selected clinical populations and describe them based on the breadth criteria.

Table 2-1. Description of How Selected Populations Contribute to Breadth Criteria

Clinical
Population Description of Contribution to Breadth Criteria

Acute coronary | Acute inpatient care, emergency department care, and chronic illness care.
syndromes Specialty workforces (cardiology, cardiovascular surgery, emergency
medicine, interventional radiology) play a substantial role.

Conditions Surgical conditions. Can be inpatient or outpatient surgery. Specialty
requiring workforce (gynecologists, operating room staff trained in gynecologic
gynecologic surgery). Population diversity (women).

surgery
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Clinical
Population Description of Contribution to Breadth Criteria

Type Il diabetes | Primarily routine outpatient care for management of chronic condition.
Some acute exacerbations. Primary care workforce, occasional specialty care
(endocrinology, nutrition, podiatry, ophthalmology). Often managed by a
team.

Colon cancer Time course is sub-acute, but timeliness of care is particularly important.
Infrastructure needs include outpatient clinics, inpatient hospital care
(sometimes semi-elective), surgical facilities, and specialized outpatient
facilities (for example, chemotherapy, radiation therapy). Primary care for
screening and sometimes diagnosis. Specialty workforce (for example,
oncology, surgery, radiation therapy) needs predominate after diagnosis.

TBI Often service-connected. Interdisciplinary, rehabilitation-focused care.
Population diversity (younger Veterans). Workforce (neurologists and
physical medicine and rehabilitation, and pain specialists).

PTSD Usually service-connected. Primary care and outpatient specialty mental
health; some specialized residential PTSD programs. Workforce includes
psychiatrists and psychologists trained in evidence-based psychotherapy for
PTSD. Treatment can be delivered via telemental health.

SUD Chronic condition with acute exacerbations. Primarily outpatient care in
primary care, specialty care, or specialty substance abuse care, but frequent
emergency care for a subsection of the population. Residential rehabilitation
(for example, domiciliary, residential treatment) plays a substantial role;
inpatient detoxification services. Some medications are either expensive
(injectable naltrexone) or difficult to access (methadone, buprenorphine,
injectable naltrexone).

2.3 Literature Reviews

The Assessment B team conducted several literature reviews to provide background and
context for the assessment. For each type of resource (for example, fiscal, physical
infrastructure), we conducted a targeted literature review to identify information about current
levels, trends over time, and key issues and concerns. We also conducted formal, in-depth
systematic literature reviews to assess the evidence related to access, quality, and potential
policy options for enhancing VA’s resources and capabilities.

2.3.1 Targeted Literature Reviews

The targeted literature reviews in each resource area included both the peer-reviewed and gray
literature. We developed search terms for each type of resource and searched databases such
as PubMed and GreylLit. We reviewed the articles and reports returned by the search and
abstracted relevant information. We incorporated data from the literature review into the
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analyses of current levels of resources, geographic variation, trends over time, and key issues or
concerns. Example questions, sources, and example search terms are shown in Table 2-2.

Table 2-2. Key Questions and Search Terms Used in Targeted Literature Reviews

Resource Example Search
Category Sample Questions Data Sources Terms
Fiscal = How does VA develop its = PubMed = Veterans
budget? = GreyLit Administration
= How does VA allocate the = Congressional and:
funds it receives from testimony = Budget,
Congress? expenditure,
= What are the challenges resource
associated with VA’s funding allocation
processes and what are the
consequences?
* How do VA funding and
expenditures on medical
care compare with the
private sector?
Workforce and = How does VA assess and = PubMed = Veterans

Human Resources

plan current and future
workforce capacity?

= What are the observed and
perceived constraints on
workforce capacity within
VA’s system?

» What factors affect the
capacity of the VA
workforce?

» What types of approaches
does VA use to expand
workforce capacity?

» Google Scholar

= Grey Literature
Report

= VA
documentation

Administration
and:

= Workforce,
staffing, human
resources,
manpower,
personnel,
scheduling

= Physician, nurse,
hospitalist,
hospital staff,
doctor, clinician

= Personnel
selection,
recruit,
retention,
turnover,
burnout, retain

= Capacity,
capability,
productivity,
efficiency,
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Resource Example Search
Category Sample Questions Data Sources Terms
relative value
scales, practice
management
Physical = What proportion of a » Cumulative Index | = Veteran and:
Infrastructure population of Veterans is to Nursing and = Access or
within a certain distance or Allied Health geographic or
travel time from a facility or Literature distance or
care? = Ovid MEDLINE travel
= What are barriers or « PubMed = Health or
facilitators to geographic medical or
access to health care for disorder
Veterans?
Interorganizational | = What are the resourcesand | = VA and DoD = Veterans

Relationships

capabilities of non-VA health

care organizations to provide

additional access to health
care for Veterans?

public documents

= Reports from the
GAO,
Congressional
Research Service,
and VA Office of
Inspector General

= Congressional
testimony

Administration
and:

Purchased care,
individual
authorizations,
Patient Centered
Community Care
Program (PC3),
Access Received
Closer to Home
(ARCH), Veterans
Choice Program,
Non-VA Care
Coordination,
Fee Basis Claims
System

» Sharing
agreements,
affiliated
academic
medical centers,
DoD, Indian
Health Services,
Federally
Qualified Health
Center (FQHC)

IT

= What are the current IT

= VA internal

= Veterans
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Resource
Category

Sample Questions

Data Sources

Example Search
Terms

resources and capabilities
that VA uses to provide
access to care for Veterans?

= How do IT resources and
capabilities vary across
geographic regions and
health care facilities?

» What are barriers and
facilitators to achieving
desired levels of IT resources
and capabilities in VA?

reports and
presentations

= PubMed

Administration
and:

IT

Clinical video
telehealth, VistA
(Veterans Health
Information
Systems and
Technology
Architecture)/
Computerized
Patient Record
System (CPRS),
data exchange,
mobile apps,
patient portal,
MyHealtheVet

2.3.2 Systematic Literature Reviews

We conducted systematic reviews to assess access, quality, and potential policy options.
Systematic reviews follow very rigorous procedures and are intended to provide a
comprehensive, in-depth review of the topic under consideration. For these reviews, we
followed guidelines outlined in the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses Statement (http://www.prisma-statement.org/index.htm). The key steps in these
systematic reviews were developing the search strategy (see Table 2-3), selecting studies for
inclusion in the review, abstracting data from the selected articles, assessing the quality of the
evidence, and synthesizing the results.

Table 2-3. Key Questions and Search/Inclusion Strategies Used in Systematic Literature

Reviews
Category Sample Questions Search and Inclusion Strategies
Access = How accessible is VA | = Search terms included:

care in each of the
dimensions of
access outlined by
the Assessment B
conceptual model of
access?

= What are the

o Veterans and VA health care facilities
o access (defined as the availability of services)
o utilization (defined as the use of services)

= Searched PubMed for articles between January 1,
2005, and April 10, 2015
= To be included, the article had to evaluate access to
care and/or the relationship between access to care
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Category Sample Questions Search and Inclusion Strategies
facilitators and and the utilization of services at VA facilities.
barriers to access to | = Articles were classified according to characteristics of
care in VA? access outlined by the Assessment B conceptual

model.

Quality How does the = Started with terms from prior systematic reviews on
quality of care health care delivered in VA versus non-VA settings
provided by VA (Shekelle, Asch et al., 2010; Kehle, Greer, et al., 2011)
compare to that for | « Searched PubMed for articles between January 1,
non-VA health care 2005 and January 1, 2015
facilities and = To be included, the article had to present a
systems? comparison of quality of care in VA and U.S. non-VA

settings.

= If an article had been included in the previously
published systematic review on quality in VA versus
non-VA settings, the team used already abstracted
data and reviewed the paper to ensure that all
dimensions of quality were included.

= Articles were classified according to dimensions of
quality outlined by the Institute of Medicine.

Policy What are feasible = Searched PubMed for all English-language articles

Options policies or published from 1995 to present using a broad search

approaches to
improving access to
care to Veterans?

strategy combining terms representing VA resources
and capabilities and each of the types of VA health
care resources shown in Table 1-1

= Also conducted separate targeted searches on policy
options raised during key informant interviews, such
as contracted care, DoD care, waitlists and scheduling,
physician recruitment and hiring and overall access to
care, as well as on articles written by specific authors
suggested by advisory panel

= Searched gray literature for research and policy
reports pertaining to timely and accessible care in VA

= Articles were abstracted for key findings and
recommendations.

Titles and abstracts identified through the search were screened by two team members trained
in the critical analysis of literature. An article was selected for full-text screening when both
team members agreed it should be included. When differences in the initial assessment

(inclusion or not) occurred, the specific abstracts were discussed with at least one other senior

member of the Assessment B team.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.

16




Assessment B (Health Care Capabilities)

Each full-text article selected for screening was reviewed by two trained team members using
screening forms designed for the review. To be included, the article had to meet inclusion
criteria specific to each review. For each article that met the screening criteria, information was
independently abstracted by two reviewers using an abstraction form.

Once the forms were completed, all the data were evaluated by the review team, and any
discrepancies between reviewers were resolved. Each article was assigned an overall score,
based on relevance and quality of statistical methods.

2.4 Interviews

Interviews with VA employees and others with VA expertise addressed questions that could not
be answered with sufficient detail by literature review or analysis of quantitative or survey
data. Interviews spanned a number of topics and research questions related to VA resources,
capabilities, access, and quality, including:

e Types and levels of VA resources

e Barriers and facilitators to increasing levels of resources of different types

e Barriers and facilitators to using resources effectively to provide access to care

e Barriers and facilitators to Veterans’ accessing VA care

e Perspectives on quality and access measurement

e Major challenges VA is facing in providing timely and accessible care to Veterans

e Policy options currently being considered and/or evaluated that might help improve VA’s
ability to provide timely and accessible care

e Feasibility of and potential obstacles to successfully adopting policy options.

2.4.1 Respondent Selection

VA/Expert Respondents. To identify specific offices or individuals within VA that could address
the topics outlined above, we searched organizational staffing charts and senior personnel lists
supplied by VA, as well as descriptions of the responsibilities of each office available in the 2014
Functional Organizational Manual v2.0a. We identified potential interviewees outside of VA
through literature review. These included policy-makers, key stakeholders, and academic and
other health care and public policy researchers who authored reports related to VA or health
care issues germane to the evaluation of VA capacity.

Facility Respondents. All the topics listed above, with the exception of the policy options topics,
required interviews with facility-level personnel. The respondent groups, by facility type,
included:

e VA Medical Center (VAMC): Director, Associate Director, Associate Director of Patient
Care Services, Chief of Staff, Quality Director, health care providers in seven specialties,
paraprofessionals/clinical support staff such as care coordinators, social workers, medical
support assistants
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e Community-Based Outpatient Clinic (CBOC): Medical Director, nurse managers, health
care providers in primary care, behavioral health, and obstetrics/gynecology)

¢ VISN: Chief Medical Officer, Quality Management Officer, Chief Information Officer.

We drew a purposive sample of VAMCs. We selected the sample to include a variety of facilities
that, while not technically representative of the universe of VAMCs, would provide variation on
key characteristics. We created six VAMC groups based on three characteristics: capacity,
complexity, and metropolitan context. Capacity refers to the size of the facility, which was
measured in terms of the number of patients served; complexity refers to the level of the
VAMC's ability to treat a large number of conditions; and metropolitan context is the size of the
urban area served. Additional information on how we defined these metrics can be found in
Appendix A, Subsection A-2.

We began with a list of 150 VAMCs from a September 2014 extract from the VHA Site tracking
System that was accurate when we began the selection process in January 2015.#* We then
eliminated some VAMCs from this list of the following reasons:

e Seventeen pairs of VAMCs coreported their statistics in the 2012 Hospital Quality Report
Card. Because it was not possible to assign a specific number of visits to each VAMC, we
elected to eliminate 17 VAMCs, one in each pair.

e We excluded one VAMC without capacity data available in a small/medium metro area.
e We excluded one VAMC that lacked information on its complexity level.

This left 131 VAMCs for consideration from the initial list of 150. Based on the three attributes,
we grouped the VAMCs as shown in Table 2-4.

Table 2-4. Capacity, Complexity, and Metropolitan Context of VAMCs Used in Selecting
Interviewees

Small/ Small/ Small/
Medium | Medium | Medium Large Large Large
Rural, Metro, Metro, Metro, Metro, Metro, Metro,
Small- Small- Medium- Large- Small- Medium- Large-
Complexity | Capacity | Capacity | Capacity | Capacity | Capacity | Capacity | Capacity
Complex
2 22 2 11
(1a-1) 0 8 4 8
Less
Complex 20 23 9 0 4 0 0
(2-3)

4 VA reclassified its medical facilities in March 2015. Other analysis in this report used these later classifications,
which increased the number of VAMCs to 166. See Section 3.3.1.
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Small/ Small/ Small/
Medium | Medium | Medium Large Large Large
Rural, Metro, Metro, Metro, Metro, Metro, Metro,
Small- Small- Medium- Large- Small- Medium- Large-
Complexity | Capacity | Capacity | Capacity | Capacity | Capacity | Capacity | Capacity
Total 20 31 33 22 6 9* 11

Source: Authors’ analysis of 2012 Hospital Quality Report Card, Veterans Affairs Site Tracking
system extract from September 30, 2014, and American Community Survey.

Notes: *One medium-sized VAMC in a large metro area was missing information on its
complexity level. Blue-gray shading indicates groups from which VAMCs were selected for
interviews.

We selected VAMCs from the groups shown above. The goal was to provide a distribution
across the three categories of interest and to avoid smaller cells that include atypical VAMCs.
Given the distribution of size and complexity across urbanization levels, we selected one VAMC
from each of the following groups (shaded in Table 2-4):

e Rural, small, less complex

e Small-medium metro, small, less complex
e Small-medium metro, medium, complex
¢ Small-medium metro, large, complex

e Large metro, medium, complex

e Large metro, large, complex.

Of the 131 VAMC s, we eliminated 23 because they were not in the selected categories, and, to
minimize the response burden on facilities, another 29 because they had already been selected
for site visits by another Veterans Choice Act Assessment.> Due to overlap in these two
categories, there were 84 VAMCs remaining to select from.

The final sample included two VAMCs per facility size category and a distribution across
urbanization that is roughly proportionate to the distribution of facilities. We made the
selection to account for geographic diversity. We also created ratios based on the 2012 report
card of primary to specialty visits, and inpatient to outpatient visits, and we aimed for diversity
in this regard as well.

We also contacted interviewees at the VISN level. We selected the VISN associated with each
VAMC for interviews, unless the VISN was the subject of a site visit by another Veterans Choice
Act Assessment (three VISNs). In those cases, the three remaining VISNs that were not subjects
of site visits or interviews were substituted.

Finally, we selected one CBOC associated with each VAMC. When possible, we used the

> The number of VAMC site visits was later increased to 38, but this did not affect our selection.
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Veterans Affairs Site Tracking data to identify those characterized as multispecialty CBOCs.

2.4.2 Protocol Development

We developed interview protocols that featured defined questions and then used elicitation
techniques to provide respondents with space to offer rich answers and make connections on
their own. These protocols allowed the team to focus the interviews on specific topics that
matched the project goals without overly constraining and shaping respondents’ answers.

Protocols were iteratively reviewed to ensure that the research questions were being covered.
One to four question sets were targeted to each respondent group. Each protocol included an
introduction describing the purpose and ground rules for the interview and covering verbal
consent and confidentiality.

All RAND research that involves the acquisition of private, individual-level data are required to
follow the common federal rule for the protection of human subjects. These guidelines are
described in 45 Code of Federal Regulations 46 and in RAND’s Multiple Project Assurance of
Compliance (on file with the Department of Health and Human Services). The qualitative
interviews underwent review by the Human Subjects Protection Committee, RAND’s Internal
Review Board. Our Internal Review Board submission included protocols, consent language, a
recruitment email script, and a data safeguarding plan.

2.4.3 Interviews

For the expert interviews, we targeted 48 respondents and completed interviews with 38
respondents, representing a response rate of 79 percent. If the respondent consented, the
interview was audio recorded and then professionally transcribed for analysis.

For the facility interviews, we targeted 88 respondents overall across the six VAMCs, six VISNs,
and six CBOCs. Overall, we were able to identify individuals for the vast majority of respondent
groups. We completed interviews with 61 respondents, representing a response rate of 69
percent. All facility interviews were conducted via telephone, usually with multiple interviewers
or an interviewer and a note taker. If the respondent consented, the interview was audio-
recorded and then professionally transcribed for analysis.

2.4.4 Analysis

Analysis was conducted using Dedoose, a commercial mixed-method, web-based data analysis
platform. All interview transcripts were uploaded into Dedoose for thematic analysis. To
identify and connect themes from across the interview data, we developed a coding structure
for each domain. Domain-specific coding teams developed the coding structure based on the
interview protocols and then dual-coded interview transcripts to establish coding reliability for
that domain. The coding teams continued to develop codes and refine the coding structure as
content was analyzed. Each domain coding team independently coded all transcripts with
guestions relevant to that domain. The overall code structure was continually revised through
dialog within the qualitative team, particularly the team experts in the domain in question.
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2.5 2015 Survey of VA Resources and Capabilities

The 2015 Survey of VA Resources and Capabilities was designed to identify clinically meaningful
delays in care for the seven illustrative clinical populations chosen for Assessment B, and for
primary care more generally. When survey respondents identified a delay in care, they were
asked about the reasons for the delay and their proposed solutions. The survey was also
designed to identify difficulties VA may be facing in recruiting, hiring, and retaining the clinical
personnel necessary to provide care to Veterans in these populations.

The survey sample frame was all of VA’s 141 administrative parents (local health care systems
with at least one hospital and its affiliate clinics). The administrative parent within VA is defined
as

a collection of all the points of service that a leadership group (Medical Facility
Director, Deputy Medical Facility Director, Chief of Staff, Associate or Assistant
Director, and Nurse Executive) manages. The points of service can include any
institution where health care is delivered. All of the data that originate from
these points of service roll up to a single station number representing the
administrative parent for management and programmatic activities.

The invitation to participate in the survey was sent via email directly to the Chief of Staff of the
administrative parent. The email included instructions, links to the survey modules, and a
signed letter from Dr. Carolyn Clancy, VA Interim Under Secretary for Health, encouraging VA
employees to assist the Veterans Choice Act assessments. The survey was a web-based survey
with eight modules allowing each module to be completed independently. The Chief of Staff
was responsible for completing the Chief of Staff module, identifying the most appropriate
individual to complete each of the clinical condition modules, and overseeing the completion
and return of all survey modules. The survey was in the field for approximately two and a half
weeks from Thursday, May 7, 2015, through Tuesday, May 26, 2015.

Detailed survey methods and results are provided in Appendix B.

2.6 Data Sources and Measures

In addition to data collected through the literature reviews, interviews, and survey, Assessment
B drew upon various other data sources and measures, as described briefly in this subsection.
Information about the analyses conducted using these and other data are found in Subsection
2.7.

2.6.1 Resources and Capabilities

Data sources and the concepts that we measured to assess current resources and capabilities
across domains are described in Table 2-5.
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Table 2-5. Data Sources and Measures for Assessing Resources and Capabilities (Other Than
Literature Review, Interviews, Survey)

Resource Area Data Sources Concepts Measured
Fiscal = Fiscal Year (FY) 2016 VA = Congressional
Budget Request appropriation
= FY 2014 Veterans Equitable = Allocation of funds to
Resource Allocation VISNs
Handbook
Workforce and human » Staffing and productivity data | = Supply of physician labor,
resources provided by Assessment G. by specialty
including data collected from: | » Supply of associate
— VISTA New Person File providers
— VISTA Patient Care = Supply of therapists
Encounter File = Productivity
— Monthly Program Cost = Location of non-VA
Report providers

= SK&A Office-Based Physician, | = Timeliness of care
Nurse Practitioner, and
Physician Assistant Database

= VA Planning Systems Support
Group Enrollee file

= VHA Support Service Center
(VSSC) [See Strategic Analytics
for Improvement and
Learning Cube]

» Medical Group Management
Association Academic Survey

» Medical Group Management
Association Physician
Compensation and
Production Survey from
Assessment G
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Resource Area Data Sources Concepts Measured

Veterans Affairs Site Tracking | = Number and distribution
System of VA facilities

Physical infrastructure

= American Community Survey | = Complexity of VA facilities
= American Hospital Association | = Availability of specific

2014 Annual Survey of services and technologies
Hospitals related to illustrative
= VA Planning Systems Support clinical populations
Group Enrollee file = Geographic access to VA
= VHA Daily Bed Report, FY facilities
2015

= VA Veterans Transportation
Program, 2015

= HUD VASH Utilization Report

= HUD 2014 Raw Housing
Inventory Count

= VA Surveys (Complementary
and Alternative Medicine,
Cardiovascular Specialty Care
Services, Emergency
Departments, Pain
Management, Physical
Therapy, Prosthetics and
Sensory Aids Service,
Recovery Oriented Mental
Health Care, Surgical Services)

= VA Clinical Inventory Facility
Profile Report

= VA Clinical Inventory Facility
Services Report

Interorganizational = VA/DoD Medical Sharing = Amount and types of care
relationships Office purchased from DoD
» Fee Basis Claims System » Purchased care spending,
extract from Assessment | utilization, and
= VA Central Fee Payment distribution

extract from Assessment C

» VA Budget Requests 2012-
2015
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Resource Area Data Sources Concepts Measured

IT = VSSC = Access to IT capability
= Use of the capability

= Usability and user
satisfaction

2.6.2 Access

We used a number of data sources to assess the five dimensions of access described in Section
1, Introduction (see Table 1-2): geographic, timely, financial, digital, and cultural. To identify
performance measures, we conducted an environmental scan of access measures in VA
performance measure reporting systems and publications, including the Strategic Analytics for
Improvement and Learning Value Model (VA, 2014h), VA Hospital Compare ASPIRE (VA, 2014d),
Linking Knowledge & Systems (VA, 2014c), the VA Facility Quality and Safety Report (VA,
2013d), and other published reports. Measures include system-level measures, such as the
percentage of new patients who complete a primary care visit within 30 days of their preferred
date, and patient-reported measures, such as the percentage of patients reporting that, in the
past 12 months when they called for an appointment for care needed right away, they were
always able to get an appointment as soon as needed. In addition, the team analyzed 2010—-
2014 data from the VHA Survey of Veteran Enrollees’ Health and Reliance upon VA (Survey of
Enrollees). The Survey of Enrollees is an annual survey of more than 40,000 enrolled Veterans
designed to collect information on Veterans not available from other sources for the VA
Enrollee Health Care Projection Model. Analyses of the Survey of Enrollees allow for assessment
of Veterans’ attitudes regarding each of the dimensions of access, such as the degree to which
VA providers treat patients with respect (cultural access) and the degree to which VA offers
Veterans the best value for their health care dollar (financial access).

