
June 29, 2016 

 

Commissioner Michael Blecker 

 

 This letter explains my decision not to sign the Report of the Commission on Care. 

This report recommends many changes to the organization, operation, and direction of the VA’s health 

care services that are necessary to ensure our society fulfills its commitments to those who served it in 

uniform.  I agree with the Commission’s recommendations that relate to Clinical Operations, Facility and 

Capital Assets, Governance, Health Care Equity, Information Technology, Supply Chain and Workforce 

management.  These recommendations will strengthen veteran health care I and hope they are adopted 

promptly. 

However I cannot agree to the Commission’s first and most significant recommendation, establishment 

of a proposed “VHA Care System.”  Given the design of this proposed new delivery model, the adoption 

of this proposal would threaten the survival of our nation’s veteran-centered health care system as a 

choice for the millions of veterans who rely on it.  Although this is only one of many recommendations in 

the Report, this single recommendation risks undermining rather than strengthening our veteran-

centered health care system, and I cannot agree to it. 

 

The “VHA Care System” would undermine veteran-specific care for millions of veterans 

I believe that veteran health care services are best provided by an effective, efficient Veteran’s Health 

Administration. Not every veteran needs or wants veteran-centered care.  But for those who do there is 

no substitute.  My priority is to ensure that veteran-centered care is accessible and effective for the 

veterans who rely on it. 

I do not believe that the Commission Report’s “VHA Care System” achieves this.  Key elements of the 

proposed new system  will result in the degradation or atrophy of important health services that the VA 

provides with high quality, to high demand, at low unit cost, and with a unique degree of military and 

veteran competency.  This will happen because of two design choices proposed for the “VHA Care 

System”: first, it does not assure the preservation of effective care coordination, and the primary care 

services that are essential to effective care coordination, within the VHA; second, it does not ensure that 

objective, evidence-based, locally-determined criteria are used to decide when services are best 

provided through the VA or through community partners.  Instead, the VHA Care System recommends 

choice for all enrolled patients, and for the range of services to include primary care, care coordination 

and referral.  The Commission’s insistence on making “choice” a core element of its plan will, according 

to the Commission’s economists, likely divert 40% of the VHA’s service base.  I believe that this would 

threaten the viability of VA care for the millions of veterans who rely on it.  In its design, the “VHA Care 



System” has prioritized users’ access to the private health care system above all else: above cost, above 

quality, above preserving the choice of comprehensive veteran-specific care for those who need it. 

Furthermore, I do not believe that the proposed structure would preserve the qualities that even the 

VHA’s strongest detractors acknowledge are unique and valuable VHA capacities.  First among them is 

the VHA’s integration of primary, behavioral, and mental health care.  The Report recognizes how this is 

essential to effective mental health care, and how the VHA’s unmatched services in this area should be a 

model for other providers.  Yet the “VHA Care System” design separates mental health care (VHA-

provided) from primary care and care coordination, thereby undermining rather than reinforcing this 

essential competency.  Similarly, the VHA’s leadership in diagnosing, treating, monitoring and 

researching complex chronic conditions associated with military service, including environmental 

hazards associated with herbicides or service in Southwest Asia, relies upon close integration of primary 

care and specialized internal medicine.  The “VHA Care System” would fragment specialist from primary 

care and remove them from a care coordination context with high awareness of the special medical 

correlates of military service.  It is highly likely that a “VHA Care System” as proposed would never have 

even recognized the existence of Gulf War Syndrome or cancers associated with service in Camp 

Lejeune.  That is not a veteran health care system worth serving for. 

Finally, we must confront the fact that the proposed design costs substantially more than  alternative 

proposals, and at the high end of the range, those costs are staggering in magnitude.  In any case, the 

projected cost increases associated with this design surely call into question how Congress could meet 

those new costs while also providing needed funding for the investments the Commission proposes for 

VHA, particularly for new IT systems and much-needed facility modernization.    The Report suggests 

that these increased costs could be offset by reducing the number of veterans eligible for VA health 

care, reducing the range of services offered in the VHA Medical Benefits Package, or increasing veterans’ 

out-of-pocket costs.  It is alarming to me that we would even consider reducing veteran benefits in order 

to pay for more expensive health care options.  This is not responsible stewardship of veteran health 

care, in my view. 

The Commission has designed a health care system that is optimized for people who do not rely on 

veteran-specific health care.  That should not be our highest priority.  Our highest priority should be 

meeting the needs of the many veterans who need veteran-specific care, for clinical reasons or for 

personal reasons.  When I enlisted I was not promised a PPO, and I do not want to see the VHA 

converted into one now.  I was promised that the nation would take responsibility for the medical and 

health consequences of military service.  We must design our veteran health care system for those who 

need it most, not for those who want it least.  The proposed VHA Care System does not do so. 