Table 2-6 shows the data sources and access concepts that we measured. A full list of access
measures by domain is found in Appendix A, Table A-3.
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Table 2-6. Data Sources and Measures of Access

Access Domain

Data Sources

Concepts Measured

Geographic = VA Survey of Enrollees = Ease of getting to VA facilities
= Veterans Affairs Site Tracking | = Travel distance
System = Travel time
= American Community Survey | = Accessible by public transit
= Esriv10.2 Business Analyst » Veterans’ perspectives regarding ease of
Extension getting to VA facilities
= VA Planning Systems Support | = Proximity to non-VA providers
Group Enrollee file
= VA Clinical Inventory Facility
Profile Report
= VA Clinical Inventory Facility
Services Report
= SK&A Office-Based Physician,
Nurse Practitioner, and
Physician Assistant Database
Timely = VSSC = Timeliness of care for VA primary care,
= VA Survey of Healthcare specialty care, and mental health care
Experiences of Patients appointments
Patient-Centered Medical » Wait times for appointments
Home (SHEP PCMH) Survey | = Veterans’ perspectives regarding
= VA Survey of Enrollees timeliness of care, appointments and
information
Financial » Medical Expenditure Panel = Cost of VA care
Survey = Qut-of-pocket expenses
= VA Survey of Enrollees = Lost work time
= Veterans’ perspectives regarding the
value of VA care
Digital = VA Survey of Enrollees = Veterans’ Internet access
Cultural = VA Survey of Enrollees = Veterans’ perspectives regarding the

degree to which VA personnel treat
them with respect

Cross-Cutting

= Yelp reviews of VA facilities

= Veterans’ comments regarding
experiences visiting VA facilities
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2.6.3 Quality

We selected a subset of measures for analysis from the more than 500 measures of quality
available in the VA system. We prioritized quality measures that reflect national standards and
are reported by national performance measurement programs, as follows:

e Measures in the Healthcare Effectiveness Data and Information Set (HEDIS) developed by
the National Committee for Quality Assurance (National Committee for Quality Assurance,
2014) for care in the outpatient setting.

e Measures of patient experiences with health care received in the outpatient and inpatient
settings from the SHEP. SHEP surveys are adapted from the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) family of surveys (Agency for Healthcare
Research and Quality [AHRQ], n.d.).

e ORYX measures (also known as the National Hospital Quality Measures) developed by the
Joint Commission (Joint Commission, 2015) for care in the inpatient setting.

e Patient Safety Indicators developed by the AHRQ about adverse events and complications
of care that may occur in the hospital (AHRQ, 2015).

e Thirty-day risk-standardized mortality and readmission measures developed by the
Centers for Medicare & Medicaid Services (CMS) in conjunction with the Hospital Quality
Alliance (CMS, 2014) for the inpatient setting.

Table 2-7 contains the data sources and concepts we measured to assess quality. A full list of
quality measures can be found in Appendix A.

Table 2-7. Data Sources and Measures of Quality

Data Sources Concepts Measured
Safety = AHRQ Patient Safety Patient safety
Indicators (data from VA = Adverse events and complications

and CMS HOSpital Compare n |npatient outcomes

for non-VA hospitals) = Readmission and mortality

= CMS Hospital Compare
(data for VA and non-VA
facilities)
o Outcome measures
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Data Sources Concepts Measured
Effectiveness Outpatient Outpatient
= HEDIS Outpatient Quality = Screening, prevention, and wellness
Measures (data from VA = Chronic condition management

and National Committee for | , Comprehensive diabetes care

Quality Assurance reports » Cholesterol management for patients

for non-VA) with cardiovascular conditions
Inpatient = Antidepressant medication
= CMS Hospital Compare management

(da.t'a for VA and non-VA Inpatient

facilities)

= Care processes for selected conditions
(for example, acute myocardial
infarction, pneumonia, heart failure,
and surgical care)

o ORYX measures

Patient- = VA SHEP PCMH (data from | Veterans’ reports of outpatient care
centeredness VA for outpatient experiences
experiences; no nationally | « Communication with health care
representative non-VA providers
data) » Self-management support

= VA inpatient SHEP (data
from VA for inpatient
experiences)

» CAHPS Hospital Survey
(data from CMS Hospital
COMPARE for non-VA
hospitals)

» Comprehensiveness of care

= Helpful, courteous and respectful
office staff

Veterans’ reports of inpatient care
experiences

= Communication with nurses and
doctors

= Responsiveness of hospital staff
» Hospital environment
= Care transition

Note: Performance measure data did not allow for assessment of Institute of Medicine quality
domains of timeliness, efficiency, or equity.

2.7 Data Analyses

Using the quantitative and qualitative data sources described in the previous subsections, we
conducted analyses to assess VA’s current resources and capabilities, the level and nature of
access to VA care, barriers and facilitators to access, and, where possible, how VA compares
with external benchmarks. We looked for and considered external benchmarks for each
measure that we assessed. Cases in which we do not report a benchmark reflect one of three
possible reasons. In some cases no external benchmark was found. In the others a benchmark
was found, but the comparison was deemed invalid due to differences in the patient population
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(for example, demographics, health needs, reliance on VHA) or in the way that care is delivered.
The third possibility is that the benchmark comparisons were being carried out by another
assessment (for example, Assessment G compares VHA physician labor supply and productivity
to external benchmarks) and are reported elsewhere.

In this subsection, we briefly highlight the methods used in the analyses of VA Resources and
Capabilities (Subsection 2.7.1), Access to VA Care (Subsection 2.7.2) and Quality of VA Care
(Subsection 2.7.3).

2.7.1 VA Resources and Capabilities

2.7.1.1 Fiscal Resources

Our primary method for assessing fiscal resources was a targeted review of the literature, with
a particular focus on VA documents related to the budgeting and allocation process (see
Subsection 2.3). The literature review was complemented by several descriptive quantitative
analyses detailing the expenditures on Veterans over time, using publicly available data from
catalog.data.gov. We collected qualitative information from facility leadership regarding
problems with the allocation models and flexibility with funding. We conducted interviews with
congressional experts on VA to understand how congressional priorities impact VA’s overall
allocation (see Subsection 2.4).

2.7.1.2 Workforce

We used a number of measures to assess VA’s health care workforce resources and capabilities.
We developed descriptive data tables describing total workforce and productivity estimates for
physicians, associate providers (for example, nurse practitioners, physician assistants, social
workers, clinical nurse specialists), and therapists (for example, physical, speech, and
occupational therapists). We generated reports for representative specialties, including those
relevant for the illustrative clinical populations, that contain summary data at the facility level
on physician workforce capacity and productivity within a given specialty. We also used wait-
time data in combination with specialty-specific productivity estimates to identify facility-
specialty combinations that may be particularly prone to capacity constraints.

We interviewed VA employees and others with VA expertise to gather information related to
resources, capabilities, access, and quality. In particular, we asked about any provider number
and productivity issues that may be causing capacity constraints at their facility. We
supplemented these analyses with an extensive review of the literature (see Subsection 2.3).

VA providers. We measured the supply of the specialty workforce using full-time equivalent
(FTE) counts for physicians, associate providers, and therapists. We used various FTE measures.
For overall measures of FTE counts, we used “worked” FTEs, which does not include non-work-
related paid time such as paid leave. For all other FTE measures, we used “clinical” FTEs which
is a subset of worked FTEs calculating after removing non-clinical activities such as
administration and research. We measured specialty physician and associate provider
productivity using relative value units (RVUs), a commonly used method of counting health care
output that weights each health care service for the time and other resources needed to
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provide it. Because of the way RVUs are constructed, they are best used for comparisons within
rather than across specialties. For therapists, we measured productivity in terms of the number
of encounters per therapist clinical FTE. For primary care, we measured productivity of
physicians by measuring “panel size” of primary care physicians, which we defined as the
number of unique patients (by social security number) seen by each primary care physician per
year. We also assessed variation in specialty care workforce supply and productivity and the
extent to which various factors might affect workforce supply through changes in the
recruitment and retention of various provider types. We also combined wait-time and
productivity data to assess the source of potential capacity constraints (that is, insufficient FTE
or productivity). For each of the seven illustrative clinical populations, we selected a subset of
specialties that care for patients within the population and characterized facilities based on a
measure of accessibility (measure of wait times for new patients) and productivity (RVU
estimates). We used the wait-time variables to categorize each facility-specialty combination as
having high or low wait times and described the distribution of these capacity constraints
across facility-specialty combinations. We then used the findings from the literature reviews
and interviews to identify specialties for which there are likely capacity constraints as well as
potential causes of capacity constraints.

2.7.1.3 Physical Infrastructure

We identified and geocoded the locations of all VA health care sites: hospitals, VAMCs, health
care centers, multispecialty CBOCs, primary care CBOCs, other outpatient services sites,
extended care sites, and domiciliary residential care treatment programs. We also identified
and geocoded the locations of Transportation Services and Veteran Housing Services.

We reported enrollee-adjusted size estimates (average daily number of patients per 10,000
enrollees) for each medical facility, aggregated at the VISN level. We also examined the number
and distribution of sites by their complexity level. Each site has a range of capabilities. We
identified and defined clinical care services that are definitive for one or more of the seven
illustrative clinical populations described in Table 2-1. Table 2-8 lists an example of such
services for TBI. A full list of 27 services and their definitions is provided in Appendix A (see
Table A-2). To provide more detail about resources available for specific conditions, we report
the number and distribution of sites that offer the services needed for the selected clinical
populations.
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Table 2-8. Example of Condition-Specific Services for Traumatic Brain Injury

Services

Definition

Polytrauma Support
Clinic Team

An interdisciplinary team of health care providers who
provide and coordinate rehabilitation services for
patients with traumatically induced structural injury
and/or physiological disruption of brain function as a
result of an external force. Polytrauma support clinic
teams also conduct comprehensive evaluations of
patients with positive TBI screens, and develop and
implement rehabilitation and community reintegration
plans.

Polytrauma Network Site

Site that provides inpatient and outpatient
rehabilitation care and coordinate polytrauma and TBI
services throughout the VISN, generally with less
comprehensive services than Polytrauma Rehabilitation
Centers. (VA-specific term)

Polytrauma
Rehabilitation Center
(Program)

Regional referral center for the comprehensive acute
rehabilitation for Veterans with complex and severe
polytrauma. Polytrauma rehabilitation centers maintain
a full staff of dedicated rehabilitation professionals and
consultants from other medical specialties to address
the complex medical and psychosocial needs of
patients with polytrauma. These centers serve as a
resource for educational programs and best practice
models for other facilities across the polytrauma
support clinic. (VA-specific term)

TBI Specialty Care

Specialty services designed for evaluation and
treatment for patients with TBI.

Sources: All definitions, except for TBI, adapted from the VHA Handbook 1172.01, March 20,

2013. Definition for TBI provided by RAND experts.

To examine how VA facility locations, size, complexity, and service offerings may be related to

delays in care, we interviewed 29 medical facility staff® and Veteran advocates about their

experiences in the system. Interviewees were asked to describe how physical infrastructure is

used in patient care. We asked about physical space, medical equipment and supplies,

diagnostic capabilities, exam rooms, and inpatient facilities. We discussed the extent to which
these parts of VA infrastructure are undersupplied, adequate, or oversupplied. Interviewees

5 Interviewed staff included facility associate directors, chief medical officers, clinicians, and administrators.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be

construed as an official government position, policy, or decision.

30




Assessment B (Health Care Capabilities)

were also asked to comment on strategies that could address under- or oversupply of physical
infrastructure.

2.7.1.4 Interorganizational Relationships

We used several measures to describe the extent of care provided through relations with non-
VA entities. Measures of utilization included non-VA outpatient visits, mental health outpatient
visits, and patients treated in non-VA inpatient settings compared with VA facility utilization.
We also measured total VA spending on various categories of purchased care as well as care
purchased from VA partners such as DoD and the Indian Health Service.

We performed a targeted literature search to obtain information on VA purchased care. In
addition, the team reviewed qualitative information gathered from interviews conducted by
Assessments B, C, and |, and responses to questions contained in the 2015 Survey of VA
Resources and Capabilities regarding the use of non-VA medical care. This information provided
additional context and detail regarding the various types of VA purchased care and the
challenges associated with accessing, utilizing, coordinating, and reimbursing care.

2.7.15 IT

We conducted a review of the academic and gray literatures to identify the full range of IT
resources and capabilities in use at VA and any evaluations of their impact on timely and
accessible care. We selected six capabilities as most relevant to Assessment B. Three of these
are emerging modes of access: (1) telehealth (clinical video in particular), (2) patient portal
(MyHealtheVet), and (3) mobile applications (limited to those that facilitate Veteran
communication with VA). Two capabilities are hypothesized to be relevant to timely and
accessible care via their relationship to efficiency of VA providers: (4) data exchange (including
within VA, VA-DoD, and VA—private sector) and (5) core electronic health record functionalities
(with a specific focus on the impact of usability). We also identified one capability (or class of
capabilities) that we hypothesized is relevant to timely and accessible care by prevention,
addressing the “demand” side of care: (6) care management (home monitoring in particular).
We collected a variety of measures related to these capabilities.

We used interviews with stakeholders internal and external to VA to address the mechanisms
by which the capability may affect timely and accessible care to Veterans, VA’s resources and
capabilities to use the capability, and barriers to expanding use of and improvements to the
capability. We led or participated in three different types of qualitative data collection efforts.
First, we recruited for and conducted our own interviews with stakeholders inside and outside
of VA. Second, we participated in facility-level interviews led and coordinated by the qualitative
team. Third, we participated in interviews led and coordinated by Assessment H.

2.7.2 Access to VA Care

2.7.2.1 Geographic Access

We built a geographic information system (GIS) that would facilitate geographical analyses of
VA resources and enrollees in 2013-2014, extending methods used in previous studies of
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access to health care (Branas et al., 2005; Nallamothu et al., 2006; Klein et al., 2009; Culpepper
et al., 2010; Concannon, Nelson, Goetz, & Griffith, 2012; Concannon, Nelson, Kent, and Griffith,
2013). A GIS links data by place and facilitates analyses that account for joint distributions of
geographic, facility, population, and other data. Data are organized in a GIS by layer group, a
capability that readily enables analysis in a variety of different geographic aggregations. The GIS
was built in Esri’s ArcGIS Version 10.2.

The primary outcome of the analysis is an estimate of the proportion of the enrollee population
with access to VA and non-VA providers. Enrollees are Veterans who have signed up for the VA
health care system.” We analyzed several different access standards, including a 40-mile
straight line distance, 40-mile driving distance, 60-minute driving time, and 60-minute public
transit time. All driving time analyses were adjusted in separate analyses for traffic slowdowns
during rush hour travel in 101 metropolitan areas for which observed rush hour slowdowns are
documented in the 2012 Urban Mobility Report (Schrank, Eisele, & Lomax, 2012).

The team estimated the proportions of enrollees who have geographic access—according to
each of these standards—to VA medical facilities with different levels of complexity and
different capabilities. The VA system measures complexity of each administrative parent and its
satellite VAMCs and CBOCs in six levels. The VA system also identifies specialized services and
capabilities that are available to treat individual clinical populations; we looked at access to 27
of these services. These analyses focused on access to physical infrastructure, such as beds and
clinical care space, and access to diagnostic and interventional medical technology, such as
catheterization labs and coronary artery bypass graft suites for patients with acute coronary
syndromes. In all analyses, we assessed variation in geographic access estimates by VISN.

We also estimated geographic access to purchased care for enrollees living outside the 40-mile
driving distance boundaries around VA medical facilities. This assessment focused first on
access to non-VA hospitals at three levels of complexity (academic, teaching, and community
hospitals). Next, we focused this assessment on access to non-VA clinicians practicing in 12
clinical specialties.

2.7.2.2 Timeliness

We analyzed system-level measures of timeliness, including wait times for primary care, mental
health care, and specialty care appointments, as well as Veteran reports regarding access to
timely care, appointments, and information from the SHEP PCMH survey. We assessed
timeliness of care in VA overall and compared across VA facilities. Nationally representative
data for non-VA settings are not available for these measures. Therefore, we provide context
for VA performance on these measures by presenting data on non-VA performance from the
literature (for measures of wait time) and a public database (for SHEP measures).

7 Not all enrollees have actually received VA health care, but we use enrollees as our primary means of
distinguishing that group of Veterans who are eligible to access VA health care.
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For each measure, we conducted descriptive analyses of the performance rates available at the
facility level, noting the variation in performance across facilities nationwide. We summarized
the distribution of each measure using the mean, minimum, maximum. Means reported in
Section 4 were calculated as a simple unweighted mean of the facility-level means. A VA
benchmark was calculated as the mean of the top 10 percent of VAMCs based on performance
for each measure. This benchmark reflects the rate of performance on a given measure that has
been shown to be achievable at 14 VA facilities. For measures related to wait times in the first
half of FY 2015, we classified the performance of each facility into one of three categories
relative to the benchmark: “near the benchmark” (within 0.5 standard deviation [SD] above or
below the benchmark), “below the benchmark” (0.5 to 2.0 SD below the benchmark), or “far
below the benchmark” (>2.0 SD below the benchmark).

The statistical significance of the difference between each pair of means for VA and non-VA
facilities was tested using a t-test. We tested for statistically significant differences in SHEP
PCMH scores on selected measures between VA hospitals grouped by their performance on
wait times for primary care, specialty care, and mental health care, using t-tests for pairwise
comparisons with Bonferroni adjustment for multiple comparisons.

For measures with rates available for more than one year, we created a descriptive time series
and classified changes over time as improving, worsening, or remaining the same, using the
Cohen’s d statistic as a measure of effect size to determine whether an improvement is large
enough to be of interest after accounting for variability in the data. Cohen’s d is calculated by
dividing the change over time in measure rates by the standard deviation of the rates in the
earliest time period. As variability of a measure rate decreases relative to the magnitude of the
change in measure rates over time, the magnitude of Cohen’s d increases, indicating a larger
effect. According to Cohen (1988), no specific value or cutpoint indicates when an effect is
significant or meaningful; however, he suggested three categories of effect magnitude: “small,
0.2<d<0.5,” “medium,0.5<d <0.8,” and “large, d 20.8.”

We analyzed data from the Survey of Enrollees regarding Veterans’ attitudes related to each of
the dimensions of access, and analyzed online reviews of VA facilities to assess the relative
frequency of comments related to access in each dimension.

The team analyzed five years of data (2010—-2014) from the Survey of Enrollees to describe
attitudes of Veterans related to access to VA care. We assessed the proportion of Veterans
completely agreeing or agreeing with each question relevant to access over time, and by
Veteran characteristics, including age, sex, race/ethnicity, income, employment status,
insurance status, self-reported health, and priority group. To determine the degree to which
observed changes over time were due to changes in the sociodemographic composition of
Veterans, we also conducted multivariate logistic regressions predicting each question of
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interest. Models included independent variables for all the Veteran characteristics noted above,
as well as an indicator variable for each year.?

In addition, we analyzed narrative reviews of VA facilities submitted by users of the online
rating website Yelp. Yelp reviews are posted voluntarily, and therefore may not be
representative of the full population of Veterans; however, the reviews are useful for gaining
perspectives from Veterans regarding barriers and facilitators to access to care at VA facilities.
We identified VA facilities by their telephone numbers, combined duplicate Yelp entries for the
same facility, and excluded reviews for nonmedical services offered by the facilities (for
example, canteens or cafeterias). With permission from Yelp, we collected from the website
full-text reviews posted between July 2007 and March 2015. One researcher read a subset of
the reviews to identify thematic categories that reflect a concept or theme that could be
present or absent in any particular review. We paid particular attention to the dimensions of
access identified in the Assessment B conceptual model.

2.7.3 Quality of VA Care

We compared quality measures across VA facilities where available using the same methods
used in analysis of timely access measures (Subsection 2.7.2.2). For each quality measure, we
conducted descriptive analyses of the performance rates available at the facility level, noting
the variation in performance across facilities nationwide. We summarized the distribution of
each measure using the mean, minimum, and maximum. The performance rates for the quality
measures reported in Section 5 and Appendix G tables were calculated as unweighted means of
the facility-level means.® A VA benchmark was calculated as the mean of the top 10 percent of
VAMCs based on performance for each measure. The statistical significance of the difference
between each pair of means for VA and non-VA facilities was tested using a t-test.

For HEDIS quality measures for outpatient care, we compared VA performance rates with those
for commercial, Medicaid, and Medicare health plans, as reported by the National Committee
for Quality Assurance State of Health Care Quality Report (National Committee for Quality
Assurance, 2015). The measures used by VA and the National Committee for Quality Assurance
differ in some important ways (see Appendix A for details).

For ORYX quality measures for inpatient care (The Joint Commission, 2015), we compared VA
performance rates between VA and non-VA hospitals as reported on the CMS Hospital Compare
website. For other inpatient measures, we compared VA performance rates provided by VA
(some measures) and on CMS Hospital Compare (other measures) with data for non-VA

8 The Survey of Enrollees data collection modes changed in 2012. Our multivariate modeling did not explicitly
account for this, but the trends we report are consistent in the time periods before and after 2012, suggesting
that reported changes over time reflect true differences in Veterans’ responses.

° The value of mean measure rates calculated for this report may differ slightly from means reported in VA
publications for the same time period, due to differences in methods used to calculate the means. For this
report, we calculated an unweighted mean of facility-level means, whereas VA calculates a national mean value
for each performance measure based on patient-level data.
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hospitals on CMS Hospital Compare. To ensure optimum comparability between VA and non-VA
facilities in our analysis, we identified a subset of non-VA facilities with similar characteristics
using data from the American Hospital Association (American Hospital Association, 2014). This
dataset includes facility-level characteristics for 135 VA facilities and 6,332 non-VA facilities.®
We analyzed measures for this report for which there were data available both for VA patients
and the non-VA comparison groups. The full set of quality measures used in this assessment is
shown in Appendix A, Subsection A.5.

To identify non-VA hospitals most similar to VA facilities, we conducted propensity score
matching based on the predicted likelihood that a non-VA facility could be a VA facility given
certain characteristics (covariates). Our approach for identifying matched non-VA facilities is
described in Appendix A, Subsection A.5.2. For matching, we selected four facility
characteristics most likely to differ between VA and non-VA hospitals, and shown to be
predictive of performance on Hospital Compare measures (Lehrman et al., 2010): bed size
(<100 beds, 100-199 beds, and 200+ beds), Census division (East North Central, East South
Central, Mid-Atlantic, Mountain, New England, Other, Pacific, South Atlantic, West North
Central, and West South Central), location (urban, rural),!! and teaching status (teaching
facility, nonteaching facility).!2 Three non-VA facilities were matched to each VA facility. After
conducting propensity score matching, there were no significant differences between VA and
the matched non-VA facilities for any characteristic in the model, indicating that the two sets of
facilities were well matched. In estimating the results for VA and non-VA comparison groups, if
a VA hospital had a missing value for a measure, the non-VA hospitals matched to that hospital
were excluded from the analysis of that measure. In addition, if one of the matched non-VA
hospitals had a missing value for a measure, the remaining two non-VA hospitals were “up-
weighted” by a factor of 3/2 or 1.5, and if two of the matched non-VA hospitals had a missing
value for a measure, the remaining hospital was “up-weighted” by a factor of 3. Results are
presented for comparisons of VA facilities and non-VA hospitals overall. Appendix A, Subsection
A.5.2 provides additional detail regarding the propensity score matching methods.

10 Seven of 135 VA facilities in the American Hospital Association could not be matched to the CMS Hospital
Compare file, and were therefore not included in the analysis of CMS Hospital Compare measures (see Appendix
A, Subsection A.5.2 for more detail).

11 Facilities are categorized as urban or rural based on the American Hospital Association definition: “A rural
hospital is located outside a Metropolitan Statistical Area (MSA), as designated by the U.S. Office of
Management and Budget (OMB), effective June 6, 2003. Urban hospitals are inside Metropolitan Statistical
Areas.”

12 Teaching facilities are defined to include major and minor teaching hospitals, with a major teaching hospital
having a Council of Teaching Hospitals designation and a minor teaching hospital having another teaching
hospital designation. Facilities without a teaching hospital designation were classified as nonteaching facilities.
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2.8 Policy Analysis

2.8.1 Developing Policy Options

To identify and evaluate potential policy options for improving VA's ability to provide timely
and accessible care to Veterans, we used a multipronged analytic approach combining data
from a systematic literature review, key informant interviews, and quantitative analyses
projecting the impact of various policy scenarios on access, with ongoing input and guidance
from a panel of in-house advisors with expertise in VA health care delivery research and
operations.

First, in consultation with our in-house advisory panel, we established a framework of potential
policy options based on 1) their primary objective to enhance timely access to care either
within VA or outside VA and 2) the approach to achieving the stated objective, either by
modifying the amount and/or type of resources utilized or by increasing the productivity of
existing resources.

Second, we established the criteria for evaluating policy options. We began with a standard set
of evaluation criteria, which we refined for saliency to current VA context through an iterative
process using data from key informant interviews, a systematic literature review, and input
from our advisory panel. Our final set of evaluative criteria included impact on access, fiscal
impact, stakeholder acceptability, and operational feasibility. Additional information about how
we refined our evaluation criteria is found in Appendix A (see Subsection A-6.1).

Third, we identified a set of potential policy options for improving VA’s ability to provide timely
and accessible care to Veterans through the systematic literature review. The literature review
approach is described above in Table 2-3 and in Appendix A (see Subsection A.6.2). We used
this initial set of options as a starting point for developing a final list of policy options and
iteratively added, removed, and modified options as further information was collected through
the key informant interviews and advisory panel guidance.

Finally, we applied the evaluation criteria to each of the final policy options. We excluded from
our final list policy options that (1) were infrequently raised during interviews, or (2) were
expected to face significant challenges with respect to at least two of the evaluation criteria.
We used the evaluation criteria to compare and contrast items on the final list of selected
policy options in order to provide context for their viability as an approach to improving timely
and accessible care in VA.

2.8.2 Projecting Future VA Resources and Capabilities

We projected the amount of health care services supplied under several scenarios and
compared these figures to projected demand from VA’s Enrollee Health Care Projection Model
(EHCPM). The demand projections have some limitations (described in Section 6), but are used
in VA planning. Assessment A projects how factors affecting demand, such as the size and
composition of the Veteran population and their unique health care needs, will change over
time, but does not provide estimates of the demand that VA will face. Still, the estimates from
A provide useful context for interpreting and assessing the EHCPM demand estimates. The

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.

36



Assessment B (Health Care Capabilities)

results from Assessment A indicate that the number of VA patients is expected to rise slowly
through FY 2019 and then begin to decrease. This is consistent with the increases in demand
projected by the EHCPM through FY 2019. However, based on results from Assessment A, we
expect to see decreases in demand after FY 2019.

In the first supply scenario, the projection accounts for changes in the number of VA providers
based on historical trends but assumes no changes in productivity between FY 2014 and FY
2019. This projection indicates how the growth in VA provider supply would need to differ from
historical growth rates to meet the demand EHCPM projects if there were no other changes
that affect productivity. The second supply scenario projects the health care services supplied,
accounting for changes in the productivity of existing resources, holding the provider supply
constant between FY 2014 and FY 2019. This projection provides an estimate of the effect of
productivity changes alone with no changes in the amount of resources. In the third supply
scenario, we allow both the number of providers and their productivity to change.

Under supply scenario one, we forecasted the number of provider FTEs, given historical trends,
for each specialty and administrative parent combination. We estimated a time series
regression model using FTE data from the VA Productivity Cube for FY 2008 through FY 2014.
We then compared the percentage growth in FTEs between FY 2014 and FY 2019 to the
percentage growth in projected demand from the EHCPM over the same time period. If the
difference in the growth rate is large, it is more likely that VA will have difficulty meeting
projected demand under this scenario. For example, if, from FY 2014 to FY 2019, an
administrative parent has a 10-percent increase in cardiology FTEs and a 15-percent increase in
cardiology demand RVUs, the growth in projected demand would exceed the growth in
projected supply and thus could point to a potential gap in the future.

For supply scenarios two and three, we estimated how much additional supply can be created
through improved productivity (that is, RVU per FTE). For supply scenario two, we estimated
how much additional supply can be achieved in FY 2019 over realized supply in FY 2014 if low-
productivity providers increase their productivity (holding the number of FTEs constant). We
created benchmarks that represent realistic productivity levels that could be achieved in VA
system. To do this, we analyzed FY 2014 variation in services provided at each administrative
parent in each specialty (measured as RVUs per provider FTE). We identified the 25th, 50th, and
75th percentiles of the distributions of productivity for each specialty. We then projected the
effects of increasing productivity of existing resources at all administrative parents to at least
the level of the 25th, 50th, and 75th percentile of the FY 2014 distribution for each specialty:

e Productivity Level 1: All administrative parents operate at least at the FY 2014 25th
productivity percentile within each specialty nationally

e Productivity Level 2: All administrative parents operate at least at the FY 2014 50th
productivity percentile within each specialty nationally

¢ Productivity Level 3: All administrative parents operate at least at the FY 2014 75th
productivity percentile within each specialty nationally.

In scenario three, we projected the effect on supply of an increase in the productivity of low-
productivity providers in combination with the forecasted change in FTEs.
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We also analyzed several hypothetical policy options that explore how the projected demand
for FY 2019 might be met through better matching demand RVUs to capacity FTEs without
adding additional FTEs. These policy options involve either redistributing the demand
geographically through a mechanism such as telehealth, or redistributing the supply through
targeted layoffs and hiring or incentivizing current providers to relocate. To project this option,
we assessed how many RVUs would be gained for each specialty if all administrative parents
were performing at or above the current 25th, 50th, and 75th percentile of RVU/FTE for each
specialty. We then compared this gain in RVUs to the projected increased demand of RVUs
from FY 2014 to FY 2019 from the EHCPM. We calculated this change in RVUs as a percentage
of the sum of the total FY 2014 RVUs and the proposed RVU gain. This percentage reflects the
proportionate amount of care that would be redistributed to achieve the 75th percentile
performance on RVUs/FTE across all administrative parents.

2.9 Section Conclusion

This section has provided a high-level discussion of the following methods used in Assessment
B:

e lllustrative clinical populations: We selected seven illustrative clinical populations to
provide a more detailed understanding of VA capabilities, resources, and accessibility in
selected subpopulations of Veterans, and to supplement analyses of VA as a whole.

e Literature reviews: We conducted several literature reviews to provide background and
context for the assessment. For each type of resource (for example, fiscal, physical
infrastructure), we conducted a targeted literature review to identify information about
current levels, trends over time, and key issues and concerns. We also conducted formal,
in-depth systematic literature reviews to assess the evidence related to access, quality,
and potential policy options for enhancing VA’s resources and capabilities.

e Interviews: We conducted interviews with VA employees and others with VA expertise to
address questions that could not be answered with sufficient detail by literature review or
analysis of quantitative or survey data. Interviews spanned a number of topics and
research questions related to VA resources, capabilities, access, and quality.

e 2015 Survey of VA Resources and Capabilities: The 2015 Survey of VA Resources and
Capabilities was designed to identify clinically meaningful delays in care for the seven
illustrative clinical populations chosen for Assessment B, and for primary care more
generally. The survey also sought to identify difficulties VA may be facing in recruiting,
hiring, and retaining the clinical personnel necessary to provide care to Veterans in these
populations.

e Data sources and measures: Assessment B drew upon numerous data sources and
measures to assess current resources and capabilities across domains, to assess the five
dimensions of access, and to analyze the quality of care available in the VA system.

¢ Data analyses: Using both quantitative and qualitative data sources, we conducted
analyses to assess VA's current resources and capabilities, the level and nature of access
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to VA care, barriers and facilitators to access, and, where possible, how VA compares with
external benchmarks.

¢ Assessing options for enhancing VA resources and capabilities: We developed a method
for projecting future resources to compare with forecasted changes in patient demand for
VHA treatment to identify potential gaps. We used a multipronged approach to identify
and analyze a reasonable range of feasible policy options to enhance VA’s ability to
provide timely and accessible care to Veterans.

In the following sections, we will show the results of the analyses we performed using these
methods. Additional information about the methods can be found in Appendix A.
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3 Assessment of VA Resources and Capabilities

VA is a unique, extensive health care delivery system with a large number and variety of
resources and capabilities at its disposal. VA's estimated FY 2015 budget for health care is
about $60 billion, and the FY 2016 advanced request is $63 billion. VA includes 144 hospitals,
approximately 700 outpatient clinics, more than 30,000 employed physicians, and more than
25,000 associate providers and therapists. VA is unique in both its scope and its roles. In terms
of scope, no other U.S. health care system has a comparable geographic reach and diversity of
health care resources.

Primary among VA’s roles is direct health care service delivery to the more than 9 million
Veterans enrolled for VA health care (2.8 percent of the U.S. population). However, VA does not
provide care for all Veterans, or even all enrollees; 42 percent of Veterans are enrollees, and 64
percent of enrollees are users of VA health care. Among users, while some receive all of their
health care from VA providers, others have coverage through health insurance such as
Medicare, Medicaid, or private coverage. VA estimates that current VA users get, on

average, about 21 percent of their total physical medicine visits from VA, 38 percent of their
emergency room visits from VA, and 66 percent of their prescriptions from VA.

VHA operates several dozen specialty programs and “Centers of Excellence” largely focused on
clinical topics of special importance to Veterans (e.g., the War Related lliness and Injury Study
Center). While the organization and mandates vary by topic, both the programs and centers are
generally based in VAMCs and offer patient care as well as conduct research and do outreach to
both patients and health care providers. Many operate as "hub-and-spoke" systems with the
centers serving as hubs and having relationships with other VA medical facilities. For example,
there are 16 Epilepsy Centers of Excellence and several dozen other medical facilities that
belong to the National VA Epilepsy Consortium.

VA also performs roles other than direct patient care that contribute to its unique position.
These roles include health care training and graduate medical education, research, and national
security emergency support.

In this section, we examine the resources and capabilities that VA currently has at its disposal to
generate the supply of health care services available for Veterans. As described in Section 1, we
categorize the resources and capabilities into five broad domains:

e Fiscal resources

e Workforce and human resources

e Physical infrastructure

e Interorganizational relationships

o |T.
For each domain, we describe the current level of resources and capabilities, as well as barriers
to using them effectively. Where possible, we also describe variation in the level of resources

and capabilities across VISNs and administrative parents. In a small number of cases, we are
able to compare VA resources and capabilities against external benchmarks to provide a sense
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of where VA stands relative to the private sector. In most cases, however, the differences
between VA and other health care systems and the populations they serve make such
comparisons difficult to interpret and thus of limited value.

3.1 Fiscal Resources

Fiscal resources are critical to VA’s current and future ability to provide accessible, high-quality
care. As described in Section 1, fiscal resources constitute the revenue stream or funding
mechanisms for the organization. Meyer, Davis, and Mays (2012) describe a variety of measures
for analyzing fiscal resources, including overall budget and sources of revenue, as well as
expenditures such as per capita spending. A higher level of financial resource is not necessarily
an indication of better performance on health outcome measures, since financial resources
contribute to an organization’s ability to acquire or develop other resources and capabilities
such as hiring staff, funding programs, or acquiring physical infrastructure (Mays et al., 2009).

In this subsection, we examine VA’s financial resources in two ways:

e Assess the budget development process and how it is affected by congressional priorities.

e Consider how funds are allocated to facilities and identify any problems with the
allocation process as well as other constraints on the funding process that prevent
facilities from using money effectively.

The first approach we use for assessing VA fiscal resources is to examine the VA budgeting
process. As described below, there are indications that VA develops its medical services budget
from older data and that there can be problems with the assumptions used in this process.
Medical administration, facilities, and IT budgets are developed through separate processes.

We also consider how congressional priorities affect the VA budget. Congress appropriates VA’s
budget as a nondefense discretionary program; thus, congressional priorities can influence both
the level of money available and the way VA chooses to spend the money once allocated.
Funding for other large federal health programs differs in important ways from the VA health
program. Medicare is considered an entitlement program; funding is provided from the
Medicare Trust Fund, spending is mandatory, and the program’s annual cost has no formal
budget constraint. TRICARE funding is included in the DoD appropriation and is therefore
discretionary, but the benefit is well defined, and DoD must cover any costs incurred beyond
the appropriated funding. Congressional priorities can also direct money away from the overall
budget for patient care toward specific programs through the special purpose funds. According
to interviewees at VA medical facilities, these “silos” of money can make it difficult for facilities
to efficiently make use of their entire budgets in any given year.

A second approach we use to assess VA's fiscal resources is to examine how VHA’s own
allocation process affects the level of resources available across regions. VHA’s allocation
process can cause difficulties for particular facilities because the allocation method also uses
data from several years prior to the actual allocation year, although the allocation method is
different from the method used to create the budget projections. Allocations for items such as
facilities and IT can also affect the facility-level spending process. We also consider other
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funding constraints identified by facility leaders that they believe limit their ability to use
resources effectively.

In addition, we discuss whether we can use comparisons of the level of spending that results
from the budgeting and allocation processes to private-sector spending to assess whether VA’s
total level of financial resource is adequate. While in theory such comparisons would be useful,
as will be discussed below, in practice the differences in the patient population and the way
care is delivered between VA and the private sector make comparisons of per capita spending
difficult to interpret and thus of limited value.

A summary of the methods used in these analyses is shown in the box.

Overview of Methods and Data for Assessment of Fiscal Resources

e To assess VA’s budget process, we conducted a targeted literature review of VA
documents, government reports, peer-reviewed literature, and recent
congressional testimony. Data sources included the FY 2016 VA Budget Request
and FY 2014 Veterans Equitable Resource Allocation Handbook.

e The literature review was complemented by several descriptive quantitative
analyses detailing the expenditures on Veterans over time, using publicly
available data from catalog.data.gov.

e We also interviewed VA leadership in the VA Central Office and in facilities for
their perspectives on the budget and allocation processes.

e For complete details of the methods used to assess fiscal resources, please refer
to Section 2 of this report.

3.1.1 VA Budget for Health Care

VA is funded through annual congressional appropriations. Most VA funds are budgeted
through advance appropriations, which are typically designated one or more years in advance
of the time the funds become available. The intent of advance appropriations is to give VA
additional time to plan spending. Regular appropriations act as supplements to fund
unexpected needs that arise (Panangala, 2014).

As with other federal departments, budget planning for VA starts roughly 18 months before the
appropriation decision by Congress. The agency develops a budget request using the EHCPM,
described in greater detail below. The budget is then sent to the Office of Management and
Budget for review, and then submitted to Congress as part of the President’s budget in January,
nine months before the beginning of the fiscal year. Congress holds budget hearings during the
spring months and develops an appropriations bill giving federal agencies the authority to
spend the specified funds. In recent years, passage of the appropriation bill containing VA
health care funding has generally been delayed, necessitating a continuing resolution that
freezes spending at the prior year level and precludes spending on new programs.

VA’s budget for the variable costs of outpatient and inpatient care is formulated using the
EHCPM, which projects the estimated demand and cost for services. The budget includes
funding for medical staff, supplies, and equipment. EHCPM was first introduced in 1998 to
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support the forecasting of Veteran health care enrollment as mandated by the Veteran’s Health
Care Eligibility Reform Act of 1996 (Congress, 1996). For FY 2016, the model projects about 90
percent of the health care budget (VA, 2015a). The remaining 10 percent consists of several
categories of services that are modeled separately from the EHCPM. For example, capital
planning and some IT services are planned centrally for VA through a separate process. There
are several additional programs not budgeted through the EHCPM, including the Civilian Health
and Medical Program Veterans Administration, which provides care to widows, spouses, and
dependents of some Veterans, and purchased care, which allows Veterans to use private
providers under some circumstances (Panangala, 2014).

Congress approves the overall VA budget, adjusting it up or down. In an unusual step, Congress,
in passing the Veterans Choice Act in 2014, provided additional funds through an appropriation
to be spent over three years on purchased care for certain Veterans unable to get care in VA
facilities. During the typical appropriations process, members of Congress can influence VA
priorities by highlighting the need for specific medical services or programs during budget
hearings. After VA proposes a budget based on its projected needs, Congress approves the
budget or a modified version of it, VA then allocates the money to the VISNs and the VISNs
further allocate funding to facilities (discussed in Subsection 3.1.2).

3.1.1.1 Budget Process

As noted above, the EHCPM is VA’s main budgeting tool and is used to project the demand for
medical services. The EHCPM consists of three submodels: the Enroliment Projection Model,
the Utilization Projection Model, and the Unit Cost Projection Model, all of which we describe
below (GAO, 2011b; Milliman, Inc., 2014). The results of the Enrollment and Utilization
Projection Models are combined to generate an estimate of the quantity of medical services
that enrollees will want to obtain from VHA (that is, the quantity of medical services
demanded), annually for 10 years. The Unit Cost Projection Model is then used to translate the
guantity of services demanded into an estimated cost of delivering those services in each year.

Enrollment Projection Model. This model divides the Veteran population into enrolled and
non-enrolled pools and then calculates new enrollment by applying the historical enrollment
rate to the non-enrolled pool. In any fiscal year, expected enrollment is equal to current
enrollment plus net new enrollment. Age, VA benefits eligibility, geographic area, and special
conflict status are the four main demographic characteristics used to calculate the enroliment
rates.

Utilization Projection Model. This model uses utilization data from the recent prior time period
for a variety of service categories (Harris, Galasso, & Eibner, 2008). Milliman estimates
utilization rates by compiling utilization data from a variety of sources, including VA, Medicare,
and commercial claims databases. Utilization rates for the approximately one-half of VA users
who are age 65 or older are developed from combined VA and Medicare data for this
population. Utilization rates for younger users are adjusted from Milliman’s proprietary rates
based on commercial health plan data. The adjustments reflect differences in the VA
population compared with the general population (which obtains health care from the private
sector). The model determines a VHA-specific utilization rate by service, which is then applied
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to the projected average number of enrollees. The utilization projection also incorporates
variation according to geographic location, benefits, age, gender, morbidity, and reliance on VA
health care versus other sources of care to which enrollees have access.

Unit Cost Projection Model. The third submodel derives detailed VA unit costs on the basis of
VA’s Decision Support System direct costs, Medicare-allowable charges, and charges non-VA
providers bill VA in various health care services categories. The derivation also involves a
comprehensive set of adjustments to account for the characteristics of VA health care services
and case-mix. Total projected expenditures in a given projection year are obtained by
multiplying the estimated enrollment, utilization rate, and unit costs.

Concerns about the EHCPM. A number of concerns have been raised about the EHCPM. The
model is proprietary and highly complex, so it is difficult to evaluate (Harris, Galasso, & Eibner,
2008). Substantial and detailed adjustments are required to adapt commercial health plan
utilization data to the VA enrolled population under age 65, who have different health needs
and use VA for only some of their health care. Assessment A discusses these problems in
further detail. The utilization rates for Medicare-age enrollees, which are measured from data
on utilization of VA and other providers through Medicare, are more directly tied to actual
service use by this population.

VA constructs unit costs based on a combination of VA’s Decision Support System financial data
for services VA provides that others do not (such as some mental health or special prosthetic
programs). VA uses Medicare or community payment rates for some of the more granular
levels of detail. The average cost for a given service goes through a variety of adjustments to
account for geographic location or to reflect the additional needs of sicker patients. Harris,
Galasso, and Eibner (2008) found that the unit cost approach does not take into account the
true marginal cost of increased utilization, which would have to include whether there was
enough space for staff to see more patients, or whether more expensive equipment would be
needed.

The EHCPM also uses available data to project forward several years into the future. VA uses
separate trend adjustments to account for changes in medical inflation and utilization rates for
particular services. Since projections are based on the current allocation, the amount budgeted
and subsequently funded will be adequate only if the current budget is adequate and the
assumptions used to estimate trends are correct. Otherwise, it may take several years for the
errors to be recognized. For example, among those who have other insurance, reliance on VA
for services can vary over time, and major U.S. policy changes, such as the 2010 Patient
Protection and Affordable Care Act, can impact reliance on VA if there is a resulting increase in
the number of younger Veterans with other insurance.

Assessment A analyzed data on the Veteran population, enrollment, and use of VA health care
and developed projections through 2024. For many years, VA has seen a steady trend upward
in the number of Veterans enrolling and using VA health care, even while the total Veteran
population has steadily decreased. If this upward trend continues at a steady rate, EHCPM will
account for this trend appropriately. However, if the trend accelerates (as it did in the years
before and after 2000), the budget projection will fall short of what is needed to maintain
access. The analysis in Assessment A identifies reasons for uncertainty in projecting the number
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of users in future years, but concludes that the upward trend is likely to end in the next decade.
In this case, future budget requests are less likely to fall short of requirements.

Facilities capital improvements and IT budgets. These items are budgeted separately from the
EHCPM, often using prior trends to budget for major line items, such as facility maintenance
and administrative costs. Budgeting these items separately means the needs of facilities in
terms of having a completed building lease in which to house new staff may not be completed
in a coordinated fashion (GAO, 2011b). The facilities capital improvements budget is developed
through the master plan, which includes major and minor construction projects and
nonrecurring maintenance projects such as renovation of existing facilities. Recurring
maintenance is part of the overall medical care budget and includes funding for maintenance,
engineering services, linen cleaning, etc. The IT budget is developed for the whole VA through
the board of the Office of Information and Technology (Department of Veterans Affairs, Office
of Information and Technology, 2014).

Assessments K and H discuss the budgeting process for facilities and IT, respectively, in greater
detail. Assessment H found that VA should revise the planning and budgeting process to ensure
business needs are effectively identified, prioritized, and funded and used to drive IT
investments. Assessment K found that there is a shortfall between the actual budgeted amount
and the amount needed to adequately maintain older buildings, and this gap is projected to
widen over time. Assessment K also found that VA could more efficiently use existing space by
outsourcing facility maintenance or operating administration.

Payments from third-party payers. VA gains a small portion (approximately 5 percent, or $3.2
billion, of the $63 billion for FY 2016) of its budget through collections from third-party payers
for non-service-connected care at VA facilities and copayments for various services (VA, 2015a;
VA, 2014e). VA is mandated to cover the costs of care provided to Veterans with disabilities
rated at 50 percent or higher, to certain other groups of Veterans, and for service-connected
medical conditions. The Balanced Budget Act of 1997, however, authorized VHA to bill private
insurers and collect copayments for non-service-connected care. This collection is deposited to
the Medical Care Collections Fund to cover expenses for providing the medical care with no
fiscal year limit.

VA is prevented by law from billing Medicare (fee-for-service or Medicare Advantage plans), the
main source of other insurance for Veterans (VA, 2015a).!3 Since Medicare Advantage plans are
paid a capitated rate for providing care to all enrollees, the government is paying twice for the
same services when Veteran enrollees instead use VHA. A study found that half of the Veterans
enrolled in both VA and Medicare Advantage plans used both systems to access care (Trivedi et
al., 2012).

There are various initiatives within VHA to improve the collection of both copayments and
payments from third-party payers—issues that Assessment | describes further. The process has

13 VA, however, is allowed to bill private supplemental insurers (“Medigap” plans) for non-service-connected
medical care.
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not always gone smoothly. A 2004 GAO report studied the costs associated with collecting
payments from third-party payers for the Medical Cost Collections Fund (GAO, 2004a). The
report found that many VISNs underreported the cost of collecting these claims. The report
recommended that VHA improve the uniformity of the collections process by issuing guidelines
concerning which costs associated with collections should be reported.

3.1.1.2 Current Funding Level

The FY 2016 advanced appropriation includes $49 billion for medical services, $6.2 billion for
medical support and compliance, $5.0 billion for medical facilities, and $3.2 billion in collections
(VHA, 2015a). Table 3.1-1 details the major operations categories and the estimated budget for
2015 along with either revised requests or advance appropriation amounts for FY 2016 and FY
2017. For FY 2016, the advanced appropriation of $63.1 billion is a 7-percent increase above
the FY 2015 enacted level. The advanced appropriation is a request, and the level of funding is
dependent on Congressional approval.