 

The “VHA Care System” design was not based on the facts before the Commission 

The Commission agreed at the outset that our recommendations would be data-driven.  But I see no 

evidence that the proposed “VHA Care System” design is supported by or drew on the facts available to 



the Commission.  Here are the primary facts presented to the Commission that were not adequately 

incorporated into the Recommendation. 

VHA provides higher quality care than outside providers.  The Independent Assessments found that VHA 

provides better clinical outcomes than outside providers, according to most measures.  The Commission 

was provided with a supplementary literature review of some 75 recent studies that confirmed this.  

Care quality can be inconsistent, due in part to operational and administrative problems, and these must 

be remedied.  But outside care is also inconsistent, also due to operational and administrative problems, 

and the bottom line is that outside providers generally provide lower quality care as a result.   The 

Commission never explains why expanding reliance on lower-quality health care options will improve 

veteran health care. 

Veterans want more VHA care, not less.  The present crisis in veteran health care is primarily a demand 

problem: veterans want more health care from the VHA than it is able to provide.  This is true even 

though most users of VHA health care have other health insurance options, according to the 

Independent Assessments.  And it is most true for the veterans who need it most: the Independent 

Assessments showed that the sicker a veteran is, the more likely he or she is to prefer VHA care over 

outside care.  There are some areas where legacy VHA infrastructure exceeds demand, and the 

Committee recommends a sensible response to this.  But the tragic and unacceptable reports of delayed 

health care are not coming from those areas, they are coming from places where people want more 

VHA care than is available.  The Commission does not explain why its response to excess demand for 

VHA care should be a reduction in supply of VHA care. 

A reduction in VHA care services would reduce choice, not expand it.  The Independent Assessments 

found that most users of VHA health care have other health care options, yet they are choosing VHA 

anyway for at least some of their care.  These are not people who want a new health insurance option 

to pay the same doctors they can access through Medicare or their employer-provided insurance plan; 

these are people who want the veteran-specific health care that the VHA offers.  Most have choices, and 

they are choosing the VHA.  A “VHA Care System” that explicitly or predictably reduced the scope of 

veteran-specific health care would deprive them of this choice. 

VHA care is probably cheaper than outside care.  The question of how the VHA’s unit costs compare with 

outside providers has been one of the thorniest that the Commission faced.  The Independent 

Assessments were unable to reach a conclusion on this question.  Other analysts such as the CBO have 

also noted the difficulty in comparing costs.  Certainly, an important Recommendation requires that  

VHA publish unit costs.  Nevertheless, the CBO concluded that the best information available shows that 

overall VHA costs are about 20% lower that Medicare, which is itself lower than typical insurance rates.  

Staunch advocates for VA privatization such as Concerned Veterans for America have acknowledged 

that VA care is cheaper than outside care, and Commission economists had presented models that 

reflected this.  However, at the Commission’s final meeting Commission economists presented analysis 

that for the first time showed VHA costs above Medicare costs, citing a data source that had not been 

analyzed in the Independent Assessments or discussed with the Commission.  I recognize that the 



Commission staff operated under time and information constraints, but the Commission 

Recommendation should not rely on such important information with so little support. 

 

Reasonable alternatives for VHA reform were not adopted 

I did not join the Commission in order to defend the status quo, and I do not do so now.  There clearly 

exists a crisis in veteran health care access, as well as important operational problems at the VA that 

must be addressed.  I endorse all of the Recommendations in the report other than the VHA Care 

System, and I would like to see the VHA care delivery system changed in ways that can strengthen the 

system for those who rely on it. 

But I do not feel that I have to prove my seriousness by offering to sacrifice effective veteran health 

care.  Some have suggested that our response is not “bold” or “transformative” unless we consider 

radical options like cutting eligibility, reducing eligible services, or raising veterans’ out-of-pocket costs.  I 

reject these possibilities not because I am timid but because they are bad ideas.  Our veteran health care 

system deserves better than this sort of Civil-War-era medicine where every injury gets treated with an 

amputation. 

To me, the facts provided in the Independent Assessments and presented to the Commission paint a 

clear picture of how community care can play an essential role in supplementing VHA care.  Where VHA 

care is available, it is a high-quality, cost-effective way to provide veteran-specific care; where given 

services are not available, access to community providers should be easy, efficient, and seamless.  Care 

coordination and primary care should always be available and provided through VHA, and those 

providers should operate seamlessly with specialists both inside and outside the VHA as demand 

requires. 