Table 3.1-1. Major Categories of VA Budget Allocation (in Millions)

2015 2016 Advance 2016 Revised 2017 Advance
Fund Account Request Approp. Request Approp. Request
Medical Services $45,383 $47,603 $48,727 $51,673
MCCF Collections $3,048 $3,253 $3,227 $3,300
Medical Services (with | ¢/ g 139 $50,856 $51,954 $54,973
collections)
i\.&;s: Veterans Choice ($740) N/A ($1,573) N/A
Subtotal $47,691 $50,856 $50,381 $54,973
Medical Support & $5,880 $6,144 $6,214 $6,524
Compliance
Less: Veterans Choice ($11) N/A ($17) N/A
Act
Subtotal $5,869 $6,144 $6,197 $6,524
Medical Facilities $4,739 $4,915 $5,020 $5,074
i\.&;s: Veterans Choice ($1,017) N/A ($775) N/A
Subtotal $3,722 $4,915 $4,245 $5,074
Total $59,639 $61,915 $63,810 $66,571
Total, less Choice Act $57,871 $61,915 $61,445 $66,571

Source: Reproduced from the FY 2016 VA budget request (VA, 2015a).
Note: The estimates for the Choice Act do not include some funds for IT and facilities, so the
total does not add to S5 billion.
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The Veterans Choice Act is expected to affect spending in several areas, including medical
services and facilities. The Veterans Choice Act allocated $5 billion for VA to use in directly
providing medical services, including hiring more than 9,600 new providers in primary care,
specialty care, and mental health care.!* The breakdown of part of the $5 billion is shown in
Table 3.1-1, in the form of subtractions (substitutions) from the 2015 and 2016 budgets. The
Act also allocated $10 billion to be spent on private-sector health services. If the Veterans
Choice Act increases demand for purchased care, meaning that some Veterans access services
through the community that they would otherwise have accessed through VHA, this may
transfer additional spending from VA’s existing budget. The estimates of the transfer amount
range from $452 million to $733 million in 2017 (VA, 2015a). However, these estimates are
uncertain, as the number of Veterans who will ultimately access the program is unknown.

Spending on additional resources for VA care funded by the Veterans Choice Act will need to be
incorporated into budget requests for FY 2018, which are now being developed for inclusion in
the President’s 2017 Budget. The additional funds for the Veterans Choice Cards were not
funded through the regular appropriations process. As a result, it is unclear how the overall
budgeting process will be affected after these funds are exhausted. The Congressional Budget
Office estimated that the increase in VHA spending would be approximately $42 billion over the
2014-2017 period, derived from both the additional ability of Veterans to use purchased care
and the money allocated to hire additional staff within VHA (Congressional Budget Office,
2014).

3.1.1.3 Congressional Priorities and Their Impact on the Budget

The GAO has stated that, “Budgeting is and will remain an exercise in political choice, in which
performance can be one, but not necessarily the only, factor underlying decisions” (GAO,
2002b). Congressional priorities can affect the budget both through the overall level of
appropriation and by authorizing extra spending, as was done with the Veterans Choice Act.
Hearings also give Congress the opportunity to emphasize certain programs or to raise or
address constituent concerns. Ultimately, because VA is one of many federal departments, the
funding for VA is affected not only VA’s request and congressional priorities for VA, but also the
needs of other departments and programs included in the federal budget.

Recent areas of concern. For the 113th and 114th Congresses, the major areas of recent
concern in terms of medical services are access (both wait times for appointments and travel
distance), quality of and access to behavioral health services, and the ability of VA and DoD
medical information systems to talk with each other. We focus here on wait times and
geographic accessibility for Veterans because these concerns have led to the most-recent direct
congressional action affecting the VA budget.

As a result of concerns over wait times for appointments and geographic accessibility, Congress
passed the Veterans Choice Act in 2014, which, as described above, provided additional funding

14 Section 801 provides $5 billion for spending on hiring more physicians and improvements in infrastructure.
Section 802 provided $10 billion for purchased care.
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to VA both to increase the use of non-VA providers (510 billion) over three years and to hire
more clinical and support staff in-house (S5 billion). Interviews with congressional experts
noted that the Veterans Choice Act added another layer to existing purchased care programs.
Congressional experts said that the enactment of the Veterans Choice Act means that,
eventually, all the purchased care programs, such as PC3 or the traditional purchased care
program, will have to be reconciled, since they are attempting to achieve the same goals.

The Veterans Choice Act provided three years of mandatory spending for VA. Since VA is
typically funded from discretionary funds in the appropriations bills, after three years, ongoing
increases in spending for activities derived from the Veterans Choice Act will have to come from
discretionary funds. This has the potential to affect the overall adequacy of VA funding if the
budget is not increased to account for ongoing costs related to the Veterans Choice Act,
particularly since the act required the hiring of additional providers, which will lead to recurring
costs in the budget going forward. Congressional experts said that, in the long term, the VA
discretionary appropriation will have to fund these costs. If the purchased care funded through
the Veterans Choice Act is extended, the presumption is that Congress will fund it. The
additional staff will have to be incorporated into VA’s existing budget projection models (the
EHPCM, discussed above), leading to increases in VA’s overall budget.

In general, Congress does not give VA specific earmarks or funds to be spent on specific
services, except for purchased care through the Veterans Choice Act. However, the committee
hearings process gives VA direction on where Congress would like to see emphasis placed. In
turn, the VA Central Office can respond with directives to emphasize certain programs or
service lines. The Central Office can also allocate funds that have to be spent for specific
purposes, thus being directly responsive to congressional concerns. Many facilities, however,
view these funds as taking away from direct patient care. This will be discussed in the
subsection on allocation below.

In summary, the main issues identified with the VA budget process include concerns about the
data used for budget planning and inflexibility in budgeting stemming from the congressional
appropriation processes. VHA develops its budget from older data, and there can be problems
with the assumptions used in this process. In addition, Congress can influence VA through the
agency’s overall appropriation, by providing extra funding off-cycle or by emphasizing specific
priorities through the hearings process. Issues highlighted during the hearings process are often
turned into special purpose funds from the VA Central Office.

3.1.2 Allocation of Funds

In the previous subsection, we described how the budget is formulated and enacted. We now
turn to a discussion of VA’s process for allocating the congressional appropriation to the VISNs,
which is a separate process from the one used for budget formulation. We also discuss issues
with the allocation process that may lead to constraints at the VISN and facility level. Finally, we
discuss other constraints not related to the allocation process, but that can also hamper
facilities’ effective use of fiscal resources.

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
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49



Assessment B (Health Care Capabilities)

3.1.2.1 Allocation Process

Once Congress approves the overall appropriation, VA allocates funding to the VISNs through
the Veterans Equitable Resource Allocation (VERA) model. This is a separate process and
formula from the EHCPM, which is used to develop the overall budget. These models operate
independently, as they serve different purposes. The VERA model serves to split the VA “budget
pie” into equitable pieces, using a capitated-style model, while the EHPCM is designed to
formulate the size of the overall “pie.” Capitation is a process through which health insurance
plans pay providers a set fee per person per year, which may be adjusted for health risks.
Capitation arrangements incentivize health providers to manage their patients’ overall
utilization, as any unused funds become profit at the end of the year. VERA differs in several
important ways from the usual capitation system. It allocates funding based on actual users,
excluding enrollees in the area served by the VISN who do not receive any care. Because
patients in different VISNs have a different mix of health care, the model incorporates a risk
adjustment formula. Because VA patients obtain only some of their care from VA, this formula
is based on the medical conditions treated at VA. Finally, VA has the aligned incentives of an
integrated system with capitated payments, but not the same incentive to manage utilization to
the point of expecting profits at the end of the year—all funds need to be obligated or spent.

Under VERA, the general purpose funding for medical care is allocated based on the number
and types of patients treated and includes funds for administration and some facility
maintenance. Specific purpose funds are allocated separately according to special legal or
programmatic requirements, national support functions, and projects for which VA thinks that
economies of scale can be achieved at a national level.

Patients are classified into types according to health condition, severity, age, and priority group,
and the VISN receives an expected payment per patient type per year (2014 VERA Book [VA,
2014j]).% Specific purpose funds are allocated for a variety of programs, including prosthetics,
rural health, and homelessness. Patients are broken out into 60 categories of health conditions
and then rolled up into 10 price groups based on severity of condition. The 10 main groups roll
up into the three main categories of complex care, basic vested care, and basic nonreliant
care.'® Complex care is the most expensive category, and these patients account for 4 percent
or less of the VHA population but about one-quarter of the spending (2014 VERA Book [VA,
2014j)].

Table 3.1-2 summarizes the payment per patient for each of the 10 condition groups, as well as
an example condition or service under the condition group. The payment per patient in each
category is calculated using the proportion of total funds each group costs using VA’s internal
data. There are adjustments for location-specific differences in labor costs and high-cost
patients. High-cost patients are defined as those in the top 1 percent of spending for priority

15 Priority groups establish eligibility for VA health care based on service-connected disability, income, and other
factors.

16 The term vested reflects those Veterans receiving the majority of their care at VA.
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groups 1 through 6, or those with very long stays in community living centers. The threshold for
the 2014 VERA model was based on utilization from 2012, with a threshold amount of $108,000
for standard cases and $242,000 for long stays in the community living centers (2014 VERA
Book [VA, 2014j]).

Table 3.1-2. VERA Allocation Amounts per Condition Group

Priority Priority

Price Groups Diagnosis Example Groups 1-6 | Groups 7-8
1. Non-Reliant Pharmacy use only $291 $222
;GB?SIC Medical, Heart, Lung Cardiovascular disease $2,729 $1,621
3. Mental Health Addictive disorders $3,534 $2,394
4. Oncology, Legally Blind Oncology $5,094 $3,339
5. Multiple Problem Multiple medical $12,214 $10,059
6. Significant Diagnosis Metastatic cancer $21,730 $17,447
7. Specialized Care Stroke $16,373 $11,824
8. Supportive Care cNaerids home-based primary | ¢ 596 $22,197
9. Chronic Mental lliness Schizophrenia & dementia $28,902 $28,902
10. Critically Il Polytrauma $64,518 $60,639
10a. L i .

Oa. Long Stay Community Nursing home care $166,261 $166,261

Living Center

Source: Reproduced from VA’s 2014 VERA Book (VA, 2014;j).
Note: Non-reliant indicates those who receive the majority of their care outside VA facilities in
Priority Groups 7-8.

3.1.2.2 Allocation Levels

The VERA model in 2014 allocated 78 percent of the medical services funds from the
congressional appropriation, with 22 percent withheld for the specific purpose funds. VISNs
also received transformation funds to support initiatives to improve the coordination of and
access to health care (for example, patient aligned care teams, telehealth). As discussed earlier,
VISNs also oversee collection of copayments and, in some cases, billing of third parties for non-
service-related care provided by VA. Table 3.1-3 shows estimates of the funds received by each
VISN in each of these categories for FY 2014, the year for the latest VERA data. Table 3.1-3
shows that there was some reallocation of funding during the year from geographic areas with
lower than expected levels of population served or lower utilization relative to areas whose
utilization was higher than expected.
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Table 3.1-3. VERA Allocations, Specific Purpose, Transformation, and Estimated Receipts, by VISN, FY 2014 (in millions)

FY 2014 VERA Total %
General FY 2014 FY 2014 FY 2014 FY 2014 Change from
Purpose Specific Trans- Projected FY 2014 Projected Projected | FY 2013 to FY
VISN Total* Purpose* formation* Collections Reimbursements Totals 2014
01 Boston $1,995 $323 $9 $125 $6 $2,458 0.3
02 Albany $935 $155 S7 $54 S3 $1,154 2.4
03 Bronx $1,637 $284 $10 $92 $9 $2,032 -1.7
2izf(tsburgh $2,010 $289 S8 $121 S7 $2,434 -2.5
05 Baltimore $1,122 $235 sS4 $78 S5 $1,443 2.7
06 Durham $2,247 $431 $18 $209 S7 $2,913 3.4
07 Atlanta $2,479 $433 $13 $178 $10 $3,112 3.5
08 Bay Pines $3,567 $620 $9 $290 $38 54,524 -2.0
09 Nashville $1,879 5286 S7 $155 S11 $2,338 0.0
10 Cincinnati $1,660 5217 $10 $110 S7 $2,004 0.6
iib/::” $1,756 $272 $13 $113 $3 $2,157 2.9
12 Chicago $1,915 $357 S5 5168 518 $2,462 2.2
éi \'/(ansas $1,613 $289 $6 $132 $6 $2,046 0.8
16 Jackson $3,197 $632 S9 $215 S7 $4,061 2.9
17 Dallas $1,999 $346 $10 5127 $10 $2,492 1.2
18 Phoenix $1,719 $274 S9 $106 S7 $2,114 4.5
19 Denver $1,233 $299 S9 S$111 S3 51,654 6.4
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FY 2014 VERA Total %
General FY 2014 FY 2014 FY 2014 FY 2014 Change from
Purpose Specific Trans- Projected FY 2014 Projected Projected | FY 2013 to FY
VISN Total* Purpose* formation* Collections Reimbursements Totals 2014
20 Portland $1,904 $347 $15 $135 S3 $2,405 3.5
21 San $2,287 $363 $27 $122 $23 $2,822 3.8
Francisco
22 Long $2,456 $455 $26 $105 $9 $3,052 0.4
Beach
23 $2,106 $291 S5 $190 $10 $2,602 13
Minneapolis ’ ’ '
VHA Totals $41,715 $7,198 $229 $2,935 $202 $52,280 1.5

Source: VA’s 2014 VERA Book (VA, 2014;j).
Notes: *Values are estimates, reported prior to the end of the fiscal year. VISNs 13 and 14 do not exist, as they were combined into

VISN 23.
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The VERA model governs allocations from VHA to the VISN level. VISNs, in turn, govern the
allocation to facilities. Prior to 2011, each VISN could vary in how it weighted different criteria
in determining the allocation, including funding in the previous year, workload, and square
footage of the facility. In 2011, VA introduced a new model, called the Medical Center
Allocation System, to distribute VERA funding from the VISN to facilities; this mode included a
new measure of workload called “patient-weighted work” (2014 VERA Book [VA, 2014j]). The
measure took existing measures for resource-adjusted workload and added factors for high-
resource-intensity patients, differences in costs at the facility level, and a facility complexity
level. This facility-level model has not been reviewed extensively, though in 2011 GAO did
review the initial phase of the process and found that networks were adjusting the amounts for
particular facilities after the Medical Center Allocation System calculation had been done
without adequate documentation for the reasons (GAO, 2011a).

While the VERA model allocates funding for medical services, the budgets for capital planning
and IT are handled through separate processes for the whole VA (not just VHA). IT projects are
developed according to a strategic plan and are prioritized by IT Investment Governance Boards
(Department of Veterans Affairs, Office of Information and Technology, 2014). Assessment K
discusses in greater detail the process for capital improvements to facilities. In summary, the
requests for capital projects are put on the prioritized list of projects called the Strategic Capital
Investment Plan, which was established in 2012 (VA, 2015c). The process includes an analysis of
facility-level gaps in space, workload/utilization, access levels, and even wait times and
compares them with capital assessment and strategic plan. Projects are prioritized according to
six criteria ranging from improving safety and security to “rightsizing” the inventory. While the
total budget for major and minor capital outlays is under $5 billion for 2015, the facilities
budget estimates that over S50 billion would be needed to complete all projects based on
current market conditions (VA, 2015c).

3.1.2.3 Issues in the Allocation System

In interviews, facility directors described three main concerns with the VERA allocation system
to the VISNs. The first is that the time lag in calculating the allocation can leave some facilities
underfunded if their Veteran populations are growing quickly. Facilities are cognizant of the
need to undertake various activities to ensure that their allocation is as high as possible in
subsequent years. These may take the form of seeing more patients for more medical
conditions or providing more services for the same patients and medical conditions to obtain a
higher allocation from the VISN. To the extent that all facilities behave in this way, the
allocations will not change much in the short run because the budget is fixed. Over the longer
run, however, the behavior could increase the budget projected by EHCPM.

The VERA model was originally created to reduce geographic inequities in funding, given the
shift of Veterans from the northeast to the south and west and the potential for cost
differences related to climate and local health labor markets. Since its inception in the late
1990s, the VERA model has been updated based on feedback from a series of RAND and GAO
reports (GAO, 1997a; Wasserman et al., 2001; Wasserman et al., 2003; Wasserman et al.,
2004). Initial improvements to the model increased the number of patient classification
categories from three to 10 to better identify the health risks of the population, and included
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extra payments for patients with outlier spending (Wasserman et al., 2004). A 2002 GAO report
noted that, because VERA is in part based on workload, VA facilities were incentivized to see
more patients, which may be good if the increased workload alleviates access problems (GAO,
2002a). The report noted three key concerns, however, including the need for better
identification of workload, adjustments for age of facility, and accounting for the degree to
which Veterans seek care through VA rather than seeing non-VA providers using other forms of
insurance. If Veterans are more reliant on VA and using more VA services, the costs will
increase. Both these factors can potentially influence the costs of caring for patients in a given
year, but may not be reflected in the VERA allocation.

Using older data. While the VERA system is largely viewed as an equitable way to divide a fixed
budget, it is important to note that the system used with VERA is relying on past data rather
than the same projected data used in the EHPCM. For example, the population counts for the
2014 allocation for basic care use the average number of users from 2010-2012, whereas
complex care patients use a five-year average. This process can leave VISNs over- or
underfunded in a given year if demand is changing rapidly unless VA can reallocate funding
from other VISNSs. It will be able to do this only if the aggregate funding is high enough. Other
systems would provide a set fee (adjusted for health status) for all expected enrollees,
regardless of whether they actually use any services. While VERA does attempt to predict
workload, this time lag can leave certain networks and facilities that experience strong
demographic shifts with insufficient funding. Many facility leaders interviewed noted the two-
year time lag in the VERA allocations as a problem for areas that are growing quickly. For
example, one respondent said the process caused them to start the year with a projected
deficit:

We had to take some steps locally to deal with that and delayed some funding of
programs, that type of thing, to make sure we were going to close the year out—and
we’ll do fine now. But dealing with the increased workload that we’re experiencing in
conjunction with having budget challenges obviously makes for some very tough
decisions.

Other issues. Respondents noted that their facilities were performing various activities to
ensure that the VERA allocation was as high as possible. For facilities that are losing patients
due to being in areas with poorer weather or less favorable economic conditions, there is
pressure to maintain a patient load:

We lose Veterans constantly during the year to death, to out-migration, and to changing
patterns of the Veterans that sometimes they don’t need to use us. They have private
health insurance and they won’t come to us. So that’s constantly changing during the
year but we lose about 3,000 Veterans per year and we replace at least those 3,000 and
usually a couple hundred more.

In addition to losing patients to other areas, some facility directors said that, to ensure that
their allocation better reflects their actual utilization, they are conscious to code services
accurately: “Probably about five years ago we started looking at a lot of the things that impact
VERA to make sure that we were maximizing . . . or we were documenting correctly, we were
coding correctly, we were getting everything completed within the amount of time to capture
the appropriate workload.” It should be noted, however, that the coding systems in VA have
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not worked particularly well, and Assessment | examines this issue in further detail.
Additionally, Assessment G found that VA providers may not fully document and accurately
code all of their clinical workload.

Respondents even suggested that there is some degree of including additional services to hit
various workload levels:

So there’s different facilities in the system that have learned to ensure to maybe have a
consult from surgery. After surgery was done you do a home-based primary care visit,
10 visits over maybe three weeks to make sure that they’re up and running but then
you're going to get reimbursed for that and your VERA value is going to be higher.

The process of adding services can also lead to attracting patients with more-complex needs in
order to increase funding levels. However, this is likely to be a zero-sum proposition across
VISNs in the short run until the budget projection model can incorporate the increases in
severity of patients and increase the overall budget request.

If we hire a cardiologist, is that going to attract more Veterans to us for cardiology
services, which then turns into the VERA process, you know, they look at that and you’re
funded two years down the road [and] because you have additional Veterans coming in
who have additional complexity and this is where you get your funding from.

While many respondents felt that the VERA methodology left them at a disadvantage, it should
be noted that this concern was not uniform. Other respondents said that the VISNs are able to
fill in funding gaps:

What usually happens, at least from my experiences at the network or the VISN level,
through their methodologies to distribute the VERA monies, those things can be
somewhat smoothed and the VISN and the medical center can be a little bit more
responsive, as far as to the real-time needs.

Others say that the VERA model is doing a relatively good job of gauging the workload and cost
of doing business in different areas of the country:

In that VERA funding model, | understand there is a component piece that is just for
rural aspects of health care. That actually gives you a little bit of a bump and allows you
to earn a little bit more, recognizing that costs in rural America are higher than other
places.

3.1.2.4 Additional Funding Constraints

Through interviews with facility leaders, we identified several other constraints to using
allocated funds efficiently at the facility level. Most facilities identified an inability to use their
budgets flexibly across pots of money for IT, facilities, and medical care. Facility leaders felt that
the capital planning process is misaligned with the budget process and said that they are not
able to roll over funds from one year to the next. Finally, many respondents also noted that
many, but not all, centralized VA processes were a barrier to providing adequate patient care.
We discuss each of these issues here.

Lack of flexibility in spending. As described above, at a broad level, the VA appropriation for
VHA is divided into accounts for medical care, medical support and compliance, and some
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nonrecurring maintenance. The money is not fungible across domains because of
appropriations law: “Appropriations shall be applied only to the objects for which the
appropriations were made except as otherwise provided by law” (U.S. Code Title 31, Section
1301). For example, a VA Office of Inspector General report found that the Chief Business Office
was in violation when it used $92.5 million to build a claims processing system. The violation
was due to using funds from the Medical Support and Compliance appropriation rather than
the IT Systems appropriations (VA Office of Inspector General, 2015b).

Many facility leaders said the inability to shift money between the major allocation line items,
such as maintenance and medical services, makes it difficult to adequately manage the budget
in a year:

The pots of money, they’ve got to stop. . . . If you would actually trust the individuals
that you have put in place to run your hospitals and realize what those resources were
needed for that certain facility, then you would be able to manage it much better.

Another respondent noted that the lack of flexibility is detrimental to their ability to respond
quickly to workload shifts:

We have so many various appropriations in fenced money that it makes it very difficult
in the field to deal operationally with your finance. So what it does is it really ties the
hands of the facility and VISN leadership in making decisions quickly in response to
workload shifts and that type of thing, because money is tied up in special purpose or
fenced. That is a huge, huge issue | think for VHA.

Special purpose funds. VA facility leadership we interviewed believe that the special programs
money take away from the overall budget for patient care: “They’ll take money off the top and
then allocate that money to the fields to provide seed money to start new programs, which is
good. The problem is then they hire three people in D.C. to manage that program.” Many
respondents said VA Central Office initiatives removed flexibility from their budget and
planning process:

So they decide what your needs are, they decide that you need 15 mental health
providers and say, “Here you go. You can only spend this money on this.” And then at
the end of the year if you didn’t necessarily need that, you can’t use the money for
different operations somewhere else. You would have to return that money to Central
Office.

One director said that, even if there is funding, in addition to having enough demand for the
given service, the extra money may come without any regard to the physical space or IT
requirements needed to fulfill the request: “[With the Veterans Choice Act money] we’ve been
given the dollars to hire additional staff and in many cases people think, ‘Where am | going to
put them?’” Another respondent stated that their facility was told to hire more than 150 new
staff for mental health:

And in order to do that we’re putting up modular buildings until the space is available.
Then we can start bringing the people onboard. But you can’t recruit until you have that
space to accommodate that staff. So it works great when the money comes at the
beginning of the fiscal year. You have time to plan well and you’ve got the space. But
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when it comes at a very restricted time or the timeline is very short it makes it a
challenge.

Finally, one respondent noted that requests from the Central Office may also come without
enough or any funding attached:

The expectations on those mandates come that you are to address them immediately. . .
. You're given a budget and you are reminded all the time that you have to stay within
this budget; you have to manage within this budget. Usually then you go to staffing
because that’s where most of your budget is allocated to. And so where do you cut
staffing, or where do you delay bringing people onboard? And that always impacts on
quality of patient care.

While many facility leaders expressed frustration at the special purpose monies being diverted
from the overall pot of money to be allocated through VERA, Central Office officials did say that
some of the special purpose funding allows VA to respond to both congressional and Veteran
Service Organization groups in a timely way:

It all ends up back in the field. It is just managed centrally, so although there is a tug
sometimes because every VISN and every facility would like to get their money un-
earmarked, if you will. “Don’t tell me how much to spend on prosthetics. | will figure
that out myself. Just give me the money,” so there is that dynamic tension, but we seem
to vet that out pretty well by making sure that what is in specific purpose is either
required by law or some other special motivating factor.

Difficulty in funding new construction or renovations. Many respondents said that the ability
to quickly approve facilities and IT requests would help them expand capacity in areas where it
is needed most. The facilities master plan approves major and minor construction projects. It
can take years for the process to authorize a project. An audit from the VA Office of Inspector
General found that construction projects were often not well managed and needed more
oversight (VA, Office of Inspector General, 2014a). The report indicates that the time required
to insert projects into the timeline can mean that the final project may have no correlation to
current demand:

Although projects under $1 million are selected and approved annually, a [Strategic
Capital Investment Plan] project proposal submitted in FY 2014 will be scored, and if
approved in FY 2015, will receive design funds in FY 2016 and construction funds in FY
2017 (page 9).

Many respondents also described the process for getting new buildings or major renovations
into the capital strategic plan as cumbersome:

As the director of an organization, of a health care system, that if we identify a need to
lease an extra 10,000 square feet to meet the demand and provide the source to the
Veterans, it shouldn’t take at the level of the deputy secretary to loop things quickly
through the organization.

As a result, many respondents said the space constraints negatively affect their ability to hire
providers: “The number of Veterans we’re seeing is increasing, yet you can’t add new parking,
you can’t add new offices, you can’t add new exam rooms in a reasonable, even an
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unreasonable, amount of time.” Planning for new space can be difficult for facility leadership to
anticipate:

You know, you try to plan as much as you can in advance, but you just can’t read the tea
leaves all the time. And so when you try to make adjustments to clinics, to facilities, it’s
a multiyear approval and funding process, before you even get into construction. That
slows us down.

No incentive to save for capital planning. While VA is similar to other capitated systems, such
as a health maintenance organization (HMO), money not used on patient care at the end of the
year cannot be saved and put toward new equipment or capital planning. Funds have to be
obligated fairly quickly in the year in a “use-it-or-lose-it” fashion:

You have to compete with all the other facilities across the country and then Congress
decides what they’re actually going to fund for that year and it may be two to three
years down the line. So if | was running a private-sector hospital, | would be able to
utilize a variety of different funding methods to do this, but it doesn’t even benefit me
to save resources during the year because | can’t apply that to any of the following
years.

Beyond saving money for capital projects, the critique about the lack of incentive to save
money was also noted for within-year funding, so that there are no reserves at the facility level
for emergencies, because all the funds have to be obligated six months into the year:

| understand that we can’t show Congress that we have all this equipment money sitting
there at the end of the year, but having to have it obligated and spent in the first six
months makes absolutely no sense. You need to hold onto a little bit in case something
bad happens, something breaks, something goes wrong.

While there is a drive to obligate money as quickly as possible, some facility leaders said they
readied a list of additional equipment or projects to absorb any last-minute funding.
Respondents noted that there can be a rush to spend extra money at the end of the year: “The
other thing is that sometimes then in late-August/mid-August, and all of the sudden they say,
‘We’ve got money but you’ve got to spend it by September the 30th.” We’ve learned how to
deal with that because it’s happened year after year.”

Centralized processes that take time away from patient care. IT, like capital infrastructure,
does not all come from the same pot of money. As a result, managing the IT resources is
challenging, as is requesting new items: “We need the ability to manage the IT budget in
conjunction with the business.” Another respondent noted that the centralized IT process
across all of VA creates its own problems.

So the disconnect you have is, we put money in the budget to buy more telehealth
medical equipment. We get it. We don’t score high enough in [the Office of Information
and Technology], so we don’t get the pipelines [bandwidth], if you will, and so we end
up with equipment we can’t fully utilize or we can’t utilize it to maximum capacity if
we’ve got small lines.

Beyond the centralized processes for facilities and IT requests, many respondents expressed
frustration with the central contracting office. One respondent said the contracting process is a
barrier to effective and timely care:
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I've got an issue on my desk right now where I've got a patient | need to send out to a
long-term acute facility, not a typical community nursing home. We’ll have to do an
emergency contract, make phone calls every single day to get this done in two months. .
.. You know how much executive time, not just for me but my associate director, the
Chief of Staff, chief of social work, chief of logistics, calling around, doing . . . that is
insane and this is something we have created within the VA.

Other concerns about the contracting process included the extensive reporting requirements
and the requirements to prioritize small businesses for contracting in rural areas. One
respondent summarized the situation as difficult at best:

[The] simpler the process can be made to be, the better our Veterans will benefit. So as
we go to pay bills, as we enter into contracts, the magnitude of things we have to do to
expend that money on behalf of our Veterans sometimes slows the process and gets in
the way. But we understand we’re a public entity with a trust and that we have to do
our due diligence to ensure that we’re following the law, but that comes at an expense
of the speed and volume of care.

Despite these findings from facility leadership on the difficulty in dealing with central processes,
it is not necessarily true that all centralized processes are inefficient. For example, Central
Office officials highlight that there may be efficiencies in centralizing certain business processes
such as billing or paying claims for purchasing care from non-VA providers: “We looked at the
fee basis care program . . . it was three or four years ago, and basically found that it was total
chaos. And part of what was recommended there was greater standardization and more
consistency because that is an area where there should be more consistency.”

3.1.3 Comparing the Adequacy of VA’s Health Spending with Private-Sector
Spending

In the previous subsections, we discussed the budget development and allocation processes
and described various problems with the allocation process that can cause facilities to be over-
or under budgeted in a particular year. These problems include the time lag in the data,
incentives for facilities to increase workload to increase future funding, and large maintenance
costs for older buildings. However, these analyses do not directly answer the question of
whether VA has enough money to provide timely and accessible care.

To answer this key question, we would need some benchmark against which to compare VA’s
costs of care. There is no natural comparator, given the integrated delivery system of VA, with
its differences in population. There are other integrated delivery systems, such as Kaiser
Permanente or Geisinger Health, but their beneficiaries generally receive all their care from
their system, something that is not true for VA. This limits the value of such comparisons. The
differences in the Veteran population compared with the private-sector population are
discussed in detail in Assessment A. In 2011, the Congressional Budget Office estimated that
the spending on Veterans of recent conflicts in Iraq and Afghanistan could total $40-55 billion
from 2011 to 2020, since advances in technology have allowed many service members to
survive injuries that were previously fatal (Congressional Budget Office, 2011).
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Over the past two decades, many studies have attempted to address the question of whether
VA care is more cost-effective than the same care would have been if purchased from the
private sector; these studies have produced divergent findings. A 2009 study found that overall
VA health costs and inpatient services costs are substantially higher than in the private sector
(33 percent and 56 percent, respectively), but drugs prices are lower in VA (Weeks et al., 2009).
In contrast, other studies have found that the cost of care provided in VA is lower. In an earlier
set of articles in Medical Care in 2003—2004, the authors concluded that the cost to taxpayers
for VHA services would be 15.6 percent higher if the same set of services were provided at
Medicare payment rates (Render, Roselle, Franchi, & Nugent, 2003; Render, Taylor, Plunkett, &
Nugent, 2003; Hendricks, Whitford, & Nugent, 2003; Nugent, Grippen, Paris, & Mitchell, 2003;
Roselle et al., 2003; Nugent, 2004). A major driver of the difference in costs at the time was
drug prices, since VHA negotiates lower prices for pharmaceuticals, and, at that time,
Medicare’s Part D drug benefit had not yet been enacted. Even now that Part D has been
implemented, however, the price for VHA drugs is still lower than Medicare’s; Medicare is
prohibited from negotiating drug prices as VHA does.

The studies have similar methodologies, which is to price the same “basket” of services in
either Medicare or the private sector. Weeks et al. (2009) estimated VA costs by determining
the proportion of spending on the particular service and then dividing this by the number who
received the service. They used the Medical Expenditure Panel Survey to estimate the cost in
the private fee-for-service environment for the same basket of services. The Medical Care
series of articles used Medicare allowed amounts for services and did a microcosting study to
document the variety of services VA provided that do not ordinarily show up in administrative
records because VA does not have to bill for them as an integrated delivery system. Both these
methods fail to control for the variety of other costs, such as benefits for employees or the
severity of patients that may make private-sector or Medicare estimates lower or higher.

Comparisons to the private sector, such as those described in these studies, are difficult to
interpret because having lower spending is not necessarily an indication of more efficient
spending. The Congressional Budget Office found that comparing per capita spending between
VA and the private sector can be misleading because of differences in patient populations
served and the fact that many Veterans, including users of VA health care, have at least part of
their medical needs met at private facilities through Medicare or private insurance
(Congressional Budget Office, 2014). The Congressional Budget Office found that comparing the
costs of care for particular services (the cost of providing the service rather than total spending,
which would include the quantity of services and their prices) can be a better approach.
However, the Congressional Budget Office found that even this approach can be problematic
because VA is an integrated delivery system, so not all services are assigned unit costs as they
would be in a fee-for-service environment. Additionally, incentives are more aligned in
integrated delivery systems, which can affect the intensity of services for each procedure. Thus,
we conclude that comparisons of VA spending with that in the private sector are not valid ways
of measuring whether VA has enough resources to provide timely and accessible care to
Veterans.
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3.1.4 Subsection Summary

VA is funded through annual congressional appropriations. Congress approves the overall VA
budget, adjusting it up or down. Assuming that VA has requested enough money to meet its
needs, and that Congress approves the budget, VA then allocates the money to its care
networks VISNs and then to facilities. In passing the Veterans Choice Act in 2014, Congress, in
an unusual step, provided additional funds through a mandatory appropriation to be spent over
three years.

We were not able to determine whether VA has adequate fiscal resources for health care, given
Veteran demand. There is no objective measure or benchmark against which to compare VA’s
budget and spending to know whether it has sufficient funding to provide timely and accessible
care. Additionally, data are not available to measure unmet demand due to access barriers (not
enough funding) or to assess the productivity of VA in delivering health care services with its
current level of resources (not efficient at using existing resources). Shortcomings in the data
for assessing access are discussed further in Section 4 of this report and in Assessment D’s
review of access standards. Shortcomings in assessing productivity are detailed in the
Assessment G report.

We found that VA faces a number of barriers in planning for and using its fiscal resources
effectively. The main issues identified in the VA budget process include concerns about the data
used for budget planning and inflexibility in budgeting stemming from congressional
appropriation processes. VHA develops its budget from older data using models that project
past utilization and trends into the future. If access barriers curtail demand, past utilization will
underestimate the resources required to provide access. If past trends are a poor predictor of
future trends, budget requests will be too high or too low. As we discuss elsewhere in this
report, VA does not have sufficient data to accurately identify unmet demand, and we were not
able to evaluate EHCPM prediction accuracy over time. As discussed earlier and in the
Assessment A report, however, it is possible that demand will level off in the coming years. If it
does, this should facilitate budget projection.

Congressional priorities can affect VA’s appropriation, as with the enactment of the Veterans
Choice Act. The impact of increases in purchased care from the Veterans Choice Act on the
budget in future years is currently unknown. The additional providers hired with Veterans
Choice Act funds will also need to be accounted for in the next budget cycle.

The allocation of the funds to VISNs for medical services is based on a quantitative model
designed to capture the local cost of service, the severity of patients, and the overall workload
of a facility. This process is generally thought to be equitable. However, we found that it is using
data that are several years behind the current allocation year. Unless VA and the VISNs closely
monitor utilization and spending trends during the execution year and reallocate funding as
needed, reliance on two-year-old data can leave facilities that are experiencing strong
demographic trends over- or underfunded in the current year, and creates incentives for
facilities to see more of certain types of patients in order to increase funding in future years.

Interviewees indicated that the separate IT and facility budgets are insufficiently linked to
medical service funding and are detrimental to their ability to respond quickly to the need to
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expand workforce at a facility. Facility directors believe that Central Office processes take too
long, and facility directors lack flexibility to move money between funding streams. They also
said that they lack flexibility to manage special purpose funding efficiently across their facilities.

In the next subsection, we turn from a focus on fiscal resources to consider VA’s workforce and
human resources capacity, that is, the employees who support and provide health care for
Veterans.

3.2 Workforce and Human Resources

While VA's fiscal resources fund its health care system, VA’s workforce and human resources
consist of the people who support and provide health care for Veterans. VA employs physicians,
nurses, and other providers directly, owning and operating hospitals and other facilities to meet
eligible Veterans’ needs under a fixed budget. VA also contracts with private physicians to
deliver some services within VA facilities (GAO, 2013c). Additionally, as described in Subsection
3.4, under special circumstances VA will purchase care. As such, VA capacity to deliver services
is affected by the capacity of both the VA and the non-VA workforce.

Understanding VA’s total workforce capacity is complex due to this mix of internal and
contracted services, but generally this capacity depends on two key factors:

e The number of providers, which will depend on the ability of VA to hire and retain staff at
each facility

e Provider productivity, which is shaped by factors such as sufficiency of support staff, IT
capabilities; VA’s staff management capabilities, including culture and policy; and physical
infrastructure (for example, number and size of exam rooms).

This subsection is divided into four parts. The first part describes how VA assesses and plans for
the number of providers required to meet the needs of VA beneficiaries. The second part
describes the numbers of clinicians providing direct patient care at VA and their productivity.
The third part determines where the biggest workforce capacity constraints might exist by
specialty. Finally, the fourth part discusses why workforce-related capacity constraints might
exist. When comparing across specialties, we focus on 12 specialties that care for the seven
illustrative clinical populations considered in Assessment B.

A summary of the methods used in these analyses is shown in the box.

Overview of Methods and Data for Assessment of Workforce and Human Resources

e To assess VA's health care workforce resources and capabilities, we developed
descriptive data tables describing total workforce and productivity estimates for
physicians, associate providers, and therapists, and generated reports for
representative specialties, including those relevant for the illustrative clinical
populations.

e We used worked clinical FTE counts for physicians, associate providers, and
therapists to describe the current workforce and work RVUs to measure
specialty physician and associate provider productivity. For therapists, we
measured productivity in terms of the number of encounters per therapist
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clinical FTE. For primary care, we measured physician productivity by measuring
“panel size,” that is, the number of unique patients seen by each primary care
physician per year.

e We assessed variation in specialty care workforce supply and productivity and
the extent to which various factors might affect workforce supply through
changes in the recruitment and retention of various provider types.

e We interviewed VA employees and others with VA expertise to gather
information related to workforce planning, productivity, and barriers to
recruiting and retaining workers. We supplemented these analyses with an
extensive review of the literature.

e For each of the seven illustrative clinical populations, we selected a subset of
specialties that care for patients within the population and characterized
facilities based on a measure of accessibility (measure of wait times for new
patients) and productivity (RVU estimates). We used the wait-time variables to
categorize each facility-specialty combination as having high or low wait times
and used the findings from the literature reviews and interviews to identify
specialties for which there are likely capacity constraints as well as potential
causes of capacity constraints.

e Data sources used in these analyses include staffing and productivity data
provided by Assessment G (including data collected from the VISTA New Person
File, VISTA Patient Care Encounter File, and the Monthly Program Cost Report);
SK&A Office-Based Physician, Nurse Practitioner, and Physician Assistant
Database; VA Planning Systems Support Group Enrollee file; MGMA surveys; and
VSSC [See Strategic Analytics for Improvement and Learning Cube]

e For complete details of the methods used to assess workforce and human
resources, please refer to Section 2 of this report.

This subsection will not discuss most indirect factors associated with provider capacity as they
are discussed in other parts of this report or in other assessments:

e Assessment A addresses the demand for services.

e Subsection 3.4 of this report and Assessment C discuss purchased care.

e Subsection 3.3 of this report and Assessment K examine the space and medical supply
inputs that can influence the number of providers available.

e Subsection 3.5 of this report discusses in greater detail the IT initiatives that may affect
provider productivity.

e Assessment G constructs provider productivity measures and FTE counts, benchmarking
them against private-sector productivity.

In addition, there is nontrivial overlap between work performed by Assessments B and G in
terms of VA workforce. Both Assessments B and G use VA data to estimate provider counts and
productivity for physicians and associate providers in the VA system. Assessment G processed
and made these data available to Assessment B. Assessment B combines these data with wait-
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time and interview data to identify the specialties with capacity constraints and factors
affecting capacity in order to describe potential capacity constraints of those physicians.
Assessment B also develops estimates of provider counts and productivity for therapists (for
example, physical therapists and occupational therapists).

Despite the significant overlap between Assessments B and G, there are important differences
in the approach to estimating provider FTE counts. In order to calculate total FTE counts,
Assessment B focused on the worked FTEs, whereas Assessment G focused on paid FTEs, which
includes worked FTEs plus additional labor mapping categories, most notably leave. We felt it
was most appropriate for Assessment B to focus explicitly on the amount of time providers
spent working (that is, worked FTEs). We believe that this is a closer reflection of the amount of
resources available to provide timely, accessible care for Veterans. Differences in the FTE
definitions have the most significant effect on estimates of the total number of providers as
well as estimates of the proportion of time that providers spend performing clinical duties.

3.2.1 Assessing and Planning for Workforce Capacity

In this subsection, we discuss how VA assesses and plans for the number of providers required
to meet the needs of VA beneficiaries. These processes lay the foundation for VA’s workforce
capacity. It is important to understand how these processes work and what their strengths and
weaknesses are. This subsection also includes a brief discussion of how VA measures provider
productivity and whether deficiencies exist in this process. We also discuss improvements to
productivity measurements and workforce planning that were developed as part of the 2014
VA Interim Workforce and Succession Strategic Plan.

3.2.1.1 VA Approaches to Assessing and Planning for the Health Care Workforce

To determine the optimal number of health care providers in each facility, VA uses several tools
to measure the workload and productivity of providers and the timeliness and quality of care
they deliver. Generally, these reports are accessed by both facility and VISN leadership, but
facility leadership are generally responsible for assessing staffing levels and taking personnel
actions.

e Primary care workload. To measure the workload or productivity of primary care
physicians, VA staffing models use a panel size method, which sets limits on the number
of services a provider can deliver and the number of patients for which the provider can
be accountable. The VA definition of a patient panel differs meaningfully from non-VA
definitions. VA defines a panel as the number of patients that have visited a VA primary
care provider within a defined time period (for example, 12 months for new patients and
24 months for established patients). Conversely, most non-VA providers define panels as
all patients for which a provider is responsible regardless of the timing of their most
recent visit. This may have unknown effects on comparison of panel sizes within and
outside of VA.

¢ Specialty care workload. For specialty care, VA recently developed a staffing model based
on work RVUs—values used for determining the relative time and intensity required to
deliver a given service. RVUs are designed to determine physician payment in Medicare
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and are used by most other payers. RVUs consist of a facility portion and a work portion.
Our RVUs focus exclusively on the “work” portion of the RVU. A service with a higher work
RVU is one that requires more time or more intensity work by a provider. VA differs from
non-VA health care systems in the way they use productivity metrics. Outside of VA,
productivity measures are often not used at all. When they are used, they are not typically
used for workforce capacity planning.

¢ Facility-level productivity. Facility-level productivity estimates are calculated as the sum
of the work RVUs divided by the number of physicians working at that facility. Facility-
level RVUs are calculated separately for each facility by specialty. VA uses these values to
estimate the number of providers needed to care for its projected specialty care patient
population.

Determining primary care capacity. VA uses the Primary Care Management Module to assign
each patient to a primary care team composed of one primary care provider and various
support positions. To determine primary care team capacity, VA sets panel size expectations
based on the number of active patients assigned to each primary care provider. Panel size
expectations vary depending on levels of support staff, space, and patient complexity. Some
facilities are also experimenting with linking factors such as patient experiences or outcomes to
their estimates of needed staffing levels (Griffin & Swan, 2006). At a June 2014 House
subcommittee hearing, Dr. Thomas Lynch, the Assistant Deputy for Clinical Operations and
Management of VA, mentioned that VA may start using RVU-based approaches to assess
productivity, efficiency, staffing, and capacity for primary care services, but details were not
discussed at length in the documents we identified (House Committee on Veterans Affairs,
2014).

Determining specialty care capacity. The Office of Productivity, Efficiency, and Staffing
produces productivity benchmark data for specialty care providers based on the distribution of
productivity estimates within VA, given that little national guidance exists for most specialties.
The source of the data is the Physician Productivity Cube (PPC), a unique national data set that
houses VA specialist workforce, workload, and productivity data from various Corporate Data
Warehouse databases. Like many private-sector health care organizations, VA measures
specialty care productivity in the PPC as work RVUs (VHA, 2014), supplemented by information
on the number of encounters and the number of patients. VA then created the Specialty
Productivity Access Report and Quadrant Tool (SPARQ), which uses PPC data to generate user-
friendly, summative reporting for VA facilities to review facility or specialty-specific productivity
and wait-time data. This report allows VA and facility leadership to identify where a facility’s
wait times are long compared with other VA facilities and to understand the extent to which
long wait times might be driven by low productivity relative to other facilities. SPARQ can be
used to generate reports using PPC data to assist VA and facility leadership in evaluating
specialty productivity, access, staffing, and efficiency (OPES, 2014).

One interview respondent described how the PPC helped them identify ways to improve
productivity:

So [the PPC] is a tool that everybody uses across VA, and we use it extensively here.
What we’re finding is that there are far too many people that are doing administrative
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work that probably should be doing more clinical work. So we have been slowly but
surely relentlessly cracking down on that.

Most facility leaders we interviewed described workforce planning as an iterative process; they
rely on sister facilities and other comparative benchmarks to determine staffing levels, while
also keeping apprised of access measures—primarily wait times—to ensure that staffing is
adequate for demand in each specialty. However, they reported that they use the wait-time
and productivity data available in the PPC and SPARQ and are interested in further refinements
to the data (see below). Respondents cited these analyses of provider workload and related
assessments of provider capacity as key inputs when facilities try to identify causes of poor
access in certain specialties: “If we’re struggling to get patients seen, then we’re looking at all of
the possibilities: Are there things we can do to make them more efficient? Is there a way to
schedule additional clinics using either fee or part-time?”

VA has improved its tools for tracking productivity and workload over the past decade. VA relies
heavily on the PPC to track provider workload and productivity and has used this data
repository to develop user-friendly summative tools for facilities to review practice
performance. RVU-based productivity measures have become the standard for specialty
physicians. Discussions regarding its use for measuring primary care productivity are currently
taking place, and it will likely become a VA physician-wide method in the future. Steps to
advance the effective use of these data in staffing and workload decision making will likely
occupy VA for the foreseeable future.

3.2.1.2 Challenges VA Faces in Planning for and Assessing the Health Care Workforce

We identified several key challenges associated with VA staff planning and assessment
processes. These include a lack of guidance about what methods should be used, a lack of
external productivity benchmarks, inaccurate or incomplete data inputs, and the inability of the
data system to adequately account for certain types of providers and patient visits.

The VA Office of Inspector General determined in 2012 that VA facilities often do not have
staffing plans because of unclear direction on which methodologies to use to identify
occupations that are experiencing shortages (VA, Office of Inspector General, 2012a). In 2015,
the VA Office of Inspector General also found that the methods to identify staffing shortages
are not adequate because they are based on VA regional rankings, which do not have enough
detail at the facility level to help facility leadership set staffing targets (VA, Office of Inspector
General, 2015a).