There are several different variations on this, and I would have supported any one of them.  For 

example, one idea involves local assessments of demand and supply to identify exactly which services 

are best provided in the community, and building partnerships with community care providers to do so 

seamlessly. This is being piloted in El Paso, Texas under the leadership of a Congressman Beto O’Rourke, 

and Undersecretary Shulkin has proposed a nation-wide plan that effectively reproduces this.  A 

different idea has been to define clear access criteria and make outside referral automatic if those 

criteria are not met, effectively making Choice Act authorities streamlined and permanent.  These were 

presented to or discussed in the Commission, or have been available in public discussion on this issue, 

but the Commission has not adopt them. 

I mention these here briefly simply to show that reasonable, practical, effective solutions are available 

to address the access problem.  I also point out that a key element of the VHA Care System design 

proposed  in the Commission report was adopted at our last meeting and with little discussion.  Until 

only a few weeks ago, “veteran choice” was offered as an “aspirational goal,” but in a troubling reversal 

was adopted as a virtual centerpiece of the VHA Care System design.  I do not believe that the decision 

to adopt “veteran choice” was in any sense data-driven or reflects careful attention to the facts before 



the Commission, and the range of evidence-based, tested approaches that might better solve the 

problem. 

In raising these concerns, I speak as a Commissioner, a veteran, and a lifelong advocate for community-

based veteran support services.  I was working with veterans in need when the VHA was not the 

comprehensive, integrated, wrap-around provider of veteran-centered health care that it is now, and I 

do not want to see us move backward.  When I joined the Commission I stated at one of our public 

meetings that I would not sign the report if I thought it would hurt veterans. The recommendation that 

redesigns the Veterans Health Care Delivery System by outsourcing the choice of primary care providers 

will do just that – hurt veterans. The bottom line is that the Commission has adopted a dangerous idea. 

And it has failed the most fundamental principle owed veterans who rely on VA health care, the 

principle that we should “do no harm.”  

 

 

Michael Blecker 

Swords to Plowshares, Executive Director 

U.S. Army Veteran, 1967-1970 



Commission Report Dissent 

What is Needed for the Total Transformation of Veterans Health Care 

June 30, 2016 

Over the last several years, Americans have grown justifiably alarmed by the serious 
performance problems in the Veterans Health Administration (VHA) of the Department 
of Veterans Affairs (VA).  

These problems were highlighted in unsparing detail by the 2015 Independent 
Assessment of the VHA, which found that “the number of issues VHA currently faces 
appears overwhelming. In its current state, VHA is not well positioned to succeed in the 
transformation that this analysis suggests.”  

Furthermore, the Independent Assessment called for a “system-wide change” in the 
clearest of terms: 

“The Independent Assessment highlighted systemic, critical problems and 
confirmed the need for change that has been voiced by Veterans and their 
families, the American public, Congress and VHA staff. Solving these problems 
will demand far-reaching and complex changes that, when taken together, 
amount to no less than a system-wide reworking of VHA.” 

To address the VHA’s managerial failures, inconsistent care, manipulated data, and 
other manifestations of dysfunction, Congress established the Commission on Care in 
2014. 

This commission was tasked with developing recommendations for better administering 
VHA to deliver health care to veterans over the next 20 years, in a time when the 
demographics of the veteran population will be changing rapidly. Only by transforming 
the VHA into a high-performing, veteran-centric health care organization will it be suited 
to the challenges of caring for a diverse population of veterans bearing the scars of 21st 
century conflicts.  



 

 

A lost opportunity for transformation 
 
It has been our privilege to serve as members of this Commission. We were grateful for 
the opportunity to work with commissioners and staff who shared our dedication to 
crafting a vision for VHA reform centered on “transforming veterans’ health care to 
enhance quality, access, choice and well-being.” 
 
However, we regret to report that the result of Commission’s labors, as reflected in the 
following document, falls far short of what is needed to achieve that vision. The 
Commission’s final report is largely a hodgepodge of perfunctory recommendations that, 
while well-meaning, will do little to redirect the VHA’s troubled trajectory. The central 
problem is that these recommendations focus primarily on fixing the existing VHA 
provider operations, rather than boldly transforming the overall veterans’ health care 
system.  
 
To be sure, several of the proposals herein represent positive, though limited, reforms. 
These proposals have at least some merit and will make some difference in both VHA 
management and veterans’ satisfaction, assuming proper execution.  
 