The 2012 VA Office of the Inspector General report also highlighted the fact that many
specialties do not have productivity standards—an issue that both the VA Office of the
Inspector General and the GAO have repeatedly pointed out over the past two decades (GAO,
1997b; House Committee on Veteran’ Affairs, 2013; VA, Office of Inspector General, 2012a). VA
continues to work on this important issue. The PPC allows hospitals and health care systems to
compare themselves against national medians, medical centers of similar size and complexity,
and private-sector benchmarks. However, most studies that compare VA with the private sector
highlight the fact that significant variation in patient populations, modes of care delivery, and
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payment structures make a clean comparison difficult (Asch et al., 2004; Yaisawarng & Burgess,
2006). Assessment G addresses this issue in detail.

The accuracy of some data inputs into the staff planning process can be problematic. In
particular, interviewees reported that variations in Current Procedural Terminology coding
practices, inconsistently entered workload data, and incomplete or poorly detailed physician
encounter data make it difficult to consistently measure productivity. Some interviewees
expressed concern that RVU-based workloads do not capture the full spectrum of services
provided because individual procedures and other services are not as reliably coded as bills
generated in a fee-for-service system. As a consequence, the differences in RVUs between
providers or facilities could reflect differences in coding practices rather than true differences in
productivity. In addition, with an integrated delivery system, services and costs for services are
not measured in individual units, making calculations of RVUs and comparisons to the private
sector difficult. Some interview respondents noted issues with the accuracy of the labor-
mapping data: “We’re finding that . . . some people have been credited for doing things that
they really shouldn’t get credit for doing in terms of admin time, education time, and so forth.”

The current data systems do not adequately account for certain types of providers in the staff
planning process. Internal VA documentation highlighted several issues with data tracking that
continue to be a problem (VHA, Office of Productivity, Efficiency, and Staffing, 2014b). For
example, providers working for VA under contract are not directly counted in the FTEs for
specialty care because the system includes only data for VA-salaried physicians. VA facilities can
expand their workforce by using part-time providers acquired via contracts between VA and its
affiliates (contracts), or via relationships with independent providers that work at VA for a fee
(fee-basis). Contract providers have appointments at facilities with formal VA affiliations, such
as medical schools. Fee-basis providers accept a temporary, intermittent, or part-time
appointment for a fee, but they are not necessarily linked to a VA affiliate. Contracted and fee-
based providers are unique from purchased care in that they work within the walls of VA.

Given that there is no data source available for the FTE value for in-house fee or contract
physicians, the PPC does not calculate a direct productivity measurement for contracted
physicians. Another issue is that the system does not provide specialty specificity for advanced
practice providers, so encounters that have only a nurse practitioner or physician assistant
listed cannot be easily mapped to specialties in the PPC. Additionally, medical residents are not
distinguished from fully qualified physicians in practice productivity measures and are not
included in specialty-specific counts, which may artificially lower productivity measures by
specialty grouping. Perceived problems with productivity assessments have led some facilities
to implement policies to improve the usefulness and accuracy of these data, including
establishing procedures for comparing labor-mapping data to providers’ scheduling grids.
However, these procedures are labor-intensive and not widely implemented.

The data systems also are not able to fully account for certain types of visits. Interview
respondents described how new initiatives such as telehealth and group clinics have strained
the utility of these metrics:

We have group visits that allow us to treat eight or 10 patients in a group setting, and if
the wrong code is being used in the group setting, sometimes we don’t get the workload
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credit, and it looks like it might be a productivity issue whereas, in fact, the provider is
working very hard, is very productive; he’s just not getting credit.

Despite progress in productivity and workload measurement, there are still a handful of
challenges VA needs to overcome to ensure that the data and tools it uses to plan and assess
the health care workforce are more valid and reliable. In addition to standardizing staff level
and productivity targets, VA is still refining the micro-level data that feed into its data systems.
Steps to address these accuracy issues have been taken, but adjustments to the way clinical and
administrative data are collected and classified are needed to improve upon existing systems.

3.2.2 Current VA Health Care Workforce Resources and Capabilities

Current VA capacity is a function of the number of providers in the VA workforce and their
productivity. This subsection provides an overview of the current (FY 2014) VA staffing numbers
and productivity data. One of the largest providers of health services in the world, VA had
nearly 300,000 employees in 2014 (Healthcare Talent Management, Workforce Management &
Consulting Office, & Veterans Health Administration, 2014). While VA’s workforce grew 15.8
percent from 2008 to 2012, the growth rate slowed over that period. In this subsection, we
describe the numbers of clinicians providing direct patient care at VA and their productivity.
Although many types of employees provide VA patient care, because of limitations in the data
available to us, we focus on clinical providers, such as physicians; associate providers, such as
nurse practitioners and physician assistants; and therapists, such as physical and occupational
therapists. In other parts of this report, we will discuss issues involving other employees (for
example, registered nurses and support) that might affect the numbers and productivity of the
billing providers and therapists. Throughout this discussion, we use the “facility” as the unit of
analysis. We consider a facility to include an administrative parent facility, often a VAMC, and
its associated outpatient clinics (for example, CBOCs).

3.2.2.1 Workforce Numbers

Physicians spend their time in various ways, including providing clinical care, conducting
research, performing administrative tasks, and teaching. As a result, the number of physicians
employed by VA may overstate the level of resources allocated to patient care. Therefore, we
focus on the number of clinical FTEs: If a physician works full-time for VA but only half in clinical
care, he or she contributes 0.50 clinical FTEs. Clinical FTEs also include clinical activities outside
face-to-face patient appointments, but do not include other labor mapping categories, such as
paid leave. In FY 2014, VA employed a total of 31,269 physician!’ employees working either full-
time or part-time, for a total of 19,900 FTEs. On average, these physicians spend close to 80
percent of their FTEs in clinical care, for a total of 15,543 physician clinical FTEs across all
specialties. On average, there were approximately 121 physician clinical FTEs per parent facility.

17 Consistent with VA methodology for designating “physicians,” this category also includes a small set of
nonphysician clinicians including psychologists and chiropractors.
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Physicians. Table 3.2-1 summarizes FY 2014 physician clinical FTEs and physician clinical FTEs
per 1,000 unique patients for an illustrative set of specialties, focusing explicitly on 12
specialties that serve the illustrative clinical populations. The specialties with the largest FTE
counts were mental health (an average of 34.2 physician clinical FTEs per facility) and internal
medicine (an average of 27.94 physician clinical FTEs per facility). Other specialties were not as
well represented. For example, the average physician clinical FTE per facility was 1.12 for
endocrinology and 0.80 for obstetrics and gynecology.'® The number of physician clinical FTEs in
each specialty varied across facilities. The greatest variations, as measured by coefficient of
variation, were for physical medicine and rehabilitation, emergency medicine, thoracic surgery,
and mental health.

Table 3.2-1. VA Physician Clinical FTEs Overall and Per 1,000 Unique Patients at the Facility
Level, FY 2014

Clinical FTE Per
Overall 1,000 Unique Clinical FTEs Per
Overall Clinical Patients at 1,000 Unique
Clinical FTEs FTEs— Each Facility— Patients at Each
—Mean Coefficient Mean Facility—
Count of (Standard of (Standard Coefficient of
Specialty Facilities Deviation) Variation Deviation) Variation
34.2 0.69
M | health 14 .62 .
ental healt 0 (21.36) 0.6 (0.24) 0.35
Internal 27.94 0.57
medicine 140 (17.09) 0.61 (0.14) 0.25
Emergency 4.11 0.08
medicine 111 (3.30) 0.80 (0.06) 0.75
. 3.01 0.06
Cardiology 126 (1.96) 0.66 (0.03) 0.47
2.96 0.06
12 . A4
Surgery 6 (1.58) 0.53 (0.03) 0.48
Gastroenterol 2.48 0.04
112 . A4
ogy (1.57) 0.63 (0.02) 0
Physical
medicine and 124 2.44 0.86 0.05 0.75
- (2.11) (0.04)
rehabilitation

18 Although VA does not offer obstetrical services, the related specialty is referred to as “obstetrics and
gynecology” both within and outside the VA. We retained this nomenclature to be consistent with non-VA
workforce analysis and internal VA documentation.
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Clinical FTE Per
Overall 1,000 Unique Clinical FTEs Per
Overall Clinical Patients at 1,000 Unique
Clinical FTEs FTEs— Each Facility— Patients at Each
—Mean Coefficient Mean Facility—
Count of (Standard of (Standard Coefficient of
Specialty Facilities Deviation) Variation Deviation) Variation
2.25 0.04
Neurology 126 (1.44) 0.64 (0.02) 0.52
Hematology- 1.94 0.04
Oncology 105 (1.15) 0.59 (0.02) 0.44
Thoracic 1.14 0.02
surgery 67 (0.85) 0.75 (0.02) 0.84
. 1.12 0.02
Endocrinology 99 (0.71) 0.63 (0.01) 0.59
Neurological 0.94 0.02
surgery >4 (0.63) 0.67 (0.01) 0.66
Obstetrics and 0.8 0.16
gynecology 81 (0.61) 0.76 (0.10) 0.64

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

We also considered a measure that accounts for the number of patients seen in each facility:
physician clinical FTEs per 1,000 unique patients who visited that facility in the past fiscal year.
This measure allows for more comparable measurement across facilities, given that facilities
can vary in size or number of affiliated sites, for example. In mental health, we found an
average of 0.35 physician clinical FTEs per 1,000 unique patients, and, in emergency medicine,
the facility average was 0.08 physician clinical FTEs per 1,000 unique patients. As expected, for
most specialties, there was less variation across facilities in the number of providers per 1,000
unique patients than there was for total clinical FTEs. This likely reflects the fact that some of
the variation across facilities in FTEs is explained by the size of the facility as measured by the
total number of unique patients visiting that facility.

Some of this variation in FTEs per 1,000 could be explained by differences in regional practice
patterns, differences in patient complexity, or differences in the use of contracted providers.
For illustrative purposes, we also examined variation in the FTEs per 1,000 unique patients
across VISNs. We found significantly less variation compared with the facility-level analysis. To
illustrate the variation across VISNs, in Figure 3.2-1 we show the distribution for the specialties
with the two highest coefficients of variation (neurological surgery and thoracic surgery). There
is substantial variation in the FTEs per 1,000 patients in these two specialties. For example, for
thoracic surgery, one VISN has as many as 0.02 clinical FTEs per 1,000 unique patients and
another has as few as 0.001 clinical FTEs per 1,000 unique patients.
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Figure 3.2-1. VA Clinical FTEs per 1,000 Unique Patients by VISN for Select Specialties, FY 2014

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

Notes: City hubs associated with each VISN are listed in Table 3.1-3. One VISN is missing from
the neurological surgery figure because that VISN does not have any clinical FTEs dedicated to
that specialty.

Furthermore, to account for this variation across VISNs, we also performed regression analysis
to create estimated FTE values controlling for VISN and patient complexity level at each facility.
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Although we do not show these estimates, they suggest that there is still significant variation
across facilities that cannot be explained by region and patient complexity.

Finally, the variation that we observe across facilities should be interpreted with caution,
particularly for some of the specialties with relatively low FTE numbers. Specialties with the
highest coefficients of variation tend to be those with small provider counts. For example, while
thoracic surgery shows high levels of variation across VISNs, the mean FTEs per 1,000 unique
patients type is only 0.02. Thus, a difference of less than 0.04 FTEs per 1,000 unique patients
between the VISNs with the highest and lowest number of FTEs seems substantial, though is
less so in absolute terms.

Primary care physicians work across a number of different specialties at VA. Assessment G
worked with the Office of Primary Care to identify which of the 15,543 physician clinical FTEs
are currently working in primary care clinics. That process yielded 3,385 primary care physician
clinical FTEs. Table 3.2-2 shows the average number of primary care clinical FTEs across
facilities. On average, there are 24.2 primary care physician clinical FTEs per facility or 0.62
physicians per 1,000 unique patients. We found relatively less variation across VISNs (data not
shown).

Table 3.2-2. VA Primary Care Physician Clinical FTEs Overall and Per 1,000 Unique Patients at
the Facility Level, FY 2014

Clinical FTEs
Overall Overall per 1,000 Clinical FTEs
Clinical Clinical Unique per 1,000
FTEs— FTEs— Patients— Unique
Mean Coefficient Mean Patients—
(Standard of (Standard | Coefficient of
Specialty | Deviation) | Variation Deviation) Variation
Primary
care égég) 0.62 0.62 0.26
physicians (0.16)

Source: Authors’ analysis of primary care data provided by Assessment G.

Associate Providers. Associate providers (that is, nurse practitioners, physician assistants,
clinical nurse specialists, certified registered nurse anesthetists, and social workers) support
and supplement the work of physicians in VA. In FY 2014, VA employed 21,141 associate
providers who work either full-time or part-time, for a total of 15,386 worked FTEs. Associate
providers spent 94 percent of their time in clinical work, for a total of 14,441 clinical FTEs.
These clinical FTEs consisted of 3,626 nurse practitioners, 1,587 physician assistants, 396 clinical
nurse specialists, 598 certified registered nurse anesthetists, and 8,221 social workers. These
associate providers cannot easily be mapped to a particular specialty, so we provide only the
overall number per facility. In Table 3.2-3, we present information on the associate providers
per physician clinical FTE. For nurse practitioner, clinical nurse specialist, and physician assistant
positions, we present the clinical FTEs per all physician clinical FTEs; for social workers, we use
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mental health providers; and for certified registered nurse anesthetists, we use
anesthesiologists. For all other associate providers, we use all providers as the denominator.
The greatest variation across facilities was seen for clinical nurse specialists, with an average of
0.023 clinical FTEs per 1,000 unique patients and a coefficient of variation of 1.13.

Table 3.2-3. VA Associate Provider Clinical FTEs Overall and Per 1,000 Unique Patients at the
Facility Level, FY 2014

Clinical
FTEs Per
Clinical FTEs 1,000
Per 1,000 Unique
Unique Patients at
Overall Overall Patients at Each
Clinical Clinical Each Facility— | Facility—
FTEs—Mean FTEs— Mean Coefficient
Count of (Standard Coefficient (Standard of
Specialty Facilities Deviation) | of Variation Deviation) Variation
. 26.95 0.57
Social worker 140 (25.64) 0.95 (0.45) 0.80
.34 .
Nurse anesthetist 112 (2.;7) 0.74 (882?) 0.56
- . 4.65 0.097
Physician assistant 135 (4.75) 1.02 (0.097) 1.00
4.37 0.090
N iti 14 1.2 1.11
urse practitioner 0 (5.50) 6 (0.099)
Clinical nurse 1.21 0.023
11 1.1 1.1
specialist 6 (1.43) 8 (0.026) 3

Data sources: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

Assessment G also identified which of the associate providers work in primary care. That
process yielded 1,188 primary care NP clinical FTEs and 330 primary care PA clinical FTEs. Table
3.2-4 shows the average number of primary care associate provider clinical FTEs across
facilities.
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Table 3.2-4. VA Primary Care Associate Provider Clinical FTEs Overall and Per 1,000 Unique
Patients at the Facility Level, FY 2014

Clinical FTEs | Clinical
Per 1,000 FTEs Per
Unique 1,000
Patients at Unique
Overall Overall Each Patients at
Clinical Clinical Facility— Each
FTEs—Mean FTEs— Mean Facility—
Coefficient Coefficient
Count of (Standard of (Standard of
Specialty Facilities Deviation) Variation Deviation) Variation
8.54 0.25
Nurse
139 0.63 0.56
practitioner (5.42) (0.14)
Physician 103 3.2 0.8 0.09 083
assistant (2.83) ’ (0.08) '

Data sources: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

Therapists. Therapists also play a key role in caring for Veterans. In FY 2014, VA employed 5,615
FTE therapists, who spent 95 percent of their time in clinical work, for a total of 5,339 clinical
FTEs. These clinical FTEs consisted of 1,793 physical therapists, 1,000 occupational therapists,
1,007 audiologists, 698 recreational therapists, 257 kinesiotherapists, 331 blind rehabilitation
therapists, and 305 speech language pathology therapists. Table 3.2-5 presents the mean
number of clinical FTEs across facilities by type of therapist. Physical therapists account for the
largest number of clinical FTEs, on average, compared with the other therapist groups.

Table 3.2-5. VA Therapist Clinical FTEs Overall at the Facility Level and Per 1,000 Unique
Facility Patients, FY 2014

Clinical Clinical
FTEs Per FTEs Per
Overall Overall 1,000 1,000
Clinical Clinical Unique Unique
FTEs— FTEs— Patients— | Patients—
Mean Coefficient Mean Coefficient
(Standard of (Standard of
Specialty Deviation) | Variation | Deviation) | Variation
Physical therapy (172.8333) 0.64 0.26 0.42
' (0.112)
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Clinical Clinical
FTEs Per FTEs Per
Overall Overall 1,000 1,000
Clinical Clinical Unique Unique
FTEs— FTEs— Patients— | Patients—
Mean Coefficient Mean Coefficient
(Standard of (Standard of
Specialty Deviation) | Variation | Deviation) | Variation
. 7.28 0.15
Occupational therapy (5.80) 0.80 (0.09) 0.60
. 7.25 0.15
Audiology (4.50) 0.062 (0.05) 0.33
. 5.28 0.12
Recreation therapy (4.68) 0.89 (0.12) 1.00
o 3.74 0.08
Kinesiotherapy (3.82) 1.02 (0.07) 0.88
. e e 3.12 0.06
Blind rehabilitation (4.58) 1.47 (0.08) 1.33
Speech language 2.36 0.05
therapy (1.83) 0.78 (0.03) 0.60
37.86 0.78
Overall (24.98) 0.66 (0.34) 0.43

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

3.2.2.2 Workforce Productivity

In these analyses, specialty physician productivity is defined as work RVUs per physician clinical
FTE. Work RVUs assigned to a particular procedure or office visit reflect the relative level of
time, skill, training, and intensity needed to provide that service. Higher RVU work takes more
time, more intensity, or both. Because of the way work RVUs are constructed, they are best
used to compare productivity within specialties rather than across them. For primary care
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services, VA productivity is measured using panel sizes. For therapists, productivity is measured
as the number of encounters in a fiscal year. All of these are measured per clinical FTE.
Assessment G examines physician productivity in detail and compares VA physician productivity
to commercial benchmarks.

Specialty Care. The greatest variations in physician productivity were in neurosurgery and
thoracic surgery, while the smallest variations were in internal medicine, neurology, mental
health, and surgery (Table 3.2-6).

Table 3.2-6. VA Work RVUs Per Physician Clinical FTE for Select Specialties at the Facility
Level, FY 2014

Work RVUs— Work RVUs—
Count of Mean (Standard Coefficient of
Specialty Facilities Deviation) Variation
Gastroenterology 112 (g:iii) 0.46
Cardiology 126 (222%) 0.40
Neurological surgery 54 5,290 2.10
(11,116)
Surgery 126 (iﬁ;i) 0.34
Thoracic surgery 67 (3:?21) 0.78
Hematology-Oncology 105 é:?gg) 0.43
Emergency medicine 111 é:?g;) 0.44
Endocrinology 99 (i:gig) 0.46
Neurology 126 (i:ig) 0.33
Obstetrics and gynecology 81 (iigg) 0.47
Internal medicine 140 %Z;SS 0.16
Mental health 140 ?AZZ? 0.19
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Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports.

Some of this variation in productivity could be explained by differences in regional practice
patterns or differences in patient complexity. To examine this, we also examined variation
across VISN by physician specialty. In general, we found less variation in physician specialist
productivity by VISN than by facility. However, there was still substantial variation across VISNs.
Figure 3.2-2 shows the distribution of productivity per FTE for the two physician specialties with
the largest variation (that is, neurological surgery and thoracic surgery). For example, for
neurological surgery, one VISN has as many as 5,471 RVUs per FTE and another has as few as 38
RVUs per FTE.
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Figure 3.2-2. VA Work RVUs Per Physician for Select Specialties at the VISN Level, FY 2014

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

Notes: City hubs associated with each VISN are listed in Table 3.1-3. One VISN is missing from
the neurological surgery figure because that VISN does not have any clinical FTEs dedicated to
that specialty.

To further examine variation in productivity, we used regression analysis (as we did in the
provider count estimates) to create estimated productivity values controlling for VISN and

The views, opinions, and/or findings contained in this report are those of RAND Corporation and should not be
construed as an official government position, policy, or decision.

79



Assessment B (Health Care Capabilities)

patient complexity level at each facility. Although we do not show these estimates, they suggest
that there is still significant variation across facilities that cannot be explained by region and
patient complexity.

There is also significant variation in the productivity of associate providers across facilities.
Table 3.2-7 shows that nurse anesthetists and clinical nurse specialists have the highest level of
variation across facilities.!®

Table 3.2-7. VA Work RVUs Per Associate Provider at the Facility Level, FY 2014

Work RVUs—
Count of Work RVUs—Mean Coefficient of
Specialty Facilities | (Standard Deviation) Variation
1,91
Physician assistant 135 (1223:) 0.80
- 1,833
Nurse practitioner 140 (1,511) 0.82
Clinical nurse specialist 116 (1;22) 0.98
893
ial k 14 .61
Social worker 0 (544) 0.6
413
N heti 112 241
urse anesthetist (995)

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment.

Contracted Providers. Most VA facility leaders we interviewed used either fee-basis or contract
providers to some extent, based largely on the demand for services and the accessibility of
specialty care. In many locations, the demand for certain services was too low to justify hiring
full-time staff: “We have quite a few [fee-basis physicians], particularly in surgery because we
can pay them higher and they’re intermittent, and it doesn’t make sense to hire a full-time
person.” Most VAMCs were affiliated with university medical centers and relied on these
facilities to provide a pool of contract and fee-based providers to supplement full-time VA staff.
Interview respondents identified emergency department physicians, hospitalists, and surgeons
as the specialties most often filled with contract or fee-based providers.

Table 3.2-8 reflects the percentage of all work RVUs (VA, contract, residents, and other
employees) attributed to fee-basis and other (providers without a labor mapping) physicians

19 Clinical nurse specialists are doctoral- or masters- prepared advanced practice registered nurses who function in
a variety of capacities, such as quality improvement, nursing education, and diagnosis and treatment of specific
patient population.
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and associate providers across facilities that use contracted physicians. Overall, fee-basis and
other providers account for about 10.7 percent of total work RVUs. Fee-basis and other
specialist physicians and associate providers account for 12.5 percent and 6.2 percent,
respectively, across all specialties. Emergency medicine has the highest proportion of RVUs
attributed to contract physicians (29.68 percent), while physician assistants account for the
highest proportion among associate providers (8.56 percent).

Table 3.2-8. Percentage of Total Work RVUs Attributed to Fee-Basis and Other Physicians and
Associate Providers at the Facility Level, FY 2014

Count of % of Total

Specialty Facilities Work RVUs
Emergency Medicine 123 29.68
Neurological Surgery 69 28.66
Thoracic Surgery 85 28.46
Gastroenterology 122 12.23
Obstetrics & Gynecology 104 11.52
Internal Medicine 140 11.32
Surgery 134 10.23
Neurology 133 8.46
Cardiology 137 7.98
Endocrinology 111 6.78
Hematology-Oncology 119 5.97
Physical Medicine & Rehabilitation 128 5.03
Overall 12.50
Associate Providers

Physician Assistant 137 8.56
Nurse Practitioner 140 7.34
Social Worker 141 2.90
Overall 6.20

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

However, many interview respondents described challenges with using fee-basis and contract
providers. Most respondents preferred to hire full-time staff, primarily for accountability and
stability reasons. Some described significant disadvantages to using contract providers
compared with fee-basis or full-time providers, including the cost per FTE, the time required to
negotiate contracts, and the degree of accountability: “Even though you can put itemsin a
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contract that you hold people accountable to, they’re not as accountable as people who
actually work for you and are long term and are devoted to [the facility] and its Veterans.” For
these reasons, most respondents preferred to use fee-basis providers to fill in gaps. Other
perceived advantages of fee-basis providers included flexibility, lower cost per FTE, and higher
productivity: “Fee is more of a productivity model. So folks tend to be productive if they’re
working in a fee arrangement versus a salaried arrangement.”

Primary Care. We examined the productivity of primary care providers by examining the mean
panel sizes per clinical FTE within each parent facility for general primary care (Table 3.2-9). In
2014, the mean panel size was 1,128 patients per physician FTE and 874 patients per associate
provider FTE, with moderate variation across facilities.

As mentioned in Section 3.2.1.1, VA uses the Primary Care Management Module to model
panel size expectations per provider FTE at the facility level, adjusting for levels of support staff,
space, and patient complexity. VA facilities can further adjust the models to set their own
maximum panel sizes for their providers based upon local factors and using the guidance in the
PCMM handbook. For example, a facility may set a lower maximum panel size for a new
provider or for a provider serving a population with special needs.

We compared the actual mean panel sizes at each facility to the modeled and maximum panel
size targets for each facility to identify facilities that appear to have “excess” capacity.?’ We
identified a facility as having “excess capacity” if its panel sizes were less than their modeled or
maximum panel sizes. We found that 75-91 percent of all facilities had excess capacity among
their physicians’ panels to manage more primary care patients, whereas between 67-72
percent of facilities had excess capacity among their associate providers’ panels.

Table 3.2-9. VA Panel Size Per Primary Care Provider Clinical FTE, September 30, 2014

Average Panel Sizes Per Clinical FTE—Mean Proportion of All Facilities with
(Standard Deviation) Excess Capacity Based on:
Actual Panel Modeled Maximum Modeled Panel Maximum
Size Panel Size Panel Size Size Panel Size
Physicians 1,128 1,306 1,207 90.6% 75.0%
(165.8) (71.8) (161.8)
Associate 874 982 940 71.8% 66.9%
providers (197.2) (62.3) (194.4)

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G (September, 2014).

20 Memphis (TN) VAMC and its associated clinics are currently piloting a new version of the Office of Primary Care’s
Primary Care Management Module. As a result of the ongoing pilot, data from these sites was unavailable and is
therefore excluded from our analysis.
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The fact that a large proportion of facilities have “excess capacity” in their primary care panel
might be interpreted in three potentially contradictory ways. First, these findings might suggest
that VA facilities have more than sufficient numbers of primary care providers to provide
required primary care for VA patients. Second, this data may also suggest that significant
productivity constraints limit the number of patients facilities can manage in their panels,
meaning that they are unable to meet their panel size targets. Third, it is possible that the VA
algorithm for assessing panel sizes overestimates the number of patients that primary care
providers can manage. Findings from the 2015 Survey of VA Resources and Capabilities and
gualitative interviews provide some insight into this issue (discussed in more detail below).
Survey data shows that VA facility representatives view primary care physicians as some of the
most difficult providers to recruit and retain in VA facilities. The qualitative interviews indicate
that primary care providers’ have difficulty seeing as many patients as staffing models would
expect due to issues with information technology and support staff. Altogether, the data
suggests that there are likely capacity constraints among primary care providers, but the data
cannot provide conclusive evidence regarding the nature and scope of the constraints.

Therapists. Finally, we also examined variation in productivity among therapists across
administrative parent facilities. We found substantial variation across facilities in the number of
annual encounters per therapist (Table 3.2-10). The most variation across parent facilities was
in recreation therapy, kinesiotherapy, and blind rehabilitation therapy. The number of
encounters per therapist, however, does not account for the intensity of the encounters or the
case mix at the facility, which may differ systematically across types of therapy. Therefore,
comparisons within a particular category are more useful than comparisons across types for
understanding differences in productivity.

Table 3.2-10. VA Encounters Per Therapist Clinical FTE at the Facility Level, FY 2014

Mean Coefficient
(Standard of
Specialty Deviation) | Variation
2,136
R ion th ’ .81
ecreation therapy (1,736) 0.8
2,000
Audiol ’ .
udiology (598) 0.30
L 1,811
Kinesiotherapy (1.232) 0.68
1,631
Physical therapy (lllflgé) 0.27
1,42
Occupational therapy (;;4()) 0.39
Speech language 1,191 031
therapy (372) ’
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Mean Coefficient
(Standard of
Specialty Deviation) | Variation
. N 850
Blind rehabilitation (433) 0.51

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G.

Subsection Summary. In this subsection, we described current numbers (as of FY 2014) of key
provider types currently working in the VA system by total numbers of provider clinical FTEs as
well as the number of clinical FTEs per 1,000 patients at a facility. We also described the relative
productivity of various provider types. We found significant variation across facilities and VISNs
in terms of provider counts and productivity. The greatest variations in physician productivity
were in neurosurgery and thoracic surgery, while the smallest variations were in internal
medicine, neurology, mental health, and surgery.

3.2.3 Specialties with Potentially Insufficient Workforce Capabilities

In this subsection, we attempt to identify specialties for which the current workforce
capabilities have had the greatest challenges providing timely care to patients. To do this, we
first present results from an analysis of wait-time data by specialty, as longer wait times could
potentially signal insufficient workforce capabilities. We then present related findings from the
literature review and interviews. In Subsection 3.2.4, we attempt to identify workforce-related
challenges to providing timely care within specialties that have potentially insufficient
capabilities.

3.2.3.1 Wait-Time Data by Specialty

We first analyzed VA wait-time data to identify the specialties with the longest wait times
among the 12 specialties discussed in Subsection 3.2.2, comparing wait times across all these
specialties. To measure wait times, we used four specific measures, including the percentage of
appointments completed within 30 days of preferred date and the mean wait time in days from
preferred date, measured both for new and established patients. The data were collected from
the VA SPARQ tool. We found that wait times were longest for neurological surgery, neurology,
gastroenterology, and physical medicine and rehabilitation (Table 3.2-11).
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Table 3.2-11. VA Wait Times for New and Established Patients by Specialty at the Facility

Level, FY 2014

New Established
New Patients— Established Patients—
Patients—% of Mean Patients—% of Mean
Appointments (Standard Appointments (Standard
Completed Deviation) Completed Deviation)
Within 30 Wait Time in Within 30 Wait Time in
Days of Days from Days of Days from
Specialty Preferred Date | Preferred Date | Preferred Date | Preferred Date
Neurological surgery 90.0 8.73 (11.36) 96.2 5.78 (9.44)
Neurology 92.4 7.06 (6.93) 94.9 5.41 (4.91)
Gastroenterology 92.3 6.61(9.82) 95.5 4.82 (5.94)
Physical medicine and
rehabilitation 94.1 6.47 (7.07) 96.6 3.81(3.06)
Internal medicine 92.9 4.95 (6.29) 97.8 2.60 (2.01)
Endocrinology 96.1 4.25 (5.73) 96.6 3.72 (3.58)
Surgery 96.9 4.25 (3.56) 98.7 2.68 (2.07)
Obstetrics and 96.4 4.06 (3.79) 97.6 2.82 (2.30)
gynecology
Cardiology 96.8 2.86 (3.78) 97.0 3.59 (7.73)
Hematology-Oncology 99.0 2.11(3.77) 99.2 1.78 (1.61)
Thoracic surgery 99.1 2.03(2.53) 99.1 2.33(4.63)
Mental health 98.6 1.56 (3.14) 98.8 1.12 (2.29)

Sources: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G; VA wait-time data for FY 2014 and the first

half of FY 2015 obtained from VSSC by The MITRE Corporation.

We recognize that the wait-time variables are imperfect measures and that the “preferred
date” may have relatively low validity and reliability. Therefore, wait times should not be
viewed as a reliable estimate of the actual number of days that a patient must wait for an
appointment. The VA wait-time data and standards are discussed in greater detail in Subsection

4.2.1.

Although the number of patients receiving appointments within 30 days is quite high across all
specialties (that is, greater than 95 percent for established patients and greater than 90 percent
for new patients), there are significant outliers across the facilities in terms of the average
number of days that a patient has to wait; we have identified these differences as having high
versus low wait times. We identified facilities as having high wait times for a given specialty if
the average wait time for new patients for that specialty was above the 75th percentile of the
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wait-time distribution. The difference in average wait times was roughly 10 days between
facilities with low (2.07 days) versus high (11.67 days) wait times. In Table 3.2-12, we show that
these patterns hold across specialties. All of the differences in wait times are statistically
significant.

Table 3.2-12. VA Average Wait Times Across Facility-Specialty Combinations with High Versus
Low Wait Times

High Wait
Low Wait Times— High Times—Mean
Mean (Standard Wait (Standard Error)
Low Wait Error) Wait Time | Times— Wait Time in
Times— in Days from Number Days from
Number of | Preferred Date for of Preferred Date

Specialty Facilities New Patients Facilities | for New Patients
Cardiology 114 2.09 (0.14) 11 9.91 | (1.28)
Endocrinology 72 2.26 (0.15) 26 10.15 (0.85)
Gastroenterology 69 2.48 (0.16) 40 13.37 (1.60)
Hematology-oncology 98 1.56 (0.13) 6 8.04 (0.91)
Internal medicine 99 2.69 (0.13) 40 10.26 (0.84)
Mental health 135 1.40 (0.07) 4 6.39 (0.33)
Neurological surgery 27 1.85 (0.27) 21 16.96 (2.25)
Neurology 65 3.03 (0.20) 58 12.10 | (1.00)
Obstetrics and 55 541 (0.20) 22 958 (0.63)
gynecology
Physical medicine and 64 238 | (0.19) 49 12.02 | (1.12)
rehabilitation
Surgery 86 2.30 (0.15) 37 8.80 (0.38)
Thoracic surgery” 59 1.72 (0.90) 1 17.43 -
Overall* 2.13 (0.04) 11.41 | (0.40)

Sources: Authors’ analysis of VISTA New Person File, VISTA Patient Care File, and Monthly
Program Cost Reports provided by Assessment G; VA wait-time data for FY 2014 and the first
half of FY 2015 obtained from VSSC by The MITRE Corporation

+We report standard errors in this table (as opposed to standard deviations) as they were used
as the basis for statistical testing.

AOnly one facility had high wait times for thoracic surgery.

*Across all facility-specialty combinations.
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3.2.3.2 Literature Review, Interview, and Survey Results on Specialty Workforce
Capacity

The literature reviews, qualitative interviews, and 2015 Survey of VA Resources and Capabilities
identified a number of specialties with potentially insufficient workforce capacity. The 2014 VA
Interim Workforce and Succession Strategic Plan reported five challenging specialties related to
retaining and recruiting physicians and for which demand is growing, including
gastroenterology, cardiology, psychiatry, orthopedic surgery, and primary care. In the analysis
of wait times, we also identified gastroenterology as a specialty with potentially insufficient
workforce capabilities, and 67.3 percent of respondents to the survey reported challenges
hiring and retaining gastroenterologists. We did not find high wait times for psychiatry, but
respondents to the survey reported significant challenges in hiring (82.6 percent) psychiatrists.
We also found relatively low wait times for cardiology, and relatively few respondents reported
difficulty hiring and retaining cardiologists. The 2014 Strategic Plan noted that they also had
difficulty hiring orthopedic surgeons. Although we did not include orthopedic surgery in Table
3.2-11, the specialty did have relatively high wait times (7.8 days) compared with other
specialties. There are no wait times specifically attributable to the “primary care” providers that
we discussed in Subsection 3.2.2, but in the 2015 Survey of VA Resources and Capabilities, 71.8
percent of the responding chiefs of staff reported difficulty recruiting or retaining primary care
physicians.

In our interviews, multiple respondents identified 12 specialties and provider types with
shortages: mental health, urology, orthopedic surgery, hospitalist, physical therapy, eye care
(ophthalmology and optometry), audiology, ear-nose-and-throat, dermatology, vascular
surgery, general surgery, and neurology. However, the number of interviews was small, so the
results cannot be used to identify systematic shortages across these disciplines. We did,
however, find substantial wait times in neurology data, which accords with the interviews.

In terms of the literature review, we did not identify peer-reviewed articles that discuss VA
capacity constraints across all these specialties; thus, we focus our discussion on the five
specialties mentioned in the 2014 Strategic Plan.

Psychiatry and/or Mental Health. This was the most commonly mentioned shortage in the
interviews, with about one-third of respondents indicating a shortage at their facility. Like many
other specialties, the psychiatry workforce is aging; the average psychiatrist is older than 55,
and the proportion younger than 40 is declining (Scully & Wilk, 2003). Psychiatrists are in high
demand, largely because of increased rates of PTSD from recent combat operations (Tanielian
& Jaycox, 2008). Although PTSD is certainly contributing to an increase in demand for mental
health services, VA enrollees suffer from a high rate of mental health burden. In fact,
Assessment A found that approximately 50 percent of VA patients had at least one mental
health diagnosis, including depression and anxiety disorders. VA mental health staffing
shortages were frequently discussed in the literature (VA, Office of Inspector General, 2015a). A
2011 survey noted identified that 71 percent of mental health professionals thought that the
number of mental health personnel in their VA medical center was not adequate (VA, Office of
Inspector General, 2012b). Though the specialty’s growth rate, which is the annual net increase
in providers from the previous year, jumped from 2.4 percent in FY 2012 to nearly 7 percent the
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following year (as a result of a mental health hiring initiative), psychiatry also had the second-
highest loss rate in VA (8.9 percent) in FY 2013, primarily due to providers quitting (Healthcare
Talent Management, Workforce Management & Consulting Office, & Veterans Health
Administration, 2014).

Gastroenterology. National projections of the gastroenterologist workforce predict supply
shortages and rising demand, tied largely to increased rates of colorectal cancer screening and
an aging population. For example, Dall et al. (2009) predict a shortfall by 2020. The 2014
Strategic Plan noted that for VA, gastroenterology had one of the highest demand growth rates
in FY 2012. Powell et al. (2009) surveyed 95 percent of VAMCs to assess how quality initiatives
were affecting follow-up with patients who had positive colorectal cancer screenings.
Gastroenterology capacity constraints were the most commonly cited barrier to timely follow-
up (Powell et al., 2009). Similarly, a report investigating gastroenterology consult delays at the
VAMC in Columbia, S.C., identified suboptimal staffing as a factor (VA, Office of Inspector
General, 2013). Most gastroenterology managers and clinicians we interviewed described
staffing deficiencies caused by positions not being filled, difficulty getting approval for new
hires, and shortages in support staff including nurses and clerks.

Orthopedic Surgery. There is very little literature that directly examines the VA orthopedic
surgery workforce, which had VA’s highest total loss rate in FY 2013 at 9.9 percent (Healthcare
Talent Management, Workforce Management & Consulting Office, & Veterans Health
Administration, 2014). However, a 2013 GAO report that touched on the frequency of VAMCs
referring patients to non-VA providers (purchased care) for orthopedic surgery services cited
facility size, limitations in the recruitment of needed specialists, and lack of providers who can
assist in the event of a complication during surgery (GAO, 2013c). A 2013 VA survey of 152
VAMCs found that, of the 113 that provide inpatient surgery, 96 percent (109) offered
orthopedic specialty procedures (VA, 2014a). In total, 414 surgeons were VA-paid, 156 were
contracted, and 199 were fee-based.

Cardiology. A 2012 VA Office of Inspector General report identified cardiology as one of 33
physician specialties with lower than expected productivity levels (VA, Office of Inspector
General, 2012a). Dall et al. (2009) found, at the national level, a current shortage and predicted
it would worsen over the next 20 years. The study projected greater demand for cardiology
services because of an aging population and a workforce nearing retirement (43 percent are
older than 55). Fye (2004) predicted a 20 percent decrease in the age-adjusted supply of
cardiologists by 2020 and a likely increase in demand resulting from increased incidence and
prevalence of cardiovascular disease tied to population aging and obesity (Fye, 2004). While
these trends are not VA-specific, they are relevant, as VA competes for cardiologists in the
national market.

Primary Care. Even though the primary care workforce is the fastest growing in VA, recent
media reports and the 2014 Strategic Plan have identified primary care as having potential
capacity constraints (Oppel Jr., 2014; Healthcare Talent Management, Workforce Management
& Consulting Office, & Veterans Health Administration, 2014). The U.S. Health Resources and
Services Administration reported on the adequacy of future primary care supply to meet
demand (Health Resources and Service Administration, 2013). Nationally, the demand for
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primary care services is forecasted to grow more rapidly than primary care supply, due largely
to an aging and growing population and the expansion of insurance coverage following health
care reform. The 2014 Strategic Plan highlights shortages in primary care physicians, driven by
higher demand from a patient population that is aging and has a greater proportion of women,
who tend to use more primary care services than their male counterparts.

3.2.3.3 Subsection Summary

In this subsection, we attempted to identify particular specialties that have potential capacity
constraints. We found that a number of specialties likely have potential capacity constraints.
Although the various data sources used suggested that there are capacity constraints across
various and often divergent specialties, our data analyses suggest further that there are
potential significant capacity constraints within orthopedic surgery, neurology,
gastroenterology, psychiatry, and primary care.

3.2.4 Potential Causes of Capacity Constraints

Drawing on wait-time and productivity data as well as the interviews, literature review, and
2015 Survey of VA Resources and Capabilities, this subsection discusses why workforce-related
capacity constraints might exist.

To better understand what is driving the differences in wait times, we compared productivity
across facility-specialty combinations. If productivity values are significantly lower at facilities
with high wait times, one could conclude that differences in wait times are likely driven by
differences in relative productivity. Conversely, if productivity is generally equivalent across
high- and low-wait-time facilities or if productivity at facilities with high wait times is
significantly higher compared with facilities with low wait times, this would suggest that high
wait times are likely driven by an insufficient number of providers.

In Table 3.2-13, we compared productivity estimates across facility-specialty combinations with
low versus high wait times. The productivity estimates are not significantly different across the
vast majority of specialties. This supports the hypothesis that differences in wait times across
facilities are likely largely driven by insufficient numbers of providers, as opposed to
productivity deficits across the facilities with high wait times. For the one specialty for which
the productivity estimates are different (gynecology), productivity was higher for high-wait-
time facilities. For one specialty (mental health), productivity was significantly lower in high-
wait-time facilities, suggesting that some of the difference in wait times may be attributable to
relative productivity across facilities.

Table 3.2-13. VA Average Productivity Across Facility-Specialty Combinations with High
Versus Low Wait Times

Low Wait Times—
Mean RVUs High Wait Times—Mean RVUs
Specialty (Standard Error) (Standard Error)

Cardiology 6,758 6,509
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Low Wait Times—

Mean RVUs High Wait Times—Mean RVUs
Specialty (Standard Error) (Standard Error)
(967) (841)
. 3,550 3,369
Endocrinology
(200) (279)
Gast terol 7,522 7,206
astroenterolo
&Yy (408) (559)
H tol | 3,594 2,782
ematology-oncolo
&Y gy (157) (297)
- 2,794 2,700
Internal medicine
(46) (55)
2,678 2,248
Mental health*
(43) (192)
N logical 3,770 8,107
eurological surger
& gery (421) (3820)
Neurolo 3,499 3,549
&Y (147) (146)
Gvnecoloay* 2,588 3,497
y &Y (153) (332)
Physical medicine and 2,798 3,060
rehabilitation (156) (170)
s 3,854 3,987
urger
Bery (145) (211)
. 3,634 1,407
Thoracic surgery”
(372) (NA)

Sources: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports provided by Assessment G; VA wait-time data for FY 2014 and the first
half of FY 2015 obtained from the VSSC by The MITRE Corporation
* Statistically significant difference at p<0.05.
AOnly one facility had high wait times for thoracic surgery.
+We report Standard Errors in this table (as opposed to standard deviations), as they were used
as the basis for statistical testing.

To further explore the relationship between provider counts, productivity, and wait times, we
performed a regression analysis. We regressed average wait times from preferred date for new
patients on productivity and clinical FTEs per 10,000 unique patients, controlling for facility
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complexity and specialty. We use FTEs per 10,000 unigue patients, as opposed to 1,000 unique
patients, to generate coefficients that are of an interpretable magnitude. Because wait times
were heavily skewed, we constructed the dependent variable as the natural logarithm of wait
times. We found that FTEs per 10,000 unique patients were negatively associated with wait
times. That is, an increase in the FTEs per 10,000 unique patients would be expected to be
associated with a decrease in wait times. We found no statistically significant relationship
between productivity and wait times. Table 3.2-14 lists the coefficient, standard error, and p-
value for the two variables of interest in the regression model. According to this model, a one-
unit increase in clinical FTEs per 10,000 patients is associated with an 8.77 percent decrease in
average wait times for a given specialty. This suggests that, consistent with our previous
hypothesis, problems with timely access seem to be associated primarily with provider counts
as opposed to productivity.

Table 3.2-14. Effect of VA FTEs per 10,000 Unique Patients and Productivity on Wait Times

Variable Coefficient Standard Error* P-Value

Productivity 0.0000034 0.0000045 0.459

Clinical FTEs per 10,000
unique patients

—0.08768 0.024 <0.001

Source: Authors’ analysis of VISTA New Person File, VISTA Patient Care file, and Monthly
Program Cost Reports.
Note: *Standard errors clustered by facility.

Consistent with our analysis of the wait-time and productivity data, interview respondents cited
insufficient numbers of providers, driven by various challenges in hiring and retaining VA staff.
Interviewees, however, also noted a number of other issues that hamper provider productivity
in their facilities. We were often unable to tie these challenges to any specific specialty, so we
provide an overview of these challenges more generally. Assessment G reviews the evidence on
these issues in more detail.

3.2.4.1 Hiring

More than half the facilities interviewed indicated that they had insufficient funds to hire
additional staff. Respondents cited “FTE caps” and funding earmarked for specific provider
types that could not be used to hire others. One respondent noted that the caps do not
correspond to local demand: “You have to also be able to increase your full-time equivalent to
be able to address that demand. For us for several years we’ve been under an FTE cap, which
has prevented us from being able to bring in and grow the number of people that we need.”

Moreover, while staffing models and business case analyses may call for facilities to add staff,
most respondents indicated that having adequate space for them to work is a challenge.
Expanding space takes much longer than hiring new providers, so the problem can take years to
resolve. Respondents also noted that adding physicians generates additional demand for
ancillary services: “When you talk about expanding providers and talking about extra space,
then you’re also talking about hiring additional environmental management staff, you’re talking
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about extra burden on pharmacy, lab, pathology, radiology. All of those other services also have
an impact.”

The large majority of respondents indicated that noncompetitive salaries compared with the
private sector and the proximity of university-affiliated and private facilities make it difficult to
recruit VA providers. VA Central Office sets pay tiers for each job classification, specifying
minimum and maximum annual salaries that facilities can offer. Respondents indicated that
they struggled with recruiting providers, even at the high end of pay tiers: “When you get into
dermatology, neurosurgery, those kinds of things, the top of our pay scale is sometimes at best
half of what they would make in the private sector.” Table 3.2-15 shows that VA salaries are
indeed well below the private practice averages and are sometimes commensurate but
generally lower than academic medical center practices, upward of 35 percent lower in the case
of neurological surgery. Endocrinology is the only exception, with VA salaries averaging slightly
higher than academic medical center salaries, though still lower than private-practice salaries.