Particularly, we note the recommendations to revise the VHA’s governance structure by 
establishing a board of directors, and the expansion and refinement of health care 
choice, which will allow veterans greater choice in selecting their providers and 
eliminate the existing onerous time and distance criteria in the current system.  
 
Furthermore, the recommendation for an independent commission to repurpose or sell 
unneeded facilities, similar to the Defense Department’s Base Closure and Realignment 
and Commission, is a strong step in the right direction. These are promising reforms 
that could enhance organizational performance and lead to improved outcomes for 
veterans. We urge Congress and VA leaders to work together to ensure these 
recommendations are adopted and implemented as they are intended. 
 
Unfortunately, the rest of the recommendations, even if implemented carefully and with 
the appropriate oversight, will not transform and reinvent the VHA into the high-
performing health care organization it needs to become, with the veteran’s needs at the 
center of its mission. 
 
The reality is that in the decades to come, the VHA will face new challenges in dealing 
with the as-yet unseen wounds of troops who have served in the protracted conflicts in 
Afghanistan, Iraq, and elsewhere around the world. The needs of this changing 
veterans population demand fresh thinking in a veteran-centric organization that is 
accessible, transparent, holistic and collaborative, pulling ideas from the best of what 
the public and private sectors have to offer to achieve superior results in care. 
 
Instead, the VHA remains mired in the thinking of the last century as an overly 
centralized, hierarchical, industrial-era bureaucracy, more concerned with the needs of 



 

 

the institution than the needs of the veteran patient. Rather than setting that increasingly 
antiquated institution on a course for transformation, the Commission on Care’s 
proposals will only superficially and temporarily move VHA out of its current state of 
dysfunction.  
That failure is a lost opportunity.  
 
What went wrong 
 
The Commission on Care was uniquely positioned to respond to the disparity between 
the VHA as it is and the VHA as it should be. Unlike many government panels, the 
Commission was unusually empowered by its enabling legislation, which requires the 
executive branch to implement all feasible and advisable recommendations and to seek 
legislative action through Congress where needed.  
 
While the typical commission report ends up sitting on the shelf, forlorn and forgotten, 
members of the Commission on Care knew that much of what we proposed stood a 
strong likelihood of becoming reality.  
 
By our count, 137 previous reports on VA health care had been presented and quickly 
forgotten; we did not want our report to be number 138. 
 
That foreknowledge should have emboldened the Commission to seize this 
unprecedented opportunity to advance strong reforms and organizational changes. 
Unfortunately, this effort was imperiled by a failure to follow agreed upon processes and 
an early push to achieve consensus, which set limits on what could be proposed and 
discussed. A strong aversion to the clarifying light of constructive argument, an 
unwillingness to follow the facts where they may lead, and a misplaced desire to placate 
the incumbent bureaucracy led to the commission’s failure to meet the goals of its 
mission.  
 
Among the shortcomings: 
 

 While the report is replete with fine-sounding buzzwords and up-to-the-minute 
managerial jargon about “transformation,” it fails to present a clear vision for how 
that transformation will take place. Alternative viewpoints that might have 
challenged the consensus and led to a more effective path were effectively 
sidelined by a flawed process. 

 

 Despite promising “transformation,” the Commission’s recommendations would 
essentially leave in place most of the current failing VHA operating model, which 
is bloated, outdated, and crippled by bureaucratic paralysis. A truly 
transformative approach would have looked to successful alternative approaches 
by using both the other major government health care programs and the private-
sector non-profit health care world as models.  

 



 

 

 Previously published reports and studies that should have informed our approach 
did not receive the appropriate consideration. For example, the aforementioned 
4,000-page Independent Assessment of the VHA system, prepared by leading 
private sector consultancies in 2015, contained valuable diagnosis and policy 
prescriptions for reform. Yet that assessment, which should have served as a 
handbook for transformation, was given short shrift in commission proceedings. 
Likewise, the January 2015 report of the Military Compensation and Retirement 
Modernization Commission, along with other studies reflecting decades of 
grappling with similar questions, were largely ignored.  

 

 As the process developed, the focus on the veteran as the ultimate and most 
important stakeholder was gradually blurred, and greater attention was given to 
“ensuring buy-in”—i.e., protecting the prerogatives—of the status quo players. 
Thus, the desires of the VHA bureaucracy and veterans service organizations 
were given undue proportional weight compared to the needs of the veterans 
themselves. The resulting report at various points sidesteps, whitewashes or 
excuses the VHA’s current performance problems, seeking to preserve the 
existing institution, when a “tough love” form of constructive criticism would have 
better served the agency, its employees and the veterans it serves. Moreover, 
many of the findings and conclusions in this report are based on opinion rather 
than data, and therefore can be misleading. 
 