Table 3.2-15. VA Physician Total Compensation Compared with Non-VA Physicians

MGMA MGMA
Private Academic
VHA Practice Practice
Specialty Average Mean Mean
Cardiovascular disease $269,023 $441,777 $277,180
Emergency medicine $225,648 $327,441 $273,045
Endocrinology $202,594 $238,418 $180,372
Gastroenterology $270,615 $553,574 $299,531
Hematology-oncology $223,973 $484,558 $258,012
Internal medicine $195,287 $250,348 $196,582
Neurological surgery $350,011 $794,217 $557,880
Neurology $202,290 $298,000 $207,613
Obstetrics and gynecology* $234,595 $344,661 $253,485
f:g:;j’i't;'t‘s:d”e and $216,649 | $274,871 | $233,599
Surgery $283,111 $415,368 $337,014
Thoracic surgery $329,624 $519,688 S443,425

Source: VA analysis of VA PAID Cube, Medical Group Management Association (MGMA)
Academic Survey 2014, 2013 data, MGMA Physician Compensation and Production Survey 2014
provided by Assessment G.

Note: *While VA does not have obstetrics, only combined obstetrics and gynecology metrics
are available in the MGMA dataset.
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Local market characteristics also contribute to staffing shortages. All respondents described
challenges hiring at least one specialty—most frequently mental health, urology, orthopedic
surgery, physical therapy, and hospitalists. Rural facilities experienced particular difficulties:
“It’s also very difficult to get specialists into small clinics because they prefer to live in the city
where they have potential for income and their families want to live.”

Once a job offer is made, inefficiencies in the privileging and credentialing process and
bureaucratic requirements for salary negotiation make bringing providers on staff a long
process: “Every time | have an open position I’'m amazed by the number and the quality of the
applicants that | get. But the Hluman] R[esources] process is in a state of utter paralysis.” Not
only does this make hiring new staff laborious, but it also means that often VA will lose
otherwise interested and qualified candidates. The interview data conform to previous
independent recommendations VA needed a more streamlined system for on-boarding new
staff (Northern Virginia Technology Council, 2014).

Data from the 2015 Survey of VA Resources and Capabilities provide additional information
about the challenges VA faces in hiring and retention. The survey asked facility leadership about
difficulties in hiring and retaining particular categories of staff, related to the treatment of the
illustrative clinical populations (for example, TBI, PTSD, colon cancer). In addition, chiefs of staff
were asked about personnel categories that spanned multiple conditions. For those facilities
reporting that there were difficulties in recruiting or retaining staff in the given category,
respondents were asked about barriers to recruitment and retention. We provide descriptive
statistics for the two illustrative specialties with significant reported hiring problems for
physicians (that is, primary care and mental health). For primary care providers, the top two
reasons for problems in recruiting were the geographic location of the facility (46.5 percent)
and noncompetitive wages (47.7 percent). The top two reasons for difficulty hiring problems for
psychiatrists were noncompetitive pay (60 percent) and the geographic location of the facility
(36.8 percent).

3.2.4.2 Retention

Much of the literature and many of the interviews discussed issues with retaining VA
employees. Although the previous subsection focused largely on physicians, this subsection also
includes information about VA leadership, all staff, care teams, and providers. According to the
2014 Strategic Plan, VA lost more than 100,000 employees from 2008 to 2012, of which 47
percent resigned or were transferred and 34 percent retired (Healthcare Talent Management,
Workforce Management & Consulting Office, & Veterans Health Administration, 2014), and
hired a total of 164,135 employees to maintain and grow the workforce. Despite these losses,
VA’s annual turnover (4.3 percent in 2013) or “quit rate,” which does not include voluntary
retirements or external transfers, is lower than the health care industry’s as a whole (16.5
percent).

Studies on VHA staffing have focused on job satisfaction and burnout as a source of retention
problems (Garcia et al., 2014; Helfrich et al., 2014; Mohr, Bauer, & Penfold, 2013; Salyers et al.,
2013; Teclaw & Osatuke, 2014; Weeks, Wallace, & Wallace, 2009). “Burnout” is distinct from
poor job satisfaction in that it is “characterized by emotional exhaustion, depersonalization,
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and a low sense of personal accomplishment.” Facility leaders we interviewed similarly
identified burnout as an issue, particularly in primary care. Operational issues, including
technological challenges stemming from new VA initiatives, and a once advanced but
increasingly outdated health IT system, were said to be causing burnout, rather than helping to
relieve it.

VA processes lead to frustrations for providers, particularly related to the level of oversight and
a perceived lack of resources to provide the type of care providers would prefer:

Most docs and clinical people really want to provide excellent care, and they just
get frustrated when they can’t do it, when something is getting in the way of it. .
.. It’s almost like on the administrative side we don’t trust that the clinical folks
will do the right thing. And again, that seems like an ingrained institutional
impediment to success.

As with recruiting, respondents commonly cited the inability of facilities to offer competitive
salaries and benefits (for example, educational debt reduction plans). This is particularly
problematic in areas where geographic pay adjustments differ significantly between regions
geographically close to one another:

The second a provider or someone else like a mental health professional walks on
board. . . . they’'re immediately looking for their next job down south where they can
increase their pay and automatically get that higher geographic adjustment... so we
have extremely high turnover in areas where the geographic pay is not matched out in
the rest of the system.

As with the recruitment questions on the survey, we also asked a number of questions related
to retention problems to supplement the interview findings. Again, we provide illustrative
results for two specialties, primary care and psychiatry, for which respondents reported
significant difficulty retaining providers. For primary care physicians, the top two reasons for
retention problems were dissatisfaction with supervision and management support as well as
dissatisfaction with workload. For psychiatrists, the top two reasons were dissatisfaction with
workload (43 percent) and dissatisfaction with pay (38 percent). These were followed closely
with burnout (33 percent). 40.4 percent of facilities reported that burnout was the top reason
for retention problems with psychologists. The second reason was lack of opportunity for
professional growth or promotion (38 percent).

3.2.4.3 Productivity

All respondents described resource constraints related to provider productivity at their
facilities. They cited infrastructure issues (for example, space shortages, medical technology
shortages), challenges with appointment scheduling, increased clerical tasks from new
initiatives, a lack of support and clerical personnel, and cultural issues among VA providers and
support staff that inhibit efficient patient care.

As described previously, most leaders we interviewed were actively trying to add space to
accommodate new provider staff, as well as make existing staff more productive. Certain
specialties may be more affected by infrastructure challenges due to their need for specialized
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work spaces: “We’re impacted by the number of operating rooms that are available and have to
schedule around them, which sometimes can be challenging when you’ve got five specialties
that all want to operate on the same day.”

Respondents also described provider frustration with medical record alerts, scheduling system
malfunctions, and scheduling mistakes that inhibit their efficiency. Most facility leaders
described frustrations with VA’s CPRS, including an overwhelming number of patient alerts that
providers must review: “Let’s say | order lab work or an X-ray on a person or a consult. . .. From
the day | do it, anything else that happens to that thing, | get a view alert oniit. . .. That has
been driving [providers] nuts.” Interviewees perceived that these challenges reduced providers’
overall productivity.

Scheduling challenges were also relevant to telehealth appointments. While the availability of
remote visits increase access to care for patients in remote areas, implementing technology and
scheduling processes puts a strain on the host facility:

One of the challenges with Tele visits has been that there’s almost been this
assumption that it in some way will either make docs more productive or
overcome some of the staffing challenges. . . . There’s still somebody on the
other end that’s having to be there for that appointment. And they often take
more time than it does to do a face-to-face.

Interviews with facility leaders suggest that productivity may be negatively impacted by
providers doing too many administrative or other below-license tasks: “What | hear from a lot
of the individual docs is that a lot of their time is spent on ‘view alerts’ . . . which are not really
relevant or necessary in the process of taking care of a patient, or on completing various
paperwork electronically that, for one reason or another in the VA system it’s not allowed for
someone else to do that work.” Additionally, facility leaders reported that new screening and
prevention protocols add tasks to providers’ workloads that are often performed by lower-level
staff in the private sector.

You'll have a doc that’s working without an assigned nurse, with a rotating clerk who
may or may not be very familiar with how to be scheduling patients in that area. And it
may be a different person the next week. There’s clinics where the docs have to be the
ones to go out to the waiting room to find the patients to bring them back to check their
vital signs, et cetera. . .. That’s not an efficient way to be able to utilize very expensive
staff, and it keeps them from being able to see the volume of patients that they could
see.

Physician assistants and nurse practitioners could perform some of the care coordination and
other duties, but VA policy limits the privileges of advanced practice providers, with nurse
practitioners experiencing greater limitations to their prescribing authority: “Nurse
practitioners who are licensed independent practitioners, however, cannot prescribe typically
to the extent of their license. Or nurses who can’t do certain protocols because we implement
procedures that will not allow them to do that.”

All respondents indicated that their facilities have implemented the Patient Aligned Care Teams
model to deliver primary care at their facility. Some respondents discussed Patient Aligned Care
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Team requirements as a barrier to both taking on new primary care physicians and increasing
productivity among existing ones. Patient Aligned Care Teams “teamlet” requirements
necessitate that each new primary care provider be matched with a registered nurse, an
administrative clerk, and a nurse case manager, tripling the number of staff that facilities must
take on for each new primary care provider position: “Our administrative staff is just
decimated. . .. We have four P[atient] A[ligned] C[are] Teams, so those teams should be a
provider, a [registered nurse], a [licensed vocational nurse], and an administrative person. So
right now, we have one out of the four here of the administrative people.” Moreover, while
teamlets are intended to include staff to shift many administrative and clinical tasks away from
providers, in practice many providers are still doing below-license work: “In primary care . . . if
you don’t have your nurse there to do these CPRS alerts, you’re doing them and you’ll just get
buried in a lot of administrative, and even the nurse shouldn’t even be doing most of it, but it’s
the way our system is. . . . It just makes you a lot less productive.” The challenges and clerical
demands associated with new initiatives, such as PACT and health information technology, are
likely key drivers of capacity constraints in VA primary care.

Survey data confirm the interview findings. Across both the Chief of Staff and the condition-
specific modules, respondents report that the most significant barriers to productivity are
related to administrative requirements. For example, 60 percent of chiefs of staff said that
administrative requirements were a major impediment to productivity. Respondents across
both the Chief of Staff and disease-specific modules also reported productivity was limited
because many providers perform administrative activities that others could perform and
because there are not enough support staff. Particular to some of the individual conditions, 42
percent of respondents for TBI reported that no-show rates for visits negatively impacted
productivity “a lot.” Fifty percent of respondents for the PTSD module said that the scheduling
system was inadequate, significantly impacting productivity, a concern that was also reflected
in qualitative interviews.

Beyond logistical barriers to delivering care, a few respondents mentioned that the culture of
VA may inhibit efficient delivery of patient care. On the provider side, one respondent
described the tendency of providers to want control over their own schedules and patient load,
which increases the administrative time they report. Clinical time may also be impacted by
provider work preferences: “We have some providers that have been here for a long time.
They’ve seen a set number of patients or had a way of working that was very flexible... so
there’s kind of a cultural shift that has to take place in order to get everyone to try to get the
same level of productivity from each, struggling with some providers who want 45 minutes for
their patient per appointment.” On the support staff side, another respondent perceived the
environment at VA as an impediment to a team-based environment, which in turn, impacts
efficiency: “Often in the VA with a unionized workforce, with very specific prescribed job duties
and position descriptions, it’s much more of a ‘no, that’s not my job’ or ‘no, you’re not my boss
whether it’s said overtly or not.”

7

3.2.4.4 Subsection Summary

In sum, we heard in the interviews that recruitment, retention, and productivity at VA facilities
all contribute to capacity constraints in various ways. Representatives from all facilities we
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spoke to described challenges with workforce capacity to keep up with growing patient demand
for VA services. Physician shortages may be due to national or local supply of physicians,
desirability of the geographic area, or space constraints in facilities, among other factors. In
addition, the shortage within VA is likely influenced by retention and recruitment factors
including funding for providers, salary, and human resources processes. Productivity constraints
stem from challenges with recruiting and effectively utilizing support staff, infrastructure issues,
technological challenges, and cultural issues that may be endemic to VA.

3.2.5 Subsection Summary

As one of the largest providers of health services in the world, VA had nearly 300,000
employees in 2014. While VA’s workforce grew 15.8 percent from 2008 to 2012, the growth
rate slowed over that period. Overall, contract providers account for about 3.5 percent of total
workforce.

In this subsection, we described current numbers (as of FY 2014) of key provider types currently
working in the VA system by total numbers of provider clinical FTEs as well as the number of
clinical FTEs per 1,000 patients at a facility. We also described the relative productivity of
various provider types. For physicians and associate providers, we used work RVUs per clinical
FTE as measures of productivity, whereas for primary care physicians we used panel sizes and
for therapist we used encounters. We identified several key challenges associated with the VA
staff planning and assessment processes. These include a lack of guidance about what methods
should be used, a lack of external productivity benchmarks, inaccurate or incomplete data
inputs, and the inability of the data system to adequately account for certain types of providers
and patient visits.

We found significant variation across facilities and VISNs in terms of productivity. Likewise, we
also found variation in wait times across facilities and specialties. The greatest variations in
physician productivity were in neurosurgery and thoracic surgery, while the smallest variations
were in internal medicine, neurology, mental health, and surgery. In general, we found less
variation in physician specialist productivity by VISN than by facility. These estimates must be
considered, however, in light of concerns about coding and data quality discussed throughout
this subsection.

Analysis of VA data, literature reviews, and interviews suggests that VA workforce capabilities
may not be sufficient to provide timely care to Veterans across a number of key specialties as
well as primary care. These constraints are influenced by a number of key factors affecting the
size and productivity of the VA workforce. Particularly, interviewees reported that relatively low
salaries, a slow credentialing process, and infrastructure constraints likely lead to challenges
with hiring and retaining providers. Survey respondents reported that the most significant
barriers to productivity are related to administrative requirements. We also found that
infrastructure issues, challenges with appointment scheduling, increased clerical tasks from
new initiatives, a lack of support and clerical personnel, and cultural issues likely inhibit
provider productivity at VA.
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3.3 Physical Infrastructure

The VA workforce is supported by a vast physical infrastructure. VA owns and leases equipment
and health care sites of varying types and capabilities. In addition, VA operates housing,
transportation, and other support services that assist Veterans and connect them with health
care sites. VA encompasses one of the most extensive systems of health care physical
infrastructure in the country. Its facilities serve approximately 9 million enrollees living in every
region, from the most urban to the most rural locations. With the exception of the Military
Health System, no other integrated medical system seeks to deliver every type of medical care
in every region of the country. In the private sector, Kaiser Permanente may come closest, with
9.6 million members, 38 hospitals, and 618 medical offices, but Kaiser has a relatively small
geographic footprint compared with VA.

VA engages in extensive efforts to plan for the delivery of health care without overinvesting in
medical technologies and other costly infrastructure (Phibbs, Cowgill, & Fan, 2013). Assessment
K describes capital management, construction, leasing, maintenance, and other planning
processes in greater detail. In this subsection, we provide a focused inventory of the physical
infrastructure and resources available in VA-owned and VA-contracted facilities. We describe,
in turn, the number, types, complexity, size, and medical service capabilities of VA medical
facilities, and offer an inventory of support services that help connect Veterans with care. We
also discuss the role of VA’s physical infrastructure in ensuring that Veterans have access to
care and identify barriers or challenges faced by VA in relation to its physical infrastructure.

A summary of the methods used in these analyses is shown in the box.

Overview of Methods and Data for Assessment of Physical Infrastructure

e To assess VA's physical infrastructure, we identified and geocoded the locations
of all VA health care sites, Transportation Services, and Veteran Housing
Services. We also examined the number and distribution of sites by their
complexity level. We identified and defined clinical care services that are
definitive for one or more of the seven illustrative clinical populations.

e To examine how VA facility locations, size, complexity, and service offerings may
be related to delays in care, we interviewed 29 medical facility staff and Veteran
advocates about their experiences in the system.

e These analyses were supplemented by a literature review to understand the
proportion of Veterans within a certain distance or travel time from a facilities or
care, and to identify barriers and facilitators to geographic access.

e Data sources used in these analyses included the Veterans Affairs Site Tracking
System, American Community Survey, American Hospital Association 2014
Annual Survey of Hospitals, VA Planning Systems Support Group Enrollee file,
VHA Daily Bed Report, FY 2015, VA Veterans Transportation Program, 2015, HUD
VASH Utilization Report, HUD 2014 Raw Housing Inventory Count, VA Surveys
(Complementary and Alternative Medicine, Cardiovascular Specialty Care
Services, Emergency Departments, Pain Management, Physical Therapy,
Prosthetics and Sensory Aids Service, Recovery Oriented Mental Health Care,
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Surgical Services), VA Clinical Inventory Facility Profile Report, and VA Clinical

Inventory Facility Services Report.

e For complete details of the methods used to assess physical infrastructure,

please refer to Section 2 of this report and Appendix A-3.

3.3.1 VA Health Care Sites

VA organizes its health care sites in a kind of nested structure. At the highest level, all sites are

associated with one of 21 VISNs, which manage all resources within their service areas.?! At the

next level, every health care site falls under an “administrative parent” —a single leadership
group that oversees a collection of health care sites (VA, 2013f) and is headed by a director.

VAMCs can provide both inpatient and outpatient services. There are also free-standing health

care sites (meaning they are not co-located with a VAMC), as described in Table 3.3-1.

Table 3.3-1. Types and Numbers of VA Health Care Sites

Medical
Facility

Site Type Definition Total Total
Any VA-owned, -staffed, and -operated facility

Hospital providing acute inpatient and/or rehabilitation 144* 144*
services
A VA point of service that provides at least two

VAMC categories of care (inpatient, outpatient, residential, 166 163
or institutional extended care)
A VA-owned, VA-leased, contract, or shared clinic
operated at least five days per week that provides

Health care primary care, mental health care, and on-site 14 14

centers specialty services, and performs ambulatory surgery
and/or invasive procedures that may require
moderate sedation or general anesthesia

. . A VA-owned, VA-leased, mobile, contract, or shared

Multi-specialty . .

CBOC clinic that offers both primary and mental health care 185 185
as well as two or more specialty services on-site

Pri i i .

rimary care A VA-owned, VA-leased, mobile, contract, or shared 509 509

CBOC

clinic that offers both medical (on-site) and mental

21 The VISNs are numbered through 23, but several were merged, so there are no VISNs 13 and 14.
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Medical
Facility
Site Type Definition Total Total

health care (either on-site or by telehealth), and may
offer support services such as pharmacy, laboratory,
and X-ray

Other ) . .
outpatient Sites that do not meet the criteria to be classified as a 7 0

p_ . CBOC or health care center
services site

Encounters between Veterans and providers in either

Extended care o s
VA institutional care or VA non-institutional care

Domiciliar . o
. ) 4 Encounters between Veterans and providers within
residential care . .
the VA health care system that require an overnight 4 0
treatment i . . .
stay in residential bed sections
program
Total 955 871

Source: Definitions, VA table comparing old to new Veterans Affairs Site Tracking System
definitions. Number of facilities, Veterans Affairs Site Tracking System data, second quarter
2015.

Notes: Facility counts changed over the study period as a result of site reclassifications. The
numbers in this report come from an April 2015 extract from the Veterans Affairs Site Tracking
System that followed a major VHA site reclassification in March of 2015. We received the
extract on April 15, 2015. Other assessments may have used Veterans Affairs Site Tracking
System extracts from other dates, which were based on earlier definitions and therefore have
different facility counts, or based on a proposed classification system from 2014 differing in
some ways from the actual new classifications.

*All hospitals are also considered VAMCs.

A new VA site classification system was adopted in March 2015 (VA, 2013f, VHA, Office of the
Assistant Deputy Under Secretary for Health for Policy and Planning, 2015).22 Most, but not all,
VA sites that offer health care services are considered “medical facilities.” The Veterans Affairs
Site Tracking System facility database identified 955 sites as of the second quarter of FY 2015.
Of these, 871 are considered medical facilities, and 84 are nonmedical facilities. The
nonmedical facilities include 74 “other outpatient services sites,” which provide outpatient
services but do not meet classification criteria as a CBOC or health care center; three VAMCs;?3

22 The handbook defining the new classifications was published in December 2013, but they were not formally
implemented until March 2015.

B These three VAMCs offer at least two categories of care, but not inpatient care, and do not meet VA criteria as
outpatient medical facilities. According to information provided by VA’s Planning System Support Group, only
VAMCs that have an outpatient classification of health care center, multispecialty CBOC, or primary care CBOC
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two extended care sites; and four domiciliary residential care treatment program sites. Note
that every hospital is also part of a VAMC; there are no “free-standing” hospitals.

Figure 3.3-1 shows the locations of the four medical facility types, Veteran population?*
densities, and boundaries of the 21 VISNs. VA medical facilities are concentrated in the
Northeast, Mid-Atlantic, and West Coast regions, where large numbers of Veterans live. VA
medical facilities are less concentrated in the Southwest, plains states, mountain states, and
Northwest, where fewer Veterans live. Section 4 discusses geographic access to VA care in
more detail.

are considered medical facilities. This applies to four VAMCs; however, one of these also contains a hospital, so it
retains its designation as a medical facility.

24 This refers to the entire Veteran population, not just enrollees. Although non-enrollees cannot use VA medical
facilities, they could potentially enroll in the future.
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Figure 3.3-1. Locations of VA Medical Facilities and the Veteran Population Density

Sources: Authors’ analysis of facility and location information from Veterans Affairs Site
Tracking System data, second quarter 2015. Veteran population density expressed as number
of Veterans per square mile based on Assessment A projections, which utilize American
Community Survey data.

3.3.2 Facility Size and Usage

VA facilities vary widely in size and usage, much like those in the private sector. Tables 3.3-2a
and 3.3-2b presents two measures of facility size, expressed as rates per 10,000 enrollees by
VISN. The first measure is the number of operating hospital beds for the time period selected;
the count excludes beds that are temporarily closed for any reason. The second measure,
average daily census, is the average number of inpatients per day of service.?® This is calculated

25 VA does not report outpatient daily census.
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by dividing cumulative bed days of care for the fiscal year to date by the number of calendar
days in service (VSSC, 2011). The third measure, bed occupancy, is the average inpatient daily
census divided by the total number of hospital beds.

Table 3.3-2a. VA Operating Beds per 10,000 Enrollees, by Bed Type

Nursing
Hospital Home Domiciliary | CWT/ TR
National average 18.3 14.9 8.5 0.7
VISN Min, max 11.5,43.4 | 7.0,33.7 4.1,17.6 0.0, 2.7
VISN interquartile range | 14.8,20.2 | 11.4,19.8 5.9,13.4 0.4, 0.9

Table 3.3-2b. VA Average Daily Census per 10,000 Enrollees, by Bed Type, and Hospital Bed

Occupancy
Nursing Bed
Hospital Home Domiciliary | CWT/ TR | Occupancy
National average 11.0 10.2 6.2 0.5 60%
VISN Min, max 7.3,15.8 5.4,20.1 2.9,14.6 0.0,1.9 36%, 70%
VISN interquartile range 9.0,12.8 6.6, 14.8 4.1,10.3 0.2,0.6 59%, 64%

Sources: Operating Beds and Average Daily Census from VHA Daily Bed Report, FY 2015.
Enrollee population from VA Planning Systems Support Group Enrollee file (Phibbs, Cowgill, &

Fan, 2013).

Notes: CWT/TR is Compensated Work Therapy Transitional Residential. The interquartile range
is estimated by ranking VISN-level estimates from lowest to highest and reporting estimates at
the 25th and 75th percentiles.

There are various types of hospital beds within VAMCs (Tables 3.3-2a and 3.3-2b). Hospital beds
may be designated for specific uses: blind rehabilitation, internal medicine, neurology,
psychiatry, rehabilitation medicine, spinal cord, and surgery. Nursing home beds are for
patients requiring long-term care. Domiciliary beds are for Veterans in various residential care
programs (see VA, 2010).26 CWT/TR beds are for Veterans in that rehabilitation program.

On average, the VA system has 18.3 hospital beds per 10,000 enrollees and an inpatient daily
census of 11 patients per 10,000 enrollees. This works out to 60-per