 In developing the report, the adopted integrated systems approach was not 
applied. This meant that key components of the VHA Care System would not be 
addressed and that important inputs and assessments would not be fully 
considered. Instead, key questions about eligibility, health benefits design and 
other important considerations were deferred for a later time and for a 
subsequent expert body to examine. As a result, the impact and feasibility 
assessments for the recommendations, as well as the proposed administrative 
and legislative actions needed for implementation, are incomplete.  

 
Thus, the disappointing reality is that the Commission’s final report is deeply 
compromised, disjointed, and incomplete. The report repeatedly invokes the need for a 
“bold transformation” at the VHA. Yet, with a few exceptions, there is a decided lack of 
boldness in the Commission’s recommendations.  
 
What would real transformation look like? 
 
Had the Commission on Care been truly committed to achieving bold transformation, we 
would at the very least have considered the additional steps and changes needed to 
fully modernize and streamline the VHA’s business and integrated health care delivery 
models from its current Health Maintenance Organization (HMO) staff model. 
Necessary steps should include considerations such as the following:  
 



 

 

 Expanding and strengthening multiple private-sector choice options (e.g., Fee-
For-Service, Preferred Provider Organization and HMO) in a fiscally responsible 
way for veterans who prefer care outside the VHA providers or facilities. The 
recommendation in the report only provides for one choice option, the VHA 
managed network. Providing choice among a variety of plan options allows 
veterans to select the plan that best suits their needs. It empowers veterans, 
creates competition, provides services they want and improves program 
performance. Other government-run health care programs, such as Medicare 
Advantage, TRICARE and the Federal Employees Health Benefits Program 
(FEHB), use similar approaches, and could serve as constructive models for 
VHA transformation. 

 

 Similarly, looking to successful existing models in the private non-profit sector to 
develop a new approach to providing health care to veterans through high-
quality, data driven, evidence-based medical care. For veterans who do not want 
to use VHA facilities, the new VHA Care System could feature collaborative and 
coordinated integrated health care networks partnering with like-minded health 
care organizations that share a common commitment to serve veterans in their 
communities using their provider of choice and in conjunction with other health 
insurance. The Mayo Clinic Care Network and Ascension should serve as 
examples and models. 

 

 Identifying and conducting any missing assessments and inputs that were 
considered but not performed, such as a comprehensive survey of veterans and 
complete fiscal impact analysis. Any attempt at VHA reform must take into 
account recommendations made in previous reports and assessments, 
especially the detailed policy options contained in the 2015 Independent 
Assessment’s 12 major assessment reports.  

 

 Careful consideration of revising VHA eligibility requirements to prioritize care to 
veterans with service-connected medical conditions and disabilities. This is a 
politically difficult but necessary consideration when dealing with the allocation of 
scarce resources.  
 

 Identifying actions needed to address components of the VHA Care System that 
this report neglected to consider. This report fails to address critical matters like 
changes to the overall health benefits package; existing program structure; cost 
mitigation strategies such as cost sharing; the “who pays first” question 
surrounding first vs. secondary payers and mandatory reimbursement of other 
health insurance; use of quality ratings to improve transparency and 
performance; and how to deal with the numerous challenges surrounding out-of-
network options and care coordination. Any attempt at VHA transformation will 
have to contend with these and other pressing issues. 

 



 

 

Overall, this report is correct in asserting that the VHA needs transformation; but it fails 
to serve as a useful guide and roadmap to achieve that transformation.  
 
President Theodore Roosevelt suggested a simple principle for what we owe to 
veterans for their service: “A man who is good enough to shed his blood for his country 
is good enough to be given a square deal afterwards.” Few would argue that today’s 
veterans are receiving the “square deal” they deserve in the existing veterans health 
care system. The recommendations in this report, while allowing for some 
improvements if implemented, will not change that grim reality.  
 
Thus, in the months and years to come, we can expect to continue seeing evidence of 
VHA failure and dysfunction, followed by renewed calls for reform and additional 
commissions and task forces to develop the solutions the Commission on Care failed to 
deliver.  
 
Regrettably, the report that follows stands as a monument to a lost opportunity for the 
bold reform that the VHA needs—and that veterans deserve. Much more work remains 
to be done. 
 
Respectfully submitted, 
 
 
 
 
 
 
 
Stewart M. Hickey       Darin S. Selnick 
Commissioner      Commissioner 
 


